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Objectives. We examined the moderating role of depression recurrence on the
relation between autonomous and controlled motivation and interpersonal therapy
(IPT) treatment outcome.
Design. The investigation was conducted in an out-patient mood disorders clinic of a
large university-afﬁliated psychiatric hospital. The sample represents a subset of a larger
naturalistic database of patients seen in the clinic.
Methods. We examined 74 depressed out-patients who received 16 sessions of IPT.
The Beck Depression Inventory-II, administered at pre-treatment and post-treatment,
served as a measure of depressive severity. Measures of motivation and therapeutic
alliance were collected at the third session.
Results. In the entire sample, both the therapeutic alliance and autonomous
motivation predicted higher probability of achieving remission; however, the relation
differed for those with highly recurrent depression compared to those with less
recurrent depression. For those with highly recurrent depression, the therapeutic
alliance predicted remission whereas autonomous motivation had no effect on
remission. For those with less recurrent depression, both autonomous motivation and
the therapeutic alliance predicted better achieving remission. Controlled motivation
emerged as a signiﬁcant negative predictor of remission across both groups.
Conclusion. Taken together, these results highlight the possible use of motivation
theory to inform and enrich therapeutic conceptualizations and interventions in clinical
practice, but also point to the importance of modifying interventions based on the
chronicity of a client’s depression.
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Research over the past 20 years has found that factors common to all psychotherapies
are powerful predictors of outcome (Horvath & Symonds, 1991; Martin, Garske, &
David, 2000; Safran & Muran, 2000, 2006; Wampold, 2001, Wampold et al., 1997; Zuroff
& Blatt, 2006). The therapeutic alliance has been the most studied of the common
factors and has repeatedly emerged as a robust predictor of positive outcome (Beutler
et al., 2004; Horvath & Bedi, 2002; Horvath & Symonds, 1991; Martin et al., 2000).
Recently, a new common factor, autonomous motivation in treatment, deﬁned as the
extent to which patients experience participation in treatment as a freely made choice
emanating from themselves, has emerged as another powerful predictor of treatment
outcome (Zuroff et al., 2007).
Motivation has been theorized to fall on a continuum from controlled regulation of
behaviour to autonomous regulation of behaviour (Deci & Ryan, 1985, 2000; Ryan,
1995). At the most controlled end of the continuum lies external motivation, which
refers to performing an action for the sake of obtaining rewards or avoiding
punishments, including the approval or disapproval of signiﬁcant others. At the most
autonomous end of the continuum lies intrinsic motivation, which refers to performing
an action because it is interesting, exciting, or pleasurable in its own right, independent
of any subsequent external reward. The distinction between autonomous and
controlled motivation has parallels in other motivation traditions. For example,
McClelland, Koestner, and Weinberger’s (1989) distinction between implicit and
self-attributed forms of achievement motivation noted that implicit achievement motive
is more responsive to incentives intrinsic to an activity whereas self-attributed
achievement motivation was more responsive to controlling social factors such as the
experimenter’s behaviour.
Although some researchers have created a single summary index of relative
autonomy by taking a weighted sum over the levels of autonomous and controlled
motivation, Judge, Bono, Erez, and Locke (2005) noted two problems with this
procedure. First, autonomous motivation and controlled motivation were not
signiﬁcantly negatively related to each other, as one might expect if a difference score
were to be calculated with them. Instead, the scales were non-signiﬁcantly positively
related. Second, the relations of autonomous and controlled motivation to various goal
outcomes were not mirror-image opposites. Indeed, in two studies of working adults,
autonomous motivation was associated with positive outcomes whereas controlled
motivation was unrelated to outcomes (rather than being negatively related to positive
outcomes). Another recent article included a meta-analysis of 11 studies and showed
that autonomous and controlled goal motivations were uncorrelated (average r ¼ :00)
and that only autonomous motivation was related (positively) to goal outcomes
(Koestner, Otis, Powers, Pelletier, & Gagnon, 2008). Thus in the present study, we
examined autonomous and controlled motivation as distinct potential predictors of
treatment outcome.
Autonomously motivated behaviour has been shown to improve treatment adherence
(Williams, Rodin, Ryan, Grolnick, & Deci, 1998) and to positively impact treatment
outcome for a wide range of health-related problems such as diabetes, drug and alcohol
use, and smoking (Ryan, Plant, & O’Malley, 1995; Williams, Freedman, & Deci, 1998;
Williams, Gagné, Ryan, & Deci, 2001; Williams, Grow, Freedman, Ryan, & Deci, 1996;
Williams, McGregor, Zeldman, Freedman, & Deci, 2004; Zeldman, Ryan, & Fiscella, 2004).
Recently, motivation research has been extended to the psychotherapy realm.
Pelletier, Tuson, and Haddad (1997), for example, studied diagnostically
heterogeneous out-patients receiving various forms of psychotherapy and found that
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autonomous motivation was positively related to reports of positive mood during
sessions, satisfaction with therapy, and intention to persist in therapy. In another recent
study, Michalak, Klappheck, and Kosfelder (2004) found that psychiatric out-patients
undergoing cognitive behaviour therapy (CBT) reported better session-by-session
outcomes when their motivation was more autonomous compared to when their
motivation was more controlled. Finally, Zuroff et al. (2007) investigated the
relation between autonomous motivation and treatment outcome for 95 depressed
out-patients randomly assigned to receive interpersonal therapy (IPT), CBT, or
pharmacotherapy with clinical management. Autonomous motivation was found to be a
stronger predictor of outcome than the therapeutic alliance, predicting higher
probability of achieving remission and lower post-treatment depression severity across
all three treatments.
The goal of the current investigation was to extend our previous research that
examined the relationship between motivation and psychotherapy outcome for
depressed individuals. To this end, in this study we tested whether depression
recurrence moderates the effect of motivation on outcome for depressed patients
treated with IPT. More speciﬁcally, our question was whether autonomous and
controlled motivation differentially predict IPT treatment outcome for individuals
with highly recurrent depression (deﬁned as three or more previous episodes of
depression) compared to individuals with less recurrent depression (deﬁned as two
or fewer previous episodes of depression). This classiﬁcation was based on previous
research (Ma & Teasdale, 2004; Teasdale et al., 2000) that has found differences
between depressed patients with three or more previous depressive episodes versus
those with two or fewer previous depressive episodes. Teasdale et al. (2000), for
example, found that Mindfulness-Based Cognitive Therapy signiﬁcantly reduces risk
of relapse for patients with three or more previous episodes of depression, but not
for those with only two previous episodes. Ma and Teasdale (2004) found similar
results but also noted additional differences between the groups; the two previous
episode group reported less childhood adversity and later ﬁrst depression onset than
the three or more previous episode group.
The recurrent nature of depression has been well-established, and increasing
empirical attention has been drawn to the problematic issue of recovery in this
population (Fava, Tomba, & Grandi, 2007; Rush et al., 2006). A large proportion of
successfully treated depressed individuals relapse within several months of clinical
remission (Klerman & Weissman, 1992), with the risk of recurrence increasing with
each successive episode. By 12 months post-remission between 35 and 55% of formerly
depressed patients have been reported to experience a relapse episode (Belsher &
Costello, 1988). More recent ﬁndings from the largest depression trial to date, the
STAR*D (Rush et al., 2006), demonstrates the difﬁculty in achieving remission in
depression and reinforces the relapsing nature of this disorder. Among patients who
achieved remission, rates of relapse increased with each successive trial of treatment
from 33.5% after the ﬁrst trial to 50% after the 4th trial. Fava (1999) argues that residual
symptoms of depression are a strong predictor of relapse, and that the stage of the
depression, (i.e., its longitudinal development including previous episodes) is a critical
variable that will determine the conceptualization and treatment model that should
used (Fava et al., 2007).
A key question is whether there are variables that interfere with treatment
outcome and make those with highly recurrent depression more likely to relapse
compared to those with less recurrent depression. Studies have found that individuals
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with highly recurrent depression differ from those with less recurrent depression on a
number of variables, even after controlling for levels of depression. Abnormal memory
performance, for example, has been found to be associated with highly recurrent
depression and not with less recurrent depression (Basso & Bornstein, 1999). Highly
recurrent depression has also been reported to be associated with signiﬁcantly poorer
sleep efﬁciency and greater sleep abnormalities than less recurrent depression (Thase,
Kupfer, Buysse, & Ellen, 1995), as well as increased psychosocial impairment
(Solomon et al., 2004). As compared to less recurrent depression, highly recurrent
depression has been associated with greater symptom severity and illness
characteristics (Hollon et al., 2006) and with more treatment resistance (Keller &
Boland, 1998). One of the problems with recurrent depression is that each new
episode tends to occur sooner and have a more severe, treatment-resistant course than
the preceding episode, a phenomenon termed cycle acceleration (Greden, 2001).
In light of the many differences between highly recurrent and less recurrent
depression, including treatment response, we planned to investigate whether the
relation between motivation and IPT treatment outcome differs between these
groups. Self-determination theory (Ryan & Deci, 2000) suggests that health beneﬁts
are seen when people experience a sense of freedom to do what they ﬁnd
interesting and personally important, and that this type of motivation is fostered by a
positive social environment that provides satisfaction of the universal needs for
autonomy, relatedness, and competence. It has been suggested that a key element of
depression recurrence is problems in the interpersonal arena (Joiner & Coyne, 1999;
McCullough, 2000), problems which may well interfere with need satisfaction. It is
possible that because individuals with highly recurrent depression are more passive
and submissive and tend to have more problematic interpersonal relationships
(McCullough, 2000), they may experience lower levels of autonomy, relatedness, and
competence in their relationships. In turn, this could impact treatment outcome.
Those with less recurrent depression are likely to have more positive social
relationships that provide more autonomy support and relatedness and therefore
may have higher levels of or be more effectively able to utilize autonomous
motivation and optimize treatment outcome. Although these considerations justify
exploring the moderating role of recurrence, they are too tentative to view as formal
hypotheses. Likewise, as there was insufﬁcient prior evidence on which to base
hypotheses for controlled motivation the present analyses were regarded as
exploratory.

Method
Participants
The investigation was conducted in an out-patient mood disorders clinic of a large
university-afﬁliated psychiatric hospital. In order to be included in the analyses
reported here, patients had to meet several inclusion and exclusion criteria and to
have complete data both pre-treatment and post-treatment. The resulting sample of
74 depressed individuals (N ¼ 55 women, N ¼ 19 men) represents a subset of a
larger naturalistic database of patients seen in the clinic. Patients were referred to
the clinic by their GP or psychiatrist for assessment and treatment of major
depression. A structured telephone prescreening interview was conducted to obtain
demographic information, general medical history, and psychiatric history. Individuals
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aged 18–68 who were in good general health, who appeared to meet criteria for a
primary diagnosis of major depression disorder, and who did not appear to suffer
from psychosis, mania, substance abuse, eating disorder, or borderline personality
disorder were scheduled for a more extensive screening assessment. The screening
assessment included structured clinical interviews for Axis I disorders, the Beck
Depression Inventory-II (BDI-II), as well as self-report questionnaires not used in the
current analyses.
To be eligible for treatment, individuals were required to receive a primary diagnosis
of Major Depression using the American Psychiatric Association’s Diagnostic and
Statistical Manual of Mental Disorders – Fourth Edition, Text Revision (DSM-IV-TR;
2000). Exclusion criteria included: BDI-II of less than 15, suicidality, seasonal affective
disorder, eating disorder, substance abuse disorder, bipolar disorder, schizoaffective
disorder, schizophrenia, organic brain syndrome, post-traumatic stress disorder, and
borderline and antisocial personality disorder. In addition, patients were required to
have no active medical illnesses.
Eligible patients who gave informed consent were assigned to a therapist for 16
weeks of individual interpersonal psychotherapy. The Weissman, Markowitz, and
Klerman (2000) manual was used by the IPT therapists. The therapists included the
doctoral level staff of the clinic as well as 30 psychiatry residents, MA students, and PhD
students, all of whom were trained in the IPT model by the ﬁrst or third authors. Of the
participants, 57 (77%) were treated by student therapists; 17 (23%) were treated by the
clinic staff. Out of the 74 participants, 34 were on antidepressant medication (45.9%).
There were 47 participants with less recurrent depression (deﬁned as 2 or less episodes
of depression) of whom 18 (38.3%) were on antidepressant medication; there were 27
patients with more recurrent depression (deﬁned as 3 or more episodes of depression)
of whom 16 (59.3%) were on antidepressant medication. This difference approached
signiﬁcance, x2 ð1; 74Þ ¼ 3:03, p , :09.
The mean age of these 74 participants was 39.93 years (SD ¼ 11:31).). There was no
difference in age between those with less recurrent depression (x2 ¼ 41:23,
SD ¼ 11:95) and those with more recurrent depression (x2 ¼ 37:67, SD ¼ 9:89),
Fð1; 73Þ ¼ 1:72, p . :05. Of the participants, 25 were married or in common law
relationships (32.4%); 21.7% indicated they were divorced (N ¼ 7) or separated
(N ¼ 9); 39.2% had never married (N ¼ 29); two participants were widowed; and three
participants were of unknown relationship status. The sample was predominantly of
European descent. Thirteen participants (17.8%) had completed high school or less;
64.9% (N ¼ 48) had attended or completed post-secondary education; 16.2% (N ¼ 12)
had completed postgraduate education; and one participant was of unknown
educational status.
In the sample, 21 individuals (28.38%) met criteria for major depressive disorder,
single episode, including the following levels of severity: 3 (14.28%) mild, 12 (57.14%)
moderate, and 6 (28.57%). Fifty-three individuals (71.62%) met criteria for major
depressive disorder, recurrent, including the following levels of severity: 8 (15.09%)
mild, 18 (33.96%) moderate, and 27 (50.94%) severe. Twenty-nine individuals (39%) in
the sample also met criteria for a secondary Axis I diagnosis; speciﬁcally, 12 individuals
(16.2%) met criteria for a secondary diagnosis of an anxiety disorder, and 17 individuals
(23%) met criteria for a secondary diagnosis of dysthymic disorder.
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Measures
Diagnoses
The Structured Clinical Interview for DSM-IV Axis I Disorders – Patient Edition
(SCID-I/P; First, Spitzer, Gibbon, & Williams, 1995) was used to assess all disorders from
Axis I of the DSM-IV-TR (American Psychiatric Association, 2000). Trained PhD level
graduate students administered the SCID-I/P during the screening assessment.
Patient-reported severity of depression
The BDI-II (Beck, Steer, & Brown, 1996) is a 21-item widely used self-report measure
of the severity of depression. The BDI-II, like its predecessor the Beck Inventory,
shows good internal consistency and good convergence with other self-report and
interviewer-based measures of depression (Nezu, Nezu, McClure, & Zwick, 2002).
Patients completed the BDI-II at the screening assessment and at the end of treatment.
Remission was deﬁned as a reduction of at least 50% in BDI-II scores from pre-treatment
to post-treatment and a post-treatment BDI-II score of 8 or less.
Motivation for treatment
The Autonomous and Controlled Motivations for Treatment Questionnaire (ACMTQ;
Zuroff, Koestner, Moskowitz, McBride, & Ravitz, 2005) includes two six-item subscales,
one to assess autonomous motivation and one to assess controlled motivation.
The format of the questionnaire was adapted from Williams et al.’s (1998) Treatment
Self-Regulation Questionnaire (TSRQ) for assessing motivation for managing diabetes.
Patients were provided with the stem, ‘I participate in IPT because’, and then were
asked to rate the extent to which they agreed with each of the 12 reasons using a
seven-point rating scale anchored by ‘strongly disagree’ and ‘strongly agree’. Of the 12
items, 8 were derived from Williams et al.’s (1998) TSRQ and modiﬁed to be appropriate
to the context of treatment of depression. Two new items were written for each
subscale with the goal of increasing the reliability of the scales by lengthening them.
Two sample items for autonomous motivation are, ‘I personally believe that it is the most
important aspect of my becoming well’, and ‘Managing my depression allows me to
participate in other important aspects of my life’. Two sample items for controlled
motivation are, ‘Other people would be upset with me if I didn’t’, and ‘I would feel
guilty if I didn’t do what my therapist said’. The two subscales correlated modestly but
signiﬁcantly, rð72Þ ¼ :25, p , :05. The alpha for both autonomous and controlled
motivation was .85. Participants completed the ACMTQ at their third treatment session.
Initial psychometric evidence for these items came from an earlier study (Zuroff
et al., 2005). A factor analysis with a varimax rotation resulted in two factors. All six of
the controlled motivation items loaded above .61 on the ﬁrst factor, which accounted
for 29.6% of the variance. All six of the autonomous motivation loaded above .58 on the
second factor, which accounted for 28.8% of the variance. Cronbach’s coefﬁcient alpha
was .85 for autonomous motivation and .84 for controlled motivation; the two subscales
correlated modestly but signiﬁcantly, rð123Þ ¼ :32, p , :001.
Therapeutic alliance
The Working Alliance Inventory (WAI; Horvath & Greenberg, 1989) was used to rate the
strength of the therapeutic alliance. The WAI consists of 36 self-report items based on
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Bordin’s (1979) tripartite conception of the alliance. Three versions exist, allowing for
patient, therapist, and observer ratings. In the present study, only patient ratings were
used because they have been found to be the most predictive of outcome (Martin et al.,
2000). Items are scored on a seven-point Likert scale, with the total score ranging from
36 to 252. The alpha for therapeutic alliance was .94. Participants completed the WAI at
their third treatment session.

Results
Means and standard deviations for the therapeutic alliance, autonomous motivation, and
controlled motivation at session 3 for the total sample and for patients with highly
recurrent and less recurrent depression are presented in Table 1. Overall, patients’
motivations for treatment were more autonomous than controlled (tð73Þ ¼ 11:14,
p , :001); this result was found for both patients with highly recurrent depression
(tð26Þ ¼ 7:54, p , :001) and patients with less recurrent depression (tð46Þ ¼ 8:33,
p , :001). There were no differences between those with highly recurrent versus those
with less recurrent depression in the therapeutic alliance, autonomous motivation, or
controlled motivation (all ps . :25). The therapeutic alliance was signiﬁcantly
correlated with autonomous motivation across both groups (total sample:
rð72Þ ¼ :48, p , :001). The correlation between the therapeutic alliance and
autonomous motivation remained signiﬁcant and positive when broken down between
the two groups: less recurrent depression: rð45Þ ¼ :43, p , :01; highly recurrent
depression: rð25Þ ¼ :58, p , :001. The therapeutic alliance was unrelated to controlled
motivation [total sample: rð72Þ ¼ 2:10; less recurrent depression: rð45Þ ¼ 2:14; highly
recurrent depression: rð25Þ ¼ 2:03, all ps . :30].
Table 1. Means and standard deviations for measures of therapeutic alliance, autonomous motivation,
and controlled motivation for treatment

Variable
Therapeutic alliance
Autonomous motivation
Controlled motivation

Total sample
M (SD)

Less recurrent
depression sample
M (SD)

Highly recurrent
depression sample
M (SD)

207.01 (26.09)
33.95 (4.99)
22.25 (8.88)

208.77 (27.39)
34.45 (5.31)
22.74 (9.18)

203.95 (23.85)
33.10 (4.34)
21.41 (8.43)

Means and standard deviations for the BDI-II at pre-treatment and post-treatment for
the total sample and for those with highly recurrent and less recurrent depression are
presented in Table 2. These values are similar to those in many studies of depressed outpatients (e.g., Elkin et al., 1989), with mean pre-treatment scores falling in the moderate
range of depression. The percentage of patients achieving treatment remission was 55.6%
for those with highly recurrent depression, and 34.0% for those with less recurrent
depression; this difference approached statistical signiﬁcance, x2 ð1; 74Þ ¼ 3:26, p , :08.
Preliminary analyses of other patient characteristics
Preliminary analyses were conducted to examine whether other patient characteristics
might be associated with depression recurrence and whether those characteristics

536 Carolina McBride et al.
Table 2. Means and standard deviations for BDI-II scores at pre-treatment and post-treatment

Variable

Total sample
M (SD)

Less recurrent
depression sample
M (SD)

Highly recurrent
depression sample
M (SD)

Pre-treatment BDI-II
Post-treatment BDI-II

28.35 (8.84)
13.66 (11.74)

27.89 (8.54)
14.79 (12.30)

29.15 (9.45)
11.70 (10.62)

might themselves be associated with outcome. We ﬁrst examined the association of
depression recurrence with level of education (college degree or higher vs. high school
degree or less), marital status (ever married or common law vs. never married), gender
(male vs. female), treatment provider (doctoral level vs. student), medication
(antidepressant medication vs. no antidepressant medication), age, pre-treatment
BDI-II, and presence of comorbid dysthymic disorder. Missing data for marital status reduced
the sample size for this and all subsequent analyses to 71. Depression recurrence was
not signiﬁcantly associated with level of education (p . :20), gender (p . :15),
treatment provider (p . :50), age (p . :19), pre-treatment depression severity
(p . :65), and comorbid dysthymic disorder (p . :30). Recurrence was signiﬁcantly
associated with marital status, x2 ð1; 71Þ ¼ 4:59, p , :05; a higher proportion of highly
recurrent patients had never married (58.3%) compared with less recurrent patients
(31.9%). Recurrence was also associated with medication, x2 ð1; 71Þ ¼ 3:74, p ¼ :05,
with a higher proportion of highly recurrent patients having receiving antidepressant
medication (62.5%) than less recurrent patients (38.3%). Next, to determine whether
these patient characteristics predicted outcome, we regressed post-treatment BDI-II
scores on pre-treatment BDI-II scores and level of education, marital status, gender,
treatment provider, medication, presence of dysthymia, and age. After controlling for
pre-treatment BDI-II, signiﬁcant effects were found for marital status (Fð1; 61Þ ¼ 4:87,
p , :05) and age (Fð1; 61Þ ¼ 9:59, p , :01). Better outcome (lower post-treatment
depression scores) were achieved by those who were currently or had ever been
married compared to the never married and by younger compared to older participants.
The other predictors were not signiﬁcantly related to outcome (all ps . :20).
Predictors of post-treatment depressive severity
Treatment outcome was ﬁrst evaluated using the continuous criterion of post-treatment
severity of depressive symptoms. Multiple regression analyses were performed with
post-treatment BDI-II scores serving as the dependent variable. Preliminary analyses
indicated that the correlation between the measures of alliance autonomous motivation
was sufﬁciently large as to yield undesirable suppression effects when they were
entered as simultaneous predictors. Consequently, separate analyses were conducted
for therapeutic alliance as a predictor and for the two motivational variables as
predictors. Because of their relation to outcome, age, and marital status were included
as covariates in all analyses. To simplify interpretation of regression parameters,
measures of therapeutic alliance, autonomous motivation, and controlled motivation
were standardized with mean ¼ 0 and standard deviation ¼ 1. Slopes (unstandardized
regression coefﬁcients, B) for these variables indicate the difference in predicted
post-treatment BDI-II units that would be associated with a one SD difference in the
predictor variable (or, for dichotomous predictors, one group vs. the other). Negative
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slopes indicate lower predicted post-treatment depression and consequently better
outcome. Age was centred and divided by 10, so that regression coefﬁcients reﬂect the
inﬂuence of a 10-year difference in age. Pre-treatment depression severity scores, age,
and marital status were entered ﬁrst into the model (Step 1), followed by depression
recurrence (1 ¼ less recurrent depression and 2 ¼ highly recurrent depression; Step 2),
either therapeutic alliance or autonomous and controlled motivation (Step 3), and the
two-way interactions between depression recurrence and either therapeutic alliance or
autonomous motivation and controlled motivation (Step 4). Results from the regression
analyses are presented in Table 3.
Table 3. Summary of hierarchical linear regression analyses for variables (therapeutic alliance,
autonomous motivation, controlled motivation) predicting treatment outcome (N ¼ 71)
Variables
Step 1
BDI-II (pre-treatment)
Marital status
Age
Step 2
DR
Step 3, adding therapeutic alliance
Therapeutic alliance
Step 3, adding motivation measures
Controlled motivation
Autonomous motivation
Step 4, interaction with alliance
DR £ therapeutic alliance
Step 4, interactions with motivation
DR £ controlled motivation
DR £ autonomous motivation

B

SE B

b

0.51
2 7.55
4.40

.14
3.31
1.43

0.39***
20.32*
0.43**

2 4.84

2.68

20.19

2 1.33

1.26

20.11

2.11
2 3.50

1.28
1.29

0.18
20.30**

2.86

0.06

2.58
3.54

0.34
21.27***

0.513
2 1.73
2 15.08

R2

F

DR2

DF

.247

7.33***

.283

6.5***

.036

3.26

.294

5.43***

.012

1.12

.364

6.09***

.081

4.07*

.295

4.46***

.000

.03

.468

6.82***

.105

6.09**

Note. DR, depression recurrence; *p , :05; **p , :01; ***p , :001:

The regression equation for Step 1 was signiﬁcant, Fð3; 67Þ ¼ 7:33, p , :001,
R 2 ¼ :247. Each predictor was statistically signiﬁcant, with higher post-treatment
depression associated with higher pre-treatment depression, never married status, and
greater age. In Step 2, depression recurrence approached signiﬁcance as a predictor,
tð66Þ ¼ 21:81, p , :08. When the therapeutic alliance was added as Step 3, there was
no signiﬁcant increase in explained variance. However, when the two motivation
variables were added in Step 3, the increase in variance explained compared to
Step 2 was signiﬁcant, Fð2; 64Þ ¼ 6:09, p , :001, change in R 2 ¼ :081. Autonomous
motivation was signiﬁcantly related to lower post-treatment depression, tð64Þ ¼ 22:72,
p , :01, but controlled motivation was not signiﬁcantly related to post-treatment
depression, p . :15. When the interaction of depression recurrence and the therapeutic
alliance was added as Step 4, the increase in variance explained compared to Step 3 was
not signiﬁcant. In contrast, when the interactions of depression recurrence and the
two motivation variables were added in Step 4, the increase in variance explained
compared to Step 2 was signiﬁcant, Fð2; 62Þ ¼ 6:09, p , :01, change in R 2 ¼ :105.
The interaction of depression recurrence and autonomous motivation was signiﬁcant,
tð1; 62Þ ¼ 3:47, p ¼ :001.
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The signiﬁcant interaction was probed by calculating and testing simple slopes
within the highly recurrent and less recurrent groups (Aiken & West, 1991). The
interactions are illustrated in Figure 1. Autonomous motivation was related to better
outcome among those with less recurrent depression, B ¼ 25:80, t ¼ 24:24, p , :001.
Somewhat surprisingly, autonomous motivation was positively related to post-treatment
BDI-II scores among those in the highly recurrent group, but this slope was not
statistically signiﬁcant, B ¼ 3:48, t ¼ 1:48, p . :15.

Predicted post-treatment BDI-II

Predictors of remission
Logistic regression analyses were conducted using PROC LOGISTIC, version 9.2 (SAS
Institute, 2004) and maximum-likelihood estimation. We again conducted separate
analyses using the therapeutic alliance as a predictor and the two motivation variables as
predictors. We ﬁrst tested a model including only age, marital status, highly recurrent
versus less recurrent depression as predictors. We then added either the therapeutic
alliance or the two motivation variables as predictors. Finally, we tested models that
included the interactions of depression recurrence with either therapeutic alliance or
the two motivation variables.
The initial model revealed signiﬁcant effects for age, x2 ð1; N ¼ 71Þ ¼ 4:52, p , :05,
odds ratio ¼ 0:516, and depression recurrence, x2 ð1; N ¼ 71Þ ¼ 4:45, p , :05, odds
ratio ¼ 0:303. The odds ratios indicate that an increase in age of 10 years decreased
patients’ chances of remitting by about half and that patients with less recurrent
depression were about 30% as likely to achieve remission as patients with highly
recurrent depression.
When added to the initial model, the therapeutic alliance emerged as a signiﬁcant
predictor of achieving remission, x2 ð1; N ¼ 71 ¼ 4:80, p , :05, odds ratio ¼ 2:00.
Patients who reported a stronger therapeutic alliance (þ 1 SD) were twice as likely to
achieve remission as those with mean levels of the alliance. The interaction of
depression recurrence with the therapeutic alliance was not signiﬁcant, indicating that
the positive effect of the alliance did not differ signiﬁcantly between less recurrent and
highly recurrent patients.
25
20
15
10
5

Less recurrent
Highly recurrent

0
Low (–1 SD)

High (+1 SD)

Autonomous motivation

Figure 1. Post-treatment depression predicted by the interaction of depression recurrence and
autonomous motivation.
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When added to the initial model, both autonomous motivation (x2 ð1; N ¼ 71Þ
¼ 4:48, p , :05, odds ratio ¼ 2:06) and controlled motivation (x2 ð1; N ¼ 71Þ ¼ 5:69,
p , :05, odds ratio ¼ 0:463) were signiﬁcant predictors of remission. Patients who
were high (þ 1 SD) on autonomous motivation were about twice as likely to achieve
remission as those with mean levels of autonomous motivation, whereas those who
were high on controlled motivation were about half as likely to achieve remission as
those with mean levels of controlled motivation.
In the ﬁnal step, however, a signiﬁcant interaction was found between depression
recurrence and autonomous motivation. To interpret this interaction, we conducted
separate logistic regressions within the highly recurrent and less recurrent groups, using
age, marital status, autonomous motivation, and controlled motivation as predictors.
The effect of autonomous motivation was not signiﬁcant within the highly recurrent
group, x2 ð1; N ¼ 47Þ ¼ :22, p . :50, odds ratio ¼ 0:77. However, among the less
recurrent patients, autonomous motivation signiﬁcantly predicted remission,
x2 ð1; N ¼ 47Þ ¼ 6:94, p , :01, odds ratio ¼ 4:74. The odds ratio indicates that,
compared to patients with mean scores, patients with elevated scores on autonomous
motivation were almost ﬁve times as likely to achieve remission.

Discussion
This study examined whether relations between autonomous and controlled motivation
and IPT treatment outcome are moderated by depression recurrence. An interaction
was found between autonomous motivation and depression recurrence. Patients with
less recurrent depression who viewed participation in IPT treatment as a personally
meaningful choice they had freely made were more likely to experience positive
treatment outcomes assessed using both symptom reduction and remission as criteria.
This was not true for those with highly recurrent depression. For this population,
autonomous motivation was not related to treatment outcome. These results are
interesting given that the level of autonomous motivation, as well as post-treatment
severity of depressive symptoms did not differ between patients with less recurrent and
highly recurrent depression.
An important question concerns mechanisms: through what processes or
mechanisms does autonomous motivation lead to better outcomes for individuals
with less recurrent depression but has no effect on treatment outcome for those with
highly recurrent depression? For individuals with less recurrent depression,
autonomous motivation may activate their sense of agency, enabling them to make
better gains in treatment. Studies of autonomous motivation in non-therapy contexts
suggest that autonomous motivation may help patients adhere more closely to the
prescribed treatment, carry out therapeutic procedures (both in session and as
‘homework’) more carefully, persistently, and effectively, and persevere in treatment
even when it becomes difﬁcult or discouraging (Markland, Ryan, Tobin, & Rollnick,
2005). In addition, autonomously motivated patients may learn more from their
experiences in therapy and may more fully internalize their learning. These gains,
however, might only be possible for patients who have not suffered from highly
recurrent depression.
One might speculate that patients with highly recurrent depression may feel more
responsible for the recurrent nature of their depression and, overall, have a lowered
sense of competence and self-efﬁcacy. When competence and self-efﬁcacy are low,
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autonomous motivation likely loses its beneﬁcial effect. In other words, people who
experience repeated episodes of depression may feel more helpless, such that they do
not believe that their motivation will affect change. So while they may still believe that
treatment is personally meaningful, they do not believe in the beneﬁcial value or their
motivation and may, therefore, not participate as actively or as effectively as those with
less recurrent depression. Previous research informs us that highly recurrent depression
is associated with greater illness characteristics, including greater cognitive and
biological impairments compared to less recurrent depression (Basso & Bornstein,
1999; Hollon et al., 2006; Thase et al., 1995). Perhaps, the impairments associated with
highly recurrent depression interfere with the positive processes of autonomous
motivation such that the beneﬁts of autonomous motivation are not actualized. A ﬁnal
possibility is that because individuals with highly recurrent depression are more
submissive and dependent on others (Constantino et al., 2008; Joiner & Coyne, 1999;
McCullough, 2000), they may erroneously regard self-directed choice as a negative
factor that decreases their chances of support, and may become more reliant on the
therapist to take charge in therapy, amplifying their lack of agency and decreasing
treatment outcomes. Future research could examine the factors that mediate the
relationship between autonomous motivation and treatment outcome depending on
depression chronicity, including self-criticism, submissiveness, and agency.
Across both groups, controlled motivation emerged as a signiﬁcant negative
predictor of treatment outcome. Patients who were high on controlled motivation were
about half as likely to achieve remission as those with mean levels of controlled
motivation. Clearly, when motivation for entering therapy is externally driven or
introjective, outcome is compromised. This is an important ﬁnding as information about
a client’s motivation for therapy can provide therapists with a readily available gauge of
how well treatment will go. Controlled motivation taps into more submissive reasons for
participating in therapy and, therefore, willingness to fully collaborate in treatment
might be diminished when individuals engage in therapy for reasons other than ﬁnding
it an interesting, personally important and vitalizing endeavour. According to Dykman’s
(1998) goal-oriented model of depression, people differ in their orientation, with some
people being more validation seeking and others being more growth seeking.
Controlled motivation might parallel the validation seeking construct, with individuals
having a more subordinate self-perception and displaying more submissive behaviour.
Future research might look into the how controlled motivation affects an individuals
goal orientation. Taken together, these results highlight the possible use of motivation
theory to inform and enrich therapeutic conceptualizations and interventions in clinical
practice, but also point to the importance of modifying interventions based on the
chronicity of a client’s depression.
A main effect for the therapeutic alliance on treatment outcome was found using
logistic regression, with no evidence of an interaction with recurrence. From the
perspective of SDT, a strong therapeutic relationship can be viewed as contributing to
the satisfaction of the need for relatedness and possibly to the need for competence. As
need satisfaction has been linked to better performance in a variety of domains, it is not
surprising that it would also be associated with better outcome in psychotherapy. These
results are also consistent with studies showing that the quality of the therapeutic
alliance predicts treatment outcome (Horvath & Symonds, 1991; Martin et al., 2000).
For patients with highly recurrent depression, then, while autonomous motivation had
no effect on outcome, the therapeutic alliance did. Our results are consistent with prior
research showing that, for individuals with chronic depression, greater change in
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depression scores following treatment is associated with greater emphasis on the
therapeutic relationship (Vocisano et al., 2004). Vocisano et al. found that the single
best predictor of psychotherapy outcome for chronically depressed patients was the
overall degree of emphasis therapists placed on the patient–therapist relationship, and
suggested that for this population the therapeutic alliance is a key ingredient necessary
to substantially reduces symptoms of depression. Others have also found that for
chronically depressed patients, early alliance predicts subsequent improvement in
depressive symptoms (Klein et al., 2003).
Clinically, it makes sense that depressed individuals who have endured repeated
episodes of depression are more likely to rely on a therapist’s support and the strength
of their relationship, given what history has taught them about the nature and course of
their depression. The importance of the therapeutic relationship for individuals with
highly recurrent depression has been voiced by McCullough (2000) who has argued that
chronic and non-chronic forms of depression are qualitatively different in a number of
ways and that differential treatment strategies are needed for these two types of
depressive disorders. For patients with less recurrent depression, the therapeutic
alliance is important for treatment outcome, but does not appear to be as strongly
related to outcome as autonomous motivation (the therapeutic alliance doubled the
chances of remission; autonomous motivation quintupled the chances of remission).
These individuals might have a strong social support network outside of the therapeutic
relationship and, therefore, might be less reliant on the client–therapist bond. Indeed, in
our sample, those with less recurrent depression were more likely to be married
compared to those with highly recurrent depression.
In addition to these interactions, an interesting difference was found between those
with highly recurrent depression and those with less recurrent depression: participants
with highly recurrent depression were more like to be on antidepressant medication.
This ﬁnding is important in light of recent research (for a review, see Fava et al., 2007)
indicating that long-term use of antidepressant drugs may worsen treatment outcome
and increase vulnerability to depression relapse. An unexpected aspect of our results
was that patients with highly recurrent depression were more likely to achieve
remission as patients with less recurrent depression. This ﬁnding was unexpected as it is
inconsistent with previous research that found that those with highly recurrent
depression are more treatment resistance (Keller & Boland, 1998) than those with less
recurrent depression. Future research is needed to determine whether this result was
spurious or, alternatively, whether IPT is indeed more effective with patients with highly
recurrent depression compared to patients with less recurrent depression. Taken
together, the results from this study underscore the importance of investigating what
distinguishes those with highly recurrent depression and those with less recurrent
depression and contributes to depression relapse (e.g., Ma & Teasdale, 2004; Solomon
et al., 2004; Teasdale et al., 2000; Thase et al., 1995).
Methodological problems and limitations
Some methodological problems and limitations with this research should be
highlighted. First, because this research is naturalistic, the sample was highly
heterogeneous. This is both a strength, as the results are generalizable, but also a
weakness, as the speciﬁcity of the results to some forms of depression not known.
Second, the data were only collected at one clinic and, therefore, the generalizability to
other clinics and other forms of treatment (e.g., CBT) are unknown. Third, the sample
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size for the highly recurrent group was small. Fourth, treatment adherence was not
formally assessed for the current study. However, all psychotherapists were formally
trained in IPT and had been judged by the ﬁrst or third author to be fully competent in
the delivery of this treatment. Finally, we only selected those patients with complete
pre- and post-therapy data and, therefore, the results may be generalizable only to those
who complete a course of IPT.
Conclusions
Autonomous motivation appears to be a promising candidate to add to the therapeutic
relationship in the catalogue of common factors in the treatment of depression.
However, one must take into account the number of episodes of depression a patient
has suffered. For those with less recurrent depression, both autonomous motivation and
the therapeutic alliance have a positive impact on outcome. In contrast, for those with
highly recurrent depression autonomous motivation was not related to therapeutic
outcome, whereas the therapeutic alliance was related to positive therapeutic outcome.
Controlled motivation emerged as a negative predictor of remission, across both groups.
These results support the view that highly recurrent depression is qualitatively different
from less recurrent depression, and that differential treatment strategies are needed
when working with these two distinct populations. Therapists working with patients
with less recurrent depression should focus on ways to enhance autonomous
motivation, whereas those working with patients with highly recurrent depression need
to support and enhance the therapeutic relationship. Future studies could examine the
question of whether changes in motivation during treatment occur and, if so, if these
changes are related to treatment outcome.
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