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From a public health perspec-
tive, it is critical to consider
the mental health treatment

needs of women during the perinatal
period, particularly those who are so-
cioeconomically disadvantaged. Ma-
ternal postpartum depression, if not
buffered by protective factors in the
family, has deleterious, lasting effects
on infant and child well-being (1,2)
and on the mother’s and father’s sub-
sequent mental health (3,4). A meta-
analysis (5) indicated that depression
during pregnancy has been repeated-
ly demonstrated to be the most po-
tent predictor of postpartum depres-
sion. In this article, depression refers
to major depressive disorder as de-
fined in the DSM-IV (6), unless oth-
erwise indicated.

Prevalence rates of antenatal major
and minor depression have been esti-
mated in community-based studies to
range from 7% to 15% of all pregnan-
cies (7,8), but higher rates have been
observed among women of lower so-
cioeconomic status (9–12). Some epi-
demiological studies also suggest that
individuals living in poverty, com-
pared with those in the general popu-
lation, are at increased risk of major
depression (13) and that women who
are poor, compared with women in
general, have higher rates of depres-
sive symptoms (14). Pregnancy pro-
vides an opportunity to involve
women in mental health interven-
tions (15) and appears to be a time
when women with depression prefer
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Objectives: Depression during pregnancy is one of the strongest predic-
tors of postpartum depression, which, in turn, has deleterious, lasting ef-
fects on infant and child well-being and on the mother’s and father’s men-
tal health. The primary question guiding this randomized controlled trial
was, Does culturally relevant, enhanced brief interpersonal psychothera-
py (IPT-B) confer greater advantages to low-income, pregnant women
than those that accrue from enhanced usual care in treating depression in
this population? Enhanced IPT-B is a multicomponent model of care de-
signed to treat antenatal depression and consists of an engagement ses-
sion, followed by eight acute IPT-B sessions before the birth and mainte-
nance IPT up to six months postpartum. IPT-B was specifically enhanced
to make it culturally relevant to socioeconomically disadvantaged women.
Methods: Fifty-three non–treatment-seeking, pregnant African-American
and white patients receiving prenatal services in a large, urban obstetrics
and gynecology clinic and meeting criteria for depression on the Edin-
burgh Postnatal Depression Scale (score >12 on a scale of 0 to 30) were
randomly assigned to receive either enhanced IPT-B (N=25) or enhanced
usual care (N=28), both of which were delivered in the clinic. Participants
were assessed before and after treatment on depression diagnoses, de-
pressive symptoms, and social functioning. Results: Intent-to-treat analy-
ses showed that participants in enhanced IPT-B, compared with those in
enhanced usual care, displayed significant reductions in depression diag-
noses and depressive symptoms before childbirth (three months postbase-
line) and at six months postpartum and showed significant improvements
in social functioning at six months postpartum. Conclusions: Findings sug-
gest that enhanced IPT-B ameliorates depression during pregnancy and
prevents depressive relapse and improves social functioning up to six
months postpartum. (Psychiatric Services 60:313–321, 2009)



psychotherapy to pharmacotherapy
(16), because of the potential adverse
effects of medications on the devel-
oping fetus and the nursing infant
(17). At the same time, however,
childbearing and childrearing women
with depression, especially those who
are socioeconomically disadvantaged,
have proven difficult to engage and
retain in adequate mental health
treatment (11,18,19).

Studies have identified a number of
practical, psychological, and cultural
barriers to mental health service use
by low-income populations, including
cost, inconvenient clinic locations,
transportation, limited hours, child-
care, stigma, discrimination, previous
negative treatment experiences, bur-
den of depression, and the provider’s
cultural insensitivity (20,21). Women
who are poor also more frequently ex-
perience threatening and uncontrol-
lable life events, exposure to multiple
forms of interpersonal and communi-
ty violence (that is, emotional, physi-
cal, and sexual violence and witness-
ing violence), and chronic stressors
(12,22). Thus, to be effective for
treating depression among low-in-
come, pregnant women, a psy-
chotherapeutic intervention needs to
take into account the stressful context
of their lives.

The primary research question
guiding the study presented here
was, Does culturally relevant, en-
hanced brief interpersonal psy-
chotherapy (IPT-B) for depression
confer greater advantages to low-in-
come, pregnant women than those
that accrue from enhanced usual
care? Enhanced IPT-B is a multi-
component model of care (23) con-
sisting of an engagement session, fol-
lowed by eight acute IPT-B sessions
before the birth and maintenance
IPT up to six months postpartum
(24), and it is augmented with modi-
fications to make it culturally rele-
vant to women who are socioeco-
nomically disadvantaged (23). IPT-B
was derived from IPT (25), which
has demonstrated efficacy in treating
acute depression (26–28), in pre-
venting depressive relapse through
maintenance IPT (29), and in treat-
ing antenatal and postpartum de-
pression (30,31). Enhanced IPT-B
retains the essential theory, targets,

and techniques of IPT and has re-
ceived empirical support in a num-
ber of studies (32–35).

In a previous report (36), we pre-
sented data showing that non–treat-
ment-seeking, pregnant, low-income
African-American and white partici-
pants with depression who received
enhanced IPT-B in an obstetrics and
gynecology clinic had higher rates of
engagement (defined as more partic-
ipants attending an initial treatment
session) and higher rates of retention
(defined as more treatment sessions
attended) than did those who re-
ceived enhanced usual care. Those
in the enhanced usual care group re-
ceived depression education materi-
als, their social worker received noti-
fication (with the patient’s permis-
sion) of their elevated depressive
symptoms, and they received a refer-
ral to the behavioral health center in
the same obstetrics and gynecology
clinic. In the study presented here,
using the same sample, we hypothe-
sized that treatment with enhanced
IPT-B, followed by maintenance
IPT, would result in significant im-
provements in psychopathology and
functioning during pregnancy and at
six months postpartum, compared
with enhanced usual care.

Methods
Participants and setting
All research procedures were ap-
proved by the institutional review
board of the University of Pittsburgh.
Potential participants were recruited
from the public care outpatient ob-
stetrics and gynecology clinic of a
large women’s hospital in Pittsburgh,
Pennsylvania, where most of the low-
income patients were on Medicaid.
Pregnant women were referred to the
study by clinic health care profession-
als, the research registry, and clinic
flyers. Potential participants were
deemed eligible for inclusion in the
protocol based on the following crite-
ria: 18 years or older, ten to 32 weeks
gestation, cutoff score >12 on the Ed-
inburgh Postnatal Depression Scale
(EPDS) (37) (possible scores on the
EPDS range from 0 to 30, with high-
er scores indicating greater depres-
sion severity), English speaking, ac-
cess to a telephone, and living in the
Pittsburgh region. Participants were

excluded from the study and referred
for appropriate treatment if they met
any of the following criteria: sub-
stance abuse or dependence within
the preceding six months; actively
suicidal; bipolar disorder, a psychotic
disorder, or an organic mental disor-
der; an unstable medical condition
that could produce symptoms con-
founding accurate assessment of
mood symptoms (for example, un-
treated thyroid disease); severe inti-
mate partner violence; and current
receipt of another form of depression
treatment (that is, psychotherapy or
pharmacotherapy). After receiving a
complete description of the study,
participants gave written informed
consent.

Randomization
Using a permuted block design strat-
ified by race, we randomly assigned
participants to receive either en-
hanced IPT-B or enhanced usual
care after an initial screening proce-
dure that determined whether par-
ticipants met basic inclusion criteria
but before full determination of eligi-
bility. This permitted investigators to
administer to those assigned to re-
ceive enhanced IPT-B the pretreat-
ment engagement session immedi-
ately after initial screening, a proce-
dure considered essential to address-
ing barriers to care in a difficult-to-
engage, non–treatment-seeking pop-
ulation. A formal diagnostic assess-
ment (see below) followed random-
ization and the engagement session to
rule out exclusion criteria.

A total of 113 women consented
to screening for inclusion in the
study from March 2004 through De-
cember 2006. Of the 113 women, 42
did not meet the initial screening
criterion (score >12 on the EPDS).
Five met this criterion but declined
to participate in a research study. Of
the 66 participants randomly as-
signed to treatment, three met the
initial screening criterion but did
not meet criteria on the second di-
agnostic screening, because of se-
vere intimate partner violence
(N=1), bipolar disorder (N=1), and
current marijuana abuse (N=1). Ten
participants met the first screening
criterion but dropped out before the
second screening; a lack of time was
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given as the most common reason.
Thus a total of 53 participants en-
tered the study (25 in enhanced
IPT-B and 28 in enhanced usual
care).

Assessments
Participants were assessed during
pregnancy at baseline, three months
postbaseline, and six months postpar-
tum via valid and reliable assessment
tools. The ten-item EPDS was used
to determine study eligibility (with a
cutoff score of >12) and to measure
depression severity over time. A cut-
off score of 12 or 13 on the EPDS has
shown a sensitivity of 86% and a
specificity of 78% (37). Depression
severity was also measured with the
21-item Beck Depression Inventory
(BDI) (38), which has shown a sensi-
tivity of 100% and a specificity of 84%
in a randomly selected community
sample of adults, using a cutoff score
of 10 (39).

Anxiety symptoms were assessed
with the 21-item Beck Anxiety Inven-
tory (BAI) (40), which has been found
to have a sensitivity of .76 and a speci-
ficity of .77 for any anxiety diagnosis
when a cutoff score of 5.5 is used
(41). Social functioning was meas-
ured with the Social and Leisure Do-
main of the Social Adjustment Scale
(SAS) (42,43), using a cutoff of >2.2
to indicate normal functioning in this
domain. The SAS has successfully
measured social functioning in com-
munity samples and among persons
with schizophrenia, those who have
alcoholism, and those who are de-
pressed (44). Lifetime and current
major depressive disorder was as-
signed with the Structured Clinical
Interview for DSM-IV, Clinician Ver-
sion (SCID) (45), and other lifetime
and current psychiatric disorders
were assigned by using the Diagnos-
tic Interview Schedule (DIS), a fully
structured interview designed to be
administered by lay interviewers (46).

At the six-month postpartum as-
sessment, participants were also eval-
uated on how well they thought they
were taking care of the new baby, as
assessed with the nine-item new baby
subscale of the Postpartum Adjust-
ment Questionnaire (PPAQ) (47). In
addition, IPT-B participants complet-
ed the EPDS and a four-item treat-

ment satisfaction survey (available
from the authors) at the beginning
and end, respectively, of each treat-
ment session. Assessments were ad-
ministered by a master’s-level social
worker and a doctoral-level psycholo-
gist trained and certified in the ad-
ministration of the DIS and SCID
(according to the standards of the
Biometrics Division of the New York
State Psychiatric Institute).

Culturally relevant, enhanced
brief interpersonal psychotherapy
Participants assigned to culturally rel-
evant, enhanced IPT-B were in-
formed of their diagnoses, given writ-
ten educational materials about de-
pression, and referred for depression
treatment provided in an office in the
obstetrics and gynecology clinic
where they were receiving prenatal
services. Enhanced IPT-B is a multi-
component model of care (23) con-
sisting of an engagement session,
acute IPT-B, and maintenance IPT
(24). It is also augmented with cultur-
ally relevant modifications. One doc-
toral-level clinician and one master’s-
level clinician, both of whom had su-
pervised training and experience in
enhanced IPT-B, served as therapists,
followed detailed treatment manuals,
and received weekly supervision by
an expert (NG or HS). Engagement
and IPT-B sessions were audiotaped,
and 77% were reviewed for fidelity to
the model.

Briefly, the engagement session,
described elsewhere (36,48), is based
on principles of motivational inter-
viewing and ethnographic interview-
ing and is designed to promote en-
gagement by building trust and ad-
dressing the practical, psychological,
and cultural barriers to care experi-
enced by individuals who are socio-
economically disadvantaged. More
specifically, during engagement, the
interviewer elicits each participant’s
unique barriers to care and engages
in collaborative problem solving to
ameliorate each barrier. For exam-
ple, if a participant doubts the rele-
vance of treatment to her prob-
lems—specifically whether en-
hanced IPT-B could reduce her de-
pression triggered by losing her
job—the interviewer would inform
her that this treatment can assist her

in finding a new job or job training, in
addition to helping her manage the
interpersonal difficulties resulting
from the job loss. In addition, the in-
terviewer approaches the participant
in a culturally sensitive manner con-
sistent with the principles of ethno-
graphic interviewing: the interviewer
adopts a one-down position as a
learner; tries to understand the cul-
tural perspectives and values of the
woman without bias; inquires about
the woman’s view of depression,
health-related beliefs, and coping
practices (for example, the impor-
tance of spirituality or familismo in
her life); and asks what the woman
would like in a therapist, including
the importance of race-ethnicity.

IPT-B, similar to IPT, is designed
to treat depression by helping pa-
tients resolve one of four interper-
sonal problem areas (that is, role
transition, role dispute, grief, and in-
terpersonal deficits) related to the
onset or maintenance of a depressive
episode, but it differs from IPT in a
number of ways (23,Swartz HA,
Grote NK, Frank E, et al., unpub-
lished treatment manual, 2003). For
example, to reduce treatment burden
and activate change in the partici-
pant, the format of IPT-B treatment
is restructured into eight rather than
16 sessions, a focus on the long-term
problem area of interpersonal
deficits is avoided, and between-ses-
sion behavioral activation strategies
that have an interpersonal focus are
encouraged (23).

Given the considerable body of ev-
idence that major depression is a
chronic condition in which recur-
rence is expected (49), we provided
biweekly or monthly maintenance
IPT sessions up to six months post-
partum to prevent depressive relapse
by helping participants deal effective-
ly with the social and interpersonal
stressors associated with remission
(24). Because the goal of mainte-
nance IPT is to maintain recovery, the
patient is encouraged to be watchful
for the appearance of early somatic,
affective, or cognitive symptoms re-
lated to prior depressive episodes and
to practice skills learned in IPT-B to
prevent relapse. Maintenance IPT
also differs from IPT-B in that the pa-
tient can focus on more than one in-
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terpersonal problem area while she is
in remission.

Finally, a number of culturally rel-
evant additions (23) of a pragmatic
nature were integrated into IPT-B,
including free bus passes, childcare,
and the facilitation of access to need-
ed social services (that is, food, job
training, housing, and free baby sup-
plies), similar to the case manage-
ment component added to cognitive-
behavioral therapy in a previous de-
pression treatment study with low-
income women (50). Engagement
and IPT-B sessions were delivered in
an office in the large obstetrics and
gynecology clinic to make treatment
more accessible and less stigmatiz-
ing. At times when participants
could not attend treatment, the ses-
sion was conducted on the phone to
maintain continuity, a practice found
to be effective in the delivery of psy-
chotherapy and pharmacotherapy
for depression (51).

Further, as described previously
(52), we enhanced IPT-B in ways
that reflected seven out of the eight
components delineated in the cul-
turally centered framework of
Bernal and colleagues (53): persons,
metaphors, concepts, content, goals,
methods, and contexts. For example,
we addressed the component of per-
sons by employing therapists who
were trained in cultural competence
and had considerable experience
working with persons of racial-ethnic
minority groups who were living in
poverty. We also utilized the compo-
nent of metaphors by displaying cul-
turally relevant pictures of racially
and ethnically diverse infants in the
therapist’s office and by using stories
from the participants’ cultural back-
ground to reinforce treatment goals.
To address the component of con-
cepts, therapists provided education
about depression in a way that was
congruent with the participant’s cul-
ture and used the word “stressed” in-
stead of the word “depressed,” if a
participant so desired, to minimize
her perceived stigma of depression.
The component of content was ad-
dressed by exploring what coping
mechanisms and cultural resources,
such as spirituality or familismo, had
helped participants through adversi-
ty in the past and by building on

these resources during treatment.
Therapists helped clients develop
treatment goals that were personally
and culturally relevant to them.
Methods were addressed by intensive
outreach and shortening treatment to
reduce participant burden. Contexts
were addressed by the pragmatic ad-
ditions described above, such as fa-
cilitation of access to needed social
services.

Enhanced usual care
Participants assigned to enhanced
usual care were informed of their di-
agnoses, given written educational
materials about depression, and were
strongly encouraged to seek treat-
ment at the behavioral health center
located in the obstetrics and gynecol-
ogy clinic where they were receiving
prenatal services (or at the neighbor-
hood mental health center, if they
preferred). Enhanced usual care par-
ticipants were provided the same ad-
vantages as the IPT-B group to help
them overcome practical barriers—
easy access to depression treatment
in the obstetrics and gynecology clin-
ic, familiarity with the setting, de-
creased stigma, childcare, and free
bus passes. In addition, participants
in the enhanced usual care group re-
ceived more monitoring of their de-
pression severity and diagnostic status
than they typically received in the
clinic, inasmuch as research staff con-
tacted them every three weeks to as-
sess their mood and to encourage
them to enter treatment, as indicated.
With the participant’s permission, a
note was placed in her medical record
indicating the presence of major de-
pression and her social worker was
contacted to reinforce the treatment
referral. True usual care for de-
pressed pregnant or postpartum
women would risk human subjects
concerns for these women and their
families.

Data analysis
Participants in enhanced IPT-B
(N=25) and enhanced usual care
(N=28) were compared at baseline
on demographic and clinical charac-
teristics by using chi square tests and
analysis of variance, as appropriate.
Overall study attrition rate was low
(N=7, 13%) for this diverse sample

(18) and equivalent across treatment
groups. The amount of missing data
for our primary outcome measure,
the Edinburgh Postnatal Depression
Scale, was 8% (N=4 out of 53) before
childbirth (three months postbase-
line [time 2]) and 13% (N=7 out of
53) at six months postpartum (time
3) and was equivalent across groups
at each time point. By examining
reasons for dropout, we concluded
that the data were likely missing at
random. Thus mixed-effects models
using maximum likelihood proce-
dures were employed to conduct in-
tent-to-treat analyses to assess
change in clinical and functioning
variables from baseline to time 2 and
time 3 (54). Typically, a 50% reduc-
tion in symptom score (an indication
of treatment response) has been an
accepted measurement of clinical
improvement in randomized trials
evaluating treatment for depression
(55–57). To detect 50% improve-
ment in depressive symptoms on the
EPDS, we used mixed-effects mod-
els to impute the missing scores and
then conducted chi square analyses.
To detect improvement in depres-
sion diagnostic status at times 2 and
3, a likely indicator of remission, we
conducted chi square analyses. Con-
ventional alpha levels (p<.05) were
used to determine statistically signif-
icant differences. Effect sizes, ap-
propriate to each type of analysis,
were also calculated (58). In the Re-
sults section, we refer to enhanced
IPT-B and enhanced usual care as
IPT-B and usual care, respectively.

Results
Baseline demographic 
and clinical characteristics
Demographic and clinical informa-
tion for each group is summarized in
Table 1. Analyses show that partici-
pants in the IPT-B and usual care
groups did not differ significantly on
any of these baseline demographic
or clinical characteristics. Similar to
the patient population at the obstet-
rics and gynecology clinic, a majori-
ty of our sample was African Ameri-
can (N=33, 62%); not married (N=
43, 81%); had a high school degree,
GED, vocational training, or some
college (N=41, 77%); were current-
ly unemployed (N=34, 64%); and
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had incomes less than $20,000 (N=
45, 85%).

Data shown in Table 1 indicate that
at baseline the entire sample was
moderately depressed on the EPDS

and moderately to severely depressed
on the BDI. Rates of recurrent de-
pression in the two groups did not dif-
fer at baseline (IPT-B: N=14, 56%,
and usual care: N=18, 64%). Over

half of the sample met criteria for at
least one anxiety disorder, with 23%
meeting criteria for panic disorder
and 23% meeting criteria for post-
traumatic stress disorder (PTSD).
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Demographic and clinical characteristics of pregnant women on low incomes scoring >12 on the Edinburgh Postnatal 
Depression Scale (EPDS)a

Enhanced brief interpersonal Enhanced usual 
psychotherapy (N=25) care (N=28)

Characteristic N % N % p

Education .162
Less than high school 2 8 5 18
High school degree 6 24 4 14
GED 4 16 3 11
Vocational degree or some college 9 36 15 54
College or graduate degree 4 16 1 4

Employment .729
Full-time 5 20 3 11
Part-time 6 24 5 18
Unemployed 14 56 20 71

Income .332
<$10,000 12 48 19 68
$10,000–$20,000 8 32 6 21
>$20,000 5 20 3 11

Race-ethnicity .276
White 5 20 10 36
African American 17 68 16 57
Latina 2 8 0 —
Biracial 1 4 2 7

Marital status .300
Never married 14 56 12 43
Married 2 8 2 7
Cohabiting 9 36 8 29
Divorced, separated, or widowed 0 — 6 21

Depression diagnosis
Major depression 23 92 22 79 .173
Dysthymia 3 12 4 14 .806
Comorbid major depression and 

dysthymia 3 12 4 14 .806
Minor depression 1 4 2 7 .621

Anxiety diagnosis
Panic disorder 5 20 7 25 .664
Posttraumatic stress disorder 7 28 5 18 .378
Social phobia 6 24 3 11 .198
At least 1 anxiety disorder 14 56 13 46 .487

Baseline functioning (M±SD score)
EPDSa 18.9±3.4 18.2±3.8 .613
BDIb 24.3±10.2 25.9±11.1 .286
BAIc 14.4±11.0 16.3±10.5 .526
Social and leisured 3.1±.8 3.2 ±.6 .565
Median number of previous

depressive episodese 2.5 2.5
Age (M±SD) 24.3±5.3 24.7±5.6 .791
Weeks pregnant (M±SD) 22.6±6.7 20.4±6.8 .253
Number of adults at home (M±SD) 2.0±.7 2.1±1.0 .653
Number of children at home (M±SD) 1.4±1.7 1.4±1.3 .912

a A score of >12 indicates the presence of depression. Possible scores range from 0 to 30, with higher scores indicating more symptoms.
b Beck Depression Inventory. Possible scores range from 0 to 63, with higher scores indicating more symptoms.
c Beck Anxiety Inventory. Possible scores range from 0 to 63, with higher scores indicating more symptoms.
d Social and leisure domain on the Social Adjustment Scale. Possible scores range from 1 to 5, with higher scores indicating greater impairment.
e Range for enhanced brief interpersonal therapy, 0 to 15; range for enhanced usual care, 0 to 25



Participants’ social functioning was
compromised in the social and leisure
domain (interacting with and confid-
ing in friends), according to a cutoff
>2.2 on the social and leisure domain
of the SAS (44).

Treatment adherence 
and other characteristics
As reported previously (36), patients in
the IPT-B group showed significantly
higher rates of treatment engagement
and retention than patients in the usu-
al care group, with 68% (N=17) of the
IPT-B group compared with 7% (N=2)
in usual care completing a full course
of treatment, defined as seven to eight
sessions. Sixty-eight percent (N=17)
participated in an average of six main-
tenance IPT sessions (range, two to
ten). Half of the IPT-B group (N=12)
participated in an average of two to
three phone sessions (range, one to six)
during IPT-B and maintenance IPT.
The therapist facilitated access to social
services for 48% of participants in the
IPT-B group (N=12), with an average
of two referrals per woman. Sixty-sev-
en percent (N=8) of those receiving re-

ferrals in the IPT-B group reported
successfully following through.

Change in depression diagnostic
status and depressive symptoms
Figure 1 depicts the percentages of
women in IPT-B and usual care who
were not depressed at three months
postbaseline (time 2, before child-
birth) and at six months postpartum
(time 3). At time 2, chi square analy-
ses showed that a significantly larger
proportion of women in the interven-
tion group (N=21 of 22, 95%) no
longer met criteria for major depres-
sion on the SCID, compared with
those in usual care (N=15 of 26,
58%), with a large effect size
(χ2=9.06, df=1, p<.003; Cohen’s
h=.96). Similarly, at time 3, analyses
revealed that none of the women as-
signed to IPT-B had major depres-
sion, compared with 70% of those in
usual care (N=16 of 23), with a very
large effect size (χ2=7.92, df=1,
p<.005; Cohen’s h=1.22). Further,
with respect to 50% improvement on
the EPDS, chi square analyses
showed that at time 2 (before child-
birth), 80% (N=20 of 25) of the inter-
vention group responded to treat-
ment, compared with 29% (N=8 of
28) of the usual care group, with a
large effect size (χ2=14.02, df=1,
p<.001; Cohen’s h=1.08). At time 3,
88% (N=22 of 25) of women in IPT-B
responded to treatment, compared
with 25% (N=7 of 28) of those in usu-
al care, with a large effect size
(χ2=21.16, df=1, p<.001; Cohen’s
h=1.17).

Change in clinical and social 
functioning symptom scores
Table 2 displays the statistical results
of mixed-effects models using maxi-
mum likelihood procedures to assess
the main effects of intervention
group, time, and their interaction on
clinical and functional outcomes. The
pattern of findings indicates that
symptoms of depression improved
significantly more in the IPT-B group
than in the usual care group between
baseline and time 2 and between
baseline and time 3. There was a
trend showing that social functioning
and anxiety symptoms also improved
more in the IPT-B group than in the
usual care group between baseline

and time 2, but these findings were
not significant (p=.063 and .051). So-
cial functioning improved significant-
ly more in the IPT-B group than in
the usual care group between base-
line and time 3. That is, over time
participants in the IPT-B group were
feeling significantly less depressed
and anxious, having more enjoyable
contact with and confiding in friends,
and spending more time in interest-
ing activities. Overall treatment satis-
faction in the IPT-B group was quite
high (mean±SD=4.4±.39; 1–5 rating
scale). Table 2 also presents the pat-
tern of effect sizes (Cohen’s d) com-
puted for the interaction term esti-
mates at times 2 and 3. It appears that
from baseline to time 2 (before child-
birth) effect sizes for the outcome
variables range from medium to large
(58). From baseline to six months
postpartum, the effect sizes appear to
become stronger. This pattern sug-
gests that the effects of the interven-
tion may become more potent over
time.

Finally, when asked about taking
care of the new baby at six months
postpartum, mothers in the IPT-B
group were significantly more likely
than mothers in the usual care group
to report that they and their family
members thought they were doing a
good job in taking care of their baby’s
needs and engaging in physical con-
tact and play with their baby (1.47±
.18 versus 1.78±.26, respectively; pos-
sible scores range from 1 to 5, with
higher scores indicating greater im-
pairment) (t=4.47, df=42, p<.001,
d=1.35).

Discussion
This study demonstrates that among
pregnant women with low incomes
who scored >12 on the EPDS in a
public care obstetrics and gynecology
clinic, those who were randomly as-
signed to receive enhanced IPT-B
and maintenance IPT, compared with
those assigned to usual care, obtained
significantly greater reductions in de-
pression diagnoses and depressive
symptoms before childbirth (three
months after baseline) and at six
months postpartum and showed sig-
nificant improvements in social func-
tioning at six months postpartum.
There was a trend showing that social
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Rates of clinical improvement over
time among pregnant women with
low incomes scoring >12 on the 
Edinburgh Postnatal Depression
Scale (EPDS) and receiving enhanced
brief interpersonal psychotherapy
(IPT-B) or enhanced usual carea
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functioning and anxiety symptoms
also improved more in the IPT-B
group than in the usual care group
between baseline and three months
postbaseline (before childbirth), but
these findings were not significant
(p=.063 and .051). We were also par-
ticularly interested in the prevalence
of anxiety disorders among our partic-
ipants, given the stressful context of
their lives and the empirical evidence
that comorbid anxiety delays treat-
ment response to IPT for recurrent
major depression (59). Inasmuch as
56% of the IPT-B participants had at
least one anxiety disorder, including
28% with PTSD and 20% with panic
disorder, we might expect that they
would show a slower or minimal re-
sponse to treatment (41), but this did
not appear to be the case. Two possi-
ble reasons exist for the timely re-
sponse on the part of participants
with comorbid anxiety: first, the be-
havioral activation component, as
well as the shortened time frame, of
enhanced IPT-B may have activated
these participants to take more im-

mediate control of stressful situa-
tions, thereby tending to reduce their
anxiety symptoms, and second, the
IPT maintenance phase may have
provided reinforcement for the cop-
ing efficacy that they had achieved
during the acute phase, thus main-
taining the reduction in anxiety over
time.

Although these results suggest that
enhanced IPT-B is a promising inter-
vention for this population, our ran-
domized study had limitations. First,
this report is based on data obtained
from a small sample of low-income
participants with depression who
were not on antidepressant medica-
tion when they entered the study dur-
ing the mid-trimester of pregnancy
and, therefore, may not be generaliz-
able to other pregnant, low-income
African-American and white women
with depression. Further, five women
assigned to enhanced IPT-B did not
enter treatment and three dropped
out. Perhaps providing these women
with a broader choice of antidepres-
sant treatments, including psycho-

therapy or pharmacotherapy, might
help to engage and retain them in
treatment.

Second, to complete study assess-
ments, the independent raters took
extra time and effort to reestablish
contact with participants in the en-
hanced usual care group who did not
receive the engagement session and
were more difficult to reach than pa-
tients in the enhanced IPT-B group.
(Note that there were no group dif-
ferences, however, in rates of study
dropout or missing data.) Because of
the clear differences encountered in
being able to assess participants in
both groups, study raters were less
likely to remain blind to a partici-
pant’s treatment condition. Even
though this limitation poses a threat
to internal validity, we note that the
measures of depressive symptoms,
anxiety symptoms, and social func-
tioning used by raters were fully
structured, leaving little room for
subjective judgment. Further, there
was a high concordance between self-
report measures and interviewer-ad-
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Repeated-measures mixed-effects models evaluating effects of treatment assignment, time, and their interaction on symptoms
and functioning among pregnant women with low incomes scoring >12 on the Edinburgh Postnatal Depression Scalea

Enhanced brief
interpersonal

Enhanced usual psychotherapy 
care (N=28) (N=25) Treatment Time Treatment × time

Effect
Variable M SD M SD M SD M SD F df p F df p F df p sizeb

Baseline and
time 2 (before
childbirth)

EPDSc 18.1 3.8 13.6 6.6 18.9 3.4 5.7 4.6 11.06 1, 51 .002 115.36 1, 48 <.001 26.80 1, 48 <.001 .71
BDId 25.9 11.1 21.3 11.1 24.3 10.2 10.0 7.7 10.30 1, 51 .002 22.18 1, 47 <.001 5.93 1, 47 .019 .33
BAIe 16.3 10.5 15.9 8.9 14.4 11.0 6.6 5.1 9.15 1, 51 .004 4.83 1, 47 .033 4.02 1, 47 .051 .27
Social and

leisuref 3.18 .64 3.00 .76 3.07 .78 2.37 .51 7.43 1, 51 .009 10.19 1, 46 .003 3.64 1, 46 .063 .26
Baseline and 
time 3 (6 months
postpartum)

EPDSc 18.1 3.8 13.2 5.8 18.9 3.4 3.6 3.2 21.51 1, 51 <.001 184.22 1, 44 <.001 46.18 1, 44 <.001 .89
BDId 25.9 11.1 20.8 10.5 24.3 10.3 6.0 4.7 17.70 1, 51 <.001 38.49 1, 44 <.001 11.56 1, 44 .002 .47
BAIe 16.3 10.5 11.8 6.6 14.4 11.0 3.6 5.3 7.83 1, 51 .007 18.33 1, 44 <.001 3.04 1, 44 .088 .24
Social and

leisuref 3.18 .64 3.14 .77 3.07 .78 2.12 .44 17.20 1, 51 <.001 13.27 1, 44 <.001 11.01 1, 44 .002 .46

a A score of >12 indicates the presence of depression.
b Cohen’s d computed from the interaction term estimate.
c Edinburgh Postnatal Depression Scale. Possible scores range from 0 to 30, with higher scores indicating more symptoms; a score <10 indicates remission.
d Beck Depression Inventory. Possible scores range from 0 to 63, with higher scores indicating more symptoms; a score <9 indicates remission.
e Beck Anxiety Inventory. Possible scores range from 0 to 63, with higher scores indicating more symptoms; a score <7 indicates remission.
f Social and leisure domain on the Social Adjustment Scale. Possible scores range from 1 to 5, with higher scores indicating greater impairment; a score

<2.2 indicates remission.



ministered measures (that is, SCID).
For these reasons, it is difficult to at-
tribute the overall pattern of results
observed across two time periods to
rater expectancy bias.

Third, another limitation is that our
study did not compare two active psy-
chotherapies. We thought that com-
paring psychotherapies would re-
quire very large sample sizes and
commitment of resources, which
seemed premature given previous ev-
idence that it was difficult to engage
low-income women with depression
in an adequate dose of psychotherapy
(18). Rather, at this phase of our re-
search, our primary aim was to test a
health services model of care de-
signed to address barriers to care and
to enhance exposure of pregnant,
low-income women to an evidence-
based psychotherapy for depression,
compared with enhanced usual care.
Based on the promising initial find-
ings for enhanced IPT-B, future re-
search should examine whether this
intervention performs as well as an-
other psychotherapeutic treatment
for perinatal depression. Finally, we
did not decompose the effects of the
multiple components of enhanced
IPT-B on clinical and functional out-
comes. We thought it critical to first
determine whether the multicompo-
nent intervention yielded robust ef-
fects before disaggregating its com-
ponents to determine which are more
effective for specific outcomes. This
is a matter for future research.

Conclusions
Despite these limitations, findings
from the study presented here sug-
gest that culturally relevant, en-
hanced IPT-B ameliorates depres-
sion during pregnancy and prevents
depressive relapse and improves so-
cial functioning up to six months
postpartum in a difficult-to-engage,
non–treatment-seeking population.
At the same time, enhanced IPT-B
may contribute to reducing racial and
economic disparities in access to and
engagement in mental health treat-
ment. That is, the combined data
from this study and a previous report
(36) suggest that a vulnerable, at-risk
population—pregnant women with
depression who are socioeconomical-
ly disadvantaged—can be engaged

and retained in a brief, evidence-
based psychotherapy and can obtain
positive treatment outcomes before
childbirth and at six months postpar-
tum, compared with their peers as-
signed to enhanced usual care. It is
noteworthy that participants in the
enhanced IPT-B group, for the most
part, recovered from major depres-
sion during pregnancy and stayed
well through six months postpartum,
an achievement that likely would con-
fer benefits on the development of
their newborn child.
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