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Objective: Brief interpersonal psychotherapy (IPT-B) has
been shown to be effective in treating perinatal depression
and in preventing depressive relapse among socioeconomi-
cally disadvantaged women. Yet, it is unclear how IPT-B
alleviates depression. Previous research has suggested four
possible change mechanisms derived from IPT’s interper-
sonal model: decreasing interpersonal stress, facilitating
emotional processing, improving interpersonal skills, and
enhancing social support. This study explored how women
who received IPT-B or enhanced maternity support services
(MSS-Plus) evaluated their respective experiences.

Methods: A qualitative study was conducted with 16 women
who had been recruited from public health clinics to partici-
pate in a larger, randomized controlled trial of women with
major depression or dysthymia and who had been assigned
to receive IPT-B or MSS-Plus. The sample was 63% non-
Hispanic White, had an average age of 31.6 years, and
was balanced in intervention group assignment, posttrau-
matic stress disorder status, and depression improvement.

Telephone interviews included semistructured, open-ended
questions eliciting participants’ experiences with depression
treatment. Predetermined, conceptually derived codes were
based on the four postulated IPT change mechanisms.

Results: Thematic coded excerpts were collected and dis-
cussed. Excerpts lent support to the role of IPT-B in help-
ing women decrease their interpersonal stress; identify,
reflect on, and regulate their emotions; and improve their
social skills. Evidence for increasing social support was
mixed but highlighted the importance of the therapeutic
relationship.

Conclusions: Including qualitative findings into training in
public health and other clinical settings will help illuminate
the role of the provider in facilitating the change mechanisms
that may lead to improved mental health among clients.

Am J Psychother 2021; 74:112–118;

doi: 10.1176/appi.psychotherapy.20200039

Perinatal depression is a serious mental health condition,
with a prevalence ranging from 25% to 30% among socio-
economically disadvantaged women in the United States—
about twice the rate of middle- and upper-income women (1,
2). Posttraumatic stress disorder (PTSD), a chronic debilitat-
ing psychiatric disorder, occurs among women at a rate of
10.4%, nearly double that found among men (3), and is often
comorbid with major depressive disorder, particularly for
those of lower socioeconomic status (4–7). A randomized
controlled trial (RCT) demonstrated the effectiveness of col-
laborative care for perinatal depression, including brief inter-
personal psychotherapy (IPT-B), compared with enhanced
public health maternity support services (MSS-Plus) in the
Seattle–King County public health system, from pregnancy
up to 15 months postpartum, for socioeconomically disadvan-
taged women with major depression and/or dysthymia, 65%
of whom had probable comorbid PTSD (8). The RCT results
indicated that, compared with MSS-Plus, IPT-B significantly

reduced depressive symptoms, achieved higher remission
rates, and resulted in higher quality of care across 18 months
postbaseline (9). Furthermore, women with comorbid PTSD

HIGHLIGHTS

• The qualitative findings of this study support the role of
brief interpersonal psychotherapy (IPT-B) in activating
possible mechanisms of change among women with
perinatal depression.

• These qualitative results showed that IPT-B, compared
with enhanced maternity support services (MSS-Plus),
helped women with perinatal depression to decrease
interpersonal stress; improve interpersonal skills; and
identify, reflect on, and regulate their emotions.

• Women who received IPT-B reported feeling more con-
nected to their therapist as a transitional source of social
support compared with those who received MSS-Plus.
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receiving IPT-B compared with MSS-Plus showed signifi-
cantly greater reductions in depression severity and PTSD
severity, more improved functioning, higher rates of depres-
sion response and remission, and increased use of mental
health services and antidepressant medication (10).

What we do not know from these quantitative findings,
however, is how the women who received IPT-B or MSS-
Plus viewed and valued their respective experiences after the
trial was over. Ascertaining the participants’ qualitative per-
spectives on IPT-B and MSS-Plus is important for identifying
the change mechanisms that facilitated amelioration of peri-
natal depression and improved functioning. Thus, this qualita-
tive study aimed to explore which aspects of IPT-B and MSS-
Plus our participants found helpful and to what extent they
felt empowered by the end of the study. In fact, patients with
depression may consider symptom remission as only one fac-
tor in determining their state of remission and may view the
positive aspects of mental health, such as optimism, feeling in
control of emotions, and participating in and enjoying rela-
tionships with family and friends, as equally, if not more
important, than the absence of depressive symptoms (11).

In this study, we used the framework method of qualita-
tive analysis with a deductive approach (12), primarily to
explore how participants receiving IPT-B or MSS-Plus
viewed their respective treatment experiences in light of
IPT’s conceptual model of change postulated by Lipsitz and
Markowitz (13), which we describe below. The framework
method is not aligned with a particular epistemological view-
point and has no allegiance to an inductive or deductive
approach, but it provides a structure into which researchers
can systematically reduce qualitative data in order to analyze
them by case and code. As Gale et al. (12) have suggested, a
deductive approach is appropriate when there are specific
conceptual questions to explore and comparisons to be made
across groups of cases. In the deductive approach, themes
and codes are preselected based on a previous theory. Thus,
the qualitative researcher retrieves data coded with both a
conceptual code and a participant code (for example, IPT-B
or MSS-Plus) and compares whether certain conceptual
themes are more apparent in one group than another (14).

The conceptual model guiding the derivation of our the-
matic codes was based on IPT’s interpersonal model, which
integrates two interpersonal frameworks (13). The first
framework encompasses relational theory (15) and attach-
ment theory (16), both of which insist that mental health
and attachment depend on healthy, intimate connections
with other people and remain essential throughout life in
providing individuals with nurturance and a secure base,
especially under conditions of stress. The second framework
includes the considerable research on stress, social support,
and illness (17–19), which informs IPT’s focus on identifying
the important life events influencing the onset and course of
illness (20) and on resolving the current interpersonal con-
text reciprocally linked with the illness (13).

In postulating how IPT helps alleviate depression through
resolving the key interpersonal problems most linked with

distress, Lipsitz and Markowitz (13) proposed four mecha-
nisms of change derived from IPT’s interpersonal model:
decreasing interpersonal stress, facilitating emotional process-
ing, improving interpersonal skills, and enhancing social
support.We therefore developed codes to reflect these mech-
anisms of change in assessing participants’ responses to
open-ended questions about their experiences with IPT-B or
MSS-Plus. To date, limited qualitative research has explored
the change mechanisms of IPT, despite the therapy’s estab-
lished efficacy and effectiveness. One exception is a study
that conducted a thematic analysis of 10 sets of audio-
recorded IPT sessions to explore the process of change and
found that the characteristics associated with response to
IPT involved an ability to engage in multiple perspectives, an
awareness of others’ feelings, an ability to use a range of
communication strategies, and an ability to engage with the
therapist (21). However, these findings were based on a single
case with no comparison sample.

To adequately capture participants’ views of their treat-
ment experiences (22), in our qualitative study we sought
to provide a quantitative summary of women’s thematic
endorsements of these change mechanisms. As Sandelowski
(23) has argued, numbers may be integral to qualitative
research, because meaning depends, in part, on number. The
latter point has been illustrated by qualitative research in
which responses about depression treatment have been
counted (24). On the basis of Lipsitz and Markowitz’s work
(13), we expected that participants assigned to receive IPT-B
would be more likely than those assigned to receive MSS-
Plus to mention the four hypothesized change mechanisms
in their responses to our qualitative questions.

METHODS

The MOMCare IPT-B RCT recruited participants from 10
clinics in the public health system of Seattle–King County
and served 164 Medicaid-covered pregnant women with
major depression and/or dysthymia; 65% of the participants
had probable comorbid PTSD. The women were randomly
assigned to receive either IPT-B or MSS-Plus. The latter
was provided by public health social workers who delivered
case management plus referral to community mental health
services for women from pregnancy through 2 months post-
partum. The study intervention was conducted from January
2010 through November 2013. Participants completed struc-
tured research interviews at baseline and at 3, 6, 12, and 18
months after baseline. Details of the RCT have been pub-
lished (8–10).

After the RCT was completed, we conducted a qualitative
study (February 2014 through August 2014) with 16 partici-
pants. The qualitative study and the RCT were reviewed and
approved by the institutional review board at the University of
Washington. All participants provided verbal informed consent
for their participation and for audio recording of the qualita-
tive study’s phone interviews. Average time from the last RCT
interview to the qualitative study interview was 1.4 years.
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Participants
We used stratified purposive sampling based on three factors
expected to influence participants’ views of their treatment
experiences. The goal of stratified purposive sampling is to
sample a limited number of participants for in-depth analysis
that can best help the qualitative researcher understand the
central question under study (25). The sample for the qualita-
tive study was selected for balance among three factors: inter-
vention (IPT-B or MSS-Plus), comorbid PTSD status (with
PTSD or without PTSD), and depression improvement at 12
months after baseline (low or high improvement). Depression
improvement was defined as the percentage change in
depression difference, measured by Symptom Checklist–20
(26) depression scores, from baseline to 12 months postbase-
line, with scores in the top tertile representing high improve-
ment and scores in the bottom tertile representing low
improvement. All eligible participants were categorized into
one of eight subgroups: IPT-B, low depression improvement,
and PTSD; IPT-B, high depression improvement, and PTSD;
IPT-B, low depression improvement, no PTSD; IPT-B, high
depression improvement, no PTSD; or the same subgroup
patterns for those assigned to MSS-Plus. Participants were
randomly ordered within each subgroup.

The qualitative interviewer made phone calls starting
with the first randomly ordered participant for each of the
eight subgroups and continued until she reached a partici-
pant. The goal was to stop after the interviewer had spoken
with two participants in each of the eight subgroups if
responses became repetitive and saturation was reached.
Because of delays in hearing back from some participants
and our desire to include all women who were interested in
participating, the final sample had a slight imbalance on
depression improvement; the MSS-Plus group had one more
participant with high depression improvement than the IPT-
B group, and the IPT-B group had one more participant with
low depression improvement than the MSS-Plus group.
Despite the slight imbalance, responses had become repeti-
tive and we determined that saturation had been reached, so
we stopped enrollment with 16 completed interviews.

Qualitative Interviews
Through an iterative process that included practice interviews
and team discussion of responses, the research team first devel-
oped a standard set of semistructured, open-ended questions
and probes crafted to explore what participants in IPT-B and
MSS-Plus viewed as change mechanisms in their treatment
experiences with the IPT-B therapist or other professional
helper (see the online supplement for the interview questions).
A standard set of questions was asked of each participant; how-
ever, probes to clarify responses could be individually tailored.
To preserve the integrity of the RCT and to avoid making
unplanned modifications resulting from the qualitative study, we
conducted the interviews after the RCTwas completed (27).

For the qualitative study, a single interviewer (with a mas-
ter’s degree in social work and decades of experience conduct-
ing qualitative interviews) used the questions developed to

interview the 16 participants. The interviewer was not blind
to group assignment because she needed to track participation
by category and some of the follow-up probes varied by inter-
vention group. Phone interviews averaged 34 minutes, and
participants received a $30 gift card for their time.

Coding
The phone interviews were audio recorded, transcribed, dei-
dentified, and uploaded to the Dedoose (28) web application
for managing, analyzing, and presenting qualitative and
mixed methods research data. The research team developed
thematic codes based on the first two IPT-B interviews and
the first two MSS-Plus interviews. We used the framework
method (12), with predetermined, conceptually derived
codes that were based on the four identified change mecha-
nisms (13). In reviewing the transcripts, we decided to catego-
rize transcripts as indicative of “decreasing interpersonal
stress” when the participant talked about feeling less stressed
or successfully managing an interpersonal problem to reduce
stress. “Facilitating emotional processing” was noted when a
participant expressed the ability to identify her emotions; to
reflect on her emotions, especially complex ones, as the causes
of or contributors to the problem; or to regulate her emotions.
“Improvement of interpersonal skills” was noted when a par-
ticipant talked about being able to calmly express her emo-
tions to others or to speak up assertively for what she needed
or wanted. “Enhancing social support” was noted when a par-
ticipant reported engaging with and receiving pleasure or sup-
port from her family, husband or partner, friends, baby and/or
children, work colleagues, or a therapist or service provider
(because the IPT model views the therapeutic relationship as
a transitional source of social support) (13).

Two primary coders created excerpts from the transcripts
and assigned codes for each of the 16 interviews. Excerpts
could be coded as supporting multiple themes. All transcripts
were independently coded by both primary coders. The coders
were not blind to intervention condition; however, they were
unaware of comorbid PTSD and depression improvement sta-
tus. A third research team member compared and verified the
codes, finding excerpts that the two primary coders had not
agreed on in identifying or coding. A fourth team member
joined the group meetings to discuss and review all discrepant
or inconsistent codes. If consensus could not be reached
among the four research team members or if the team deter-
mined that the excerpt did not reflect a theme, the excerpt
was omitted from the analysis; 17% of the excerpts (N=68)
were omitted. In line with the framework method’s use of a
deductive approach (12), we based our data interpretation on
a quantitative summary (i.e., counts) of the women’s thematic
coded excerpts from IPT-B and MSS-Plus. Participant
responses are provided below for illustrative purposes.

RESULTS

At the time of the qualitative study, the mothers’ average
age was 31.6 years; 63% of our sample were non-Hispanic
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White. Table 1 shows the distribution of depression
improvement and comorbid PTSD among the women in the
qualitative sample, by type of intervention. Table 2 presents
the demographic and clinical baseline characteristics of the
qualitative sample and the full RCT sample, including major
depression (29), dysthymia (30), and PTSD (31). The qualita-
tive sample did not significantly differ from the RCT sample
on the variables examined. Table 3 presents the number of
excerpts reflecting the change mechanism themes for the
IPT-B and MSS-Plus groups.

Decreasing Interpersonal Stress
Participants in the IPT-B group had more coded excerpts
(N=18) about successfully dealing with an interpersonal
problem or reducing interpersonal stress than did those in
the MSS-Plus group (N=6). The women often mentioned
conflicts and stress in their relationships with their partners,
people at work, and family members. Success in managing
these stressors sometimes came from accepting the limita-
tions of the relationship (“I decided to expect less and live
with him the way he is”) or by reframing and seeing the
relationship in another way:

I was gonna leave my boyfriend and go to someone else, go to
another man. But [the therapist] helped me see that I didn’t
always talk bad about him, there were good things about him. So,
you know, she helpedme see the goodwas better than the bad. . .
. And I’mglad I didn’t, cause it would’ve split my family up.

In some cases, the stress was managed by discontinuing
the relationship: “Well, a lot of the reason is most of my
anger was towards my baby daddy. . . and we’re separated
now, so I think that’s honestly one of the main things that I
needed to do.”

Some women mentioned learning skills or feeling sup-
ported to actively do something to solve the problem:

I think during the time when my family doesn’t know that I
am pregnant, and I’m so scared to tell them. And then [the
therapist] is there, and she asked me when am I ready to tell
them, and then she was so helpful making me comfortable
telling them.

Another woman commented,

At work, it’s totally different. They were totally shocked.
Before they told me, “You’re so quiet, you don’t complain,
you just do your job, whatever they tell you to do, you do it,”
and now . . . I can tell them whatever, not really whatever, it’s
just that I can tell them how I feel.

Facilitating Emotional Processing
Participants in the IPT-B group, compared with those in
MSS-Plus group, had more coded excerpts that reflected
becoming more able to identify their emotions (31 versus 9,
respectively), more able to reflect on their emotional experi-
ences (41 versus 24, respectively), and more able to regulate
their emotions (11 versus 4, respectively). Excerpts mention-
ing “feeling” words, such as “I felt angry and frustrated”

and “I felt so sad and defeated when he left me,” were
coded as identifying emotions.

Excerpts were coded as indicative of increased ability to
reflect on emotional experiences if they linked the event or
situation that might have caused or contributed to the emo-
tions, feelings, or depression. One participant said, “So [my
baby’s father] was living with us and drinking a lot, working
less and less. It was just all this big snowball effect, and it
was probably one of the lowest points in my life.” Another
participant commented, “Every time from work, I came
home, and I’m so stressed, and then I get mad a lot. And
then my kids are telling me ‘Mom, why are you mad? We
didn’t do anything.’ It’s because I couldn’t express my feel-
ings at work.”

Examples of participants becoming more able to regulate
their emotions included, “I look at what’s going on and
really determine if it’s worth getting so upset about and try
and slow down and do it one step at a time.” Another par-
ticipant expressed, “Every time I blew up it’s just, you
know, everything comes out. I’m mad and everything. Now
I can control it . . . especially how I feel.”

Improving Interpersonal Skills
Participants in the IPT-B group had more excerpts indicating
improved interpersonal skills than did those in the MSS-Plus
group (15 versus 5, respectively). Examples of excerpts indi-
cating communicating more effectively or assertively with
others included the following: “Before, I was so scared to tell
people how I think. . . that I don’t want to hurt their feelings
and everything. Cause I’ve been doing that for so long, and
then now I can. I know how to express myself without
hurting somebody.” Another participant said, “I’m more
confident now, on telling people how I feel—not like
before [when] I [kept] it to myself.”

Enhancing Social Support
Results were mixed for enhanced social support. Participants
in the IPT-B group did not show more endorsements than
those in the MSS-Plus group of engaging with or receiving
pleasure or support from their family, friends, work colleagues,
baby, or other children (23 versus 30, respectively). Statements
indicative of enhanced social support included, “Well, my
friends kept me busy, that’s for sure” and “My family made
sure that I was not alone. They kept coming over.”

TABLE 1. Grouping of qualitative sample (N=16) by treatment
group, depression improvement, and PTSD statusa

Subgroup PTSD No PTSD

IPT-B group
Low improvement 3 1
High improvement 2 2

MSS-Plus group
Low improvement 2 1
High improvement 3 2

a IPT-B, brief interpersonal psychotherapy; MSS-Plus, enhanced public health
maternity support services; PTSD, posttraumatic stress disorder.
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The IPT-B group, however, had more endorsements
(N=34) of receiving positive support from and feeling con-
nected to their therapist or service provider, compared with
the MSS-Plus group (N=9). Many women were socially iso-
lated, and the therapist became a transitional social support
person for them:

I just needed someone to listen, and she was there. I know it’s
hard for me when somebody’s going through something. It’s
kind [of] hard for me to say anything to them except, “I’m
sorry.” And she was just really good with not saying “I’m
sorry,” but she would talk to me about it. And I guess I’ve never
had somebody like that, not even a friend or a family member.

Another participant said,

I was really depressed at the time, because I didn’t have my
family around me when I was pregnant. I was really scared
to talk to my boyfriend about stuff, and then I was scared to
talk to my mom about stuff. So, I could talk to [the therapist]
about anything and everything, and she wouldn’t judge me

or anything. She’s just someone who will listen to me, cause I
don’t have friends or anything. I kind of considered her a
friend, cause I confided in her.

Women in the IPT-B group made many comments about
appreciating the support of the therapist and had positive
comments about the intervention. “I feel like a lot of people
give up on me, too. And my therapist did not want to give
up on me,” said one participant. Another commented, “Then
I was just really depressed, and kind [of ] like down in the
dumps all the time. And now I’m happy, I’m working, I
have stuff to do. I take care of my 2-year-old.”

DISCUSSION

These qualitative findings provide support for the role of
IPT-B in activating the conceptually derived change mecha-
nisms postulated by Lipsitz and Markowitz (13). Specifically,
we found that IPT-B, compared with MSS-Plus, was more
effective in helping socioeconomically disadvantaged women
to decrease interpersonal stress, improve interpersonal
skills, and process their emotions. The latter involved
becoming more able to identify their emotions, reflect on
their emotions, and regulate their emotions. Finally, women
in the IPT-B group reported more connection to their thera-
pist as a transitional source of social support.

We did not find evidence that IPT-B enhanced social
support from family and friends at a higher rate than MSS-
Plus. Although the women in the IPT-B group endorsed
engaging with their support networks, it was not with the
same frequency as was mentioned by those in the MSS-Plus
group. These results for social support may not be surpris-
ing, because the MSS-Plus providers deliberately aimed to
connect pregnant women with a social support network.
The women in the MSS-Plus group generally did not report
having a therapeutic relationship with their provider and
primarily received case management and referrals; thus,
they may have spent most of the time in the qualitative
interview discussing those experiences, resulting in more
coded excerpts related to enhancing social support.

These qualitative viewpoints on the importance of facilitat-
ing emotional processing and improving interpersonal skills in
IPT-B during the perinatal period correspond well with
research on emotional intelligence (32). Emotional intelligence
is defined as the ability to accurately and adaptively perceive,
use, understand, and manage emotions—skills that can be
enhanced and taught to produce socially relevant outcomes
(33). The theoretical model of emotional intelligence, like that
of IPT, emphasizes that emotions convey important informa-
tion as communication signals that play a key role in helping
people understand their own and others’ emotions and actions.
It is not surprising that higher scores on emotional intelligence
correlate with reduced dysthymia (34) and increased social
competence and interpersonal sensitivity (35). In sum, it is
possible that IPT-B in the MOMCare trial enhanced some key
aspects of emotional intelligence among the participants.

TABLE 2. Demographic and clinical characteristics of the
qualitative sample and full RCT sample at baselinea

Qualitative
sample (N=16)

RCT full
sample (N=164)

Characteristic N % N %

Intervention group
IPT-B 8 50 81 49
MSS-Plus 8 50 83 51

Race-ethnicity
White 10 63 67 41
African American 3 19 39 24
Latina 2 13 38 23
Asian/Pacific Islander 1 6 12 7
American Indian/Alaska

Native
0 0 8 5

Partner status
Married 3 19 48 29
Living with a partner 6 38 55 34
Partner, not living with 2 13 21 13
No partner 5 31 40 24

Education
Less than high school 4 25 35 21
High school degree/GED 3 19 34 21
Some college/vocational 8 50 77 47
College degree or more 1 6 18 11

Employed 5 31 57 35
Annual income #$10,000 6 40 67 42
Unplanned pregnancy 14 88 118 72
Depressive disorders
Major depression disorderb 16 100 158 96
Dysthymiac 3 19 39 24
Major depression and

dysthymia
3 19 34 21

Posttraumatic stress disorderd 10 63 106 65

a IPT-B, brief interpersonal psychotherapy; MSS-Plus, enhanced maternity
support services; RCT, randomized controlled trial.

b Measured with the Patient Health Questionnaire depression scale (29).
c Measured with the MINI-International Neuropsychiatric Interview dysthymia
module (30).

d Measured with the Post-Traumatic Stress Disorder Checklist-Civilian Version
(31).
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Although the results of the study are promising, this
research had some limitations. Because the qualitative inter-
views occurred after the RCT intervention was complete,
the participants had to recall events from, on average, over 1
year prior. The qualitative interviewer was skilled in active
listening and allowed the participants time to recall their
experiences; however, memories can fade over time. Also,
the participants may have tended to remember the more
positive experiences of the intervention and may have
wanted to please the interviewer, even though they were
assured that we wanted to learn about good as well as bad
experiences. This tendency could have affected the data
regarding their feelings toward their therapist. However,
the fact that they used more language reflecting the
change mechanisms attributed to IPT-B more than a year,
on average, after their intervention was completed speaks
to the potential lasting impact of this therapy. Finally, the
study was limited because neither the interviewer nor the
coders for the qualitative study were blind to treatment
condition, which could have led to biased interview
responses by the participants or to biased coding of partici-
pant responses.

CONCLUSIONS

In conclusion, this qualitative study has contributed to the
literature by exploring how women who received IPT-B or
MSS-Plus for perinatal depression evaluated their respective
experiences after the intervention was completed. The aim
of our analysis was to augment the quantitative results from
our RCT with salient qualitative themes to inform the inte-
gration of stepped-care treatment for high-risk pregnant and
postpartum women with major depression, with and with-
out comorbid PTSD, in U.S. public health systems. These
qualitative findings thus complement the established quanti-
tative results on the value of IPT for socioeconomically dis-
advantaged women during the perinatal period (9, 10).

Future quantitative and qualitative research should
involve testing the four identified change mechanisms as
mediators of the effect of IPT-B on depression amelioration.
To further disseminate IPT-B into public health or other
clinical settings, it will be important to include client voices
into IPT-B training so that providers will understand their
own important role in facilitating the change mechanisms
that lead to improved mental health for their clients.
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