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Abstract
Patients with depressive disorder may exhibit similar clinical symptoms, but 

their personal descriptors can be sometimes quite diff erent in terms of existential 
expectations, basic needs, and motivational structure. And while it is true that 
medication can be widely used to treat same therapeutic class in order to restore 
neurotransmitter homeostasis, psychotherapy approach must take into account all 
the symptoms which are unique for each individual. In this regard, our expertise 
has emphasized two major needs to point out a patient with depressive disorder’s 
response to therapy: the need for community integration, and the need for intimacy. 
We aim to demonstrate the fi nding that introverts (defi ned by a greater need 
for intimacy) tend to react better to individual therapy as opposed to extroverts 
(defi ned by a greater need for community integration) who tend to prefer group 
therapy.
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Introduction

As long as we perceive the individual as a complex bio-psycho-social being, 
there will always be present a constant need for attachment, namely a constant 
need to be in a relationship. Relationships, connecting to self and to the others, 
represent a biological imperative throughout life (Erskine, Moursund & Trautmann, 
1999). An individual’s social network is a source of vitality and stimuli, which 
are essential for the management of all the challenges and frustrations of social 
cohabitation (Erskine, Moursund & Trautmann, 1999; Baumeister & Leary, 1995).

If we assume that mental health requires harmony, and the ability to fl uidly 
go through all the stages of a relationship while being able to share elements of 
oneself, and also being able to receive and integrate feedback, depression begins 
to look like a failure of harmonization, a false note breaking the symphony of 
expression and comprehension, generating as a result an unfortunate detachment 
from the real world (Andre, 2012). In his book “Feelings and Moods”, Christophe 
Andre explores depression from this particular perspective of social isolation 
pointing out that not only our connection with other people is altered in this way, 
but the very connection with our own self is aff ected, a depressed person tending 
to indulge himself/ herself in helplessness, loneliness and social fracture, while 
having to deal with a benevolent pressure or misunderstanding from his/ hers 
close ones. In this context, extending one’s social support network is defi nitely 
an important asset for the management of mental health in general, and the 
management of depression in particular (Andre, 2012; Kessler 2003). Although 
many studies have analyzed all the descriptors for such a social network, with 
a special stress on its quantitative aspects, qualitative aspects should also not 
be neglected. Relationships involving deep emotional support with one person 
or a small group of persons can be an experience as valuable and resourceful 
as relating to a larger social structure (Yalom & Leszcz, 2005; O’Reilly Knapp, 
2001). Widening social support network from a qualitative point of view represents 
an approach centered on the need for intimacy, while a quantitative approach is 
mostly centered on the need for community integration.

The need for community integration and the need for intimacy, although not 
entirely antagonistic, stand each for two diff erent aspects of any emotional balance 
which can fi nd some level of harmony on a higher or on a lower plane depending 
on the individual’s personal descriptors. The need to be oneself again is the fi rst 
step toward intimacy. A defi nition of intimacy could be: close, genuine and deep 
relationship with someone, which can be one and the same person in a fi rst stage 
or can be some other person. Once the number of people who participate in a 
relationship grows, the intimacy degree decreases as the shared feelings and the 
depths of the relationship itself tend to dissipate.

The need for intimacy is a profound human need, and a specifi c human trait, a 
psycho-emotional act that connects human being, regarded as a rational being, to 
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his/ hers deep emotional structure. This particular need resonates very well with 
the ability of self–analysis and self-expression (O’Reilly Knapp, 2001; Erskine, 
2009, Derlega & Chaikin, 1975). More than that, alexithymia as part of depression, 
namely the inability of understanding of oneself, is often correlated with a slower 
response to therapy. The need for intimacy is also linked with a certain ability to 
shed more light on the inner self, so the individual be able to deal with his/ hers 
own feelings, and to map this inner world just to know at all times where he/ 
she is and what it is happening to him/ her. Intimacy with others is a good way 
of mirroring oneself. Since intimacy requires an assessment made by yourself or 
by another person, it also involves trust because when you allow yourself to be 
analyzed you suddenly become a vulnerable person (Derlega & Berg, 2013).

Without intimacy, human beings are as lonely as someone living inside a 
crystal ball, and there is no unhappiness and lack of fulfi llment stronger than total 
isolation and loneliness, since we are all beings conceived to be happy, and able 
to express and to share our feelings. Our humanity depends on us being able to 
communicate closely with ourselves and with the others, and when this ability 
disappears (we are no longer able to send some form of feedback to our own self 
and to the others) we become alienated from ourselves and the others. Community 
has a regulatory role, and at the same time a limiting role (Andre, 2012). Human 
beings demonstrate an inherent need to belong to a group of persons with whom to 
be able to share their ideas, their visions, and with whom one can feel understood, 
one can fi nd himself/ herself, one can be able to participate, to be useful, and to 
be validated as a normal human being.

The need for community integration mirrors, and responds to other primordial 
needs, and depths of the human psyche such as: the need for validation, the need 
for expressing emotions, the need for contact, the need for initiative. The need 
for community integration urges the individual to make and accept compromises 
in order to be compatible with other human beings. Up to a certain limit, these 
compromises are appropriate, and can be related to an individual’s sense of 
adaptability and the ability to integrate and function as a social being, but beyond 
these limits, these sort of compromises can weaken the need for intimacy, thus 
generating a direct confl ict with the individual’s own set of values, and getting to 
intrapsychic tensions and confl icts (Frank, Swartz, & Kupfer, 2000).

The undeniable benefi ts are that the need for community integration provide a 
stronger basis for a solid psychological support, adding personal coping mechanisms 
to those of the community itself. Medical science supports the fact that people 
integrated within a solid social network are accomplished human beings, and are 
able to better manage their own frustrating experiences (for those subjects involved 
with social supported, spiritual and ideological communities the actual duration 
of depressive episodes, traumatic stress and suicide rates are far lower) (Larson 
& Larson, 2003; Miller & Thoresen, 2003). The practical applications for the 
study of these needs can be better refl ected in a depressive patient’s approach to 
psychotherapy. Certain personality types correlate better with certain needs which 
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are largely expressed, and these needs dictate the type of psychotherapy approach 
to which the patient will be most responsive (Mihai et al., 2017). 

 For example, introverts demonstrate a particular need for intimacy, due to their 
inner structure leading toward introspection and self dialogue, while extroverts 
crave mostly for community integration, being oriented to communication, 
socialization and approval. Our expertize in working with depressed patients 
has led us to formulate a series of hypotheses concerning the manner in which 
certain psychotherapeutic approaches can accommodate better to the unique 
confi guration of all the patients who are looking for such medical services. Given 
the strong associations backed up by the medical literature between introversion 
/ extroversion, and orientation toward intimacy – introspection, namely social 
adherence, furthermore we will separate inside our experiments the introverts, 
and their need for intimacy, from the extroverts, and their need for community 
integration. To clearly formulate our working hypotheses, we defi ned concordant 
therapy as the type of psychotherapy adjusted to a patient’s personality structure, 
and we defi ned nonconcordant therapy as a standard therapeutic approach, not 
taking into account the particular need for community integration or a patient’s 
need for intimacy.

Results

Patients responded better to concordant therapy, thus suggesting that adapting 
therapy to their individual needs is a simple and important step to achieve the full 
extent of all therapeutic benefi ts.

Working Hypotheses

H1: Introverts tend to benefi t more from concordant therapy (individual, 
coaching type, that satisfi es the need for intimacy) rather than nonconcordant 
therapy.

H2: Extroverts will benefi t more from a concordant therapy (group therapy that 
satisfi es the need for community integration) rather than nonconcordant therapy.

H3: Extroverts tend to respond better than introverts to both concordant therapy 
and nonconcordant therapy.

H4: For both types of personality, adjusting therapy to the individual needs 
(concordant therapy) will give superior results as compared to standard therapy 
(nonconcordant).
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Material and Methods

To assess the working hypotheses we recruited a total of 200 patients, assigned 
after performing personality profi le test (Eysenck Personality Questionnaire) 
(Eysenck & Eysenck, 1975) into two equal groups – introverts and extroverts. 
These groups were each divided randomly into two other groups, depending on 
the psychotherapy approach, as follows:

Table 1. Experimental design

The following criteria were used for including patients into our study: (1) 
the patient understands, undergoes, and consents to participate to the study; (2) 
the patient is diagnosed with some form of depressive syndrome, and is still 
under treatment; (3) the patient is not diagnosed with another chronic psychiatric 
pathology or other psychotic disorders, like dementia or mental retardation; (4) 
the patient accepts and remains under therapy for the whole period of the study.

After performing personality profi le tests, and after forming each group, patients 
were administered at the beginning and at the end of the study the following tests, 
the fi nal scores being centralized into a single overall score, initial and fi nal, 
according to which we assessed the evolution of patients, and therapy effi  ciency. 
The Rosenberg Scale is a self-report measure of global self-esteem. It consists of 
10 statements related to overall feelings of self-worth or self-acceptance. The items 
are answered on a four-point scale ranging from strongly agree (1 point) to strongly 
disagree (4 points). Overall scores range from 10 to 40; a lower score indicate low 
self-esteem (Goldsmith, 1986). Hamilton Rating Scale for Depression also called 
the Hamilton Depression Rating Scale (HDRS) is the so called “golden standard” 
for depression, and includes a multiple item questionnaire used to provide an 
indication of depression, and as a guide to evaluate recovery. It is one of the most 
used tools for evaluating the severity of depression, and patient’s evolution under 
treatment, and it also can be used as a standard for other psychiatric tools. Hamilton 
refers to it as a tool for evaluating patients diagnosed with depression, and not 
as a tool for diagnosing depression. We used a version which includes 21 items, 
with scores between 0 (no depressive symptoms) and 62 (extreme depression) 
(Hamilton,1960). 

Therapy approach

Concordant Nonconcordant

Personality type
Extroverts Group 1 - 50 pa� ents Group 2 - 50 pa� ents

Introverts Group 3 - 50 pa� ents Group 4 - 50 pa� ents
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The SAS-SR scale also known as Social Adjustment Scale - Self-Report 
provides you with an understanding of an individual’s level of satisfaction with 
his or her social situation. It is often used to evaluate the effi  cacy of treatment 
by revealing the eff ect treatment is having on the respondent. The SAS–SR is 
used by psychiatrists, psychologists, social workers, and other mental health 
professionals in clinical or research settings. We used the short version, which 
includes 21 de items evaluating 6 diff erent social roles, from two perspectives – 
instrumental (activity itself) and expressive (relational). These roles are: work, 
leisure and social activities, extended family relationships, partner role inside a 
married couple, parental role and role within the family including perception of 
economic environment. This particular version of SAS–SR scale that we have used 
is usually recommended when contact time with the respondent is limited, and 
can be used as a tool for monitoring a patient’s evolution under treatment (Bosc, 
Dubini & Polin, 1997). 

The Visual Stigma Scale is designed by the authors of the present medical study, 
which provides the patient with a self-assessment tool to measure the stigma of 
his mental illness by using 5 diff erent scores ranging from 0 (absence of stigma) 
to 4 (extremely stigmatized). All the data we obtained following the tests were 
statistically analyzed using SPSS 10 standards. 

Therapeutic intervention: Each of the patients from the 4 groups was included 
in one of the following therapeutic interventions.

Group Psychotherapy Program (concordant to the extroverted group) 

Random therapy groups formed from 8-10 introverts were admi-
nistered weekly sessions of 120 minutes each, for a duration of 6 months. 
Therapy groups were approached thematically in connection with univer-
salization, validating and legitimizing the patient’s suff erance, stimulating 
therapeutic relationship, and strengthening relationships within the group 
by consolidating group cohesion and exercising positive group pressure, 
communication and feedback, building premises for the therapeutic chan-
ge, giving and receiving support within the group, socializing, creating and 
fostering trust (Yalom et al., 1967; Erskine, 2009; Mountain et al., 2008).

Individual Psychotherapy Program (concordant to the introverted group)

Patients were administered with weekly individual therapy sessions of 50 
minutes each, for 6 months. Although psychotherapeutic style varied according to 
the psychotherapeutic orientation of each psychotherapist part of the intervention 
team, the topics were the same, focusing on creating and developing coaching 
therapeutic relationship, fostering trust and psycho-emotional intimacy, 
strengthening and affi  rming of inner self, developing internal control factors, self-
acceptance, personal development, validation and self-validation, development 
of communication with hygiene communication items and giving/ receiving 
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constructive feedback, adaptation of reality testing, adapting personal requirements 

and expectations, gratifi cation and self-reward (Michel, 2002). 

Standard Psychotherapy Program (nonconcordant psychotherapy)

Patients completed a standard therapy program less fl exible, and adapted to each 
personality profi le, consisting of two group therapy sessions and two individual 
therapy sessions pe luna, for a duration of 6 months, going through all the aspects 
as illustrated within the therapy programs listed above. The program was addressed 
to both introverts and extroverts (Yalom & Leszcz, 2005; Malat et al., 2008).

Results and discussions

In order to assess the fi rst working hypothesis, we analyzed the scores obtained 
by extroverts when applying concordant therapy or nonconcordant therapy, and 
then we used the T-test for independent subjects.

The score for extrovert subjects with concordant therapy = 84.34

The score for extrovert subjects with nonconcordant therapy = 87.34 

F = 0.30, p = 0,585; t (98) = - 2.14, p = 0.035

There are signifi cant diff erences for extrovert subjects depending on the type 
of therapy, meaning that results obtained by subjects in concordant group therapy 
are signifi cantly better than those obtained by subjects in nonconcordant group 
therapy.

Concerning the second working hypothesis, we analyzed the scores obtained 
by the introvert subjects when applying concordant therapy or nonconcordant 
therapy, and then we used the T-test for independent subjects.

The score for introvert subjects with concordant therapy = 87.20

The score for introvert subjects with nonconcordant therapy = 108.74

F = 2.84, p = 0.095; t (98) = - 19.77, p < 0.001.

There are signifi cant diff erences for introvert subjects depending on the type 
of therapy meaning that results obtained by subjects in concordant group therapy 
are signifi cantly better than those obtained by subjects in nonconcordant group 
therapy.

Although both of our hypotheses were confi rmed, one can notice the diff erence 
with greater statistical signifi cance for introverts (p<0,001 compared to p<0,035), 
which is explained by the fact that introverts respond less to nonconcordant therapy 
as opposed to extroverts, who are more open and spontaneous, and who seem able 
to adjust easier to diff erent therapy styles.
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In this regard, we took under analysis the diff erence between the scores obtained 
by extroverts and introverts when applying nonconcordant therapy, and then we 
used the T-test for independent subjects.

The score for introvert subjects with concordant therapy = 108.74

The score for extrovert subjects with nonconcordant therapy = 87.34

F = 6.82, p = 0,010; t (98) = 19.63, p < 0.05

There are signifi cant diff erences between the scores obtained by introverts and 
extroverts when applying nonconcordant therapy, meaning that extroverts achieved 
signifi cantly better fi nal scores.

Concerning the third hypothesis, we analyzed the diff erences between the fi nal 
scores obtained by introverts and extroverts (regardless if they benefi ted from 
concordant or nonconcordant therapy). Then we used the T-test for independent 
subjects.

The score for introverts = 97.97

The score for extroverts = 85.94

F = 80, p < 0,001; t (198) = 8.70, p < 0.01

There are signifi cant diff erences between the scores obtained by introverts 
and extroverts, meaning that extroverts achieved better results (regardless if they 
benefi ted from concordant or nonconcordant therapy).

In order to assess the fourth hypothesis, we analyzed the diff erences between 
the fi nal scores obtained by subjects in concordant therapy group compared with 
those obtained by subjects in nonconcordant therapy group (regardless if they 
were introverts or introverts).

Then we applied the T-test for independent subjects.

The score for subjects with concordant therapy = 85.87

The score for subjects with nonconcordant therapy = 98.04

F = 79.67, p < 0,001; t (198) = - 8.85, p < 0.01

There are signifi cant diff erences between the scores obtained by subjects 
in concordant therapy group and those obtained by subjects in nonconcordant 
therapy group, meaning that subjects who received concordant therapy showed 
signifi cantly better scores. In other words, adjusting therapy to patient’s needs 
will give superior results as opposed to standard therapy (unadjusted). The study 
confi rms the fact that adapting the type of intervention to the specifi c needs of a 
personality profi le provides certain benefi ts, from improving integrative abilities 
and self esteem to reducing stigma and depressive symptoms. These fi ndings are 
consistent with other data from the scientifi c literature (Evans, Chisholm & Walshe, 
2001; Blumenthal et al., 1982). 

Patients with elevated scores on extroversion at the STAI scale are characterized 
by openness to communication, abilities for public expression and better adapted 
social skills, but they also have more vivid social needs (Beutler, Moos, & Lane, 
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2003). Therefore, the impact of a group is more evident in these patients. The group 
also comforts the depressive’s need of compassion and provides the context of 
developing coping strategies and good treatment adherence (Pompili et al., 2009; 
Neff , Rude & Kirkpatrick, 2007). In this context, it is expectable that extroverts to 
fully function in an environment that satisfi es their needs of integration, belonging 
and social acceptance. Our results confi rm that extroverts progressed in group 
therapy. Other studies also validated diff erent group approaches to depression, 
some taking into consideration personality specifi cities (Schafer et al., 2005; 
Kim & Kang, 2013; Bumpus, 2009). On the other hand, extroverts developed 
comparable progress in standard therapy programs. This result suggests that both 
forms of therapy are eff ective for the extrovert. Regarding the introverts, they seem 
to react selectively and tend to benefi t more from individual therapy that comforts 
their intimacy need. Data concerning therapy approaches for other age ranges 
is consistent with our fi ndings (Strader-Garcia, 2012; Ghasemian, D’Souza& 
Ebrahimi, 2012; De Fruyt et al., 2006; Detweiler-Bedell & Whisman, 2005). As 
opposed to extroverts, introverts don’t seem to benefi t as much from the standard 
therapy, probably due to their less developed sociability and other psychosocial 
variables such as alexithymia. (Zinbarg, Uliaszek, & Adler, 2008; Rana, 2016; 
Chen et al., 2011) Contemplative, with a limited degree of expansiveness and low 
tolerant to self inadequacy, the introvert patient feels better when participating 
to individual therapy sessions where one can easily develop intimacy and safer 
self exposure.

Conclusions

Our fi ndings support the idea that adjusting the type of psychotherapy to a 
depressed patient’s needs represents a useful step, more likely to increase the 
value of therapeutic act, and to improve wellbeing, and adapting to the social 
environment, and to increase self-esteem and perception of stigma. Both introverts 
and extroverts reacted better to adjusted therapy, with the exception those extroverts 
overall scores were better than those obtained by the introverts, meaning that the 
need for intimacy takes more time to be fulfi lled and it is deeper than the need 
for community integration, because it probably requires more time for achieving 
maximum results.
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