



A Controlled Evaluation of Interpersonal and Social Rhythm Therapy: Effects on Depressive Symptom Severity and Interpersonal Dysfunction

Abstract
Background: Mood disorders, particularly major depressive disorder (MDD), are associated with disruptions in circadian rhythms and interpersonal functioning. Interpersonal and Social Rhythm Therapy (IPSRT), developed by Ellen Frank, integrates interpersonal psychotherapy with behavioural rhythm stabilization and has shown promise in treating mood disorders.
Objective: The present study aimed to evaluate the effectiveness of IPSRT in reducing depressive symptoms and improving interpersonal functioning.
Methods: A quasi-experimental pre–post control group design was employed. A total of 48 participants were divided into an experimental group (n = 24) receiving IPSRT and a control group (n = 24) receiving no structured intervention. Paired-samples t-tests were used to assess changes in depressive symptoms and interpersonal problems.
Results: The experimental group showed significant reductions across all depressive symptom domains, including sleep disturbance, mood, appetite, decision-making, self-view, suicidal ideation, interest, energy, and agitation (all p < .001). Total depression scores significantly decreased, t(23) = 17.02, p < .001 . Interpersonal problem scores also showed significant reductions across most domains (p < .001). In contrast, the control group showed no improvement and, in several domains, significant deterioration.
Conclusion: IPSRT is an effective intervention for reducing depressive symptoms and improving interpersonal functioning. Its combined focus on circadian rhythm stabilization and interpersonal processes makes it a comprehensive treatment approach for mood disorders.
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1. Introduction
Mood disorders are a leading cause of disability worldwide, significantly affecting emotional, cognitive, and social functioning. Major depressive disorder (MDD), in particular, is associated with persistent low mood, anhedonia, sleep disturbances, and impaired decision-making. Increasing evidence suggests that disruptions in circadian rhythms and interpersonal stressors play a crucial role in the onset and maintenance of depressive symptoms (McClung, 2013).
Interpersonal and Social Rhythm Therapy (IPSRT), developed by Ellen Frank, is an integrative psychotherapy designed to address both biological and psychosocial factors underlying mood disorders. IPSRT is grounded in the social zeitgeber theory, which posits that environmental and social cues regulate biological rhythms, and disruptions in these cues can trigger mood episodes (Ehlers et al., 1988).
The therapy combines interpersonal psychotherapy (IPT), which focuses on resolving interpersonal stressors, with behavioral strategies aimed at stabilizing daily routines such as sleep, eating, and social interaction patterns (Frank et al., 2005). Previous research has demonstrated that IPSRT is effective in reducing relapse rates and improving functional outcomes in individuals with mood disorders (Inder et al., 2015).
Despite growing evidence, there remains a need for empirical studies examining the simultaneous impact of IPSRT on both depressive symptoms and interpersonal functioning using controlled designs. The present study aims to address this gap.
2.Method
2.1 Research Design
A quasi-experimental pre-test–post-test control group design was used to evaluate the effectiveness of IPSRT.
2.2 Sample
The researchers interviewed 73 individuals who were diagnosed with Major Depressive Disorder to participate in the study, however among them a sample of 48 individuals with MDD who gave their consent to participate in the study were chosen for the current research study using the DSM criteria. Hence purposive sampling technique was adopted for the study. The sample selected were then randomly assigned to the experimental group (IPSRT) or the control group (treatment as usual). Suitable inclusion and exclusion criteria were used.
Inclusion Criteria
Adults aged 18–60 years with a primary diagnosis of MDD, both male and female participants were considered for the study. A Minimum educational qualification of 10th grade was chosen as the sample.
Exclusion Criteria
Individuals having a history of neurological illnesses, head injury, or any other general medical condition was not considered for the study. Further, presence of other psychiatric disorders such as schizophrenia, OCD, or intellectual disability were also excluded from the study. 
2.3 Intervention
The experimental group was provided with structured IPSRT sessions based on psychoeducation, regulation of everyday routines, detection of problem areas in interpersonal relationships, and the creation of stable social rhythms. The control group went on with the normal treatment that is the control group underwent only pharmacotherapy but didn’t receive any form of counselling or psychotherapy.
2.4 Procedure
The present study adopted Interpersonal and Social Rhythm Therapy (IPSRT) as a psychosocial intervention to examine its effectiveness in reducing symptoms of Major Depressive Disorder (MDD) and interpersonal problems. A total of 48 individuals diagnosed with MDD were identified using structured clinical interviews based on ICD-11 and DSM-5 criteria, along with the QIDS.
Participants were randomly assigned into two groups: an experimental group (n = 24), which will receive the IPSRT intervention, and a control group (n = 24), which will not receive the intervention but were regularly monitored and provided with necessary medical support. The study followed a controlled, longitudinal design to evaluate changes in depressive symptoms and interpersonal problems over time.
The IPSRT intervention was delivered over a period of 6 months, comprising 12 sessions structured into three phases:
· Initial Phase (Sessions 1–4): This phase focused on establishing a therapeutic alliance, conducting an interpersonal inventory, and providing psychoeducation about MDD. Patients and their families were educated about the relationship between stress, interpersonal relationships, and mood. The Social Rhythm Metric (SRM) was introduced to assess daily routines, sleep patterns, mood, and energy levels.
· Intermediate Phase (Sessions 5–8): Emphasis was placed on stabilizing daily routines and sleep–wake cycles using SRM data. Patients worked collaboratively with the therapist to set goals for improving regularity in social rhythms. Interpersonal issues such as stress, stigma, and relationship difficulties were also addressed to understand their impact on mood and daily functioning.
· Final Phase (Sessions 9–12): This phase focuses on termination, relapse prevention, and consolidation of treatment gains. Patients were guided to develop strategies for managing interpersonal stressors, maintaining stable routines, and identifying early signs of symptom recurrence.
The effectiveness of IPSRT were determined by comparing pre- and post-intervention outcomes between the experimental and control groups.
2.5 Measures
2.5.1 Quick Inventory of Depressive Symptomatology – Self-Report (QIDS-SR)
The Quick Inventory of Depressive Symptomatology – Self-Report (QIDS-SR) is a standardized self-report instrument developed by A. John Rush and colleagues in 2003 to assess the severity of depressive symptoms in accordance with the diagnostic criteria outlined in the Diagnostic and Statistical Manual of Mental Disorders (DSM) for Major Depressive Disorder. The scale comprises 16 items that collectively evaluate nine core symptom domains of depression, including sleep disturbance, depressed mood, appetite or weight changes, concentration and decision-making difficulties, negative self-perception or self-criticism, suicidal ideation, diminished interest or pleasure, low energy or fatigue, and psychomotor changes (Rush et al., 2003).
Each item on the QIDS-SR is rated on a four-point Likert scale ranging from 0 to 3, reflecting increasing severity of symptoms. The total score ranges from 0 to 27, with higher scores indicating greater severity of depressive symptomatology. The interpretation of total scores is categorized as follows: scores between 0 and 5 indicate no depression, 6 to 10 suggest mild depression, 11 to 15 represent moderate depression, 16 to 20 indicate severe depression, and scores ranging from 21 to 27 reflect very severe depression (Rush et al., 2003).
2.5.2 Inventory of Interpersonal Problems (IIP)
The Inventory of Interpersonal Problems (IIP) is a widely used assessment tool employed to evaluate difficulties in interpersonal functioning among individuals with psychological disorders, including Major Depressive Disorder (MDD). Originally developed by Leonard M. Horowitz and colleagues, the IIP is designed to identify recurrent interpersonal behaviors and experiences that individuals perceive as problematic within their social relationships (Horowitz et al., 1988). Grounded in interpersonal theory, the instrument is extensively utilized in both clinical and research settings to assess maladaptive interpersonal patterns associated with psychological distress.
The abbreviated version of the instrument, the IIP-32, consists of 32 items rated on a 5-point Likert scale ranging from 0 (“not at all”) to 4 (“extremely”). The scale assesses a range of interpersonal difficulties, including problems related to assertiveness, social inhibition, submissiveness, dependency, hostility, and intimacy. Higher total scores on the IIP indicate greater levels of interpersonal dysfunction. Interpersonal functioning was measured across the different domains such as Domineering, Vindictive, Cold, Socially inhibited, Non-assertive, Easily exploited, Self-sacrificing and Intrusive. A total interpersonal problem score was computed.
The IIP has demonstrated robust psychometric properties, including strong internal consistency, test–retest reliability, and construct validity across clinical populations, particularly among individuals with depressive disorders. In the present study, the IIP was administered at both pre-intervention and post-intervention stages to assess changes in interpersonal functioning following Interpersonal and Social Rhythm Therapy (IPSRT). A reduction in post-treatment IIP scores was interpreted as an improvement in interpersonal effectiveness and overall relational functioning.
2.6 Statistical Analysis
Statistical analysis was done using SPSS 25 version. The data was subjected to normality testing the results were non-significant that is the data followed normality and here parametric test such as paired-samples t-tests were conducted to compare pre- and post-treatment scores within groups. Statistical significance was set at p < .05.
3. Results
3.1 Depressive Symptoms
Table 1
Paired Samples t-Test Comparing Pre- and Post-Test results of the Experiment group in Depression Symptoms (N = 24)
	Variable
	Pre M (SD)
	Post M (SD)
	Mean Difference
	t
	p

	Sleep
	2.92 (0.28)
	1.71 (0.46)
	1.21
	11.63
	< .001

	Mood
	2.83 (0.38)
	1.63 (0.50)
	1.21
	14.27
	< .001

	Appetite
	2.42 (0.50)
	1.46 (0.59)
	0.96
	6.80
	< .001

	Decision Making
	2.46 (0.51)
	1.75 (0.53)
	0.71
	5.56
	< .001

	Self-View
	2.46 (0.51)
	1.63 (0.58)
	0.83
	5.36
	< .001

	Suicidal Ideation
	2.50 (0.51)
	1.29 (0.46)
	1.21
	11.63
	< .001

	Interest
	2.50 (0.51)
	1.63 (0.50)
	0.88
	6.31
	< .001

	Energy
	2.33 (0.48)
	1.42 (0.50)
	0.92
	11.00
	< .001

	Agitation*
	2.52 (0.51)
	1.39 (0.50)
	1.13
	7.16
	< .001

	Total Score
	22.96 (2.49)
	13.83 (2.41)
	9.13
	17.02
	< .001


Note. Pre = Pre-treatment; Post = Post-treatment. Mean Difference = Pre − Post.
*Agitation analysis based on N = 23 due to one missing value. All tests are two-tailed.
A paired-samples t-test was conducted to examine the difference between pre-treatment (Pr) and post-treatment (Pt) scores across depressive symptom domains (N = 24; Agitation N = 23).
There was a statistically significant reduction in all symptom domains from pre- to post-treatment:
· Sleep problems significantly decreased, t(23) = 11.63, p < .001, 95% CI [0.99, 1.42].
· Depressed mood showed significant reduction, t(23) = 14.27, p < .001, 95% CI [1.03, 1.38].
· Appetite disturbance significantly decreased, t(23) = 6.80, p < .001, 95% CI [0.67, 1.25].
· Decision-making difficulties significantly reduced, t(23) = 5.56, p < .001, 95% CI [0.45, 0.97].
· Negative self-view significantly decreased, t(23) = 5.36, p < .001, 95% CI [0.51, 1.16].
· Suicidal ideation significantly reduced, t(23) = 11.63, p < .001, 95% CI [0.99, 1.42].
· Loss of interest significantly decreased, t(23) = 6.31, p < .001, 95% CI [0.59, 1.16].
· Low energy showed significant improvement, t(23) = 11.00, p < .001, 95% CI [0.74, 1.09].
· Psychomotor agitation significantly decreased, t(22) = 7.16, p < .001, 95% CI [0.80, 1.46].
Total Depression Score
There was a highly significant reduction in total depression scores from pre-treatment (M = 22.96, SD = 2.49) to post-treatment (M = 13.83, SD = 2.41),
t(23) = 17.02, p < .001, 95% CI [8.02, 10.23].
The mean reduction of 9.13 points indicates a substantial improvement in overall depressive symptom severity following the intervention.
The findings demonstrate that the intervention was effective in significantly reducing depressive symptoms across all measured domains. The largest improvements were observed in depressed mood, sleep disturbance, suicidal ideation, and overall depression severity. The consistency of statistically significant reductions across domains suggests broad-based therapeutic efficacy rather than symptom-specific improvement.
Table 2
Paired Samples t-Test Comparing Pre- and Post-Test results of the Control group in Depression Symptoms (N = 24)
	Variable
	Pre M (SD)
	Post M (SD)
	Mean Difference
	t
	p

	Sleep
	2.96 (0.20)
	3.00 (0.00)
	−0.04
	−1.00
	.328

	Mood
	2.83 (0.38)
	2.96 (0.20)
	−0.13
	−1.37
	.185

	Appetite
	2.46 (0.51)
	2.83 (0.38)
	−0.38
	−2.58
	.017

	Decision Making
	2.50 (0.51)
	2.75 (0.44)
	−0.25
	−1.66
	.110

	Self-View
	2.42 (0.58)
	2.67 (0.48)
	−0.25
	−1.66
	.110

	Suicidal Ideation
	2.50 (0.59)
	2.63 (0.50)
	−0.13
	−0.83
	.417

	Interest
	2.46 (0.51)
	2.54 (0.51)
	−0.08
	−0.81
	.426

	Energy
	2.33 (0.48)
	2.63 (0.50)
	−0.29
	−3.08
	.005

	Agitation
	2.25 (0.44)
	2.33 (0.48)
	−0.08
	−0.70
	.491

	Total Score
	22.71 (2.40)
	24.33 (2.20)
	−1.63
	−3.14
	.005


The paired-samples t-test was conducted to examine pre- and post-test differences in depressive symptoms within the control group. The findings revealed that most symptom domains did not show statistically significant changes over time, indicating relative stability in depressive symptoms in the absence of intervention. Specifically, no significant differences were observed in sleep, t = −1.00, p = .328; mood, t = −1.37, p = .185; decision making, t = −1.66, p = .110; self-view, t = −1.66, p = .110; suicidal ideation, t = −0.83, p = .417; interest, t = −0.81, p = .426; and agitation, t = −0.70, p = .491.
However, a statistically significant change was observed in appetite, t = −2.58, p = .017, and energy, t = −3.08, p = .005, suggesting slight variations in these domains even without treatment. Furthermore, the total depression score showed a significant increase from pre-test (M = 22.71, SD = 2.40) to post-test (M = 24.33, SD = 2.20), t = −3.14, p = .005, indicating a worsening of overall depressive symptoms in the control group over time.
Overall, the results suggest that, in the absence of intervention, depressive symptoms largely remained unchanged, with a notable increase in overall severity, highlighting the potential necessity of therapeutic intervention for symptom improvement.
3.2 Interpersonal Functioning
Table 3
Paired Samples t-Test Comparing Pre- and Post-Test results of the Experiment group in terms of  Interpersonal Problem Scores (N = 24)
	Variable
	Pre M (SD)
	Post M (SD)
	Mean Difference
	t
	p

	Domineering
	9.38 (2.99)
	7.50 (2.04)
	1.88
	6.91
	< .001

	Vindictive
	8.42 (2.72)
	6.58 (2.19)
	1.83
	5.59
	< .001

	Cold
	10.25 (2.07)
	7.67 (1.66)
	2.58
	8.27
	< .001

	Socially Inhibited
	10.96 (1.90)
	8.21 (1.69)
	2.75
	7.81
	< .001

	Non assertive
	10.13 (3.26)
	7.79 (2.27)
	2.33
	4.01
	.001

	Easily Exploited
	10.00 (2.23)
	7.79 (1.96)
	2.21
	6.59
	< .001

	Self-Sacrificing
	8.58 (2.57)
	7.17 (1.95)
	1.42
	4.72
	< .001

	Intrusive
	6.13 (3.17)
	5.17 (1.69)
	0.96
	1.52
	.142

	Total Score
	73.83 (8.64)
	57.88 (7.93)
	15.96
	14.79
	< .001


A paired-samples t-test was conducted to examine differences between pre-treatment and post-treatment interpersonal problem scores. Results indicated statistically significant reductions across most interpersonal domains following the intervention.
Significant decreases were observed in domineering behaviour, t(23) = 6.91, p < .001; vindictive tendencies, t(23) = 5.59, p < .001; cold/distant interpersonal style, t(23) = 8.27, p < .001; social inhibition, t(23) = 7.81, p < .001; non-assertiveness, t(23) = 4.01, p = .001; being easily exploited, t(23) = 6.59, p < .001; and self-sacrificing behaviour, t(23) = 4.72, p < .001.
However, no statistically significant change was observed in intrusive behaviour, t(23) = 1.52, p = .142.
Importantly, total interpersonal problem scores significantly decreased from pre-treatment (M = 73.83, SD = 8.64) to post-treatment (M = 57.88, SD = 7.93), t(23) = 14.79, p < .001, indicating a substantial overall reduction in interpersonal difficulties following the intervention.
Overall, the findings suggest that the intervention was effective in reducing both hostile-dominant and submissive interpersonal problem patterns, leading to a significant improvement in overall interpersonal functioning.
Table 4
Paired Samples t-Test Comparing Pre- and Post-Test results of the control group in terms of Interpersonal Problem Scores (N = 24)
	Variable
	Pre M (SD)
	Post M (SD)
	Mean Difference
	t
	p

	Domineering
	10.75 (2.38)
	11.63 (1.93)
	−0.88
	−2.83
	.009

	Vindictive
	10.46 (2.52)
	11.38 (1.95)
	−0.92
	−3.05
	.006

	Cold
	10.63 (2.22)
	11.38 (1.64)
	−0.75
	−2.58
	.017

	Socially Inhibited
	10.54 (2.34)
	11.38 (2.04)
	−0.83
	−2.20
	.038

	Non-assertive
	9.71 (3.20)
	11.58 (1.69)
	−1.88
	−3.54
	.002

	Easily Exploited
	10.00 (2.50)
	11.00 (1.82)
	−1.00
	−2.70
	.013

	Self-Sacrificing
	8.75 (3.04)
	10.46 (2.41)
	−1.71
	−3.36
	.003

	Intrusive
	8.63 (2.68)
	9.38 (2.39)
	−0.75
	−1.43
	.167

	Total Score
	79.46 (15.72)
	88.17 (12.61)
	−8.71
	−3.75
	.001


Note. Mean Difference = Pre − Post. All tests are two-tailed.
A paired-samples t-test was conducted to examine differences between pre- and post-treatment interpersonal problem scores. The results indicated statistically significant increases in most interpersonal domains from pre- to post-assessment. Significant increases were observed in domineering behaviour, t(23) = −2.83, p = .009; vindictive tendencies, t(23) = −3.05, p = .006; cold interpersonal style, t(23) = −2.58, p = .017; social inhibition, t(23) = −2.20, p = .038; non-assertiveness, t(23) = −3.54, p = .002; being easily exploited, t(23) = −2.70, p = .013; and self-sacrificing behaviour, t(23) = −3.36, p = .003. No statistically significant difference was found for intrusive behaviour, t(23) = −1.43, p = .167.
Additionally, total interpersonal problem scores significantly increased from pre-treatment (M = 79.46, SD = 15.72) to post-treatment (M = 88.17, SD = 12.61), t(23) = −3.75, p = .001, indicating a significant overall increase in interpersonal difficulties at post-assessment.
Table 5
Descriptive Statistics for Pre-test Scores by Group
	Variable
	Group
	N
	M
	SD

	Sleep
	Experimental
	24
	2.92
	0.28

	
	Control
	24
	2.96
	0.20

	Mood
	Experimental
	24
	2.83
	0.38

	
	Control
	24
	2.83
	0.38

	Appetite
	Experimental
	24
	2.42
	0.50

	
	Control
	24
	2.46
	0.51

	Decision
	Experimental
	24
	2.46
	0.51

	
	Control
	24
	2.50
	0.51

	Self-view
	Experimental
	24
	2.46
	0.51

	
	Control
	24
	2.42
	0.58

	Suicidal
	Experimental
	24
	2.50
	0.51

	
	Control
	24
	2.50
	0.59

	Interest
	Experimental
	24
	2.50
	0.51

	
	Control
	24
	2.46
	0.51

	Energy
	Experimental
	24
	2.33
	0.48

	
	Control
	24
	2.33
	0.48

	Agitation
	Experimental
	24
	2.54
	0.51

	
	Control
	24
	2.25
	0.44

	Total
	Experimental
	24
	22.96
	2.49

	
	Control
	24
	22.71
	2.40


Note. M = Mean; SD = Standard Deviation. Pre-test scores for Experimental (n = 24) and Control (n = 24) groups.
Table 6
Descriptive Statistics for Post-test Scores by Group
	Variable
	Group
	N
	M
	SD

	Sleep
	Experimental
	24
	1.71
	0.46

	
	Control
	24
	3.00
	0.00

	Mood
	Experimental
	24
	1.63
	0.50

	
	Control
	24
	2.96
	0.20

	Appetite
	Experimental
	24
	1.46
	0.59

	
	Control
	24
	2.83
	0.38

	Decision
	Experimental
	24
	1.75
	0.53

	
	Control
	24
	2.75
	0.44

	Self-view
	Experimental
	24
	1.63
	0.58

	
	Control
	24
	2.67
	0.48

	Suicidal
	Experimental
	24
	1.29
	0.46

	
	Control
	24
	2.63
	0.50

	Interest
	Experimental
	24
	1.63
	0.50

	
	Control
	24
	2.54
	0.51

	Energy
	Experimental
	24
	1.42
	0.50

	
	Control
	24
	2.63
	0.50

	Agitation
	Experimental
	23
	1.39
	0.50

	
	Control
	24
	2.33
	0.48

	Total
	Experimental
	24
	13.83
	2.41

	
	Control
	24
	24.33
	2.20


Note. M = Mean; SD = Standard Deviation. Post-test scores for Experimental (n = 24) and Control (n = 24), except Agitation (Experimental n = 23).
Descriptive statistics for pre-test and post-test scores of the experimental and control groups are presented in Table 5 and Table 6, respectively.
At the pre-test level (see Table 5), the experimental and control groups showed largely similar mean scores across all variables, indicating baseline comparability. For instance, sleep scores were comparable between the experimental group (M = 2.92, SD = 0.28) and the control group (M = 2.96, SD = 0.20). Similarly, identical mean values were observed for mood (M = 2.83, SD = 0.38) in both groups. Other variables, including appetite, decision-making, self-view, suicidal ideation, interest, and energy, also demonstrated minimal differences between groups. A slight variation was observed in agitation, where the experimental group (M = 2.54, SD = 0.51) scored somewhat higher than the control group (M = 2.25, SD = 0.44). Overall, total pre-test scores were comparable between the experimental (M = 22.96, SD = 2.49) and control groups (M = 22.71, SD = 2.40).
In contrast, post-test scores (see Table 6) revealed substantial differences between the two groups. The experimental group demonstrated markedly lower mean scores across all variables compared to the control group. For example, sleep scores decreased to M = 1.71 (SD = 0.46) in the experimental group, whereas the control group remained high (M = 3.00, SD = 0.00). Similar patterns were observed for mood (experimental: M = 1.63, SD = 0.50; control: M = 2.96, SD = 0.20), appetite (experimental: M = 1.46, SD = 0.59; control: M = 2.83, SD = 0.38), and decision-making (experimental: M = 1.75, SD = 0.53; control: M = 2.75, SD = 0.44).
Notably, substantial reductions were also evident in self-view, suicidal ideation, interest, energy, and agitation among the experimental group compared to the control group. The total post-test score further highlighted this difference, with the experimental group showing a much lower mean (M = 13.83, SD = 2.41) compared to the control group (M = 24.33, SD = 2.20).
Overall, while pre-test scores indicated that the groups were comparable at baseline, post-test scores suggest a marked improvement in the experimental group relative to the control group.
Table 7
One-Way ANOVA Comparing Experimental and Control Groups on Pre-test and Post-test Scores
	Variable
	F (1, 46)
	p

	Pre-test
	
	

	Sleep
	0.34
	.561

	Mood
	0.00
	1.000

	Appetite
	0.08
	.777

	Decision
	0.08
	.778

	Self-view
	0.07
	.793

	Suicidal
	0.00
	1.000

	Interest
	0.08
	.778

	Energy
	0.00
	1.000

	Agitation
	4.49
	.040*

	Total
	0.13
	.725

	Post-test
	
	

	Sleep
	185.74
	.000***

	Mood
	149.06
	.000***

	Appetite
	92.42
	.000***

	Decision
	50.18
	.000***

	Self-view
	46.22
	.000***

	Suicidal
	92.72
	.000***

	Interest
	40.04
	.000***

	Energy
	70.34
	.000***

	Agitation
	43.38
	.000***

	Total
	248.74
	.000***


Note. F values are reported with degrees of freedom (1, 46).
Pre-test results indicate no significant differences between groups except for agitation. Post-test results show statistically significant differences across all variables.
A one-way ANOVA was conducted to compare the experimental and control groups on pre-test and post-test measures (see Table 7). Results indicated no significant differences between groups at pre-test for most variables (p > .05), except for agitation, which showed a significant difference, F(1, 46) = 4.49, p = .040.
In contrast, post-test results revealed statistically significant differences between the groups across all variables, including sleep, mood, appetite, decision-making, self-view, suicidal ideation, interest, energy, agitation, and total scores (all p < .001). The experimental group consistently demonstrated lower scores compared to the control group, indicating the effectiveness of the intervention.
4. Discussion
The present study examined the effectiveness of the intervention in reducing depressive symptoms and improving interpersonal functioning among individuals with Major Depressive Disorder (MDD). The findings provide strong empirical support for the therapeutic efficacy of the intervention, demonstrating significant improvements across both symptom severity and interpersonal domains in the experimental group, while the control group showed deterioration and minimal changes.
Reduction in Depressive Symptoms
The results revealed a statistically significant reduction in all measured domains of depressive symptoms in the experimental group, including sleep disturbances, depressed mood, appetite changes, decision-making difficulties, negative self-view, suicidal ideation, loss of interest, energy levels, and psychomotor agitation. The substantial decrease in total depression scores further underscores the global effectiveness of the intervention.
These findings are consistent with existing literature emphasizing the effectiveness of structured psychotherapeutic interventions in treating MDD. Previous studies have demonstrated that interventions integrating behavioral regulation and interpersonal components lead to improvements in both affective and somatic symptoms (Cuijpers et al., 2020; DeRubeis et al., 2019). The large effect sizes implied by the high t-values suggest that the intervention produced not only statistically significant but also clinically meaningful changes.
Particularly noteworthy is the significant reduction in suicidal ideation, which is a critical clinical outcome in depression treatment. This aligns with findings by Bryan et al. (2021), who reported that structured psychological interventions targeting cognitive and emotional regulation can significantly reduce suicidal thoughts. Similarly, improvements in sleep and energy levels support the role of behavioral stabilization in regulating circadian rhythms, which are often disrupted in depression (Harvey et al., 2018).
In contrast, the control group demonstrated either non-significant changes or worsening symptoms across most domains, with a significant increase in total depression scores. This pattern reflects the natural course of untreated or minimally treated depression, which tends to persist or worsen over time (Kessler et al., 2017). The significant deterioration in energy and appetite further supports the progressive nature of depressive symptomatology in the absence of intervention.
Improvements in Interpersonal Functioning
The intervention also resulted in significant improvements across multiple interpersonal domains in the experimental group. Reductions in domineering, vindictive, cold, socially inhibited, non-assertive, exploitable, and self-sacrificing behaviors indicate a broad-based enhancement in interpersonal functioning. The significant decrease in total interpersonal problem scores highlights the intervention’s effectiveness in addressing both hostile-dominant and submissive interpersonal styles.
These findings are in line with interpersonal theories of depression, which posit that maladaptive interpersonal patterns both contribute to and maintain depressive symptoms (Horowitz et al., 2000; Markowitz & Weissman, 2012). Improvements in interpersonal functioning may therefore serve as both a mechanism and an outcome of symptom reduction. The lack of significant change in intrusive behavior suggests that certain interpersonal traits may be more resistant to short-term intervention or may require more targeted therapeutic techniques.
The control group, on the other hand, exhibited a significant increase in interpersonal difficulties across most domains. This deterioration may be explained by the bidirectional relationship between depression and interpersonal functioning, where worsening mood symptoms exacerbate maladaptive interpersonal behaviors, which in turn reinforce depressive experiences (Joiner & Coyne, 1999). The increase in total interpersonal problem scores further supports the absence of natural recovery in interpersonal functioning without therapeutic intervention.
Integrated Interpretation
Taken together, the findings suggest that the intervention is effective in producing comprehensive improvements in both psychological symptoms and interpersonal functioning. The simultaneous reduction in depressive symptoms and interpersonal problems supports the integrative nature of the intervention, which likely addresses both intrapersonal regulation and social functioning.
The results also highlight the importance of targeting interpersonal processes in depression treatment. Improvements in domains such as social inhibition, non-assertiveness, and emotional coldness indicate enhanced social engagement and relational satisfaction, which are critical for long-term recovery (Lemmens et al., 2015). The broad-based improvements observed suggest that the intervention does not merely alleviate symptoms but also facilitates adaptive functioning in daily life.
5. Conclusion
In conclusion, the present study provides robust evidence for the effectiveness of the intervention in reducing depressive symptoms and improving interpersonal functioning. The comprehensive improvements observed in the experimental group, coupled with the deterioration seen in the control group, underscore the clinical value of the intervention. These findings contribute to the growing body of literature supporting integrative therapeutic approaches for MDD and highlight the importance of addressing both symptomatology and interpersonal dynamics in treatment.
Clinical Implications
The findings have important implications for clinical practice. First, they support the use of structured, evidence-based psychotherapeutic interventions as a primary or adjunct treatment for MDD. Second, the significant improvements across multiple domains indicate that such interventions can address the heterogeneity of depressive symptoms. Third, the observed changes in interpersonal functioning suggest that incorporating interpersonal components into treatment may enhance overall outcomes.
Furthermore, the marked contrast between the experimental and control groups emphasizes the necessity of active intervention. Without treatment, individuals with depression may experience worsening symptoms and interpersonal difficulties, highlighting the importance of early and sustained therapeutic engagement.
Limitations and Future Directions
Despite the strong findings, several limitations should be acknowledged. The relatively small sample size (N = 24 per group) limits the generalizability of the results. Future studies with larger and more diverse samples are needed to confirm these findings. Additionally, the absence of long-term follow-up data restricts conclusions about the sustainability of treatment effects.
The reliance on self-report measures may also introduce response bias. Future research could incorporate clinician-rated assessments and behavioural observations. Moreover, the lack of significant change in intrusive behaviour suggests the need for refining intervention components to address specific interpersonal traits.
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