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Interpersonal differentiation within depression diagnosis: Relating
interpersonal subgroups to symptom load and the quality of the early
therapeutic alliance
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Abstract
We examined interpersonal problems in psychotherapy outpatients with a principal diagnosis of a depressive disorder in
routine care (n�361). These patients were compared to a normative non-clinical sample and to outpatients with other
principal diagnoses (n�959). Furthermore, these patients were statistically assigned to interpersonally defined subgroups
that were compared regarding symptoms and the quality of the early alliance. The sample of depressive patients reported
higher levels of interpersonal problems than the normative sample and the sample of outpatients without a principal
diagnosis of depression. Latent Class Analysis identified eight distinct interpersonal subgroups, which differed regarding
self-reported symptom load and the quality of the early alliance. However, therapists’ alliance ratings did not differentiate
between the groups. This interpersonal differentiation within the group of patients with a principal diagnosis of depression
may add to a personalized psychotherapy based on interpersonal profiles.
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The ability to interact with different people in a wide

range of social situations is a major component of

psychological health, and problems with social inter-

actions are associated with psychopathology (Horowitz,

2004). Empirical research convincingly supports the

relationship between interpersonal problems and

psychological symptoms (Hardy, Tracey, Glidden-

Tracey, Hess, & Rohlfing, 2011; Puschner, Kraft, &

Bauer, 2004; Renner et al., 2012; Salzer et al., 2010;

Stangier, Esser, Leber, Risch, & Heidenreich, 2006),

and psychotherapy patients regularly report persistent

difficulties in social relationships (Grosse Holtforth &

Grawe, 2002; Horowitz, Rosenberg, Baer, Ureno, &

Villasenor, 1988). More specifically, interpersonal

problems contribute to the etiology and maintenance

of major depression (Joiner & Timmons, 2009), and

research indicates that patients with depression

exhibit greater distress from interpersonal problems

than normative samples (Barrett & Barber, 2007). A

reasonable assumption suggests that interactional

problems in real life generalize to interactions during

psychotherapy and affect the therapeutic alliance

(Renner et al., 2012).

Interpersonal theory assumes that most inter

personal behaviors can be described by a combination

of the two independent dimensions of agency and

communion, thereby creating a two-dimensional space

referred to as the Interpersonal Circumplex (IPC),

which can be subdivided into eight equally sized

sub-spaces (octants) (Alden, Wiggins, & Pincus, 1990;

Leary, 1957; Wiggins, 1979, 1991) (see Figure 1). In

an empirical context, agency and communion are

frequently explicated by the terms dominance and

affiliation, respectively.

The theoretical expectations of several authors

indicate that the interpersonal characteristics of

depressed people most frequently lie in the submis-

sive range (Constantino et al., 2012; Coyne, 1976;

Hammen, 2006; Joiner, 2000; McCullough, 2003).

Correspondingly, analyses using either self-reports

(Barrett & Barber, 2007; Vittengl, Clark, & Jarrett,

2003) or reports by significant others (Grosse

Holtforth, Altenstein, Ansell, Schneider, & Caspar,

2011) appear to support the finding that the

interpersonal characteristics and problems of de-

pressed people generally include various types of

Correspondence concerning this article should be addressed to Martin Grosse Holtforth, University of Zurich, Department of Psychology,

Binzmuehlestr. 14/19, 8050 Zurich, Switzerland. Email: grosse@psychologie.uzh.ch

Psychotherapy Research, 2014

Vol. 24, No. 4, 429�441, http://dx.doi.org/10.1080/10503307.2013.829253

# 2013 Society for Psychotherapy Research

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

itä
ts

bi
bl

io
th

ek
 B

er
n]

 a
t 2

3:
24

 2
4 

Se
pt

em
be

r 
20

15
 

mailto:grosse@psychologie.uzh.ch
http://dx.doi.org/10.1080/10503307.2013.829253


submissiveness, ranging from unfriendly-submissive

to friendly-submissive. However, the average inter-

personal presentation of a group of patients with

depression does not sufficiently describe individual

patient problems. Consequently, Grosse Holtforth

et al. (2011) and Cain et al. (2012) generated a more

detailed empirical sub-classification of patients with

a depression based on their interpersonal character-

istics. Whereas Grosse Holtforth et al. empirically

arrived at four interpersonal clusters based on

interpersonal ratings of significant others (friendly-

dominant, friendly-submissive, hostile-submissive,

and hostile-dominant), Cain et al. identified six

distinct interpersonal groups of patients with depres-

sion based on personality self-ratings (extraverted,

dominant, arrogant, cold, submissive, and unassum-

ing). Generally, these empirically generated sub-

groups comprise most of the interpersonal space.

However, the largest number of patients with de-

pression is grouped in the submissive clusters.

The association between interpersonal problems

and depression might be explained by negative

impacts of interpersonal problems on the satisfaction

of goals and motives (Grosse Holtforth & Michalak,

2012). In his self-regulation model of depression

Strauman (2002) proposed that individuals who are

unable to pursue their (promotion) goals effectively

are at risk of mood disorder because of their chronic

inability to satisfy these goals. In this model, depres-

sion results from and maintains disruption of the

mechanisms of incentive motivation (Dickson &

MacLeod, 2004; Strauman et al., 2006). Supporting

the proposed association of depression with goal

satisfaction Stangier and colleagues (Stangier, Uk-

row, Schermelleh-Engel, Grabe, & Lauterbach,

2007) found that inpatients suffering from a depres-

sion demonstrated lower scores for perceived goal

realization as compared with non-clinical indivi-

duals. In another study with psychotherapy out-

patients, motive-congruent goal progress was related

to depressive symptoms (Pueschel, Schulte, & Mi-

chalak, 2011). Furthermore, in a study with three

clinical and nonclinical samples from two countries

cold and/or submissive interpersonal problems were

consistently associated with failure to satisfy impor-

tant approach motives (i.e., strivings for intimacy,

affiliation, and altruism; Grosse Holtforth, Pincus,

Grawe, & Mauler, 2007). Therefore, it is reasonable

to assume that particularly patients with cold and/or

submissive interpersonal problems will also experi-

ence problems in satisfying their goals and motives

and consequently show the highest levels of depres-

sive and general symptoms.

The interpersonal problems of psychotherapy pa-

tients can also be expected to be associated with

differential relationships with their therapists. When

aligned with the defined patient and therapist roles,

friendly-submissive patient behaviors can comple-

ment friendly-dominant therapist behavior and foster

a good therapeutic alliance, whereas hostile-domi-

nant patient behaviors are likely to be perceived by the

therapist as mismatching the patient role (Kiesler,

1983; Kiesler & Watkins, 1989; Renner et al., 2012;

Tracey, 1993). Accordingly in most studies, friendly-

submissive patient problems reported at intake

related to a better therapeutic alliance (Constantino

& Smith-Hansen, 2008; Muran, Segal, Samstag, &

Crawford, 1994; Puschner, Bauer, Horowitz, &

Kordy, 2005), whereas hostile-dominant problems

predicted poorer relationship ratings (Connolly Gib-

bons et al., 2009; Muran et al., 1994; Puschner et al.,

2005). More generally, high patient friendliness

indicated a good therapeutic alliance and patient

coldness a worse relationship, whereas too dominant

interpersonal problems showed heterogeneous or

even no association with the therapeutic alliance in

these studies (e.g., Dinger, Strack, Leichsenring, &

Schauenburg, 2007; Hersoug, Monsen, Havik, &

Høglend, 2002).

The present study aimed to further characterize

the interpersonal problems of patients suffering from

a depression and relate these problems to general

and depressive symptoms as well as the quality of the

early therapeutic alliance. Beyond replicating the

findings of previous analyses, we intended to identify

subgroups of patients with depression as defined by

their interpersonal characteristics, and to compare

Figure 1. Interpersonal circumplex. An example of the eight

octants found in the Interpersonal Circumplex (IPC) adapted

from Leary (1957). Octants are labeled with the alphabetical

notation originally provided by Leary (1957). This figure illus-

trates the two-letter octant-labeling scheme that has been used by

convention to refer to the specific octants across measures with

ease (e.g., PA, BC, DE, etc.).

430 M. Grosse Holtforth et al.
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symptom load and the quality of the early alliance

from the patients’ and therapists’ perspective be-

tween these subgroups. We tested the following

hypotheses: (1) Patients with depression report

higher levels of interpersonal distress and less

dominant interpersonal problems compared to a

normative German sample and psychotherapy pa-

tients without the principal diagnosis of a depressive

disorder. On average, their self-reported interperso-

nal problems were expected to be located in the

submissive range of the interpersonal space. (2)

Distinct subgroups of patients with depression can

be identified all across the interpersonal circle, i.e.,

displaying friendly, hostile, dominant, as well as

submissive interpersonal problems. (3) The inter-

personal subgroups report different average levels of

symptom load. Because of likely impacts of un-

friendly and unfriendly-submissive interpersonal be-

haviors, we expect patients with unfriendly and

unfriendly-submissive interpersonal problems to re-

port the highest levels of symptoms. (4) The inter-

personal subgroups differ in the quality of the early

therapeutic alliance: Whereas the alliance is expected

to be better for patients with friendly-submissive

characteristics, it is hypothesized to be worse for

hostile-dominant patients.

Materials and Methods

Patients, Setting, and Diagnoses

This study analyzed data from 1320 psychotherapy

outpatients admitted between 1991 and 2010 at a

German-speaking Swiss university clinic that serves

the community. All patients in this study gave

informed consent for the use of their data for

research purposes, and the protocol of this study

was in accordance with the guidelines of the De-

claration of Helsinki. The data of the non-clinical

individuals were based on a representative sample of

3047 individuals from the German IIP manual

(Horowitz, Strauss, & Kordy, 2000).

According to the information provided by the

university clinic, almost all patients were Caucasian.

However, exact numbers were not available for

ethnicity in the current sample. The standardized

diagnoses were assessed with the German Structured

Clinical Interview for DSM-IV Axis I Disorders

(SCID-I; German version: Wittchen, Wunderlich,

Gruschwitz, & Zaudig, 1997). The SCID-I has

generally demonstrated a good reliability (e.g.,

Lobbestael, Leurgans, & Arntz, 2011). Three hun-

dred and sixty-one of the 1320 patients (27.3%) had

a primary diagnosis of a depressive disorder. Other

primary diagnoses in the full sample were: 34 (2.6%)

Obsessive-Compulsive Disorder; 165 (12.5%) Social

Phobia; 95 (7.2%) Panic Disorder; 32 (2.5%)

Specific Phobia; 36 (2.7%) other Anxiety Disorders;

115 (8.7%) Adjustment Disorder; 47 (3.6%) Buli-

mia; 40 (3.0%) Somatization/Somatoform Pain Dis-

order; 33 (2.5%) Posttraumatic Stress Disorder; 20

(1.5%) disorders related to sexuality; 128 (9.7%)

were assigned to a miscellaneous category of psy-

chological problems, and 181 (13.7%) were expli-

citly reported to have no axis I disorder. Of the

patients with primary diagnoses other than depres-

sion, 149 (11.3%) had a secondary comorbid

diagnosis of depression. These patients were not

grouped with the primarily depressed patients. The

group of patients with a primary diagnosis of a

depressive disorder was composed of patients with

the following sub-diagnoses: 127 (35.2%) Major

Depressive Disorder (MDD), single episode; 193

(53.5%) MDD, recurrent; and 41 (11.4%) Dysthy-

mia. Sixty percent (60.1%) of the patients with

depression were women, and the mean age was

37.8 years (SD �12.1; 17�75). Of the remaining

959 patients in the total sample, 438 (55.7%) were

women, and the mean age was 35.4 years

(SD �11.7; 14�80). Personality disorders were not

routinely assessed in the clinic.

Therapists, Treatment, and Procedures

The therapists were at the masters-level within their

4-year postgraduate course or were licensed staff

therapists. The 166 therapists in the current study

had received extensive training in an integrative

treatment (see below), and all therapists received

ongoing supervision and/or consultation from ex-

perienced colleagues. The mean therapist caseload

was 2.2 patients (SD �2.2; range 1 to 16).

Integrative treatment instructs therapists to differ-

entially combine interventions from cognitive beha-

vioral therapy, interpersonal, process-experiential,

and systemic therapy within a theoretically integrative

framework (General Psychotherapy; Grawe, 2004;

Grosse Holtforth et al., 2011). The treatment inte-

grates various empirically supported interventions

corresponding to a small number of change mechan-

isms. These change mechanisms are: (a) Resource

activation, (b) problem actuation, (c), motivational

clarification, and (d) mastery/coping. The therap-

ist flexibly combines empirically supported inter-

ventions that correspond to these mechanisms of

change based on an individualized case formulation

and treatment plan (Caspar & Grosse Holtforth,

2010).

After an intake interview with a staff psychothera-

pist, the masters-level psychotherapy trainees admi-

nistered standardized diagnostic interviews, and

the clients completed a battery of standardized

Interpersonal differentiation within depression 431
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questionnaires. The therapists were assigned based

on availability. After each session, the patients

completed a brief session-report questionnaire.

Measures

We used the following measures for the assessment

of interpersonal problems, symptoms and the ther-

apeutic alliance. General symptoms were assessed by

the General Symptom Index (GSI) of the Brief

Symptom Inventory (BSI). Additionally, depressive

symptoms were assessed by the Beck Depression

Inventory (BDI). However, since not all patients

completed the BDI as part of the intake assessment

package, we additionally analyze the depression

subscale of the Brief Symptom Inventory (BSI-D)

to back up the results regarding depressive symp-

toms. Subsequently, we describe all measures in

more detail.

Inventory of Interpersonal Problems (IIP).

The Inventory of Interpersonal Problems �
Circumplex Scales (IIP-C; Alden et al., 1990;

Horowitz, Alden, Wiggins, & Pincus, 2000) was

utilized to assess interpersonal problems. The

64-item IIP-C was designed to have circumplex

properties, and IIP-C-items are assigned to eight

octant subscales. The IIP-D (Horowitz, Strauss, &

Kordy, 2000) utilized in this study is the German

translation of the IIP-C, which was normed with a

representative sample of 3047 Germans (Horowitz,

Strauss, & Kordy, 2000). Sample IIP items for

distressing interpersonal behaviors are: ‘‘It is hard

for me . . . to say ‘no’ to other people’’ and ‘‘I fight with

other people too much.’’ The IIP-octant subscale

scores each contain a general interpersonal distress

factor and two content dimensions of dominance and

affiliation (Tracey, Rounds, & Gurtman, 1996); this

three-factor structure has been empirically confirmed

(Grosse Holtforth et al., 2007; Renner et al., 2012;

Vittengl et al., 2003). Accordingly, factor scores for

IIP interpersonal distress, dominance and affiliation

can be computed from the eight subscale scores.

We used the IIP-octant scores, as well as the three

summary scores in this study. The Cronbach alphas

for the octant scales in the current study ranged from

.70 to .86, and the total score demonstrated an alpha

coefficient of .93.

Brief Symptom Inventory (BSI). The BSI

(Derogatis, 1993; German: Franke, 2000) measures

the subjective impairment by mental and somatic

symptoms. The 53 items rated on a 5-point Likert

scale (‘‘not at all’’ to ‘‘very strong’’) are summarized

in nine subscales and three global scores. This study

utilized the depression subscale (BSI-D) and the

global symptom index (GSI; average of all scales).

The reliabilities of the German BSI subscales have

been reported as a�.63�.85, and one week test-

retest reliability reported rtt�.73�.92 (Franke,

2000). In the present study, Cronbach’s a was .86

for the BSI-D and .95 for the GSI.

Beck Depression Inventory (BDI). The BDI

(Beck & Steer, 1987; German: Hautzinger, Bailer,

Worall, & Keller, 1995) assesses the severity of

depressive symptoms with 21 self-reported items.

The respondents rate each item on a Likert scale

ranging from 0 to 3 (‘‘not present’’ to ‘‘severe’’). The

total score is computed as the sum of all items (0�
63). The internal consistency of the BDI total score

has been reported as a�.95, and it was a�.87 in

the current sample (Steinmeyer, 1993).

Bern Post Session Report (BPSR-P/T). The

BPSR (Flückiger, Regli, Zwahlen, Hostettler, &

Caspar, 2010) was designed to analyze the processes

of change as reported by the patients and their

therapists directly after each session. The global

alliance subscale of the BPSR patient and therapist

forms assessed the quality of the therapeutic alliance.

Three items (e.g., ‘‘The therapist/patient and I

understand one another’’) were answered on 7-point

Likert scales (‘‘not at all’’ to ‘‘completely’’). The

internal consistency in a sample of the same clinic

that largely overlapped with the current sample was

reported for the patient form as a�.83 and for the

therapist form as a�.82 (Flückiger et al., 2010). To

assess the quality of the early therapeutic alliance, we

aggregated the scores of the global alliance scale

across the first five sessions, for the patient’s as well

as for the therapist’s perspective.

Statistical Analyses

To statistically test for significant differences in the

overall distress caused by interpersonal problems

(elevation), we conducted a one-sample t-test testing

IIP z-scores of the patients with a depression against

0, which equals the mean of the general population

as presented in the German IIP manual (Horowitz,

Strauss, & Kordy, 2000). Further, we tested differ-

ences between samples using analyses of variances

(ANOVA). However, when preliminary analyses

revealed differences in specific covariates (e.g., age,

gender, etc.), we used analyses of covariance (AN-

COVA) to compare groups controlling for these

covariates. All post-hoc group comparisons were

Bonferroni-corrected. To identify subgroups of pa-

tients with depression based on their self-reported

interpersonal problems, we utilized Latent Class

Analysis (LCA) of Mplus 6.11 (Muthén & Muthén,
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2010). LCA is a widely used statistical method to

identify a set of discrete, mutually exclusive latent

classes of individuals who are similar in their

responses to measured variables (Nylund, Asparou-

hov, & Muthén, 2007). We entered all eight IIP

subscales into the LCA and model selection was

based on the Bayesian Information Criterion (BIC;

Schwarz, 1978), with the lowest value indicating the

best-fitting model.

Results

Preliminary Analysis

Table I gives an overview of the descriptives and the

intercorrelations of the intake measures.

Comparison of the Different Samples

Regarding Interpersonal Problems (H1)

In order to interpersonally characterize the patients

with depression, we compared their IIP scores to

those of a normative sample from the general

population on the one hand (by one-sample t-tests

using the normative data provided by the IIP

manual), and to the IIP scores of a clinical outpatient

sample with primary diagnoses other than depres-

sion (by ANCOVA) on the other hand. Patients with

a primary diagnosis of depression scored significantly

higher regarding the IIP total score (mean of all

octant scales) than the respondents in the normative

sample, t(359) �15.80, pB.001, d�.68.1 Before

testing the differences in comparison to patients

with other diagnoses, we first checked for potential

confounders, i.e., age, gender, and comorbid dis-

orders. The group of patients with depression

differed from patients with other principal diagnoses

in two variables: The group of patients with depres-

sion was significantly older (M�38.0, SD�12.1 vs.

M�35.4, SD�11.7 years), F(1,1058) �10.42, p�
.001, partial h2�.010, and contained proportionally

fewer patients with a comorbid social phobia (8.9%

vs. 20.2%), X2(1) �23.87, pB.001. To test the

differences in the IIP total score between the patients

with depression and patients with other diagnoses,

we conducted an ANCOVA with age and diagnosis

of social phobia as covariates. The result revealed

that patients with depression as the principal diag-

nosis reported more IIP interpersonal distress than

patients with other diagnoses, F(1,1053) �42.91,

pB.001, partial h2�.039. Regarding the dimensions

of dominance and affiliation, the patients with

depression scored lower on dominance compared

to respondents in the general population (i.e.,

reported to be more submissive), t(359)� �16.28,

pB.001, d�.60, and other patients, F(1,1053) �
16.61, pB.001, partial h2�.016. In an additional

exploratory analysis, the patients with depression

scored higher on affiliation than respondents of the

general population (i.e., reported to be more

friendly; t(359) �2.78, p�.006, d�.11), but they

scored similarly affiliative as other patients,

F(1,1054)�.01, pB.926, partial h2B.001. To

locate the whole sample of patients with depression

within the interpersonal space, we computed the

average angular displacement with the structural

summary method (Wright, Pincus, Conroy, &

Hilsenroth, 2009; for a prototypical example, see

Figure 2). As a group, the patients with depression

described themselves as being too submissive

(average angle �280.018).
In summary, as hypothesized, patients with de-

pression displayed stronger interpersonal problems

(higher IIP total score) compared to the normative

sample and psychotherapy patients with principal

diagnoses other than depression. On average, the

self-reported interpersonal problems of patients with

Table I. Descriptives and correlations of measures for interpersonal problems and symptomatology

1. IIP total 2. BDI 3. BSI-D 4. GSI M SD

1. IIP total (n) � .44** .50** .55** 1.47 .50

(511) (951) (952)

2. BDI (n) .39** � .71** .73** 14.63 8.22

(292) (507) (508)

3. BSI-D (n) .40** .68** � .83** 1.26 .91

(359) (292) (953)

4. GSI (n) .51** .68** .81** � 1.04 .62

(359) (292) (360)

M 1.67 21.48 1.94 1.36

SD .45 9.07 .92 .62

Note. All correlations are Pearson’s r; correlations and descriptives below the diagonal refer to the depressive sample, correlations and

descriptives above the diagonal refer to patients with other diagnoses; IIP total �total score of the Inventory of Interpersonal Problems;

BDI �Beck Depression Inventory; BSI-D �Brief Symptom Inventory � Depression scale; GSI �General symptom index of the Brief

Symptom Inventory.

** pB.001.
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depression were located in the submissive range of

the interpersonal space. For the exact location of the

depressed group in the IPC, see the first box of

Figure 3.

Subgroups of Patients with Depression Based

on Their Interpersonal Problems (H2)

We used LCA to estimate 1- to 11-class solutions to

identify subgroups of patients with depression. The

model selection yielded a minimal BIC at the 8-class

solution. The value for R2 indicates how well the

profile fits the hypothesized cosine curve (Wright

et al., 2009; for a prototypical example, see Figure 2).

Seven of the eight classes had prototypical mean

profiles (R2 range�.82�.97), and the remaining class

had marginal prototypicality (R2�.75). Entropy

indicates how well the individuals are classified. It is

measured on a 0 to 1 scale with a value of 1 indicating

that the individuals are perfectly classified into latent

classes. In our study, we found an acceptable level of

entropy (E �.85), indicating low uncertainty about

class membership (Clark & Muthén, 2009).

Two pairs of the resulting profiles overlapped in

interpersonal problem theme but differed in the

extent of problems (Classes 4 and 5, as well as 6 and

8). The solution displayed in Figure 3 illustrates the

structural summary of the eight classes and the total

sample of patients with depression. Our utilization of

the group structural summary method (Wright et al.,

2009) determined that all of the resulting interperso-

nal subgroups of patients with depression exhibited

highly prototypical circumplex profiles (.75 5R25

.95; .37 5amplitude 51.09). The subgroups with

overlapping angular confidence intervals differed in

amplitude and/or elevation, demonstrating that in-

dividuals within each of these groups have distinct

interpersonal problem profiles. We labeled the classes

of patients with depression in circular order of their

mean displacement angle as (1) broadly burdened, (2)

arrogant, (3) cold, (4) moderately introverted, (5) highly

introverted, (6) highly unassuming, (7) interpersonally

unburdened, and (8) moderately unassuming (Figure

3).2

Table II shows the baseline values of interpersonal

problems and psychopathological symptoms for the

entire group of patients with depression and the

interpersonal subgroups.3 Whereas the 6.4% broadly

burdened patients with depression (1) report inter-

personal problems across the entire interpersonal

circle, most notably in the friendly-dominant range,

the 15.0% interpersonally unburdened patients with

depression (7) generally report few interpersonal

problems. The 9.7% arrogant patients with depres-

sion (2) note few interpersonal problems and de-

scribe themselves as being rather unfriendly, whereas

the 6.4% cold patients with depression (3) describe

more distinct and intense interpersonal distance.

Both the 22.4% moderately introverted patients

with depression (4) and the 18.3% highly introverted

patients with depression (5) consider themselves

to be distinctly withdrawn. However, the highly

Figure 2. An example of a circumplex structural summary. X axis �circumplex angle in degrees; Yaxis �standard (z) score on IIP octant.

Displacement �the person’s interpersonal ‘‘central tendency,’’ signifying the individual’s ‘‘typology’’ (Leary, 1957). Amplitude �measure

of profile differentiation. It is viewed as a measure of the profile’s ‘‘structured patterning,’’ or degree of differentiation, indicating the extent

to which the predominant trend ‘‘stands out.’’ An amplitude value of 0 indicates a flat (i.e., undifferentiated) profile; high amplitude

indicates a profile with a clear interpersonal peak (and trough). Elevation �the mean level of the profile, i.e., the general level of

interpersonal distress (e.g., Ansell & Pincus, 2004).
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introverted patients with depression generally report

stronger interpersonal problems than do the former.

The 14.4% highly unassuming patients with depres-

sion (6) report strong interpersonal problems with

being too friendly and/or being too submissive,

whereas the 7.5% moderately unassuming patients

Table II. Baseline symptomatology, circular statistics, and structural summary for patients with depression, interpersonal subgroups, and

other patients

Symptomatology Circular statistics Structural summary

n BDI BSI-D GSI Mean Var.

95% CI

UL

95% CI

LL Disp. Amp. Elev. R2

All patients w/

depression

361 21.48 (9.07) 1.94 (.91) 1.36 (.62) 279.76 60.57 286.01 273.51 280.01 .56 .57 .89

1. Broadly burdened 23 25.31 (8.58) 2.35 (1.75) 1.73 (.50) 55.41 44.24 73.49 37.33 59.65 .52 1.28 .95

2. Arrogant 35 22.07 (11.33) 1.75 (.76) 1.23 (.55) 150.42 52.08 167.68 133.17 146.59 .45 .31 .75

3. Cold 23 22.99 (8.95) 2.15 (1.80) 1.60 (.53) 181.30 24.70 191.40 171.21 184.74 1.09 1.13 .87

4. Moderately

introverted

81 19.77 (8.21) 1.80 (.91) 1.24 (.59) 263.26 25.80 268.87 257.64 258.83 .93 .36 .95

5. Highly introverted 66 25.66 (9.33) 2.40 (.84) 1.68 (.62) 265.78 25.43 271.89 259.62 264.72 .93 1.27 .86

6. Highly unassuming 52 22.64 (7.13) 2.14 (.79) 1.55 (.53) 307.19 19.29 312.43 301.95 307.73 1.40 .93 .97

7. Unburdened 54 16.03 (7.28) 1.32 (.82) .86 (.42) 316.33 60.35 332.42 300.23 313.12 .37 �.55 .82

8. Moderately

unassuming

27 19.46 (8.27) 1.89 (.97) 1.26 (.57) 339.49 16.06 345.55 333.43 340.36 1.18 .26 .92

Other patients 959 14.62 (8.21)a 1.25 (.91) 1.04 (.62) 281.69 89.94 287.38 275.99 281.69 .46 .27 .90

Note. Traditionally reported circular statistics are reduced to the mean angular projections that account for a lack of a beginning/end to

circular scales. Structural summary statistics are more differentiated by reporting the mean level of the profile (elevation), the difference

between the mean and peak value (amplitude), the angular shift from 08 for the peak of the curve (displacement), and the fit of the pattern

to a sinusoidal curve (r2). BDI �Beck Depression Inventory; BSI-D �Brief Symptom Inventory � Depression scale; GSI �General

symptom index of the Brief Symptom Inventory; CI UL �Confidence interval upper limit; CI LL �Confidence interval lower limit;

Disp.�Displacement; Amp.�Amplitude; Elev.�Elevation.
a n�512.

Figure 3. Circumplex structural summary profiles of the interpersonal subtypes in depression. IIP octant scales: PA (too dominant), BC

(too hostile-dominant), DE (too hostile), FG (too hostile-submissive), HI (too submissive), JK (too friendly-submissive), LM (too

friendly), NO (too friendly-dominant).
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with depression (8) view themselves as being too

bothersome for others and report similar, yet weaker,

interpersonal problems. As our hypothesis sug-

gested, the majority of patients with depression

regard themselves as being too submissive; however,

the specific subgroups of patients with depression

with clearly distinct interpersonal profiles as ex-

tracted with means of LCA comprise the full

spectrum of the interpersonal circle.

Symptom Load of Interpersonal Subgroups at

Intake (H3)

Next, we examined the symptom load, i.e., general

and depressive symptoms, at intake to identify

differences between the interpersonal subgroups

(Table II). We first tested potential confounding

variables, i.e., age, sub-diagnoses of depressive dis-

orders according to the DSM-IV-TR and gender.

Chi-square analyses and ANOVAs revealed that

membership in interpersonal classes was not related

to age, F(7,274) �1.06, p�.39, partial h2�.026, or

to sub-diagnoses, x2(14) �15.58, p�.34. However,

the interpersonal classes of patients with depression

significantly differed in gender distribution (percen-

tage of females per group: 1: 47 %; 2: 40 %; 3: 22 %;

4: 56 %; 5: 41 %; 6: 64 %; 7: 46 %; 8: 56%),

x2(14) �23.94, p�.047; thus, we tested the rela-

tionship between gender and baseline impairment.

Nevertheless, t-tests showed no significant gender

differences regarding depressive symptoms (BDI,

BSI-D) or general symptoms (GSI) (all p values�

.08); therefore we did not include gender as a

covariate in the following analyses.

We found significant differences between inter-

personal subgroups in baseline depressive symptoms

for the BDI and the BSI-D (BDI: F(7,285) �5.90,

pB.001, partial h2�.127; BSI-D: F(7,351) �8.63,

pB.001, partial h2�.147), and general symptoma-

tology (GSI: F(7,351) �13.32, pB.001, partial

h2�.210).

In the Bonferroni-corrected post-hoc comparisons

utilizing the BDI, the highly introverted (5) were

significantly more depressed than the unburdened

(7), pB.001, d�1.14, and the moderately intro-

verted (4), p�.007, d�.67. For the BSI-D, several

more differences emerged. The highly introverted (5)

were significantly more depressed than the arrogant

(2), p�.010, d�.79, and the moderately introverted

(4) were more depressed than the unburdened (7),

p�.039, d�.55. Thus, the highly introverted (5)

patients with depression reported most depressive

symptoms of all the interpersonal subgroups.

The Bonferroni-corrected post-hoc comparisons

of general symptomatology revealed the following

group differences: The GSI of the broadly burdened

(1) was significantly higher than the GSI of the

moderately introverted (4), p�.007, d�.86, the

arrogant (2), p�.025, d�.95, and the unburdened

(7), pB.001, d�1.95. The GSI of the highly

introverted (5) was significantly higher than the

GSI of the moderately unassuming (8), p�.030,

d�.68, the moderately introverted (4), pB.001, d�
.72, the arrogant (2), p�.004, d�.75, and the

unburdened (7), pB.001, d�1.47. The cold (3)

had a significantly higher GSI than the unburdened

(7), pB.001, d�1.61, and the highly unassuming

(6) had a higher GSI than the moderately introverted

(4), p�.043, d�.55. In summary, the general

symptomatology was highest for the broadly bur-

dened (1) and the highly introverted (5), and it was

lowest for the interpersonally unburdened (7) sub-

group of patients with depression.

Early Therapeutic Alliance in Interpersonal

Subgroups (H4)

Next, we investigated the differences between the

subgroups with respect to the early therapeutic

Table III. Descriptives of the quality of the early alliance for patients with depression and interpersonal subgroups

BPSR-P BPSR-T

n M SD n M SD

Whole depression sample 236 1.95 .57 229 1.65 .51

1. Broadly burdened 17 1.77 .60 16 1.65 .27

2. Arrogant 26 1.93 .65 27 1.58 .48

3. Cold 12 1.51 a .49 11 1.57 .63

4. Moderately introverted 48 2.04 .57 45 1.67 .54

5. Highly introverted 46 1.79 b .60 43 1.61 .58

6. Highly unassuming 36 2.19 a,b .49 35 1.83 .41

7. Unburdened 35 1.96 .47 36 1.50 .57

8. Moderately unassuming 16 2.16 .43 16 1.80 .34

Note. BPSR-P �Bern Post-Session Report � patient form; BPSR-T �Bern Post-Session Report � therapist form. Post-hoc comparisons

(Bonferroni-corrected): a significant at p�.006; b significant at p�.03.
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alliance. For both the patient’s and the therapist’s

assessments of the therapeutic alliance, we aggregated

over the first five sessions of the therapy. Table III

presents the descriptive statistics for the quality of the

early alliance in all subgroups, and the differences

between them are reported in the following. An

ANOVA revealed significant differences of the early

therapeutic alliance as judged by the patients,

F(7,228) �3.46, p�.002, partial h2�.096. Post-

hoc comparisons (Bonferroni-corrected) revealed

that the cold (3) reported a significantly worse

therapeutic alliance than the highly unassuming (6),

p�.006, d�1.39. Similarly, the highly introverted

(5) group reported a significantly worse therapeutic

alliance than the highly unassuming (6) group, p�
.030, d�.74. In contrast, an ANOVA did not reveal

any significant differences in the therapist-rated

alliance scores between the interpersonal subgroups

of patients with depression, F(7,221) �1.48, p�
.175, partial h2�.045. Thus, in partial support

of our hypothesis, a high degree of patient-rated

overly hostile and hostile-submissive behavior was

associated with a worse early therapeutic alliance,

when compared with the overly friendly-submissive

patients.

Discussion

The current study examined interpersonal problems

in a sample of depressed psychotherapy outpatients

in routine care. We compared patients with depres-

sion to the general population and other psychother-

apy patients regarding their interpersonal problems,

assigned the patients with depression to interperson-

ally defined subgroups, and compared these sub-

groups with regard to symptom load and the

therapeutic alliance in the early phase of psychother-

apy. The results indicated that patients with a

depressive disorder reported greater overall distress

from interpersonal problems and greater submissive

problems as compared to the general population (the

IIP normative sample) and as compared to patients

with other disorders (n �959 patients with different

disorders from the same clinic). The patients with a

depressive disorder displayed an average localization

in the submissive range of the interpersonal circle.

The results of the LCA, however, suggest that not

all patients with depression uniformly display a

submissive profile. Instead, eight distinct interperso-

nal subgroups of patients with depression were

identified and labeled as (1) broadly burdened, (2)

arrogant, (3) cold, (4) moderately introverted, (5)

highly introverted, (6) highly unassuming, (7) inter-

personally unburdened, and (8) moderately unas-

suming. In addition, membership in the interpersonal

subgroups was related to the baseline level of symp-

tomatology. More specifically, the highly introverted

patients with depression showed the most depressive

symptoms of all interpersonal subgroups. Regarding

general symptomatology, the broadly interpersonally

burdened reported the strongest psychopathological

symptoms, closely followed by the highly introverted

patients. The cold and the highly unassuming patients

with depression also reported higher levels of general

symptomatology compared with other interpersonal

subgroups of patients with depression. Interestingly,

the highly introverted and the cold patients with

depression also reported a worse therapeutic alliance

than the highly unassuming patients, whereas the

early relationship as rated by the therapists did not

differ between the interpersonal groups.

The finding of greater distress from interpersonal

problems in patients with depression compared to

patients with other diagnoses as well as the average

localization in the submissive range replicate previous

results and conform to theoretical expectations. The

interpersonal sub-classification of patients with de-

pression does not correspond to a diagnostic sub-

classification according to the DSM-IV-TR (i.e.,

single episode, recurrent, or dysthymia). This find-

ing is consistent with earlier research and strengthens

the assertion that interpersonal sub-classification

may add a clinically valid classification of patients

with depression above and beyond clinical diagnoses.

Whereas the interpersonal classes comprised most of

the interpersonal circle, our classification of patients

with depression differed from earlier studies in the

resulting number of interpersonally defined classes

(Cain et al., 2012; Grosse Holtforth, Altenstein,

et al., 2011). These differences can likely be attrib-

uted to differing sample properties, interpersonal

measure, and analytical methods. Whereas Grosse

Holtforth, Altenstein, et al. (2011) analyzed reports

on interpersonal features by significant others of

psychotherapy outpatients by cluster analyses, and

Cain et al. (2012) examined personality self-ratings

of patients with depression, many of whom had a

diagnosis of a personality disorder using LCA, we

also used LCA, but on the basis of IIP-D self-

reports. Thus, neither of the studies used the same

combination of sample properties, interpersonal

measures, and analytical methods.

Whereas the eight subgroups of patients with

depression identified in this study comprise areas

of interpersonal problems similar to those of the four

or six groups of patients with depression identified in

previous studies, this more differentiated account

better illuminates the relationships of interpersonal

problems both with depressive symptoms and with

the therapeutic alliance. Whereas an introverted and

withdrawn interpersonal stance is generally very

prevalent among patients with depression, this
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description fails to characterize the totality of all

patients with depression. First, a majority but not all

patients with depression experience considerable

interpersonal problems. One sixth of the sample

comprised a subgroup of patients with depression

who experience few interpersonal problems.

Second, the introverted patients comprise more

than 40% of the depressed sample, and our analysis

differentiates this group based on the intensity of

interpersonal problems. The highly introverted pa-

tients with depression reported not only the highest

level of interpersonal problems, but they also reported

very strong psychological symptoms and a worse

therapeutic alliance than some other subgroups of

patients with depression. The group of highly intro-

verted patients with depression thus appears to be

worthy of closer attention by researchers and thera-

pists. Further studies are needed to examine the

associations between interpersonal characteristics

and the strength of depressive symptoms. Some of

the observed differences between patients with de-

pression and respondents in the general public,

between patients with other diagnoses, and between

the subgroups of patients with depression are very

substantial, indicating that a sub-classification of

patients with depression into interpersonally defined

subgroups adds clinically relevant information to

symptomatic assessment alone. More specifically,

therapists may need to custom-tailor their interven-

tions to the hostile-withdrawn interpersonal style of

this patient group. For example, Grosse Holtforth and

colleagues (2007) found hostile-withdrawn interper-

sonal problems to be associated with stronger fears of

feeling vulnerable in front of others. Assuming that

hostile-withdrawn patients respond unfavorably to

directive interventions that they may perceive as

coercion to self-disclose or to show emotions, an

approach using interventions of motivational inter-

viewing appears more suited (Miller & Rollnick,

2002).

Third, two further subgroups of patients with

depression demonstrate clinically meaningful char-

acteristics. Whereas both the broadly interpersonally

burdened and the cold patients with depression

showed high symptom scores, the cold patients

with depression reported a relatively negative early

therapeutic alliance. Interestingly, the therapist re-

ports did not mirror these differences. A possible

explanation for this finding is that the quality of the

therapeutic alliance cannot be adequately estimated

from the therapist’s assessment alone. This indicates

that an assessment of the patient’s interpersonal

problems by a patient may supplement the thera-

pist’s clinical impression of the patient. Since the

quality of the therapeutic alliance is one of the most

robust predictors of therapy outcome (Horvath, Del

Re, Flückiger, & Symonds, 2011), assessing inter-

personal problems may therefore help the therapist

to identify patients for whom the early alliance may

need special attention. Thus, assessment of inter-

personal problems in and outside the therapy room

may sensitize the therapist to potential relationship

problems (cf. Grosse Holtforth & Castonguay, 2005;

Safran & Muran, 2003).

The current study has several limitations that

should be overcome in future studies. IIP scores

reflect patients’ perceptions of their interpersonal

problems, so that part of the observed differences

and relationships may relate to response styles. In

future studies, response styles may be assessed and/

or other measures of interpersonal problems may be

utilized that are less amenable to response styles. In

addition, some of the observed differences between

groups of patients with depression may be attribu-

table to a conceptual overlap between depressive

symptoms and introverted interpersonal problems.

For example, the social withdrawal observable in

severely depressed paints might partly account for

their interpersonal classification as introverted, and

the same patients may seem less introverted when

they become less depressed. The medium-sized

covariation between the measures of depressive

symptoms and interpersonal problems leaves room

for this possibility.

Our preliminary results should be replicated in

various settings, using assessments from multiple per-

spectives, with multiple established, psychometrically

sound measures for the therapeutic alliance. Future

studies may examine whether patients with depression

tend to group together in a latent class analysis not only

within the subgroup of patients with depression but also

over all psychopathological diagnoses. Furthermore,

future studies may examine the prediction of the therapy

outcome by the interaction of interpersonal problems

with the evolving therapeutic alliance. Intake assess-

ments should be supplemented by assessments of

chronic depression, personality disorders, and the

reliability of diagnostic measures. Therapist character-

istics and additional treatments should be assessed in

greater detail, and the origins of missing data should be

traced systematically. Targeted patient recruitment

within predefined interpersonal classes may allow

finer-grained analyses of sufficiently sized interpersonal

subgroups. Future studies may differentiate between

patient and therapist effects and consider the differential

development of the therapeutic alliance over time to

better explain the complex process-outcome relation-

ships in therapy of depression (Barber, Khalsa, &

Sharpless, 2010; Owen, Quirk, Hilsenroth, & Rodolfa,

2012). We expect that a better understanding of the role

of interpersonal characteristics and processes will sup-

port custom-tailoring psychotherapy of depression and
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may contribute to better therapy outcomes (Norcross &

Wampold, 2011). However, more research is indicated.
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Notes
1 The degrees of freedom can differ somewhat throughout the

entire paper because the amount of missing data on all

(demographic, interpersonal, symptomatic, and process) vari-

ables varied and because subscales were only calculated if data

were provided for half of its items.
2 The classes 6 and 8 have slightly dissimilar average angular

locations in the interpersonal space (displacements; see Table

II), but their interpersonal profiles are very similar.
3 Because the caseload of therapists treating the present sample of

patients was relatively low, we did not separate patient effects

from therapist effects (see e.g., Baldwin, Wampold, & Imel,

2007; Del Re, Flückiger, Horvath, Symonds, & Wampold,

2012).
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