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Human attachments are critical to well- being. Their severance through death, 
disputes, life changes, or their absence is associated with distress. This simple 
truth holds across different cultures and situations and is a reflection of our 

common humanity. IPT is one method in an evidence- based toolbox to repair 
these human fractures.

This book is dedicated to my late husband Gerald L. Klerman, whose early 
death in 1992 prevented him from seeing the endurance and global reach 

of his ideas. He would be pleased and not surprised as he truly believed in 
the common humanity of all people and their need for human attachments. 

Appreciation and affection to my husband Jim Frauenthal for supporting this 
effort all the way.

Myrna M. Weissman
2023

Dedicated to my beloved “attacharinos” Elia and Nora.
Jennifer J. Mootz

2023
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PREFACE

“Never let a good crisis go to waste.” This is advice attributed to Winston Churchill 
and explains the context of our book.1 It was largely written during the pandemic 
crisis, which decreased travel, extended the global reach, and increased mental 
health attention. The abrupt transition to telehealth and virtual platforms made 
communication possible. The deaths and disruptions of the virus exacerbated in-
terpersonal problems of grief, disputes, life transitions, and loneliness, heightening 
mental health demand and requiring new ways of providing care. The pandemic 
was a fitting context for a book on global reach.

Interpersonal Psychotherapy: A Global Reach describes the rapidly expanding 
global dissemination of interpersonal psychotherapy (IPT), including the de-
velopment of new training, technologies, and the use of IPT all over the world 
and in diverse populations. Many of the advances described occurred over the 
last 5 years; some accelerated during the pandemic. Many, if not most, of these 
developments are underreported in scientific journals, making this volume a re-
source for those looking to investigate and implement IPT in their own settings. 
For instance, the Finnish government has initiated widespread training of health 
workers in IPT. The World Health Organization, under the guidance of Mark Van 
Ommeren, endorsed IPT as an evidence- based intervention for depression and 
translated the group IPT manual into numerous languages. IPT has also been 
adapted as self- guided therapy. Task- shifted delivery of IPT has proliferated, and 
digitized versions of web- based and mobile applications have emerged. This book 
covers training considerations, especially for task- shifted or lay providers; use 
of technology; and the continuing evidence base of IPT. The book includes im-
plementation in low-  and middle- income countries (LMICs) and humanitarian 
settings that have limited funds for research and dissemination. Providing prac-
tical guidance and experience, global experts from different countries describe 
the implementation of IPT in their settings, sharing templates of training and 
adaptation. The book does not focus on the pandemic. Lessons learned from it— 
mental health impact, consequent implementation, training, and technological 
advances— are discussed. Our main goal is to provide practical information on 
the adaptation and use of IPT in different settings and in countries around the 
world. Chapters are practical, succinct, and clinically oriented.
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This book is unique in several ways. It is written by the originator of IPT and 
includes descriptions of a recent modification of IPT, interpersonal counseling 
(IPC), which has been implemented by community health workers in LMICs. The 
techniques, strategies, and problem areas are identical in IPT and IPC. The IPT 
scripts have been simplified in IPC, and it is briefer. The co- author has experience 
in training and implementation of IPT in low- income settings globally and in the 
United States. She has led several initiatives to design new technology that can 
help support scalable solutions to increase access and reach of IPT. Both authors 
have real- world experience working with IPT and IPC in training and implemen-
tation and continue to participate in their developments.

Expect to find inconsistencies between the chapters. We deliberately asked the 
authors to tell us about their experience in their words. While we edited chapters 
for brevity and clarity, we did not shape ideas. Although sections are organized 
by region, country, and different populations, we in no way assume homogeneity 
among national or diverse populations. Rather, we operate from an intersectional 
lens, which asserts that a multitude of identities (e.g., race, socioeconomic status, 
sexual orientation, migrant status) influences experiences with systems and 
shapes worldviews. Thus, cultural adaptations are not assumed to be implemented 
as a checklist, catchall solution or be prescriptive for any population. They in-
stead highlight different practical approaches to tailoring and provide guideposts 
for adaptations that counselors can consider to better fit patients’ values and 
worldviews. As contributors mention and we support, approaching delivery of 
any psychotherapy, including IPT, with a stance of cultural humility is paramount.

To be honest, psychotherapy, a psychosocial method, has always had “low status” 
on the scale of scientific treatment methods, seen by some as a last resort when 
nothing more is available. This belief seems to be changing. On May 12, 2022, Nature, 
a highly prestigious scientific journal, published an evaluation of randomized trials 
and reported the following: “Overall, the arms with psychosocial interventions 
were most cost effective, highlighting the value of including well designed psycho-
social components and government- led multifaceted interventions for the extreme 
poor.”2 We would add that even the less poor or not at all poor can have psychosocial 
problems that limit their life and interactions with others.

The core of IPT is rooted in the observation that human attachments are critical 
to well- being. Their severance through death, disputes, life changes, or their ab-
sence are associated with psychological distress. This simple truth with different 
expressions holds across diverse cultures and reflects our common humanity. IPT 
is one of the psychosocial methods in an increasingly evidence- based toolbox to 
repair these human fractures when they occur.

REFERENCES

 1. Woolston CA. Rush of inspiration. Nature. 2022;612:83– 84.
 2. Bossuroy T, Goldstein M, Karimou B, et al. Tackling psychosocial and capital 

constraints to alleviate poverty. Nature. 2022;605(7909):291– 297.
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 Introduction

History of Interpersonal Psychotherapy

Interpersonal psychotherapy (IPT) had a very humble origin in the 1970s, when it 
was first described as “high contact” because patients were seen for planned weekly 
sessions. The evidence for psychotherapy as a treatment rested largely on surmise. 
There were no psychotherapy manuals for training, no clinical trials, and therefore 
no demonstrated efficacy. Psychotropic medications were having great success 
with demonstrated efficacy in studies all over the world and with Food and Drug 
Administration approval in the United States. Nevertheless, the most common 
treatment for major nonpsychotic depression, if any treatment was given, was psy-
chotherapy. It was a time of cognitive dissonance. Psychotherapists thought that 
medication might undo the effects of the transference. Pharmacologists thought 
that psychotherapy would upset the patient and interfere with the remission of 
symptoms. Many believed that psychotherapy could not be subjected to clinical 
trials as every patient and therapeutic relationship was unique.

It was against this background that Gerald Klerman, MD, a psychiatrist at Yale 
University, decided to test the efficacy of medication as a maintenance treatment 
for depression. There was good evidence for the efficacy of tricyclic antidepressants 
for acute treatment of depression, but how long to maintain patients on medica-
tion and prevent relapse was unknown. Psychotherapy had to be included in the 
study as a milieu effect, if only because most patients were receiving some form 
of psychotherapy in clinical practice. But which psychotherapy? It had to be what 
was commonly used in ambulatory psychiatric practice. Gerry admired Aaron 
Beck’s beginning development of a manual for cognitive behavioral therapy 
(CBT), but behavioral therapy was not commonly used in clinics where medi-
cation was prescribed. Another alternative, psychoanalysis, also was not usually 
given with medication treatment and was not widely available.

Finally, “supportive” psychotherapy emerged as the most likely candidate. 
However, there were no manuals for supportive psychotherapy that could guide the 
therapy or the training of therapists. There was also no agreement on the content, 
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procedures, or length of supportive psychotherapy. Gerry engaged me, an inexperi-
enced social worker, to work with him to specify a psychotherapy that likely would 
be practiced in a psychopharmacology clinic. We began developing a manual for 
what we called high- contact psychotherapy. The underlying theoretical base came 
from the writings of Harry Stack Sullivan, Adolph Meyer, and John Bowlby. The im-
portance of human attachments, the effects of their disruption on well- being, and 
the emergence of symptoms were key concepts. The life event methods, which were 
being studied by the research team in relationship to depression, provided a way of 
operationalizing the disruption in human attachment associated with depression.

We were guided mostly by the works of Harry Stack Sullivan, with his focus 
on the current interpersonal context of a psychiatric illness. Sullivan stated that 
the interpersonal behaviors of others were the most significant events that trigger 
emotions. Adolf Meyer put great emphasis on the patient’s relationship to the in-
terpersonal environment. John Bowlby emphasized that individuals make strong 
affectional bonds, and that the separation of these bonds, or the threat of sepa-
ration, gives rise to emotional distress and depression. We were also influenced 
by the work on life events— both our own and others’— that showed, consistent 
with these theoretical writings, that events that represented ruptures in social 
attachments were associated with depression. The systematic study of life events 
showed that a break in attachment through deaths, disputes, life changes, or the 
absence of attachments and loneliness were often present before the onset of most 
depressive episodes. In other cases, the patients’ depression triggered these events. 
The life events research later formed the basis of IPT. our experience of beginning 
medication trials with a diagnostic evaluation and a medical and psychosocial 
history also determined the IPT manual content and the therapist training that 
followed. For full details of the history of development of IPT, the theoretical base, 
and the detailed manual, see Weissman, Markowitz, and Klerman.1

In preparing the first draft of the high- contact psychotherapy manual, we decided 
to begin by defining the dose and frequency of the treatment and the diagnostic pro-
cess that became the first phase of IPT. This phase included a diagnostic evaluation; 
a psychiatric history; patient education about depression, its symptoms, and treat-
ment alternatives; an Interpersonal Inventory of important people currently in the 
patient’s life; the sick role allowing the patient to receive help; a discussion linking 
symptom onset to interpersonal situations; and the identification of problem areas 
associated with the onset of the depressive episode. our experience in life events 
research gave us the language to identify and define the key problem areas: grief and 
complicated bereavement after a death; role disputes and conflicts with a significant 
other in renegotiations, dissolution, or impasse; role transitions and changes in life 
status (e.g., divorce, moving, retirement); and interpersonal deficits such as absence 
of relationship, loneliness, or very few personal attachments.

The maintenance trial, to our surprise, demonstrated the efficacy of high- 
contact psychotherapy. Medication prevented symptom relapse, and psycho-
therapy enhanced social functioning, and patients on combined treatment 
improved the most. With these positive findings, high- contact therapy was then 
renamed Interpersonal Psychotherapy.
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A GROWING IPT DATABASE EMERGES

Around the same time, Beck also published his clinical trials of CBT, and the field 
of evidence- based psychotherapy was launched. Gerry’s untimely death in 1992 
slowed the early flow of training and trials of IPT. The IPT field has caught up, 
especially with the adaptation of IPT in low- income countries, as we describe in 
this book.

In 2019, psychiatrist Paula ravitz, MD, and colleagues published in the Harvard 
Review of Psychiatry a review covering from 1974 to 2017 of IPT trials.2 They 
found 1119 English language articles and 133 randomized controlled clinical 
trials of IPT for depression, as well as for eating disorders, bipolar disorder, anx-
iety, post- traumatic stress disorder (PTSD), substance use, and comorbid medical 
illness in adults (see Chapter 2 on Efficacy). Since this review was completed, 
many clinical trials, including implementation studies, were launched, and an-
other update should be forthcoming in a few years.

In 2018, we published an update of the IPT manual, adaptations, and clinical 
trials. IPT is now a part of recommended treatment guidelines for depression in 
the United States, United Kingdom, Canada, and Australia.1 In February 2019, 
the US Preventive Services Task Force recommended IPT and CBT for the treat-
ment and prevention of depression during pregnancy.3 IPT has been adapted for 
groups, in brief formats, and web- based guided self- help and has been translated 
into several languages. There are numerous training programs and uses outside of 
universities or medical schools.

The most unexpected development has been the use and adaption of IPT in 
low- income countries. In 2001, our group at Columbia University was invited 
to participate in a study on the treatment of depression in Uganda. The civil war, 
social upheaval, HIV, and famine had left its citizens depleted. The village leaders 
and traditional healers asked for help in treating individuals with depression. 
Medication was not possible given the shortage of medical personnel and cost. 
The community leaders were interested in psychotherapy in groups since people 
in Uganda saw themselves as part of a family or group and did not trust indi-
vidual treatment. Men and women had to be in separate groups to adhere to social 
norms. We simplified the language of the IPT manual and, as we engaged with 
local community leaders and learned more about the people and region, made 
changes in the manual.

The problem areas that IPT addressed— grief, death of a loved one, role 
disputes or disagreement, role transitions or life changes, and loneliness or so-
cial isolation— fit in well with community experience. Two members of our 
group, Lena Verdeli and Kathleen Clougherty, went to Uganda to train trainers, 
who would then train and supervise local community health workers. Lena and 
Kathleen have subsequently become world experts in global IPT training. A clin-
ical trial led by Paul Bolton at Johns Hopkins University, using the manual we 
simplified, and our trainees was undertaken. The trial in 284 patients showed the 
efficacy of group IPT when compared with treatment as usual for depression and 
functioning improvement at both trial completion and 6- month follow- up. The 
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results were published in the June 18, 2003, issue of JAMA. This was the first clin-
ical trial of psychotherapy in Africa.4

Following the Uganda success, a humanitarian effort using the people we had 
trained in IPT was undertaken to treat women with depression in Uganda by Sean 
Mayberry through a nongovernmental organization (NGo) called StrongMinds. 
StrongMinds was rated by Forbes in 2019 as one of the most promising NGos 
to support with donations. Since 2014, they have treated over 230,000 women 
and expanded to Zambia (see Chapter 21). In 2020, the therapists converted to 
teletherapy because of CoVID- 19. In 2022, Sean received the Brain and Behavior 
Humanitarian Honorary Tribute for his work in IPT. His IPT work in Africa has 
continued to receive international attention. See BBC, “People Fixing the World— 
The Power of Group Therapy”5; World Economic Forum, “Why We Should Invest 
in Mental Health in Africa”;6 Vox, “The Future of Mental Health Care Might Lie 
Beyond Psychiatry”7; and Forbes, “How Mental Health Charity StrongMinds Is 
Disrupting Depression in Africa.”8 Since the Uganda study, the International 
Society of IPT (ISIPT) which holds a meeting every other year, has supported 
global communication about IPT (see https:// int erpe rson alps ycho ther apy.org and 
chapters on the ISIPT). In 2021, the meeting of ISIPT, held remotely because of 
CoVID, hosted scientists and clinicians from 28 countries. In 2024, the meeting 
of the society is in Newcastle upon Tyne in Northeast England.

There have been numerous expansions of IPT in clinical trials and for human-
itarian purposes. For example, IPT training for clinical use or research has been 
carried out in China, rwanda, Brazil, and Mozambique, among others. You will 
read about it in the chapters from the different regions of the world. Humanitarian 
efforts are ongoing in Lebanon with Syrian refugees. This work has been acceler-
ated by the World Health organization (WHo), when in 2016 they launched the 
Mental Health Gap Action Program (mhGAP) to determine how nonspecialist 
healthcare workers can treat people with mental disorders.9 They developed a 
100- page manual identifying priority neuropsychiatric disorders and evidence- 
based treatment and included IPT. In 2016, the WHo group IPT manual became 
a part of their World Mental Health Day. The WHo has translated the group 
manual into Arabic, Chinese, French, russian, and Swahili.

In 2017, we were invited by a WHo group in Egypt to participate in their use 
of the IPT manual, which we simplified and called interpersonal counseling (IPC) 
for primary care patients in distress. This manual, which is available free, is being 
used in many parts of the world. Because of its simplicity, we have distributed this 
manual for adaptation in countries using community health workers, although 
many others are using it as well.10

COVID- 19 AND LESSONS LEARNED

The CoVID- 19 pandemic and reported increase in rates of depression and 
other psychiatric disorders have hastened the development of more econom-
ical and briefer treatments to provide access to more people. There is a flurry of 
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international activity in response to the CoVID- 19 pandemic, exemplified by an 
experience in Mozambique. Prior to CoVID- 19, Milton Wainberg and colleagues 
had trained 23 expert IPC national trainers, who, in turn, trained 15 mental health 
specialists and 70 primary care providers.11

In response to the pandemic, the Mozambique Ministry of Health implemented 
a free telephone service in which CoVID- 19- positive patients were referred to the 
mental health line as the first point of screening for psychiatric problems. About 
100 mental health professionals across 10 provinces in Mozambique have been 
trained virtually to deliver IPC using a tablet- based application to guide facili-
tation is now in place, and a clinical trial as of this writing is being resumed (see 
Chapter 19 on Mozambique).

There are numerous other examples of the adaptation for the pandemic. Holly 
Swartz and colleagues at the University of Pittsburgh had been conducting a 
clinical trial using machine learning to better understand the patient- therapist 
mechanism of interaction during IPT when the pandemic caused them to move 
to telehealth. Now they will be able to assess the differences between in- person 
and telehealth- based therapy. Given the likely increase in telemedicine after the 
pandemic ends, this will be useful information for understanding the therapeutic 
alliance.

In response to CoVID- 19, StrongMinds has added educational material on anx-
iety disorders and pandemic- related stressors and have helped participants share 
their fears and identify specific life events related to lockdown. Moreover, as of this 
writing, Sean Mayberry is expanding his IPT methods to marginalized groups in 
the United States. His first program began in 2022 in Newark, New Jersey. To sim-
plify and improve training, ravitz and Singla and colleagues at the University of 
Toronto have created an online, case- based, self- directed IPT training course with 
interactive learning exercises and captioned demonstrations of the clinical princi-
ples. It is being piloted with psychiatry residents and will eventually be accessible 
globally to decrease barriers to IPT training (https:// learn IPT.com).

John Markowitz, MD, has argued that IPT, which focuses on life events and 
social support, is an effective treatment for people adversely impacted by the 
pandemic, including the social and interpersonal upheaval of the lockdown, the 
stretching of social bonds with social distancing, the curtailing of usual pleasures, 
and the loss of a familiar daily structure and social supports. He has adapted the 
manual to deal with the aftermath of the pandemic.12 He has shown clinically that 
persons under distress coming to medical clinics may receive relief from a brief 
guided psychosocial intervention, such as IPT or IPC12 (see Chapter 52 on PTSD).

Access to care and not education or culture is the barrier to IPT dissemina-
tion. IPT is scalable. The task shifting to nonspecialist healthcare workers who are 
trained and supervised can be effective. Digital technology can be implemented 
in low- income as well as high- income countries because nearly everyone has a cell 
phone. These methods are being tested and used for teletherapy, training, guided, 
and self- administered approaches.

The evidence for the efficacy of IPT is strongest for major depression for 
adolescents, adults, and the elderly and for adjunctive treatment of bipolar disorder 

https://learnIPT.com
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added to medication. There are fewer trials for PTSD, some eating disorders, and 
distress. IPT is negative for substance abuse thus far and is being tested with new 
adaptations. The use of IPT in groups and over the telephone is reasonably well 
supported by clinical trials and experience.

Dr. Klerman died on April 3, 1992, before most of these developments occurred. 
His seminal contributions continued to form the core of IPT, unchanged since its 
inception. Many other specialized manuals of IPT have appeared using the funda-
mental principles of IPT. Descriptions of the major adaptations can be found on 
the website of the ISIPT (https:// int erpe rson alps ycho ther apy.org). If interested in 
the history of IPT and recent growth, also see references 13 and 14.13,14 The largest 
growth in IPT interest and use has been in low-  and middle- income countries 
with use for refugee migration, civil war, natural disasters, and their aftermaths, 
which has prompted the writing of this book. It is likely that IPT is acceptable in 
diverse cultures because of the universality of the importance of human attach-
ment. In this book, we update the latest developments and present the clinical 
experience of using IPT in diverse cultures and populations. Despite our enthu-
siasm, it also is important to note that this book only catches a moving snapshot. 
Moreover, allegiance to a single therapy has no place in the care of people, as no 
treatment works for everyone even with the same conditions. IPT should be seen 
as one of the several evidence- based psychotherapies in a clinician’s toolbox.
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Interpersonal Psychotherapy 
Methods in Brief

J E N N I F E R  J .  M O O T Z ,  T E N Z I N  Y A N G C H E N ,   

A N D  M Y R N A  M .  W E I S S M A N  ■

Interpersonal psychotherapy (IPT) is evidence- based, manualized psycho-
therapy tested in numerous clinical trials. originally developed to treat major 
depressive disorder among adults, the treatment has been extended to ad-
dress several other disorders in multiple populations. The basic elements have 
remained distinctly similar throughout. A full description of IPT and the dif-
ferent adaptations are found detailed in the 2018 work by Weissman, Markowitz, 
and Klerman.1 Numerous other adaptations have appeared over the years, in-
cluding a publicly available group IPT version developed in collaboration with 
the World Health organization2 and the simplified version called interper-
sonal counseling (IPC).3 Many other adaptations are described in the ensuing 
chapters.

The strategies, techniques, and goals of IPT and IPC3 are similar. IPC was 
developed for therapists who did not have academic education in psychiatry, 
psychology, and other counseling professions. Thus, the examples and language 
were simplified. It was also developed to be used as a very brief treatment. over 
the years, the descriptions of IPT and illustrations of IPC have blended, and 
there is a little difference between the two. We tend to call it IPC when the treat-
ment is brief, 4 to 8 sessions or even fewer, and community health workers or 
others without professional mental health degrees are used. As this book goes to 
press, we are working on a simple session IPT. This is in recognition that some 
patients in distress do not want to be in regular psychotherapy, but clarification 
of the interpersonal context of their distress may provide a patient with new 
directions.
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THE BASIC STRATEGIES OF IPT

The premise of IPT is that depression and other psychiatric disorders have an 
environmental, familial, and biological basis. However, whatever the ultimate 
“causes,” the disorders occur in a social and interpersonal context. Understanding 
the development of symptoms in this context and finding better ways of hand-
ling them can help relieve symptoms. IPT is organized into three phases of treat-
ment: initiation, middle, and termination. The number of sessions and the order 
in each phase may also vary depending on a patient’s progress. The total number 
of treatment sessions will vary depending on the setting and resources.

THE INITIAL PHASE

In addition to establishing a strong working alliance with patients, in the initia-
tion phase, therapists work with patients to complete several activities that will set 
the stage for future sessions.

 1. Introduce the therapy, explain confidentiality, identify symptoms, and 
obtain a treatment history.

 2. Explain the procedures of therapy.
 3. Help patients understand that symptoms have a relationship to 

problems.
 4. Assign a sick role.
 5. Conduct an interpersonal inventory to identify important people in 

patients’ lives.
 6. Determine key problem areas.
 7. Work with a patient to decide on the focus of treatment for the 

middle phase.

1.  and 2. Introduce the therapy and explain procedures

The process begins with explaining the procedures of therapy and assessing 
patients’ symptoms of distress. An initial assessment gives therapists an un-
derstanding of the severity of patients’ level of distress and helps them track 
symptoms over the course of the treatment to describe when and how to conclude 
this time- limited intervention.

3.  Conduct a timeline: Help patients understand that 
symptoms have a relationship to problems

Early evaluation of symptoms supports other initiation- phase activities, such as the 
timeline, wherein therapists connect patients’ onset and fluctuations of symptoms 
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of distress to interpersonal and life events. The completed timeline clarifies the 
course of distress and provides a psychoeducational tool that illustrates how 
changes in symptoms connect to interpersonal life events.

4.  Assign a sick role

The idea behind the “sick role” is that the patient is someone with an illness that 
can be treated and is not a “defective” person but someone who needs care. The 
purpose of the concept is to reduce the patient’s guilt about poor functioning, pro-
vide hope for solution, and ensure the patient receives care. Adopting the sick role 
strikes a balance between optimizing the environment and available social sup-
port networks for recovery and identifying activities that patients can do to feel 
better. Therapists assist patients in constructing a detailed plan for how to reach 
out to people they can spend time and talk with about their distress in addition 
to activities they might complete on their own or with others. Please note that we 
have eliminated the name “sick role” and now call it the “recovery role” due to 
objections by users. The concept and direction have not changed.

5.  Conduct an interpersonal inventory

The interpersonal inventory gathers information about friends and family members 
connected to patients’ well- being or distress. IPT therapists ask about and write 
down key relationships and how the relationships bring comfort to patients or are 
problematic. This interpersonal exploration pursues the roles that people have in 
patients’ lives, whether the important people are living or deceased and how they 
are connected to the problem area(s). IPT therapists inquire about all aspects of 
the relationship and note ways that patients might want to change relationships.

6.  Determine key problem areas

Doing a more structured assessment of problem areas in the initiation phase can 
aid therapists in understanding the different problems patients encounter and 
how patients prioritize those problems in relation to their distress. The following 
are the four core interpersonal problem areas as conceptualized in IPT and ex-
ample questions to assess relevance of each area.

GrIEF— A loss following a death of someone important.

 • Has someone who was close to you died?
 • If yes, who was that person? When did [fill in name] die? Tell me a little 

about [name of person] and how he or she died.
 • How are you dealing with the death?
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DISPUTE— An argument with someone significant. Arguments can be open 
(e.g., fighting openly) or more hidden (becoming distant or cold).

 • Are you and someone else having a strong disagreement or argument 
that is bringing you a great deal of pain? Identify the disagreement.

 • Briefly tell me about the disagreement.
 • Tell me more about how this disagreement has been affecting you.

TrANSITIoNS (LIFE CHANGES)— Positive or negative transitions, already 
experienced or anticipated, in life.

 • Have there been any changes in your life that have impacted you? Those 
changes could be good or bad. For example, important changes could 
be experiencing a divorce or separation, having a child, getting married, 
having an illness, or other changes that are important to you.

 • Please describe how [name changes] have impacted you.

LoNELINESS— An absence of close relationships, feelings of loneliness or 
emotional distance from others that could be lifelong or more recent.

 • What are your relationships like? Do you have any close relationships?
 • Tell me about any difficulties keeping close relationships.
 • Has anything changed in your life so that now you feel lonely (but didn’t 

before this change)?

7.  Conduct an interpersonal formulation: Decide on focus 
of treatment

The interpersonal formulation is a summary of assessments and content discussed 
in the initiation phase. The components of the formulation are

 • Summarize patients’ symptoms of distress, including their onset and 
course.

 • Describe the problem areas that patients have experienced.
 • Connect the relationship of symptoms to those problem areas.
 • obtain feedback from patients about the formulation and decide on 

treatment focus.

Patients often have more than one interpersonal problem that may be linked 
to their distress. While it is preferable to focus on one problem area at a time, 
problem areas may be linked and/ or change over time. In these cases, it is impor-
tant to structure therapy such that patients experience the therapy as relevant to 
their current problem.
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THE MIDDLE PHASE

resolving the identified problem area(s) is the primary goal of the middle phase. 
In the middle sessions, therapists encourage patients to make changes and view 
the problem and their relationships from different perspectives. Understanding 
the details of daily events, problems, and relationships that work well can guide 
solutions.

Therapeutic goals

 1. review symptoms and problems since last session
 2. Work on strategies for solving problem area(s)

1.  Review symptoms and problems since last session
Middle sessions start with tracking progress of symptoms through use of a 
standardized mental health questionnaire. Therapists also initiate sessions with a 
brief check- in about how patients’ mood has been over the past week or since the 
last session. Therapists then hear from patients about their perception of how any 
changes in symptoms and mood might relate to their problem area(s) and social 
context. Continual emphasis on the connection between distress and the problem 
area(s) aids patients in gaining awareness about this connection and guides ideas 
about how and where patients want to make concrete changes that relate to their 
problem area(s).

2.  Work on strategies for solving problem area(s)
Table 1.1 provides strategies for working on problems.

THE TERMINATION PHASE

The time of the ending and the termination phase is usually negotiated and 
discussed in the initial phase.

Therapeutic goals

 1. Deal with feelings about ending
 2. review progress and strategies for identifying and dealing with 

recurrences
 3. Discuss options for future treatment if needed

1.  Deal with feelings about ending
Help patients identify and discuss their feelings and thoughts about concluding 
treatment. reminding patients early on about the time- limited nature of the 
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intervention allows them to set realistic timelines for their treatment goals, begin 
emotionally preparing for termination, and plan for the future.

2.  Review progress and strategies for identifying and dealing 
with recurrences

Therapists can summarize progress with help from the assessment results across 
sessions. Therapists then ask patients to summarize behaviors, communication, 
and strategies they have used to improve the problem area(s) and related distress. 
Therapists help patients plan for the future by imagining situations that could 
trigger distress and preemptively designing strategies to cope if those problems 
arise. Predetermining how patients will decide when they need to reach out for 
help from others or professional counseling can help build awareness if symptoms 
progressively worsen. For patients who are still symptomatic or who wish to con-
tinue to explore problem areas, alternative treatments or another course of IPT 
may be recommended.

3.  Discuss options for future treatment, if needed
If treatment goals have not been met, therapists will discuss options for future 
treatment.

Table 1.1 Strategies for problems

Strategies for problems
Grief

Mourn and 
accept loss by 
reconstructing 
relationship 
with deceased 
prior to, 
during, and 
after death

Explore new or 
reestablish old 
interests and 
relationships

Disputes

1. Identify disputes and 
their stage

renegotiation (parties 
arguing to find 
solution)

Impasse (parties stopped 
communicating)

Dissolution (one or 
both want to end 
relationship)

2. Explore options
renegotiation (determine 

issues, differences in 
expectations, and find 
alternatives)

Impasse (open up 
communication and 
renegotiate)

Dissolution (resolve 
ending in least harmful 
way)

Transitions/ 
life change

Give up past 
and deal 
with loss by 
reconstructing 
what was lost

Accept new role 
in as positive 
light possible

Develop new 
skills and 
relationships to 
support change

Loneliness and 
isolation

reduce 
isolation by 
understanding 
the origins 
and current 
encounters

Encourage 
and assist in 
developing 
opportunities 
for 
relationships
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IPT techniques

Interpersonal psychotherapy therapists use techniques that are best practices to 
improve rapport and communication with patients. The IPT techniques are not 
new or different from those commonly used in clinical practice. For example, they 
elicit conversation through use of open- ended questions and reflections of patients’ 
statements to check therapist understanding. They are also careful to validate and 
normalize patients’ experiences so patients know they are not alone or in the wrong 
for how they feel about something. Providing affirmations and noticing patients’ 
strengths supports patients’ sense of self- efficacy to harness for improving in-
terpersonal problems. Given the overarching interpersonal focus, emphasizing 
verbal and nonverbal communication and clarifying any discrepancies in com-
munication is commonplace.

Communication analysis
During communication analysis, therapists elicit a detailed account of a recent in-
teraction between patients and a significant other to help them identify their com-
munication patterns and modify distorted or unhelpful ones. This analysis engages 
patients in reporting and reflecting on the intentions that underlie communica-
tion, their affective responses, and what they believe the other person heard, un-
derstood, and felt. When assessing the quality of communication, therapists ask 
questions about the setting; verbal communication (what was said); nonverbal 
behaviors (body language, gestures, and facial expressions); and paraverbal cues 
(tone, pitch, and pace of voice) of the interactants. Therapists may then point 
out effective and maladaptive aspects of the communication patterns, encourage 
patients to consider another’s perspective (e.g., how do you think the person felt 
when you said that?), and suggest ways of rectifying faulty communication that 
could have affected the outcome of the interaction and the accompanying feelings 
to help the client communicate more effectively.

Decision analysis
As patients and therapists gain a deeper understanding of the interpersonal 
problem, including any maladaptive communication patterns, it can be helpful 
to explore alternative, more effective ways of communicating that could have 
resulted in a different outcome. When patients present an interpersonal problem, 
therapists ask patients how they would like to resolve it and encourage them 
to generate a list of possible solutions. Therapists may initially need to provide 
suggestions for some patients. Together with therapists, patients evaluate the pros 
and cons of each option and select one or a combination of choices that may lead 
to a better interpersonal interaction. If the solution that patients propose is not 
feasible, therapists can help them process that challenge.

Role play
role playing or acting out a recent or planned conversation allows patients to 
practice their newly established communication styles and receive constructive 
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feedback on interpersonal skills and strategies before implementing them in real 
life. In role playing, patients generally play themselves or the significant other, 
while therapists play the opposite role. In some cases, patients may assume both 
roles (their own and the other person’s). rehearsing both ideal outcomes and 
less successful interactions helps patients solidify their newly learned adaptive 
communication strategies and prepares them to cope with any interpersonal 
interactions outside of therapy.

Adaptations

over the years, numerous adaptations of IPT have been developed. This book 
describes some of them for different countries and diverse populations, different 
modalities, group, family, or couples, and digital. In all these adaptations, the 
basic principle, format, problem areas, and techniques as described here in brief 
have remained the same with minor exceptions.
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The Efficacy of  
Interpersonal Psychotherapy

M Y R N A  M .  W E I S S M A N  A N D  J E N N I F E R  J .  M O O T Z  ■

An important theme of our work and this book is the need for an evidence base for 
psychotherapy. In Chapter 1, “History of Interpersonal Psychotherapy,” we described 
the origins of interpersonal therapy (IPT) and evidence from the first clinical trial 
when we called IPT “high contact.” We also traced its historical developments, 
testing through clinical trials, and adaptations. In this section, we summarize the 
evidence from published scoping reviews and meta- analyses. Because information 
on clinical trials in low-  and middle- income countries (LMICs) has been sparse 
and is recent, we have included a Chapter 2 by Cuijpers, a leader in meta- analyses, 
and colleagues, who provide information from LMICs specifically.

The reader may find this information on efficacy testing scattered. However, 
this is not different from what might be found for longer term testing of a med-
ication. In the United States, for newly developed medications, efficacy must be 
established in several well- designed clinical trials to be released to the market. 
Then, testing of usage in different populations, doses, severity, comorbidities, as 
well as in different combinations of medications happens. Think about it in math-
ematical terms as a multidimensional, space matrix where it is impossible to fill all 
the possible combinations or, in math terms, make the matrix dense. Then what 
do you do? The solution is to let “a hundred flowers bloom.” This scattered infor-
mation becomes useful to specific groups, some of whom, we may learn, do not 
benefit from the treatment.

No treatment, no matter how efficacious, will work for everyone under every 
condition. Like many psychopharmacological medications, IPT has a solid evi-
dence foundation based on controlled random assignment clinical trials, which 
gives legitimacy to its use and further testing. Against this background, we sum-
marize the published overall data from a scoping review and meta- analyses so 
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that readers can have the IPT references and focus on what we think are the most 
relevant dimensions. Here is where the judgment of experienced people like our 
readers plays an important role.

SCOPING REVIEW

We begin this summary of evidence with the classic article by ravitz et al., 
published in 2019 in Harvard Review of Psychiatry.1 This article is a scoping re-
view, which maps the main sources and types of evidence available to evaluate an 
area of research and underlying concepts.2 Scoping reviews narratively summa-
rize broad trends of evidence. Meta- analyses, which we also review, quantitatively 
evaluate outcomes across studies that are selected based on explicit parameters for 
inclusion and exclusion in the analysis.

The ravitz et al. scoping review1 summarizes the development of IPT and in-
terpersonal counseling (IPC) for major depression, eating disorders, anxiety 
disorders, and bipolar disorders between 1974 and 2017. The database comes from 
published articles about IPT and IPC and depicts the historical developments, 
landmark studies, and shifting evolution. Their review covered 1109 articles, in-
cluding 133 randomized controlled clinical trials (rCTs) and 131 nonrandomized, 
case- controlled studies, mainly on the treatment of adults with major depression. 
The interested scholar is encouraged to read this landmark article for the his-
torical perspectives and scope of evidence. Here, we summarize the article and 
reflect on key points.

The first decade (1974– 1984) is described as the founding years and the in-
troduction of manuals and their use in rCTs testing IPT against medication and 
low- contact treatment (meeting only for monthly assessment), mostly to improve 
major depressive disorder. These studies led to the first publication of the IPT 
manual.3 The treatment studies included a large multisite clinical trial, which in-
cluded comparisons of IPT with cognitive behavioral therapy (CBT). This study 
showed that patients with high baseline severity did best on medication followed 
by IPT. CBT did not show a significant advantage to placebo in this trial,4 a finding 
that, to our knowledge, has not been replicated in other published studies.

The first trial of IPT, led by Gerry Klerman, was not included in the review 
because IPT was then called “high contact,” which meant that patients were seen 
weekly. It was a maintenance study of patients who had a reduction of symptoms 
with medication. The purpose was to see how to maintain remission after symptom 
reduction. This first study showed that high- contact treatment had effects on so-
cial functioning and medication on preventing return of depressive symptoms. 
The combination was the most effective.4 High contact was later renamed IPT, 
and this first study became the impetus to continue IPT testing.

The second decade (1985– 1994) saw an expansion of IPT to studies in Australia, 
United Kingdom, and Canada; studies in real- world settings, such as primary 
care and schools; studies across the life span from adolescence to late life5,6; and 
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adaptations for eating disorders, as well as a brief version of IPT, termed interper-
sonal counseling (IPC).

The highlight of this period was a 3- year maintenance study by the Pittsburg 
group, Kupfer and Frank et al., to treat patients with highly recurrent depres-
sion who had responded to treatment with medication and IPT.7 Patients were 
randomized to receive medication, placebo, monthly plus placebo maintenance 
IPT, or monthly IPT plus medication to see what worked best at preventing re-
lapse over 3 years. Medication most effectively prevented relapse. However, IPT 
lengthened time to recurrence, whether alone or with medication. This work later 
showed remission could be sustained by monthly maintenance IPT in women 
who had improved with receiving IPT alone.8

The third decade (1995– 2004) moved IPT into work in LMICs, particularly 
the first rCT of psychotherapy in Africa, the IPT study in Uganda. This study 
showed the feasibility and efficacy of group IPT for major depression in women, 
delivered by trained lay workers in a setting where traditional healing was the 
standard treatment.9 These studies were later extended to northern Uganda and 
adolescents suffering from depression, under conditions of hardship. The results 
were stronger in adolescent girls than boys. These results gained the attention of 
the World Health organization, who, with our permission, published and freely 
disseminated the group IPT manual. In the third decade, this work was followed 
by studies in South Africa, Sudan, India, Haiti, and rwanda.

other highlights of this period are further testing and refinement of the ado-
lescent adaptations; development for perinatal depression; the further testing of 
IPT and IPC in primary care, with HIV patients, or for bulimia; further studies 
of the process and techniques; a broadening of interest in diverse, underserved 
populations; and finally a tiptoe into biological studies using magnetic resonance 
imaging, with little success.

ravitz et al. covered 2005– 2017 as the most recent epoch. During this period, 
there was more support for evidence- based treatments, and different parts of the 
world developed guidelines for clinical care.10 The strengths of IPT in LMICs con-
tinued. Clinicians and researchers refined IPT for subpopulations of adolescents, 
pregnant women, families, elderly, people with obesity and medical illnesses, and 
mothers with depression who were raising children with mental health problems. 
The highlights of novelty were the adaptations and the rCTs of IPT for bipolar 
disorders, termed interpersonal and social rhythm therapy (IPSrT). The feature 
for patients with bipolar disorder were additions to regulate circadian rhythms 
and trace daily routines.11 A series of studies demonstrated the efficacy of these 
adaptations for maintaining remission in bipolar disorder.

Whereas the early addiction studies of IPT for patients who were misusing 
opioids were not positive for IPT, pilot work has shown some promise for relapse 
prevention of alcohol misuse in female patients with depression. The studies of 
post- traumatic stress disorder (PTSD) using IPT compared to exposure- based 
(recount in detail the traumatic event) interventions, the gold standard in the 
field, began in this period. The results, much to the surprise of many involved with 
the treatment of PTSD, showed that IPT, which does not involve exposure work, 
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was an option for patients adverse to describing traumatic memories.12,13 Finally, 
there have been efforts to study the process and mechanism of IPT using sophisti-
cated modeling and new methods of measurement and search for common factor 
sources versus specific intervention techniques and strategies. This work is in its 
infancy.

In this book, we extend the developments in IPT described in ravitz’s article1 to 
report on developments in international organizations, technologies, adaptations, 
and training and implementation across the globe. ravitz and her colleagues 
anticipated these developments in their final discussion. By the time this book is 
ready for the reader, the field will have moved forward from the developments we 
report, a good sign of a rapidly developing field that has reached across the globe 
and continues to grow in scope and depth. The reader is encouraged to read the 
ravitz et al. article for fuller details of our summary.

META- ANALYSES

Numerous small and large meta- analyses of psychotherapy clinical trials, in-
cluding IPT, have been carried out over the years. The most comprehensive 
and rigorous have been carried out by Pim Cuijpers and his group, who have 
made meta- analysis a special discipline. A free meta- analysis book with an 
accompanying course on meta- analysis is available for those who want to learn 
how to carry them out.14

The most comprehensive meta- analyses15,16 that studied the effects of IPT were 
carried out in 2011 and 2016. The 2016 analysis included a variety of diagnoses 
and provided an update and extension of the study in 2011, which focused only 
on depression. After 2016, the studies focused on not only IPT but also large net-
work analyses comparing eight types of psychotherapy, including IPT, as well as 
meta- analyses across different age groups17,18 and studies on onset prevention.19 
What follows is a summary of these reports, usually taken directly from them.

The 2011 study included 38 rCTs (4356 patients) of IPT for depression, 
comparing IPT to a variety of conditions (no treatment, usual care, other 
treatments, psychotherapies, or medication, continuation with medication, main-
tenance treatment). The numbers of studies in each condition were small. We take 
this summary from them.15(pp589– 590)

Compared with control groups, they noted a moderate to large effect of IPT 
in the acute treatment of depression and found some indications that IPT had 
less efficacy than SSrI (selective serotonin reuptake inhibitor) pharmacotherapy. 
However, the overall difference was small, not all analyses were significant, and 
the number of studies in this subsample was small. They noted indications that 
combination treatment with IPT and pharmacotherapy was somewhat more ef-
ficacious than pharmacotherapy alone. However, the effect size was also small.

They did not find that IPT had greater efficacy than other psychotherapies, 
including CBT, although the number of studies was too small to draw definite 
conclusions. IPT and CBT were the only psychotherapies for depression compared 
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with control groups, other psychotherapies, antidepressant medication, and com-
bination treatments. Therefore, in the 2011 article, they concluded that IPT and 
CBT were the best options for psychological treatments for depression. Both 
seemed equally effective overall.15

The number of studies examining the effects of maintenance IPT was small, 
Cuijpers et al. noted,16 but had relatively high methodological quality. They 
concluded that maintenance IPT combined with pharmacotherapy reduced the 
relapse rate considerably compared with pharmacotherapy alone, and placebo 
plus IPT was more effective than placebo alone in reducing relapse rates. The 
superior effect of combination treatment over pharmacotherapy alone suggested 
that IPT has an additional effect on depression beyond the effects of pharmaco-
therapy, although they stated the effect size was small. They found that only 9 of 
38 studies met all quality criteria. Despite these limitations, they concluded clear 
indications for the efficacy of IPT for unipolar depression and justified its inclu-
sion in treatment guidelines.

The 2016 study16(pp685– 686) included the depression trials in 2011, updated with 
new depression studies, and added trials of IPT for eating and anxiety disorders. 
The number of studies more than doubled to 90 studies (11,434 patients). The 
control conditions, ages, and designs were similar to the 2011 article. It should be 
noted in the spirit of transparency that Weissman was a coauthor of this article.

Two- thirds of the psychotherapy studies in the 2016 analysis aimed at treatment 
of depression, showing a moderate- to- large effect of IPT on depression compared 
with control groups, with smaller effects in older adults, in clinical samples, and in 
samples meeting diagnostic criteria for a depressive disorder. IPT was not signifi-
cantly more or less effective than other psychotherapies for depression. There were 
some indications that pharmacotherapy may be somewhat more effective than 
IPT for acute- phase depression. They noted this finding may have been influenced 
by the high risk of bias in many of these trials.16 Combined treatment was signifi-
cantly more effective than IPT alone but not more effective than pharmacotherapy 
alone. These results are comparable to the earlier 2011 meta- analysis.

The IPT trials for eating disorders, anxiety disorders, substance misuse, and 
distress from general medical disorders showed some promising effects in the 
2016 analysis. However, the authors cautioned that there was a high risk of bias in 
most trials and an insufficient number of trials. They concluded that IPT’s focus 
on interpersonal experiences and problem areas, often triggers of a new episode, 
may provide an important alternative to pharmacotherapy or CBT.16(p686)

The next major article that included IPT is a more recent 2021 meta- analysis 
that covered 8 commonly used psychotherapies (IPT; CBT; psychodynamics; 
problem- solving; behavioral activation; life review; “third- wave” therapies, which 
included both acceptance and commitment therapy and mindfulness- based 
CBT; and nondirective supportive counseling) in different parts of the world as 
compared with each other, usual care, waiting list, and pill placebos.17 This land-
mark article published in World Psychiatry has international authorship from 
Netherlands, Italy, Spain, and Japan, so that a range of therapies not commonly 
used in all countries is noted. The outcome was only for depression, and the focus 
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was primarily on symptom reduction and remission. Social functioning and 
quality of life were not included as an outcome. Using a novel network method of 
analysis in 331 rCTs with 34,285 patients, they found that all therapies were more 
efficacious than usual care and a waiting list, and all therapies except nondirective 
supportive counseling and psychodynamic psychotherapy were more efficacious 
than pill placebo.

only 90 studies had a 1- year follow- up, and they found the IPT, CBT, behav-
ioral activation, problem- solving, and psychodynamic psychotherapy had signif-
icant effects compared to usual care, except for behavioral activation compared 
to waiting list. IPT was also significantly more effective than nondirective sup-
portive counseling at 1- year follow- up. Considering bias, number of trials for 
each therapy, sensitivity analysis, follow- up, and differing patient population, in-
cluding medically ill and elderly patients in some studies, the authors concluded 
that all these therapies except nondirective supportive counseling can be used in 
routine care. However, they suggested that “one important finding of this study 
is that several psychotherapies still have significant effects at one- year follow up, 
including CBT, behavioral activation therapy, problem solving therapy, interper-
sonal psychotherapy, and psychodynamic therapy.”17(p292)

A separate meta- analysis was reported in 2016 on the effects of psychotherapy 
for depression on quality of life; it included 44 rCTs of psychotherapy for adults, 
including IPT.18 Kolovos et al., including Cuijpers,18 found that psychotherapy had 
a positive impact on the quality of life of patients with depression. Improvements 
in quality of life were not fully explained by improvement in depression symptoms. 
These findings echoed an earlier report, one also by the Cuijpers group, on social 
functioning outcome for depression.19

There are also meta- analyses of more detailed aspects of treatment available. 
A systematic search of rCT studies that tested the ability of interventions to pre-
vent the onset of depression found 50 trials (N =  12,606 participants).20 The 50 trials 
included 22 CBT, 8 IPT, 5 stepped care, 5 problem- solving, and 10 other, such as 
behavioral activation and acceptance and commitment therapy. The results of the 
therapies were pooled, but subgroup analyses found no major differences between 
IPT and the other interventions. The participants either had a history of depression 
or were patients with medical conditions, perinatal patients, or college students. The 
results showed that psychotherapy as compared to control reduced the risk of de-
veloping depression by 19%. The results were more significant in studies conducted 
in Europe or the United States, which may be due to a smaller number of non- 
Western studies (Australia, China, and India in 6 studies). We show in subsequent 
chapters the considerable increase in IPT use in non- Western countries. The authors 
concluded that psychotherapy may prevent the onset of depression in people who 
do not have the disorder at baseline. Many unanswered questions remain.20

reviews of IPT clinical trials across age groups have also been completed.21,22 
Specific psychotherapies were not described. However, the results showed that 
the effects of psychotherapy were smaller in children and in adolescents than in 
adults. These results were repeated with depressed adolescents in 40 clinical trials 
(N =  3779 participants) and a variety of psychotherapies, including 6 IPT studies. 
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Again, they reported a moderate effect. Thirty- nine percent responded to psycho-
therapy at 1 to 2 months, and 24% responded to the control condition.

Two meta- analyses independently appeared in 2018 and 2019 and focused on 
IPT for adolescents (IPT- A).23,24 The analyses included the same 10 rCTs (N =  910) 
and participants from the same parts of the world (United States, Uganda, Puerto 
rico, Taiwan, and Australia).

Both studies concluded that IPT- A was an effective treatment for adolescent 
depression that demonstrated significant improvements in depression symptoms 
postintervention, with some evidence that improvements were maintained for 
up to 1 year. No interaction was found between group and individual delivery 
of IPT- A, indicating that both modalities could be delivered with good effects. 
However, there were fewer trials investigating group IPT- A; therefore, further ex-
ploration of this treatment format is needed.24(p314) There was a small significant 
effect in favor of IPT- A improving depressive symptoms in comparison to other 
active treatments, with this effect moderated by the type of intervention used as a 
control condition. When compared with CBT, there was no significant difference 
between the groups in postintervention depression symptoms. However, a me-
dium significant effect was present when IPT- A was compared to less- structured 
interventions such as treatment as usual, clinical monitoring, and play therapy. 
These findings were mirrored by remission rates with IPT- A demonstrating signif-
icantly higher remission rates from depression postintervention when compared 
to non- CBT control conditions.24 The authors expressed surprise that the effects 
were not stronger for relieving interpersonal difficulties for IPT or any of the 
other modalities and noted new studies of IPT with adolescents were ongoing. 
(See Chapter 44 by Mufson et al. for description.)

The last meta- analysis of psychotherapies from 2018 investigated whether 
psychotherapies (usually developed in Western, high- income countries, like IPT) 
were effective in LMICs and compared effects to those in high- income settings.25 
The meta- analysis included 253 studies (N =  4607 patients): 32 from LMICs and 
221 from high- income countries. The LMIC countries included Uganda, China, 
Taiwan, Korea, Brazil, Iran, Japan, Mexico, Malaysia, Pakistan, Singapore, South 
Africa, Thailand, India, Israel, and Chile. They used the World Bank classification 
for income status. The studies from high- income countries were concentrated in 
North America, Europe, and Australia. only 2 IPT studies from LMICs were in-
cluded. other included treatments were CBT, psychodynamic psychotherapy, and 
nondirective supportive counseling, among others.

The study25 documented that psychotherapies for depression that have been de-
veloped in Western countries may also be effective in other countries. They even 
found indications that these therapies may be more effective in non‐Western than 
in Western countries.

While these results are reassuring regarding the efficacy of psychotherapies 
(developed in high- income settings) in LMIC settings, the overall small number 
of studies per country and the inclusion of only 2 IPT studies from LMICs limit 
conclusions.25 The results are important to have on IPT, given the large number 
of reports of IPT being used in other countries (see chapters on Africa, Asia and 
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the Middle East, South America, and training experience in different countries. 
Chapter 3 by Cuijpers et al. provides a new meta- analysis of IPT for depression in 
LMICs compared to high- income countries.

For completeness, a network meta- analysis of the effects of psychotherapies, 
medication, and the combinations in the treatment of adult depression was 
carried out.26 While the psychotherapies were not evaluated separately, IPT was 
included among 101 studies with 11,910 patients26 with moderate to severe de-
pression. Combined treatment was more effective than either treatment alone in 
achieving response at the end of treatment. There were no significant differences 
between medication and psychotherapy alone. Combined treatment and psycho-
therapy alone were more acceptable to patients than medication alone.

The scoping review and meta- analyses are presented to give the reader the 
background clinical trials that form the evidence to guide the use of IPT. As with 
medication, the overall efficacy has been established. Subsequent chapters show 
the application of IPT across numerous countries and settings. Emerging studies 
will determine the use of IPT under different conditions and may discover where 
IPT is not as useful or clinically indicated. This is how our knowledge of care is 
determined.
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Interpersonal Psychotherapy 
for Depression in Low-  and 

Middle- Income Countries

A Meta- Analysis
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D A V I D  D .  E B E R T,  A N D  E I R I N I  K A R Y O T A K I  ■

INTRODUCTION

Almost a billion people suffered from a mental disorder in 2019; of these 
individuals, 82% lived in low-  and middle- income countries (LMICs).1 Depression 
is one of the most common disorders, with about 280 million people worldwide 
suffering from it. Depressive disorders not only are highly prevalent, but also re-
sult in considerable loss of quality of life in patients and their families.2 Mental 
disorders are the leading cause of years lived with disability, accounting for about 
15% of disability globally, and depression is responsible for about 40% of this di-
sease burden.1 Furthermore, depression is associated with increased morbidity 
and premature mortality3 and with enormous economic costs.4

Several evidence- based interventions are available for the treatment of de-
pression, including pharmacotherapy5 and psychotherapies.6 Pharmacotherapy 
is currently the first- line treatment for depression in most countries, although 
the evidence is increasing that psychotherapies are more effective in the longer 
term, and not prescribing antidepressants without combining then with psycho-
therapy should be considered.7,8 Furthermore, the majority of patients with de-
pression prefer psychotherapy over medications,9 although research on patients’ 
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preferences has largely been conducted in Western countries, and it is not clear 
whether this is also the case in LMICs.10

There are several psychotherapies that have been found to be effective in the 
treatment of depression. In a large network meta- analysis of psychotherapies 
for adult depression, we identified 8 main types of psychotherapy (cognitive 
behavioral, interpersonal, psychodynamic, problem- solving, behavioral activa-
tion, life- review and “third- wave” therapies, and nondirective supportive coun-
seling).11 This network meta- analysis indicated that all therapies are effective, and 
that there were no significant differences in effects between these therapies. only 
nondirective counseling was found to be less effective, although that may be an ar-
tifact because this therapy is often used as a control condition for other therapies.

Most research on psychotherapies for depression have been conducted in 
Western high- income countries.11 Since 2000, however, a growing number of 
trials were conducted in LMICs. This research showed that psychotherapies are 
at least as effective in LMICs as compared to high- income countries and maybe 
even more effective.11 one major barrier to expand treatments of depression in 
LMICs is the lack of skilled mental health practitioners.12 Task sharing to the front 
line (i.e., delegating care tasks to community or primary care– based nonspecialist 
workers) has been advocated to address this barrier.13,14 A large, “individual pa-
tient data” meta- analysis showed that such task- sharing interventions have a 
small but significant effect on depression. To facilitate the implementation of task- 
sharing and other low- threshold interventions, the World Health organization 
(WHo) developed several brief interventions that can be implemented easily, 
including Problem Management Plus (PM+ ),15,16 Self- Help Plus (SH+ ),17,18 and 
Step- by- Step, the digital version of PM+ .19,20

Although task- sharing and other low- threshold interventions can improve 
access to psychological treatments in low- resourced settings, the effects are still 
modest, and many participants will not respond to these treatments. This means 
that more specialized treatments are still very much needed, also in low- resourced 
settings. Interpersonal psychotherapy (IPT) is one of these treatments that can be 
applied as not only a first- line treatment, but also in patients for whom other 
low- threshold interventions were not effective. IPT is recommended by WHo as 
a treatment of depression, and a manual of an 8- session group version of IPT has 
been published by WHo.21 This manual is part of the Mental Health Gap Action 
Program (mhGAP) program of WHo, and it describes a simplified version of IPT 
that can be used by supervised facilitators who may not have received previous 
training in mental health. The manual is available in English, but it has also been 
translated into several other languages (Arabic, Chinese, Farsi, French, russian, 
Spanish, and Swahili).

In this chapter, we give an updated overview of the research that has been 
conducted on IPT and conduct a meta- analysis of the effects of IPT for adult 
depression. We also focus on trials conducted in LMICs and compare these with 
the research on IPT in high- income countries. We use the data from a large meta- 
analytic project on psychotherapies for depression, which are openly available on 
the website of the project (https:// www.meta psy.org).

https://www.metapsy.org
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METHODS

Identification and selection of studies

For this study we used the data of a larger meta- analytic project on psychological 
treatments of depression that was registered at the open Science Framework,22 
and supplemental materials were available at the website of the project (https:// 
www.meta psy.org). This database was used in a series of earlier published 
meta- analyses.23

The studies included in the current study were identified through the larger, 
already existing database of randomized trials on the psychological treatment of 
depression. For this database, we searched four major bibliographical databases 
(PubMed, PsycInfo, Embase, and the Cochrane Library) by combining index 
and free terms indicative of depression and psychotherapies, with filters for 
randomized controlled trials. The full search strings can be found at the project 
website (https:// www.meta psy.org). Furthermore, we checked the references of 
earlier meta- analyses on psychological treatments of depression. The database 
is continuously updated and was developed through a comprehensive literature 
search (from 1966 to January 1, 2022). All records were screened by two inde-
pendent researchers, and all papers that could possibly meet inclusion criteria 
according to one of the researchers were retrieved as full text. The decision to 
include or exclude a study in the database was also done by the two independent 
researchers, and disagreements were resolved through discussion.

For the current study, we selected randomized controlled trials in which IPT 
for adults with depression was compared with a control condition (wait list, care 
as usual, other). For a therapy to be defined as IPT, the authors have specifically 
referred to the most recent manuals.21,24 Depression could be defined as meeting 
criteria for a depressive disorder according to a diagnostic interview or as a score 
above the cutoff on a self- report depression measure. We excluded studies in 
which two therapies were compared with each other and no control group was 
available as well as studies comparing IPT with pharmacotherapy. These results 
were published in a previous study.25

Quality assessment and data extraction

We assessed the validity of included studies using four criteria for the risk of bias 
(roB) assessment tool, Version 1, developed by the Cochrane Collaboration.26 We 
used Version 1 of this tool because this meta- analysis was included in the broader 
meta- analytic project of psychological treatments of depression.27

The roB tool assesses possible sources of bias in randomized trials, including 
the adequate generation of allocation sequence; the concealment of allocation to 
conditions; the prevention of knowledge of the allocated intervention (masking of 
assessors); and dealing with incomplete outcome data (this was assessed as positive 
when intention- to- treat analyses were conducted, meaning that all randomized 
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patients were included in the analyses). Assessment of the validity of the included 
studies was conducted by two independent researchers, and disagreements were 
solved through discussion.

We also coded participant characteristics (diagnostic method; recruitment 
method; target group; mean age; proportion of women); characteristics of IPT 
(treatment format; number of sessions); as well as general characteristics of the 
studies (type of control group; publication year; country where the study was 
conducted). The details and specific definitions of these characteristics can be 
found at the project website (https:// www.meta psy.org).28

Outcome measures

For each comparison between a psychological treatment and a control condition, 
the effect size indicating the difference between the two groups at post- test was 
calculated (Hedges’ g).29 Effect sizes were calculated by subtracting (at posttest) 
the average score of the psychotherapy group from the average score of the con-
trol group and dividing the result by the pooled standard deviation. Because some 
studies were expected to have relatively small sample sizes, we corrected the ef-
fect size for small- sample bias. When means and standard deviations were not 
reported, we calculated the effect size using dichotomous outcomes or change 
scores; and if these also were not available, we used other statistics (e.g., t value or 
p value) to calculate the effect size.

Meta- analyses

Analyses were conducted using the metapsyTools28 package in r (Version 4.1.1) 
and rStudio (Version 1.1.463 for Mac). The metapsyTools package was specif-
ically developed for the meta- analytic project, of which this study is part. The 
package imports functionality of the meta,30 metafor,31 and dmetar32 packages.

We calculated the pooled effect sizes in several different ways, as implemented 
in the metapsy tools package, so that we could explore if different pooling 
methods resulted in different outcomes. In our main analysis model, all effect size 
data available for a comparison in a specific study were aggregated within that 
comparison first. These aggregated effects were then pooled across studies and 
comparisons. To aggregate effects within comparisons, an intrastudy correlation 
coefficient of ρ =  0.5 was assumed.

We conducted several other analyses to examine whether these main outcomes 
were robust. First, we estimated the pooled effect using a 3- level correlated and hi-
erarchical effects (CHE) model, which was recently proposed by Pustejovsky and 
Tipton (2021)33; and parameter tests and confidence intervals (CIs), which were 
also calculated using robust variance estimation (rVE) to guard against model 
misspecification. We assumed an intrastudy correlation of ρ =  0.5 for this model. 
Second, we pooled effects while excluding outliers, using the “nonoverlapping 
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confidence intervals” approach, in which a study is defined as an outlier when 
the 95% CI of the effect size does not overlap with the 95% CI of the pooled effect 
size.28 Third, we pooled effects while excluding influential cases as defined by the 
diagnostics.34 Fourth, we calculated the effect when only the smallest or largest ef-
fect in each study was considered. Fifth, we estimated the pooled effect using only 
studies with low roB bias.

We also used three different methods to assess and adjust for potential publica-
tion bias32,35: Duval and Tweedie’s trim and fill procedure,36 rücker’s limit meta- 
analysis method,37 and the selection model.38,39

A random- effects model was assumed for all analyses. Between- study hetero-
geneity variance (components) was estimated using restricted maximum likeli-
hood. For models not fitted using rVE, we applied the Knapp- Hartung method 
to obtain robust CIs and significance tests of the overall effect.39 As a test of ho-
mogeneity of effect sizes, we calculated the I2 statistic and its 95% CI, which is an 
indicator of heterogeneity in percentages. A value of 0% indicates no observed 
heterogeneity, and larger values indicate increasing heterogeneity, with 25% as 
low, 50% as moderate, and 75% as high heterogeneity.26 For the three- level model, 
we calculated a multilevel extension of I2, which describes the amount of total var-
iability attributable to heterogeneity within studies (level 2) and heterogeneity be-
tween studies (level 3).32 Because I2 cannot be interpreted as an absolute measure 
of the between- study heterogeneity, we also added the prediction interval (PI), 
which indicates the range in which the true effect size of 95% of all populations 
will fall.40,41

In addition to Hedge’s g, we calculated the numbers needed to treat (NNT) 
for depression using the formulas provided in reference 42, in which the control 
group’s event rate was set at a conservative 17% (based on the pooled response rate 
of 50% reduction of symptoms across trials in psychotherapy for depression).43

We conducted a series of subgroup analyses. The main one was aimed at 
examining whether effect sizes found in studies in LMICs differed from those 
in high- income countries. In addition, we compared studies using different re-
cruitment strategies; whether or not depression was established with a diagnostic 
interview; the target group (adults in general; women with perinatal depression; 
other specific target group); treatment format (individual; group; other/ mixed); 
control group (care as usual; waitlist; other), and studies with low roB (meeting 
all 4 criteria) versus other studies.

RESULTS  

Selection and inclusion of studies

After examining a total of 30,889 records (21,563 after removal of duplicates), we 
retrieved 3,584 full- text papers for further consideration. A total of 878 studies 
were included in the database of trials on psychotherapies for adult depression. 
The data can be downloaded and analyzed at https:// www.meta psy.org. A total of 
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33 trials met the inclusion criteria for this meta- analysis. The PrISMA flow chart 
describing the inclusion process, including the reasons for exclusion, is presented 
in Figure 3.1.

Characteristics of included studies

A summary of key characteristics of the 33 included studies is presented in Table 
3.1. In the trials, 2476 patients participated, 1245 in IPT and 1231 in the control 
conditions. Three trials were conducted in LMICs, one in a low- income country 
at the time of publication (Uganda: Bolton et al., 2003) and two in upper- middle- 
income countries (Brazil: Matsuzaka et al., 2017; and South Africa: Petersen et al., 
2014). The other studies were conducted in high- income countries in North 
America (24), 5 in Europe, and 1 in Australia.

Records identi�ed through
database searching

(n = 30,889)
PubMed (n = 6794); Embase (n = 8846);
PsycINFO (n = 4484); Cochrane Library

(n = 10,765)       

S
cr
ee

ni
ng

In
cl
ud

ed
E
lig

ib
ili
ty

Id
en

ti
fi
ca

ti
o
n

Additional records identi�ed through
other sources

(n = 126) 

Records after duplicates removed
(n = 21,563) 

Records screened
(n = 21,563)

Records excluded
(n = 17,979)

Full-text articles assessed
for eligibility
(n = 3584)

Full-text articles excluded, with reasons
(n = 2706)

-Companion papers, n = 818
-Depression not inclusion criterion, n = 484
-Dissertations, n = 21
-Effect sizes cannot be estimated, n = 92
-Maintenance trial, n = 138
-No control condition, n = 68
-No psychotherapy for depression, n = 291  
-No random assignment, n = 79
-Not available, n = 67
-Other, n = 243
-Other language, n = 22
-Protocol paper, n = 335
-Stepped/collaborative care, n = 48

Studies included in meta-
analytic database

(n = 878)

Records excluded from database
(n = 845)

-Adolescents (n = 69)
-No control condition (n = 371)
-No IPT (n = 405)

Studies included in current
meta-analysis 

(n = 33)

Figure 3.1 Flow chart of the inclusion of studies.
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In most studies’ (26/ 33) participants met criteria for a depressive disorder ac-
cording to a clinical interview, while in the other 7 studies participants scored 
above a cutoff on a self- rating scale. In 10 studies, participants were recruited 
through the community; in 10 studies through clinical referrals; and 13 studies 
used other recruitment methods. Eight studies were aimed at adults in general, 
11 at women with perinatal depression; the other 14 were aimed at other specific 
target groups. The interventions in 18 studies had an individual format; 7 had a 
group format; 19 had a guided self- help format; and the remaining 8 studies had a 
mixed format. The number of sessions ranged from 4 to 27, with the majority (27 
studies) between 8 and 16 sessions. In 24 studies, usual care was used as control 
group; 4 studies used a wait- list control group; and the 5 remaining studies used 
another control group.

Nineteen of the 33 studies reported an adequate sequence generation (57.6%); 
8 reported allocation to conditions by an independent party (24.2%); 9 reported 
using blinded outcome assessors (27.3%); 23 used only self- report outcomes 
(69.7%); and in one study blinding of outcome assessors was unclear. In 23 
studies, intent- to- treat analyses were conducted (69.7%). Four studies (12.1%) 
met all criteria for low roB, 21 studies (63.6%) met 2 or 3 criteria, and 7 met 1 or 
none of the criteria (21.2%).

Overall effects of IPT on depression

The overall effects of IPT as well as the sensitivity analyses are reported in Table 
3.2, and the forest plot is presented in Figure 3.2. The overall effect size for the 
33 studies was g =  0.50 (95% CI: 0.34; 0.65), with high heterogeneity (I2 =  76; 
95% CI: 66; 83), and a broad PI (- 0.26; 1.26). The NNT was 6.49. Most sensi-
tivity analyses resulted in comparable outcomes (Table 3.2). When 5 outliers 
were removed the effect size was somewhat smaller (g =  0.35; 95% CI: 0.24; 
0.47), but heterogeneity was low (I2 =  30; 95% CI: 0; 56) and the PI was narrower 
and did not include zero (0.05; 0.66). The number of studies with low roB was 
small and pooling these studies while excluding other studies resulted in a 
small and nonsignificant effect size. Egger’s test did not indicate significant pub-
lication bias (P =  .79), and the three models adjusting for this bias indicated 
results that were comparable to the main analyses and with comparable levels 
of heterogeneity.

Effects of IPT in LMICs compared with  
high- income countries

A subgroup analysis comparing the effects found in trials in LMICs compared 
with high- income countries found no significant difference (Table 3.3). The 
effects in the three LMICs were somewhat larger (g =  0.75; 95% CI: - 0.95; 2.45) 
than in high- income countries, but they were not significant, and heterogeneity 
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was very high (I2 =  94; 95% CI: 84; 97). It should be noted that statistical power is 
notoriously low in subgroup analyses,43 meaning that it is not clear whether the 
effects of IPT in LMICs are smaller, comparable, or larger than in high- income 
countries.

The high level of heterogeneity among the three studies in LMICs can be 
explained by the very large effect size found in Bolton et al. (g =  1.32; 95% CI: 1.06; 
1.57), the very small effect size found by Matsuzaka et al. (g =  0.02; 95% CI: - 0.37; 
0.40) and the effect size found in Petersen et al. in between (g =  0.92; 95% CI: 0.21; 
1.63). Furthermore, the study by Bolton et al. was an outlier in the main analyses, 
and it was also identified as the only influential study according to the criteria of 
Viechtbauer and Cheung.34 It is not clear why this study was an outlier, but perhaps 

Beeber, 2010
Soruce g (95% Cl)

0.77 [ 0.29; 1.26]
1.32 [ 1.06; 1.57]
0.47 [–0.21; 1.16]
1.07 [ 0.78; 1.36]
0.36 [ 0.05; 0.66]
1.25 [ 0.74; 1.76]
1.15 [ 0.31; 1.99]
0.67 [ 0.02; 1.33]
0.19 [–0.06; 0.45]
–0.09 [–0.70; 0.51]
–0.14 [–0.85; 0.58]
0.02 [–0.37; 0.40]
0.39 [ 0.02; 0.75]
0.45 [–0.28; 1.17]
0.21 [–0.34; 0.75]
0.60 [ 0.14; 1.06]
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Figure 3.2 Forest plot.
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the specific context and methods (cluster- randomized trial in villages with a de-
pression instrument developed for this study) could explain these findings.

Other subgroup analyses

The results of the other subgroup analyses are reported in Table 3.3. We found 
no indication that the type of recruitment, a diagnosis versus a cutoff, the target 
group, the format, or the type of control group was associated with significantly 
larger or smaller effect sizes. We did find that studies with low roB had signifi-
cantly smaller effect sizes than the other studies.

DISCUSSION

We conducted a meta- analysis of randomized trials comparing IPT with control 
groups in high- income and LMICs and found that IPT had a significant effect on 

Table 3.2 Effects of interpersonal psychotherapy for adult depression

k g 95% CI I2 95% CI PI NNT
Main analyses: combined 33 0.50 0.34; 0.65 76 66; 83 - 0.26; 1.26 6.49
Multilevel model (CHE)a 49 0.50 0.34; 0.66 69 - - 0.25; 1.25 6.47
outliers removedb 28 0.35 0.24; 0.47 30 0; 56 0.05; 0.66 9.59
Influence analysisc 32 0.46 0.31; 0.61 66 51; 77 - 0.21; 1.13 7.12
one ES/ study (lowest) 33 0.47 0.32; 0.63 74 63; 81 - 0.28; 1.23 6.88
one ES/ study (highest) 33 0.52 0.36; 0.68 74 63; 81 - 0.25; 1.29 6.16
only low risk of bias 6 0.19 - 0.01; 0.39 0 0; 75 - 0.03; 0.41 19.16
Publication bias correctiond

-  Trim- and- fill methode 33 0.50 0.34; 0.65 76 66; 83 - 0.26; 1.26 6.49
-  Limit meta- analysisf 33 0.43 0.13; 0.72 77 - - 0.38; 1.23 7.76
-  Selection modelg 33 0.46 0.28; 0.65 72 - - 0.33; 1.26 7.06

a Number of clusters/ studies: 33; robust variance estimation (rVE) used.
b removed as outliers: Bolton, 2003; Dennis, 2020; Grote, 2009; o’Hara, 2000; 
Spinelli, 2013.
c removed as influential case: Bolton, 2003.
d Corrections were applied to the “combined” model.
e Zero studies added.
f For the limit meta- analysis, the value under I2 refers to the G2 heterogeneity statistic.
g Step- function selection model with cut points P =  .1. The selection model parameter test 
was not significant: χ² =  1.624 (P =  .203). The model was fitted using maximum likelihood 
estimation.
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Table 3.3 Subgroup analyses

Variable Level ncomp g CI I2 CI NNT P

Main subgroup analysis
Country Western 30 0.47 0.31; 0.62 66 50; 77 6.94 .48

Non- Western 3 0.75 - 0.95; 2.45 94 84; 97 4.01
other subgroup analyses
recruitment Community 10 0.49 0.16; 0.82 69 41; 84 6.61 .26

Clinical 10 0.33 0.11; 0.55 43 0; 73 10.39
other 13 0.59 0.3; 0.89 83 73; 90 5.32

Diagnosis Mood 
disorder

26 0.50 0.32; 0.68 79 70; 85 6.46

Cutoff score 7 0.50 0.12; 0.88 57 0; 81 6.46 .99
Target group Adults 8 0.51 0.12; 0.89 86 74; 92 6.31 .85

Perinatal 11 0.52 0.17; 0.87 79 63; 88 6.17
other 14 0.43 0.22; 0.64 45 0; 71 7.69

Format Individual 18 0.40 0.19; 0.62 70 51; 81 8.35 .31
Group 7 0.70 0.28; 1.12 81 60; 90 4.35
other/ mixed 8 0.55 0.22; 0.88 73 44; 87 5.78

Control Care as usual 24 0.49 0.3; 0.68 79 69; 86 6.61 .77
Wait list 4 0.62 - 0.09; 1.33 74 29; 91 5.02
other control 5 0.42 - 0.07; 0.91 48 0; 81 7.90

Low risk of 
bias

Yes 6 0.19 - 0.01; 0.39 0 0; 75 19.09 <.001

No 27 0.58 0.41; 0.75 76 65; 83 5.43

depression. This was supported in a series of sensitivity analyses, although the 
significant effects were not confirmed in the small set of studies with low roB.

We also compared the studies conducted in LMICs with those conducted in 
high- income countries. We did not find a significant difference between these 
two groups of studies, but unfortunately the number of studies in LMICs was very 
small, and subgroup analyses are notoriously underpowered when the number of 
studies is small. We also found that one of the three studies was an outlier with 
much larger effect sizes than the other studies on IPT. This means that we cannot 
be certain whether IPT is also effective in LMICs.

In a large meta- analysis on psychological treatments of adult depression in which 
we also included other types of psychotherapy, we found that psychotherapies in 
LMICs were at least as effective as those in high- income countries.10 We even 
found that the effects were somewhat larger in LMICs, but that could be an ar-
tifact related to the low quality of many studies or, for example, differences in 
what usual care is between high- income countries and LMICs. This suggests 
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that our findings on IPT are in line with other research findings suggesting that 
psychotherapies are at least as effective in LMICs.

It is worrying that only a limited number of trials met all criteria for low roB. In 
the broader field of psychotherapies for depression, it is also found that less than 
25% of trials have low roB.43 Just like in the current meta- analyses, it is usually 
also found that the effects found for studies with low roB are smaller than other 
studies. This means that the effects of IPT and other psychotherapies, such as 
cognitive behavior therapy, behavioral activation, problem- solving, and psycho-
dynamic therapies, are probably overestimated.

The results of this study should be considered with caution because of sev-
eral important limitations. First, the number of studies, especially in LMICs, was 
small. Second, as already indicated, the number of studies with low roB was small, 
making all outcomes uncertain. Third, we did not look at longer term outcomes or 
comparisons with other therapies or pharmacotherapy.

Despite these limitations, we can conclude that IPT is probably an effective 
treatment of adult depression, and that there is no reason to assume that the 
effects are smaller in LMICs, although more research, especially high- quality re-
search, is needed to verify that.
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Interpersonal Psychotherapy (ISIPT)

J O H N  C .  M A R K O W I T Z  ■

Designed and first tested in the 1970s by M. M. Weissman, the late G. L. Klerman, 
and their colleagues at Yale and Harvard Universities, interpersonal psycho-
therapy (IPT1) became a research success as a novel, time- limited treatment for 
patients with major depression.1,2 Dissemination of IPT proceeded more slowly. 
As IPT spread, however, the need arose for an organization to bring clinicians 
and researchers together. This is the brief history of a still small society, the 
International Society of Interpersonal Psychotherapy (ISIPT; https:// int erpe rson 
alps ycho ther apy.org/ ).

Drs. Klerman and Weissman developed IPT as a research treatment in the con-
text of a clinical trial.2,3 When IPT showed both efficacy3 for depression and a gain 
in social functioning that antidepressant medication lacked,4 several investigators 
tested its efficacy in randomized controlled clinical trials for major depression 
and other disorders. Klerman and Weissman took a relatively cautious approach 
to dissemination, first ensuring that the treatment actually worked. For years, IPT 
researchers joked that there were more published papers on IPT than there were 
IPT therapists. Moreover, most of those scarce therapists were engaged in clinical 
research trials rather than community practice. Then in 1992, soon after IPT had 
gained recognition for its outcomes in landmark studies like the National Institute 
of Mental Health Treatment of Depression Collaborative research Program,5,6 
Dr. Klerman prematurely died, derailing the spread of the treatment. research 
on IPT continued,1 but it took years for it to reach clinicians through clinical 
training programs and continuing education courses. Even today, only a minority 
of healthcare professional programs provide instruction and clinical supervision 
in IPT despite impressive supporting evidence for its efficacy.7,8
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FORMATION OF THE ISIPT

In the late 20th century, IPT researchers and clinicians began to meet informally 
at national and international conferences, particularly at the American Psychiatric 
Association (APA) annual meetings. In May 2000, at an APA meeting in Chicago, 
a small group of us in a hotel conference room agreed to form an informal IPT or-
ganization. Participants attended from Australia, Canada, Germany, Great Britain, 
Iceland, Luxembourg, New Zealand, the United States, and other countries. That 
same year in Australia, Michael robertson, led the formation of the International 
Society for Interpersonal Psychotherapy, headquartered in Australia, with three 
chapters in North America, the United Kingdom/ Europe, and Australasia. He and 
rebecca reay, in Australia emailed a helpful news bulletin. The original ISIPT 
goals, which mirror those today, included the following:

 • Disseminating IPT as a therapeutic modality
 • Promoting training in IPT
 • Promoting international cooperation in IPT research, training, and 

delivery
 • Promoting dialogue among clinicians in order to further evolve IPT in 

various research and clinical settings
 • Establishing training and accreditation pathways for IPT

Interpersonal psychotherapy therapists and clinicians began to stay in touch. 
In June 2004, Ellen Frank, and David Kupfer, organized the first ISIPT meeting 
in Pittsburgh, Pennsylvania, a 3- day event bringing together researchers and 
clinicians from several continents. International meetings have since continued 
roughly every 2 years, in Toronto, New York, Amsterdam, Iowa City, London, 
Toronto (again), Budapest, and most recently a November 2021 CoVID- year vir-
tual conference beamed from Florida. The 10th annual conference will be held in 
Newcastle Upon Tyne, United Kingdom, in 2024.

At one early gathering, Scott Stuart, from Iowa City, Iowa, was unanimously 
chosen as the first ISIPT president by a small group of IPTers, a role he retained 
for more than a decade. During this time, IPT training spread while the ISIPT 
remained a loosely knit, informal organization. In 2011, the ISIPT board 
transferred the ISIPT organizational base from Australia to Iowa City, Iowa, 
where it was again incorporated as a nonprofit institution. In 2015, the ISIPT 
membership held its first formal elections, electing Holly Swartz, from Pittsburgh, 
Pennsylvania, to a 2- year term as president (2015– 2017), with Paula ravitz, of 
Toronto, Canada, as vice president. Also elected were a treasurer, secretary, and an 
elected executive council, which held monthly meetings. Bylaws were approved, 
and the organization was reincorporated in 2016 as the International Society 
of Interpersonal Psychotherapy in Brentwood, Tennessee. regular elections for 
officers and executive council members continue. Subsequent presidents have 
been Dr. ravitz (2017– 2019); oguz omay (2019– 2021); and now myself (2021– 
2023). Heather Flynn, is the vice president and president- elect.
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THE CURRENT ORGANIZATION

Since its 2015 reorganization, the ISIPT has become an active, far- flung, vibrant, 
solvent, if still small organization. It remains “a multidisciplinary, non- commercial, 
international organization committed to the advancement of interpersonal psy-
chotherapy (IPT) through scientific research, training and dissemination. The 
ISIPT sees the broad application of IPT by therapists worldwide as one of the 
valuable means for alleviating human suffering due to mental disorders” (https:// 
int erpe rson alps ycho ther apy.org/ about- isipt/ miss ion- vis ion). ISIPT membership 
spans 6 continents. In addition to its individual members, ISIPT embraces na-
tional and regional chapters (Brazil, China, and Turkey, with other countries and 
regional groups in the wings) and maintains cordial informal affiliation with inde-
pendent, nonchapter national IPT organizations (e.g., IPT- UK; Dutch, German, 
and Swedish IPT groups). Dr. omay deserves credit for the innovation of the na-
tional and regional chapters.

Members communicate through an active listserv and via the frequently 
updated website, which was curated first by Dr. Gokben Hizli Sayar of Turkey 
and now by Malin Bäck of Sweden. Based on membership dues, dedicated 
teaching workshops, and proceeds of the biennial international meetings, the 
ISIPT has built a modest treasury to support its training, certification, and ad-
vocacy efforts.

The executive council meets monthly by Zoom. It comprises the president, 
vice president, secretary, treasurer, 6 council members (currently from four 
continents), and 2 nonvoting council members: Dr. Weissman as the inventor of 
IPT and Dr. Swartz as parliamentarian. The ISIPT component committees gen-
erally reflect the organization’s initiatives. Their liaisons report to the executive 
council (see Figure 4.1).

Interpersonal psychotherapy remains underutilized as a treatment consid-
ering its therapist and patient friendliness and its proven efficacy for psychiatric 
conditions, ranging from unipolar to bipolar mood disorders, eating disorders, 
and post- traumatic stress disorder.1,8 In recent years, under the dynamic leadership 
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Figure 4.1 Structure of the International Society of Interpersonal Psychotherapy 
current goals.
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of Drs. Swartz, ravitz, and omay, ISIPT has mobilized to conduct several impor-
tant initiatives.

1. Promoting IPT and ISIPT membership. Most psychotherapists begin training 
by learning a cognitive behavioral, supportive, or psychodynamic approach. 
Too few psychiatric residencies and psychology and social work programs pro-
vide IPT training.7 (The ISIPT is currently resurveying the extent of IPT training 
across North American programs.) IPT is thus supplemental training for most 
therapists. ISIPT sponsors training workshops, to which IPT experts donate their 
time and energy to orient participants to IPT principles and practice. Workshop 
profits support the organization, and it is hoped many of these new IPT users will 
eventually join ISIPT.

The ISIPT supports its members through its active global listserv and website. 
The website offers the outside world information about IPT and the ISIPT. Its 
Members only section presents videotape and PowerPoint training materials, 
IPT assessments, past meeting presentations, a “Tips and Trainers” educational 
section, member directory, and other resources. The listserv provides the oppor-
tunity to learn about and discuss with experts new developments in IPT clinical 
practice and research. Since 2001 a special interest group initiative has attracted 
great member interest. To date there have been meetings for those interested in 
IPT for adolescent, peripartum, and bipolar patients. ISIPT membership affords 
discounts to ISIPT meetings and for ISIPT certification.

Initially developed in the United States, IPT has now spread widely in Europe, 
Australasia, and South America and increasingly into Africa and Asia. We have 
been pleased to see IPT, and by extension ISIPT, disseminated well beyond 
America. There have been studies and large training projects in Uganda, Kenya, 
Ethiopia, Mozambique, and South Africa, as well as in Japan, Korea, Hong 
Kong, and now mainland China. researchers from 28 countries on 6 continents 
attended the last ISIPT biennial meeting. ISIPT membership is rising but re-
mains too sparse considering its global spread. readers interested in the orga-
nization are encouraged to join ISIPT (https:// int erpe rson alps ycho ther apy.org/ 
mem bers hip/ join- now/ ), which offers reduced rates to clinicians from LMICs 
and to students.

2. Promoting IPT research. IPT began as a research treatment. Its range has 
been defined by its success and failure in randomized controlled clinical trials.1,8 
Although research has taught us much about IPT, more remains to be learned. The 
ISIPT lacks the resources to directly fund psychotherapy research, but it brings to-
gether IPT researchers and fosters the funding atmosphere where possible.

3. Certification. IPT clinicians have long yearned for proof of their skills 
training, and ISIPT has worked in recent years to provide that. In 2020, ISIPT 
began certifying IPT trainers and supervisors based on past IPT training and su-
pervisory experience, letters of recommendation, and other criteria (https:// int 
erpe rson alps ycho ther apy.org/ the rapi sts- train ers/ isipt- certifi cat ion- requi reme 
nts/ ). Since 2021, ISIPT has also certified IPT therapists based on educational and 
clinical data. Goals of certification include maintaining the integrity of training 

https://interpersonalpsychotherapy.org/membership/join-now/
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and practice and identifying IPT experts around the world. Certification requires 
ISIPT membership.

4. Advocacy for patients and for psychotherapy. A relatively new organizational 
facet has been to promote IPT and psychotherapy more generally to ensure patient 
access to effective treatment and thus reduce suffering. ISIPT has written to correct 
bias in treatment practice guidelines, to promote psychotherapy to US congres-
sional panels, to critique inaccurate newspaper articles with letters to editors, and 
to advocate for clinical research funding. A particular problem IPT has faced is that 
the US National Institute of Mental Health, historically the richest source of clinical 
research funding in the world, in the past decade has essentially reduced clinical re-
search grants in favor of neuroscience studies.9,10 Because there is strength in num-
bers, ISIPT has begun to collaborate on advocacy with cognitive behavioral and 
psychoanalytic organizations, and with national societies such as the American 
Psychiatric Association, to promote access to care and patient safety where needed.

This short chapter cannot fully describe the workings and benefits of our 
growing organization, but it is hoped it conveys some of the vibrancy of the ISIPT. 
If you have not already done so, please go to the website (https:// int erpe rson alps 
ycho ther apy.org/ ) and see for yourself.
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C I N D Y  G O O D M A N  S T U L B E R G  A N D  H E A T H E R  A .  F LY N N  ■

Discussion regarding whether and how to create a certification process for IPT 
trainers, supervisors, and psychotherapists within the International Society of 
Interpersonal Psychotherapy (ISIPT) began around the inception of the organiza-
tion in 2000. The issue of certification within the organization was an ongoing topic 
at the biannual meetings, on the ISIPT listserv, and among the ISIPT committees.

Some of the concerns raised by members included issues around ISIPT organi-
zation having to accept professional responsibility for certified members as well 
as the size of the organization. ISIPT had been a relatively small organization that 
did not historically have the infrastructure to implement the certification pro-
gram. Support for certification from members centered on the need for ISIPT 
to create processes and supports for high- quality dissemination of interpersonal 
psychotherapy (IPT) globally. The organization also saw other psychotherapy 
models offering certification, and this contributed to the dissemination of those 
models. requests for certification were particularly strong from members living 
in countries where their governing bodies and governments that sometimes paid 
for counseling services were asking for certified clinicians.

In 2015, an ISIPT Certification Committee was charged with systemati-
cally exploring whether and how to create a certification process for ISIPT. 
The committee comprised 10 ISIPT members from different parts of the 
world, representing diverse disciplines (e.g., psychologists, psychiatrists, social 
workers, etc.) and roles, including clinicians, researchers, and academics. The 
committee was first established to explore and develop processes for trainer 
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and supervisor certification, with a plan to develop psychotherapist certifica-
tion later.

By design, the committee was inclusive of different points of view and encouraged 
participants to share their professional experiences to get a thorough picture of the 
needs of clinicians from around the world. The mission of the committee was to 
“develop standards and processes supporting continued educational development 
and voluntary certification of IPT trainers and supervisors.” The implementation 
of the mission included standards and processes that support excellence in training 
professionals in IPT. The accomplishment of the mission included identifying a 
range of options for obtaining the most effective experience for IPT certification 
process and criteria, eliciting expertise and informing the ISIPT members, and 
working closely with the ISIPT Executive Committee and ISIPT membership on 
these options and associated recommendations. Implementation of the mission 
also outlined that guidelines and standards for trainer development and training 
competencies would be agreed on by consensus and would be iterative. That is, the 
process would evolve based on emerging empirical evidence and training wisdom.

In addition to determining a mission for the certification committee, a set of 
guiding principles was developed, based on consensus, to support training effec-
tiveness, dissemination, as well as ongoing IPT trainer development. These prin-
ciples included the following:

 • Trainer certification criteria will reflect the mission of the ISIPT and will 
support trainer development.

 • Any standards, criteria, and/ or processes should be linked, where 
feasible, to training quality and outcomes.

 • Certification will be voluntary in that ISIPT members may choose 
whether or not to pursue certification.

 • There are multiple pathways to trainer development and to being able 
to meet certification criteria, accommodating multiple styles, roles, 
resources, cultures, and contexts.

 • Trainer certification should be feasible for any ISIPT member to pursue, 
regardless of culture, geographic location, or resources

 • Any established standards and processes will be evaluated continually 
and informed by new knowledge (e.g., IPT mechanisms of action).

 • Any process must be feasible and sustainable for ISIPT to implement and 
sustain.

once the mission and guiding principles were established, a number of devel-
opmental, foundational activities were completed by the certification committee 
in order to carefully determine consensus as well as a preliminary certification 
process. These activities included the following:

 • regular committee conference calls
 • A qualitative study of IPT experts’ perspectives on certification
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 • An ISIPT member survey about member perspectives on trainer and 
supervisor certification

 • Compilation of key issues related to other comparable models of trainer/ 
supervisor certification and development

 • Compilation of other existing IPT certification and training programs 
globally

 • Compiled/ reviewed existing models of IPT trainer development and 
materials

 • ongoing consultations with the ISIPT Executive Committee
 • Expert consensus on IPT trainer competencies linked to quality in 

conjunction with review of existing trainer quality rating tools
 • Devised process of refinement of key elements of the trainer 

development and certification competencies based on targeted ISIPT 
member input

Based on these developmental activities, an initial ISIPT certification process 
for IPT trainers and supervisors was developed. The initial offering of certifica-
tion was implemented as a “grandfathering” stage. This process was developed to 
accommodate and certify very experienced trainers and supervisors, including 
the originators, early leaders, and those who historically launched IPT training 
and supervision globally. Applicants certified in this grandfathering or “legacy” 
stage included members from many different countries, including Brazil, Japan, 
China, France, Italy, Netherlands, Israel, Lebanon, Canada, and the United States. 
A broad group of members was initially certified as trainers and/ or supervisors, 
including psychiatrists, general practitioners, psychologists, social workers, and 
psychiatric nurses providing training and supervision in many different languages 
in low- , middle- , and high- income countries, to children, adolescents, adults, and 
older adults.

Since the initial implementation of trainer and supervisor certification (Figure 
5.1), over 95% of applicants have been certified by ISIPT. Fees for the application 
review process will be implemented with financial support offered to low- income 
countries.

The challenges that presented during the initial implementation of trainer 
and supervisor certification included creating a pool of volunteer application 
reviewers from the ISIPT organization and providing clear instructions around 
how to apply the review criteria. As well, we needed to create a fair and timely 
process to follow up with applicants who needed to provide additional infor-
mation if their submissions were insufficient. Creating the infrastructure re-
quired collecting and distributing the application information and notifying 
applicants once a review had been completed had to be established without 
allocated funds. once applicants are certified, they are listed on the ISIPT 
website.

The ISIPT has also now followed an analogous pathway and created a process for 
psychotherapist certification. As we move forward, we are creating supports and 
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Figure 5.1 Ad for ISIPT certification. Credit: International Society of Interpersonal 
Psychotherapy.
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guidance for ongoing trainer, supervisor, and therapist development. Examples of 
current ISIPT member ongoing development questions include

 • Is there adequate and equitable access to ongoing IPT training for 
therapists, trainers, and supervisors?

 • Can we create mentorship programs to build expert certified trainers?
 • Can we offer ongoing professional development so certified clinicians 

can continue to offer high- quality service?
 • What requirements should be set for recertification and over how long a 

period of time?

Interpersonal psychotherapy is a highly effective researched psychotherapy 
model that has been utilized all over the world and delivered to many different 
individuals, groups, families, and couples for many years. IPT clinicians, trainers 
and supervisors, researchers, and academics are passionate about helping others 
and providing excellent therapy to as many people as they can. Certification 
should always support this effort in every way it can.

IPT TRAINING

Interpersonal psychotherapy training is a broad, international effort to dissemi-
nate IPT around the world so as many people as possible can have access to this 
highly recommended, effective model of psychotherapy.

There is no central organization that coordinates or oversees IPT training, 
although the ISIPT organization has begun to provide certification for IPT 
therapists, trainers, and supervisors. IPT training has evolved over many years, 
originating with what might be called a mentorship and research- based process.

Drs. Klerman and Weissman, who initiated the first clinical research trials of 
IPT in the 1970s, trained clinicians to provide IPT as part of the research. This 
was continued as research studies were done. As information about IPT spread 
through articles on the research results, clinicians and researchers sought training.

As the work progressed and publications cited IPT as a researched model of psy-
chotherapy for depression, other clinicians/ researchers began to adapt the model 
to work with clients with other disorders, and different ages and modalities (e.g., 
eating disorders, dysthymia, adolescents, group therapy). Clinicians/ researchers 
saw the efficacy of the model and began to seek training from those who had been 
previously trained and expand and enhance the use of IPT.

Clinicians who had been trained by the original developers and those subse-
quently trained began to use the model and develop training programs in their 
own countries. Some of these training programs tied to university programs, 
the Veterans Administration program in the United States; government- funded 
programs (e.g., in the United Kingdom); and private practice clinicians in different 
countries (e.g., the Institute for Interpersonal Psychotherapy based in Canada).
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Training was offered, over the years, at the American Psychiatric Association 
conference and at the venue once the ISIPT began having biannual conferences. 
Training was unregulated and traditionally began with a 5- day training schedule, 
composed of didactic information stressing the core components and effective 
delivery of the model. It included opportunities to practice skills and to receive 
feedback from trainers as well as case videos and descriptions of case examples. 
This was typically a beginner’s introduction to IPT but provided enough informa-
tion for a clinician to begin to deliver the therapy. Supervision following training 
was encouraged, but not always done based primarily on cost, time, and trainer 
availability.

over the years, the length of training time was changed in some settings, any-
where from 2 to 5 days in total. Virtual training began to be offered during CoVID, 
which had the advantage of allowing access to clinicians at greater distance and 
reducing travel costs for participants. Some online programs are available as well.

Training is now being provided at an introductory and more advanced level 
and for many IPT adaptations, including perinatal, older adults, couples, and 
post- traumatic stress disorder (PTSD). IPT training is being provided to grad-
uate psychology and psychiatry students as well as in psychology and psychiatry 
programs. There are many training opportunities around the world, and English- 
speaking trainers have used translators to teach in other countries. Training is 
being done in Brazil, China, Lebanon, Africa, and elsewhere. IPT books and 
training materials have been translated in many different languages.

The following is an example of an IPT training and supervision program in 
Brazil.

TRAINING AND SUPERVISION IN INTERPERSONAL  
PSYCHOTHERAPY

IPT- Brazil- Federal University of São Paulo Group 
Euthymia Prado

Training was initiated in 2007 by Prof. Marcelo Feijó de Mello, associate professor 
at the Department of Psychiatry at the Federal University of São Paulo. He initially 
formed a group of psychiatrists and psychotherapists (Fernando S. Lacaz, Aline 
F. Schoedl, Mariana Pupo, and rosaly F. Braga), who went on to provide training 
and supervision under his leadership, creating the Interpersonal Therapy Clinic 
(C- TIP).

Between 2007 and 2011, courses with theoretical classes and seminars were 
held annually, totaling 30 hours. An additional 30 hours of supervision occurred 
in each course, supervising groups of 3 to 4 students who presented at least 2 cases 
each. Around 100 students participated and were certified, including psychiatrists 
and psychotherapists. At the end, each student presented a detailed written report 
of supervised cases. The criteria for approval were attendance of at least 75%, par-
ticipation in seminars, and a final paper to be presented orally.
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In 2012, Euthymia Prado and rosaly Braga started coordinating a weekly 2- 
hour meeting that included theoretical training and case supervision of members 
of the department’s staff. Graduate students and interested residents also 
participated. In 2015, an online course was developed, using the distance learning 
platform of the Assistance and research Program in Violence of the Department 
of Psychiatry of the University of São Paulo, in collaboration with the Center for 
Studies and research of the same department. The platform allows organized, 
dynamic, and collaborative visual interaction, with material available every week, 
totaling 6 weeks, and the student can complete it in up to 12 weeks. In addi-
tion to video- recorded classes, there are vignettes of clinical cases that address 
the foci of interpersonal therapy, theoretical texts, and questionnaires at the end 
of each module to evaluate the learning of the content. After completing the the-
oretical course, students can request supervision of cases handled in the service 
or in other workplaces. As of 2021, Mariana Pupo, Thays Mello, Mario Diniz, 
and Marcelo Mello guided discussions and weekly supervision for psychiatry 
residents who participated in these online courses throughout the school year, 
while maintaining the online course for the public outside the university.

Several IPT research and clinical applications have been carried out over the 
years in eating disorders, depression, schizophrenia, PTSD among rape victims, 
IPT group for PTSD among adolescents, and interpersonal counseling in depres-
sion in a community setting have also been included.
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of Interpersonal 

Psychotherapy Chapters

O G U Z  O M A Y  A N D  H O L LY  A .  S W A R T Z  ■

The International Society of Interpersonal Psychotherapy (ISIPT) is a not- for- 
profit, global organization with members located in over 25 countries. ISIPT 
membership provides access to interpersonal psychotherapy (IPT) knowledge 
experts, ISIPT certification procedures, and IPT training support. Despite the 
expansive mission and membership of ISIPT, there remain unmet needs within 
the IPT practitioner community. Specifically, groups of IPT clinicians who af-
filiate around shared language, cultural, or geographic identities may lack ei-
ther the infrastructure or capacity to ally with the ISIPT, thereby missing out on 
opportunities for professional support, networking, and knowledge transfer. As 
this book illustrates, there have been many groups in different countries and re-
gions engaged in IPT research and training. In 2021, ISIPT took a step further 
and decided to create formal ISIPT chapters to better include and represent our 
global community.

Formal ISIPT chapters are formed by IPT practitioners who represent spe-
cific regional, national, or language- based IPT interests. Some organizations 
define their chapters based solely on nationality or country; however, ISIPT 
permits chapters to self- define based on other relevant identity features. For 
instance, French- speaking IPT therapists reside in many countries, including 
France, Canada, Belgium, Tunisia, and Morocco. A francophone ISIPT chapter 
is planned based on shared linguistic rather than geographic ties, whereas the 
Brazilian chapter, even though their members share a common language with 
Portuguese colleagues, opted to define itself on national terms because of its spe-
cific challenges and priorities in terms of training and national dissemination.
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The ISIPT chapters share the same mission as the parent ISIPT organization, 
but they work toward these goals within a smaller or more homogeneous group. 
Thus, all ISIPT chapters abide by the ISIPT Mission Statement: a commitment to 
the advancement of IPT by scientific research, training, and dissemination. Each 
ISIPT chapter shares with ISIPT these fundamental values, although individual 
chapters may have additional goals or objectives beyond their primary ISIPT 
directive. Affiliated chapters of ISIPT function according to the purposes and 
principals of ISIPT while operating as financially, legally, and administratively in-
dependent arms of the society.

Clinicians and researchers interested in and involved with IPT have the option 
of belonging to local ISIPT chapters as well as to the international umbrella orga-
nization, the ISIPT. Either or both may provide attractive options for interested 
individuals. Thus, the availability of ISIPT chapters facilitates another part of the 
ISIPT mission: broad application of IPT by therapists worldwide as one of the val-
uable means by which human suffering due to mental disorders can be alleviated.

Chapter formation is also part of a strategic plan to grow ISIPT. ISIPT is an 
English language organization with roots in North American and European ac-
ademic medical centers. These features of ISIPT may not meet the needs of all 
IPT practitioners, especially those who are non- English speaking or those whose 
priorities are hyperlocal (i.e., specific refugee communities, non- Western cultural 
foci, etc.). Chapters pull together individuals with shared objectives and concerns, 
providing infrastructure that links smaller IPT practitioner groups to the broader 
ISIPT family. If they have an ISIPT- certified trainer in their group or association, 
chapters are empowered to certify local IPT therapists, thereby expanding the 
pool of trained IPT clinicians in areas that may not have access to broader ISIPT 
initiatives (including formal ISIPT therapist training/ certification) for reasons 
of language, geography, or finances. New IPT therapists are encouraged to join 
their local ISIPT chapter, thereby providing a pathway for ISIPT engagement 
and growth, especially among non- English- speaking and culturally distinct IPT 
learning communities.

IS IPT CHAPTER REQUIREMENTS AND BENEFITS

The ISIPT chapters are formed by groups pursuing a comprehensive IPT- related 
mission (education, training, advocacy, mentorship) and linked by geographic or 
linguistic commonalities. Entities whose sole mission is profit- based IPT training, 
such as IPT training academies or schools, are not eligible to form ISIPT chapters.

requirements for groups who wish to form ISIPT chapters include

 • A minimum of 10 members in the group, at least 5 of whom who are 
full, dues- paying members of ISIPT

 • Completion of an application (available on the ISIPT website) and 
payment of an application fee
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 • Payment of annual fees to maintain ISIPT affiliation (reduced fee 
schedules available to chapters organized in low-  and middle- income 
countries) and provision of yearly updates to ISIPT leadership

The ISIPT chapter members enjoy all the benefits of their individual groups as 
well as some general ones, ISIPT benefits. Benefits of chapter affiliation include

 • Listing of the chapter’s name, website, officers, and brief description of 
the chapter on the ISIPT website

 • opportunity to list/ advertise chapter events and trainings on the ISIPT 
website

 • right to use the ISIPT logo on chapter materials and website
 • registration of chapter members at reduced rates for all ISIPT trainings 

and conferences
 • option for affiliate chapter members to apply for full ISIPT membership 

(with full ISIPT benefits)
 • If chapters include ISIPT certified trainers/ supervisors, those individuals 

may certify therapists through the chapter according to ISIPT 
certification guidelines (note that these locally certified individuals 
do not immediately qualify for ISIPT therapist certification, but they 
can easily use chapter- based training as part of their ISIPT therapist 
certification application should they become full ISIPT members)

Unless individual ISIPT chapter members are also ISIPT members, they are not 
entitled to some ISIPT benefits, such as online training tools/ resources (members- 
only section of the website), the ISIPT listserv, the right to vote in ISIPT elections, 
and individual listings on the ISIPT website as a certified IPT therapist, super-
visor, or trainer.

RECOGNIZED ISIPT CHAPTERS

As of September 2022, there were 5 recognized ISIPT chapters. In order of date of 
initial affiliation, they are IPT- Turkey, IPT- China, IPT- Swiss, IPT- Brazil, and IPT 
Sub- Saharan Africa.

It is interesting to note considerable differences between the chapters, indicating 
variability in pathways to chapter status. The Turkish, Swiss, and Brazilian chapters 
represent the culmination of several decades of effort by local professionals en-
gaged in IPT research or training. The Chinese and sub- Saharan African chapters 
have been created de novo in response to relatively recent training initiatives in 
their regions. While IPT- China tries to federate a huge country with hundreds of 
interested or trained professionals, the sub- Saharan African chapter brings to-
gether professionals from several countries seeking to make a difference in patient 
outcomes by sharing and expanding regional expertise.
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Some countries in which IPT is well established— like the United Kingdom or 
the Netherlands— may choose to focus on their own well- developed IPT training 
infrastructure rather than formally partnering with ISIPT as chapters. other re-
gions or countries, however, are considering creation of formal affiliated chapters. 
For instance, a planned French- speaking federation of IPT may apply for affiliated 
ISIPT chapter status, seeking to unite different countries through their shared 
language.

SUMMARY

The ISIPT chapters foster global cooperation among IPT researchers, trainers, 
and practitioners. They advance ISIPT’s goal of extending the reach of IPT world-
wide as one of the valuable means for alleviating human suffering due to mental 
disorders. ISIPT welcomes chapter applications from all interested and qualified 
groups.
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PART III

Training in Interpersonal 
Psychotherapy
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Interpersonal Psychotherapy 
Training— Digital, Online 

Educational Formats

P A U L A  R A V I T Z ,  S H A H A N A  S I T T A M P A L A M ,  

M A L I N  B Ӓ C K ,  K E V I N  C R O S W E L L ,  H O L LY  A .  S W A R T Z ,  

A N D  D A I S Y  R A D H A  S I N G L A  ■

Access to interpersonal psychotherapy (IPT) is limited despite its strong eviden-
tiary base.1,2 This is due to not only systemic barriers to mental health (MH) care,3 
but also insufficient numbers of health providers with IPT expertise. There is an 
imperative to scale access to evidence- supported psychotherapies that may in part 
be addressed with low- barrier access to training.1,4 This chapter reviews digital 
IPT courses for readers interested in IPT training. Digital, online, computer- , or 
smartphone app- assisted, Internet- based educational formats have potential to 
improve training access and overcome geographic and practical barriers, at lower 
cost, with the convenience for learners of open enrollment and participation at 
their own pace.5– 8

Curricular design innovations of competency- based health education have 
advanced digital, Internet- based pedagogy, including psychotherapy training 
for mental healthcare providers (Figure 7.1).7,9– 13 Specific to psychotherapy 
training, digital courses feature didactic and interactive case- based teaching with 
videotaped demonstrations of therapeutic strategies. The creation and implemen-
tation of these courses requires modality- specific psychotherapy experts, instruc-
tional designers with expertise in best e- learning practices, learning management 
system (LMS) programmers, secure web hosting, and course administration 
processes for learner enrollment and communications. In addition, accredited 
course planning involves conducting learning needs assessments, creating ac-
tionable learning objectives with an inclusive planning committee that represents 
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diverse learners, and creating agendas that balance didactic teaching with interac-
tive learning.14,15 Measurement of learning outcomes and the acquisition of psy-
chotherapy competence can include associated changes in knowledge, skills, or 
patient outcomes resulting from clinical practice.16– 18

Digital IPT educational materials range from didactic instructional videos and 
webinars to highly interactive, case- based digital courses for self- directed on-
line learning or in combination with skills training workshops. We searched for 
and identified six IPT digital courses that were described in the literature and/ 
or presented at conferences and that provided foundational didactic training 
to prepare learners for IPT clinical practice (Table 7.1). Additional educational 
materials are also available online through the International Society of IPT 
(ISIPT) website (https:// www.int erpe rson alps ycho ther apy.org) to members with 

Figure 7.1 Tasks, experts, and supports needed to plan, create, implement, and evaluate 
digital courses.

Table 7.1 Interactive digital IPT training courses

Digital IPT training courses Access
1. http:// www.ipttraining.net22 Commercially available
2. https:// www.IPSRT.org23 Open access
3. https:// pter.mcmaster.ca24 Commercially available; free by request to LMIC 

settings
4. https:// www.relat era.net 25 Open to psychology students at Linköping University 

and members of the IPT Swedish society
5. US Department of 

veterans Affairs26
Available to therapists working in the US 

Department of veterans Affairs facilities
6. https:// www.LearnIPT.

com27,28
Open access through University of Toronto, 

Temerty Faculty of Medicine “Learn Interpersonal 
Psychotherapy” Coursera Course, and for 
university- affiliated faculty through the e- Campus 
Ontario virtual library

https://www.interpersonalpsychotherapy.org
http://www.ipttraining.net
https://www.IPSRT.org
https://pter.mcmaster.ca
https://www.relatera.net
https://www.LearnIPT.com
https://www.LearnIPT.com
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slide presentations, webinars, and teaching videos demonstrating therapeutic 
techniques19,20 from varied IPT communities of practitioners (e.g., in the United 
Kingdom, Israel, ethiopia, and China). In addition, Kumar et al. in Kenya en-
gaged multiple stakeholders to culturally adapt and inform future instructional 
design for digital training of nonspecialist providers of IPT in global low- income 
settings.21 This chapter reviews six case- based, interactive digital IPT training 
courses:

 1. http:// www.iptt rain ing.net is an online, digital IPT training program 
piloted with community- based clinicians and MH trainees by 
Kobak et al. (United States) that is now commercialized. It has three 
components: a 3-  to 4- hour, web- based tutorial on concepts and 
techniques of IPT; a videoconferenced live training session (45– 60 
minutes) with case formulation and skills practicing using a role play 
with an IPT expert trainer portraying a simulated patient; and post- 
training facilitation with practice reminders to support IPT adherence 
and measurement- based quality care.22 There are modules that cover 
principles of IPT and its purported mechanisms of change and modules 
on each of the 4 IPT problem areas of grief, social role transitions, role 
disputes, and interpersonal deficits. The program features interactive 
exercises, animations, graphical illustrations, and clinical vignettes. The 
program was evaluated with 26 community- based clinician learners with 
around 10 years of clinical experience and found high levels of learner 
satisfaction with significant improvement in IPT knowledge.22

 2. Interpersonal and social rhythm therapy (IPSRT) is an adaptation 
of IPT for individuals with bipolar disorder. ellen Frank and Holly 
Swartz created an open- access, online, 8- hour training course in IPSRT 
(https:// www.IPSRT.org/ ). It incorporates videotaped interviews with 
IPSRT experts, downloadable IPSRT tracking tools, patient handouts, 
instruments for assessing symptoms of bipolar disorder, a message 
board for knowledge exchange, and links to IPSRT- related websites. 
An educational pilot study was conducted using this web- based IPSRT 
training with 36 clinicians and their 136 patients from 5 MH centers.23 
The clinicians were randomly allocated to in- person training with local 
supervision or online training with an online learning collaborative 
supported by expert clinicians. Significant post- training differences were 
found between the live and online training groups, favoring the latter, in 
the extent to which patients reported on the clinicians’ use of 19 IPSRT 
techniques.23

 3. Psychotherapy Training e- Resources (PTeR; https:// pter.mcmas ter.ca/ )  
is a collection of accredited psychotherapy training e- resources on a 
commercialized website; the collection is free to low- income country 
settings to assist with psychotherapy education. It features differing 
kinds of psychotherapy, including a module on IPT for interprofessional 
graduate, postgraduate, and continuing education (Ce) training. PTeR 

http://www.ipttraining.net
https://www.IPSRT.org/
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was created and has been updated by Weerasekera and colleagues at 
McMaster University (Canada) over the past 22 years.24 The training 
modules contain videotaped demonstrations with simulated patients 
portrayed by faculty, psychiatry residents or staff; quizzes; and interactive 
components with a “virtual therapist” for clinical skills teaching. In 
addition, and related to the curriculum on IPT, an introductory course 
on psychotherapies demonstrates the application of four different 
psychotherapies for treating grief with the same simulated patient: IPT, 
cognitive behavioral therapy (CBT), psychodynamic psychotherapy, and 
emotion- focused therapy. A 2017 survey of PTeR users revealed high 
levels of satisfaction and educational value (personal communication 
with Weerasekera).

 4. IPT is included in the national depression treatment guidelines in 
Sweden, and national IPT therapist certification guidelines require 
a 4- day workshop followed by clinically supervised casework. There 
are limited IPT training opportunities at universities or Ce programs 
in Sweden. Thus, a Swedish- language digital IPT training platform 
was developed by Bӓck for university and Ce teaching. It began with 
migrating extant curriculum to a digital format with uploaded recorded 
lectures and slides for asynchronous access and assignments using a 
“flipped- classroom” educational process.29 The lectures include IPT 
history, research, clinical skills, and theories, with case- based teaching 
and simulated demonstrations with a patient portrayed by a colleague.25 
The course is offered in a hybrid format, combining asynchronous online 
self- study with virtual online classroom discussions and as a stand- 
alone distance educational course with access to online discussions and 
instructor feedback (https:// www.relat era.net). Postgraduate trainees 
have endorsed finding the hybrid format of online self- study combined 
with live online discussion with instructor feedback as helpful to 
facilitate learning.

 5. The US Department of veterans Affairs (vA) has scaled up access to 
evidence- based psychotherapies for veterans care, including IPT. IPT 
training of hundreds of licensed vA MH practitioners migrated from 
in- person workshops led by IPT experts Kathleen Clougherty and 
Greg Hinrichson to a hybrid format of live online group workshops 
combined with a digital interactive self- study simulation program. The 
trainings are followed by 6 months of once- weekly, live, distance, case- 
based consultations. The 5- day hybrid IPT training agenda features 
live online morning lectures (delivered through Adobe Connect), 
early afternoons of protected time on a digital interactive self- directed 
software learning program, and group- based live online skills practicing 
consolidating learning in the late afternoons. The digital curriculum 
includes many videotaped clinical demonstrations, with branching 
scenarios for learners to virtually practice with computer- programmed 
feedback on poor, better, and best IPT responses. This online curriculum 

https://www.relatera.net
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takes around 6 hours to complete. Learners reported that the self- 
directed online branching scenarios increased their understanding 
of and confidence to deliver IPT. Of note, the cases and standardized 
patients, portrayed by actors or computer simulations, are diverse and 
inclusive of differing races, ages, and gender identities. The vA’s program 
evaluation framework for competency- based training utilizes various 
sources of information to examine viability and effectiveness. Success 
of this training model was demonstrated by IPT knowledge checks 
(including self- study performance feedback), qualitative ratings from 
participant- learners, consultant ratings of participant progress based 
on session recording ratings of IPT fidelity, and patient outcomes of 
depression symptom changes, quality of life, and therapeutic alliances.30 
A recent internal vA report on the shift to digital and Internet learning 
revealed comparable positive learning outcomes and changes in trainee 
competence and patient outcomes when compared to the in- person 
training format.26

 6. The Learn IPT website https:// www.Learn IPT.com) is a case- 
based, asynchronous, self- directed digital training course created 
by Paula Ravitz with IPT experts, instructional designers and LMS 
programmers.28 The target learner audience is interprofessional MH 
trainees and providers. A mixed- methods, single- blind, randomized 
controlled design compared feasibility, acceptability, and preliminary 
effectiveness of the asynchronous self- directed digital training to 
live large- group online workshop training as usual for postgraduate 
psychiatry residents. Both the online and live workshops were case 
based and highly interactive. The trainings were followed by clinically 
supervised casework, with tracking of patient and learner outcomes. 
Qualitative semistructured interviews revealed high levels of overall 
satisfaction and an appreciation of the diverse identities represented 
in the clinical cases included in the online course. In alignment with 
the learning objectives, learners reported becoming more attuned to 
relational aspects of patient experiences. The interactive 5- module 
curriculum takes around 6 hours to complete and covers the IPT 
phase-  and focus- specific therapeutic tasks for the beginning, middle, 
and termination sessions, with additional emphasis on individual 
patient differences, such as cultural aspects of identity, therapeutic 
alliances, and attachment patterns of relating. The course’s videotaped 
simulated demonstrations with trained actors portraying standardized 
patients are captioned to identify the therapist’s deliberate application 
of IPT strategies. A forthcoming evaluation will examine both learner 
and patient outcomes with an IPT knowledge quiz, formative feedback 
on IPT clinical skills in an observed simulated clinical encounter 
(OSCe)18,31 with a standardized patient, and externally rated competence 
of actual IPT sessions with consenting patients whose symptom changes 
will be tracked.23

https://www.LearnIPT.com
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These case- based digital training curricula focus on teaching manual- adherent 
IPT using demonstrations of IPT with patients portrayed by actors, trained sim-
ulated patients, faculty, or trainees. Some of the simulations have voice- over 
comments or captions to illustrate principles in practice at therapeutic choice 
points. Most of the evaluation frameworks examine learner satisfaction and 
knowledge. Several have also evaluated competency- based digital training with 
patient outcomes or applied IPT clinical skills in real practice, such as the IPSRT 
course, the US vA course, and https:// www.Learn IPT.com. Measuring patient 
outcomes and applied practices of clinical educational programs is challenging. 
However, it represents the most rigorous and highest level of educational pro-
gram evaluation.17 It is also important to use the feedback and evaluation data 
to improve future iterations of training curriculum. These digital IPT courses all 
employ case- based, interactive learning with varying levels of instructor feed-
back. To consolidate expertise, clinically supervised casework is needed following 
the foundational digital training.

Increased access to IPT training is needed for scaling up of IPT globally. Greater 
attention to cultural adaptations of IPT and inclusion of faculty and patients with 
diverse intersectional identities will enhance the salience for a broad group of 
learners. Digital web- based courses are expanding access to training, with poten-
tial to advance the implementation of IPT and ultimately improve patients’ access 
to and outcomes of evidence- supported mental healthcare.
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Interpersonal Counseling

Digital Training Tools in Finland

K A S P E R I  M I K K O N E N ,  V I I V I  M O N D O L I N ,  S U S A N  L A I T A L A , 

S A M U L I  I .  S A A R N I ,  A N D  S U O M A  E .  S A A R N I  ■

It is a challenge to realize the outcomes of clinical trials in naturalistic environments. 
The demand for evidence- based practices like interpersonal psychotherapy (IPT) 
and interpersonal counseling (IPC) often exceeds health systems’ possibilities for 
training, implementing, supervising, and sustaining services. These challenges 
are not limited to evidence- based practices for mental health and have been 
approached successfully with digital tools in many fields of service. We briefly 
describe the Finnish approach for using digital tools in trying to close the service 
gap for IPT and IPC.

FIRST- LINE THERAPIES INITIATIVE IN FINLAND

The first- line therapies initiative is a comprehensive program for providing early, 
evidence- based practices for mental health to all according to need in Finland. 
National implementation of IPT and IPC is included, as they are recommended 
treatments for adult and adolescent depression and have been found feasible in 
small regional pilots.1,2

The initiative takes a holistic view of digitally supported implementation of 
evidence- based practices for mental health. It includes, for example, a 24/ 7 ser-
vice platform for psychoeducation, with over 30 self- help programs, a digitally 
supported system for assessing therapy needs (the Finnish Therapy Navigator3) 
and implementing stepped care, a large variety of online therapy services, a 
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support portal for professionals, a tool for individual-  and system- level outcome 
measurement (the Finnish Psychotherapy Quality Registry4), and a digitally aided 
training model for large- scale training and supervising of evidence- based thera-
peutic modalities, as described here.

Our approach is based on the proposition that a successful implementation of 
IPT and IPC requires permanently fixing the processes around treatment provi-
sion. Training many therapists alone is unlikely to translate into permanent clin-
ical gains or treatment provision. The work processes need to be changed to enable 
early identification of the right patients, timely provision of IPC and IPC, and 
ongoing support for fidelity. Digital solutions excel in standardizing and scaling 
processes and in shortening routine tasks. This makes large- scale implementation 
of new therapies faster and can make new ways of working “stick” much better 
than nondigital approaches.

DIGITAL FRONTIER OF THERAPIST TRAINING

A necessary step in ensuring continuity of IPT and IPC services is the contin-
uous training of therapists in volumes that match population needs and personnel 
turnover (currently about 10% in Finland). Scalable training that considers in-
dividual learning styles can be achieved using digital solutions and modern e- 
learning principles. e- learning can be defined as a theoretical framework that 
combines educational theories and technology.5 It is used synonymously with dig-
ital learning but is differentiated from distance learning, such as zoom lectures.6

Digital learning has been evaluated in the context of therapist training with en-
couraging results. In a wait- list- controlled randomized controlled trial, a digital 
training alone significantly improved the participants’ subjective and objective 
knowledge of an evidence- based trauma therapy, self- rated competencies, and 
willingness to conduct the therapy.7 In another trial, in- person training and digital 
training were compared in the training of skills in dialectical behavior therapy. In- 
person training outperformed digital training in trainee satisfaction, self- efficacy, 
and motivation, but digital training was superior in increasing knowledge. There 
were no differences between training methods in observer- rated clinical profi-
ciency or self- reported clinical use.8 Digital training has also been used previously 
in the context of IPT with a reported support for its feasibility and efficacy.9 Over a 
decade ago, Bennett- Levy and Perry from Australia reviewed the overall potential 
of digital training, stating that most of the didactic, modeling, and self- experiential 
elements of therapist training can be undertaken via digital training, allowing the 
in- person training to focus on skills practice and role play. They estimated that 
digital training can reduce trainer time required by at least 50%.10 Since then, dig-
ital trainings have been a staple in national- level therapist training in Australia.11 
A systematic review including 20 studies reported that digital trainings were asso-
ciated with improvements in both knowledge and skill levels, which are generally 
comparable with in- person training, and concluded that digital training is a way 
to increase the reach and cost- effectiveness of therapist training programs.12
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THE MODEL OF DIGITALLY AIDED IPT AND IPC 
TRAINING IN FINLAND

In the first- line therapies initiative, focus on digitally supported training has 
been the spearhead in the strategy of national dissemination of evidence- based 
practices, including IPT and IPC. Based on the literature presented above, dig-
ital training is seen as a solution for increasing flexibility and training volumes 
without compromising the learning outcomes. Because of this, we chose to 
build a centrally operated digital learning platform and a digitally aided model 
of therapist training and make this open for all publicly funded healthcare 
providers.

Our system aims to secure high- quality, standardized IPT and IPC training 
permanently available in Finland in needed volumes. A centrally operated digital 
platform, a shared knowledge base, and a combination of digital and in- person 
training modalities form our training model of IPT and IPC. The digital plat-
form is an open- source, Drupal- based learning management system operated by 
Helsinki University Hospital. The system allows the creation of versatile digital 
trainings, user progress monitoring, and automatic evaluation through exams. 
The content hosted in the system has a modular structure, which means that it 
can easily be used in multiple trainings. For example, a module consisting of in-
terpersonal development during adolescence included in IPT for Adolescents 
(IPT- A) training can be used in other training programs with similar needs. The 
knowledge base defines the learning objectives, learning methods, and evaluative 
processes used in the training (e.g., what is included in the training, who can act 
as a supervisor, what the supervision involves).

The IPT and IPC trainings consist of learning activities in the described learning 
platform and supervised interventions. All theoretical content included in the 
trainings is delivered via the platform and consists of various modalities (e.g., 
text, videos, tables, graphs) and interactive assignments (e.g., multiple- choice 
questions, essays with automated feedback) and are based on standard manuals 
of IPT and IPC, which have been translated and adapted for Finland.13– 16 This ad-
aptation included, for example, filming of 15 video demonstrations of techniques 
with professional actors and formulating case vignettes that reflect the Finnish 
healthcare system. Training is approved by the Finnish society for dynamic and 
interpersonal psychotherapy. Passing the IPC training requires completing the 
digital training with a multiple- choice exam (approximately 15 hours), attending 
supervision (15 hours), and conducting 3 IPC interventions from 2 problem areas 
and monitoring the interventions with selected patient- reported outcome and ex-
perience measures. The IPT training is similar but includes a more profound dig-
ital training (approximately 25 hours) and more supervision (21 hours). As with 
IPC, the IPT trainee must conduct 3 interventions from 2 different problem areas 
with outcome monitoring. The adolescent versions of the digital trainings have 
the same structure as the adult counterparts but include content about adoles-
cent depression and development as well as videos and vignettes with adolescents. 
The structure and content of the supervision is standardized so that every session 
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includes skills training, role play, and facilitation of feedback- informed treatment 
using the measures gathered during the interventions.

RESULTS AND EXPERIENCES SO FAR

The first version of the digital platform was built in 2021. Digital trainings for 
IPC- A and IPT- A were created first with adult versions a year later. During the 
first year, 300 IPC- trainees and 70 IPT- trainees completed the digital training 
with an estimated 1000- 2000 new trainees nationally for 2023- 2024. After a year 
of experience, it is evident that digitally aided IPT and IPC trainings are feasible 
and well- accepted solutions for trainees, supervisors, and organizations.

For trainees, digital training offers flexibility in learning. Trainees can prog-
ress in the course at their own pace, and learning can occur in small units. This is 
suggested to reduce the cognitive load of the training.17 The content can be used 
as an interactive manual after the training, and the system itself includes all the 
necessary materials for conducting the interventions (e.g., symptom measures, 
various documents used during the interventions).

For supervisors, the platform helps to ensure that a specific level of theoretical 
understanding has been achieved before moving forward in the training. Thus, 
all the time used for in- person training can be used to practice skills and conduct 
role play. The role of the supervisor is to confirm that every trainee takes an ac-
tive part during the supervisions and that everyone reaches a desired skill level. 
Digital trainings are also created to train and support beginner- level supervisors.

For organizations, digitally aided training is a tool to strengthen the level of 
employee competence in IPT and IPC and to maintain a specific service level. 
Digital solutions reduce costs associated with training employees and allow the 
training to be optimized to the organization’s needs and timetables. For example, 
new employees can begin the training as a part of their onboarding period, and 
those who have completed the training can be assigned periodic booster training 
and skills tests automatically. Standardizing the training and the supervision also 
helps the organization train and move employees toward supervisor roles more 
promptly. With standardized models, organizations can more aptly predict the 
resources needed to train the employees in a given time.

SUMMARY

The first- line therapies digital learning environment will allow us to train a sub-
stantial number of IPT and IPC clinicians. Our model of continuous training 
aims to permanently increase the availability of the interventions and help main-
tain competence and fidelity in the long term. Other digital tools provided will 
help place IPT and IPC in their ideal positions within a stepped care framework. 
The only plausible way to answer the high demand for evidence- based practices 
in mental health is to apply digital tools in all parts of the process: training 
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therapists, implementing treatment methods, following outcomes, and sustaining 
best practices.
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Interpersonal Psychotherapy 
Training in Mainland China

W A N H O N G  Z H E N G ,  X U E J U N  L I U ,  Y A N L I  L U O ,  

M A N L I  H U A N G ,  A N D  W E I H U I  L I  ■

Although interpersonal psychotherapy (IPT) has been widely practiced in 
Western countries for more than half a century, this therapy modality remained 
virtually unknown in China until recently. One of the earliest efforts to dissemi-
nate IPT knowledge to practitioners in China was initiated by Wanhong zheng, 
a psychiatrist practicing at West virginia University. In August 2017, zheng 
and Xuejun Liu, a general psychiatrist and vice president of the Hunan Brain 
Hospital, invited Holly Swartz, 2015– 2016 president of the International Society 
of Interpersonal Psychotherapy (ISIPT), to give the keynote address at the first 
China- America Xiaoxiang Summit on Psychiatry and Clinical Psychology. Over 
600 mental health clinicians from several provinces in central China attended, 
among them psychiatrists, primary care physicians, nurses, and psychological 
counselors. Swartz gave a 60- minute introductory lecture on IPT, describing the 
framework, supporting clinical evidence, and target populations. Much of the au-
dience expressed great interest in learning more about IPT.

A year later, Mark Miller, a frequently published author and expert on IPT in the 
geriatric population, gave a 300- minute course on IPT to over 800 mental health 
clinicians at the second summit meeting in Changsha. In this 3- session course, 
after providing a comparative review of short- term psychotherapeutic modalities, 
Miller discussed the context in which IPT was developed, taught the principles of 
IPT, and explained the rationale for using IPT as a practical toolbox of techniques 
for handling common life problems. He clearly delineated the sequence of steps 
for implementation and discussed the 4 IPT problem areas in depth, using clinical 
vignettes to illustrate each problem area and demonstrating specific techniques 
to help audiences understand IPT practice. The course also included an overview 
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of IPT expansion for use in different settings and with various psychopathologies 
and a discussion of adaptations for using IPT in different cultures. He later taught 
the same course at a hospital in zhejiang Province.

In October 2018, Paula Ravitz (president of ISIPT 2017– 2018) and Holly 
Swartz successfully ran 2 IPT workshops in China, each lasting 2½ days. Over 150 
people attended these workshops, which were delivered in english with onstage 
Chinese translation. Ravitz and Swartz presented case vignettes and illustrated 
IPT techniques using faculty and video demonstrations.

Feedback reports from a sample of 278 audience members showed that 72% of 
attendees were female, 73% were between 26 and 45 years old, 39% were associ-
ated with teaching hospitals, and 32% were associated with community hospitals.1 
In terms of profession, 41% were psychiatrists, 2% were primary care physicians, 
36% were counselors, and 9% were nurses. None had a background in social work.

While some of the respondents reported that the live translation from english 
affected the learning process, most indicated a high level of satisfaction with the 
training. On a 10- point Likert scale, with 1 being “the least” and 10 being 
“the most,” the mean score for effectiveness of the lecture/ workshop in articulating 
the principles and techniques of IPT was 8.14. Other mean ratings included 7.39 
for the relevance of the case vignettes to Chinese culture, 8.70 for the likelihood 
that the respondent would consider using IPT with their own patients, and 8.52 
for interest in receiving more training in IPT.

At almost the same time, Diana Koszycki, a professor at the University of 
Ottawa, and Scott Stuart, a former president of ISIPT, also began offering IPT 
courses, workshops, and case supervisions at Renji Hospital in Shanghai. Yanli 
Luo, the director of psychological services of Renji Hospital, initiated and hosted 
these trainings. From 2018 to 2022, over 600 people received IPT training in 
Shanghai; 20 went on to complete online case supervision.

One of the critical steps for making IPT training more available in China was 
the translation of IPT training manuals into the native language. As part of this 
effort, in 2018 zheng and colleagues translated the World Health Organization 
(WHO) manual Group Interpersonal Therapy (IPT) for Depression2 into Chinese, 
followed later by Weissman, Markowitz, and Klerman’s (2018) book3 The Guide 
to Interpersonal Psychotherapy. As many therapists and patients prefer short- 
term psychotherapy, in 2020 Manli Huang and colleagues translated Swartz and 
colleagues’ (2004) Brief Interpersonal Psychotherapy (IPT- B) Training Manual4 
into Chinese. The combination of these translated resources and the newly avail-
able courses and workshops prepared trainees for hands- on training sessions and 
ongoing case supervisions.

In 2019, experienced therapists (n =  24) who had attended the IPT training 
courses and workshops were selected to receive case supervision in IPT over 
zoom from 6 IPT experts from the United States, Canada, and Israel. The trainees 
were divided into 6 groups and participated in weekly 75- minute virtual case su-
pervision sessions for 16 weeks. As part of this program, zheng and his colleagues 
compiled a 49- page manual in english, with Chinese translation, that included 
instruction for IPT therapists; information about the 6 IPT case supervisors; a 
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brief IPT session summary (BISS); the Patient Health Questionnaire- 9 (PHQ- 9); 
and an IPT clinical reference companion written by Paula Ravitz. each group had 
one interpreter and one designated group leader who coordinated the schedule 
and communication between sessions. Supervisees took turns presenting their 
cases and listening to the case presentations of other students. The case supervisor 
reviewed the cases at the end and provided immediate feedback and instruction. 
Supervisors and supervisees addressed questions about cases that arose between 
sessions via email. Immediately following each IPT session, supervisees were 
asked to complete the IPT Therapy Self- Report Checklist (SRC) and the BISS. 
Throughout the supervision period, the supervisors encouraged supervisees to 
consider the specific cultural contexts of the patients receiving IPT. examples of 
questions discussed during the case supervision sessions include the following:

 • What local Chinese traditions or practices surround each of the four 
core IPT interpersonal problem areas: grief, social role transitions, role 
disputes, and interpersonal deficits?

 • How do the proposed IPT approaches to improving resolution of each 
of the four interpersonal problem areas differ from traditional Chinese 
practices of managing stressful life events?

 • What triggers or factors do Chinese people traditionally consider to be 
the causes of depression symptoms?

 • How might stigma dissuade participation in IPT?

As the supervisors were not licensed as practitioners in China, the goal of 
the IPT supervision sessions was to teach supervisees to translate specific IPT 
skills into practice rather than to oversee the actual clinical care of patients. The 
outcome was very satisfactory. All trainees enjoyed the learning experience and 
felt that IPT was very helpful to their patients. Most of the supervisors also gave 
very positive feedback, describing supervisees, for example, as “knowledgeable 
and warm, empathic and eager to learn,” and, in another instance, saying that a 
supervisee had “leadership characteristics and would be very influential as an IPT 
supervisor and presenter or trainer.”

In a recent article, zheng et al. (2021) described a phased strategic plan for 
promoting IPT in China.1 As with the process described above, the strategy starts 
with inviting IPT experts to present introductory lectures. These introductory 
lectures are then expanded in lecture series and workshops that include case 
demonstrations. Trainees with previous therapy experience are then selected for 
case supervision. Those supervisees can then implement IPT in practice and train 
other practitioners in IPT in their own native Chinese language. The strategy of 
initially training experienced Chinese therapists in IPT to become trainers for 
other practitioners facilitates fast and effective dissemination of IPT in a country 
whose native language is not english and whose practitioners have no prior fa-
miliarity with IPT.

As part of the strategic plan for the dissemination of knowledge about IPT in 
China, the ISIPT Chinese chapter (IPT China) was established in 2021. Since 
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then, IPT China has sponsored a group supervision program and a 2- day online 
IPT workshop.

The challenges of providing IPT training in China are multifold. The most 
obvious has been language. As most trainees have limited fluency in english, 
problems can arise with comprehension in teaching and supervision. Therefore, 
translators are always needed in the early stage lectures and supervision. With the 
rapid development of language- translation software, it is possible that an elec-
tronic device may, in the future, be available to instantaneously translate the con-
tent to Chinese IPT trainees.

The facilitation of communication between trainers and trainees has been an-
other challenge. Until now, case supervision has been provided through the vid-
eoconferencing tool zoom, with a bilingual intermediary playing a major role 
in the supervision meetings. Between supervision meetings, email has served as 
the main communication channel between trainer and trainees. Though quick 
and easy, email also has a few drawbacks, including time delay, limited clarity, 
and concerns regarding data privacy. We initially encountered some challenges in 
scheduling supervision meetings because of differences in time zones, which we 
resolved through the compromise of meeting after working hours in China.

In addition, limited resources have made it difficult to meet the need for case 
supervision, as only a few attendees of IPT lectures and workshops have received 
case supervision, although many had a clear desire to receive further training.

To maintain high standards and consistency in the practice of IPT, ISIPT re-
cently initiated a certification process and completed the first round of certifying 
IPT trainers. Numerous trainees in our courses and workshops in China have 
asked where and how one can be certified. Creation of a formal certification pro-
cess in IPT training in China is, indeed, a priority: first, because it is a way to val-
idate trainees’ mastery of IPT skills and knowledge and their ability to apply them 
in daily practice; second, because passing a test for recognition of an achievement 
is ingrained in Chinese culture, having originated from Confucius’s teachings 
promoting meritocracy more than a thousand years ago.5 Along with the pre-
sent government certification process for counseling, a formal IPT certification 
would not only help therapists be recognized for their expertise in IPT but also 
increase their chances of employment. A major challenge, of course, is the cur-
rent lack of ISIPT- certified trainers or supervisors who can provide training to 
Chinese- speaking therapists without need of translation. Some of the therapists 
who completed our first round of training and supervision classes have applied 
for ISIPT supervisor certification. One practitioner in Hong Kong, Joseph Chung, 
has already obtained this certification. It is our hope that more bilingual clinicians 
can be certified by ISIPT soon to facilitate the dissemination of IPT in China 
through training and supervision. Ultimately, our goal is to collaborate with 
ISIPT to establish a Chinese certification system designed for Chinese- speaking 
clinicians who want to integrate IPT into their practice.

Another potential challenge to further dissemination of IPT in China is cost to 
the trainees. We have noted that most of the trainees thus far have had to pay out 
of pocket for IPT training, including the costs of travel, meals, and lodging. The 
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process of getting approval and reimbursement for continuing medical education 
hours in China differs from that in Western countries, and only a few trainees 
have had grant funding or support from their employers. With our experience, 
especially the success from remote case supervision, one way to address this chal-
lenge could be using more online trainings in the future.

Finally, it is imperative that trainees practice IPT in real life after completing 
training. Since 2013, Chinese mental health law has restricted psychologists’ 
practice of “psychotherapy” in mainland China to hospital settings only, while 
allowing “counseling” services to be offered elsewhere.6 Psychotherapy in China 
is therefore distinguished from “psychological counseling” in that the former is 
only available for people with at least one clinical psychiatric diagnosis made 
by a licensed psychiatrist. The law, however, does not define what constitutes 
a “psychological counselor,” what specific types of treatment are considered 
psychotherapy, or even what type of training is required for a practitioner to 
provide psychotherapy, making it difficult to implement therapy services.7 As 
a result, some local governments were authorized to take specific measures to 
make up for the deficits in the national mental health law and have drafted more 
detailed operational guidelines to encourage evidence- based psychotherapy 
practices and support training for practitioners.8 Many patients have seen the 
benefit of psychotherapy and thus are willing to pay for these services out of 
pocket. Certainly, keeping up to date on current mental health policies, legal 
considerations, and insurance coverage will pose challenges for therapists who 
complete IPT training and want to begin to practice in China; however, given 
the economic boom and increasing demand for better mental health services, 
the potential for the successful dissemination and practice of IPT in China 
is great.
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Interpersonal Psychotherapy 
Training in France

O G U Z  O M A Y,  E L I S A B E T H  G L A T I G N Y-  D A L L A Y,  

B E N J A M I N  L A V I G N E ,  N A T H A L I E  S A L O M É ,  A N D  

J E A N -  M A R I E  S E N G E L E N  ■

INTRODUCTION OF IPT IN FRANCE

Interpersonal psychotherapy (IPT) was introduced in France at the end of the 
2000s in 2 different ways and by 2 groups of professionals who first worked sepa-
rately before combining forces.

CREATIP

A small group of French psychiatrists wishing to discover new approaches in 
the treatment of depression noted that IPT, regularly cited in international 
recommendations, was neither sufficiently known nor taught in France. The 
group organized to receive training in New York from Lena verdeli, Kathleen 
Clougherty, and Myrna Weissman in 2004 and 2006. In 2005, the 9 members 
founded CReATIP,1 a nonprofit association for teaching and promoting IPT in 
France. At first, the group proposed complementary medical education activities, 
presenting the basics and the functioning of IPT to practicing psychiatrists in var-
ious French regions during stand- alone conferences.

Gradually, the interest in more comprehensive training became apparent. 
In 2009, the CReATIP IPT training course was launched. It was organized in 
Paris. The cycle consisted of 10 days of training spread over a year. In addi-
tion to adult psychiatry, aspects specific to the elderly and adolescents were 
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covered. Interpersonal and social rhythm therapy (IPSRT) was also covered by 
Thierry Bottai, who was introduced to it by ellen Frank and Holly Swartz.1– 3 
each year, the CReATIP training bring together about 20 students from various 
backgrounds: not only psychiatrists, psychologists, psychiatry residents, but also 
general practitioners and nurses. In 2014, CReATIP created a partnership with 
the Association Française et Fédérative des Etudiants en Psychiatrie (AFFeP), an 
association of psychiatry residents in France. This partnership facilitates the ac-
cess of young psychiatrists to IPT.

PERINATAL CIRCLES— THE FRANCOPHONE MARCÉ 
SOCIETY AND ARIP

At the same time as CReATIP came to be, another way of introducing IPT in 
France was initiated by Oguz Omay, a perinatal psychiatrist working at the 
time at La Teppe Medical Center, in Tain l’Hermitage, a small town in Southern 
France. Oguz Omay discovered IPT, which is well adapted to perinatal work, 
through reading Weissman and Markowitz’s manual4 in 2002. This reading 
alone transformed his practice, and in 2008 he had the chance to receive spe-
cific training in Australia, during the International Marcé Society Congress 
with Mike O’Hara, Scott Stuart, and Rebecca Reay. From that moment, his mis-
sion was to introduce and develop this approach in France. He organized the 
first training at La Teppe in June 2009 with Scott Stuart, president of ISIPT at 
the time.

Oguz Omay was supported from the start by elisabeth Glatigny- Dallay, a per-
inatal psychologist in Bordeaux, and by Michel Dugnat, a perinatal psychiatrist 
in Avignon. These three professionals were strongly involved in the emerging 
perinatal psychiatry in France and were active members of the executive board 
of the Société Marcé Francophone (SMF), a linguistic and regional chapter of 
the International Marcé Society for Perinatal Mental Health. Michel Dugnat is 
the president of Association pour la Recherche et l’(In)formation en Périnatalité 
(ARIP), a French association working for the promotion of perinatal mental 
health.

Supervised by French- speaking Canadian IPT teams, Oguz Omay and elisabeth 
Glatigny, joined by Ingrid Lacaze, a perinatal psychologist in Bordeaux, trained to 
become accredited IPT supervisors and trainers, enabling them to offer their own 
training courses from 2012 on. This training has been supported from the begin-
ning and still today by the SMF and ARIP, allowing IPT to develop among peri-
natal care professionals in France and in neighboring French- speaking countries 
such as Switzerland and Belgium. From 2014, Oguz Omay joined CReATIP as a 
trainer in their training cycle in Paris. Many synergies have been created between 
these two groups of professionals to promote IPT in France and foster links with 
the international IPT community.
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IPT HUBS IN FRANCE

La Teppe— The Woodstock moment

From 2009 to 2017, at La Teppe Medical Center, Oguz Omay ran IPT courses, 
and international experts led seminars. In a countryside atmosphere, over 3, 
5, or 7 days, various workshops were organized, with extensive informal time 
spent together in groups fostering interpersonal relationships. These interna-
tional seminars attracted not only French professionals but also participants from 
around the world.

The trainers, in chronological order of appearance, were Scott Stuart, Simon 
Patry, Holly Swartz, ellen Frank, Paula Ravitz, Anat Burnstein- Klomek, Heather 
Flynn, John Markowitz, and Barbara Milrod, with many international experts 
among the audience. In 2016 and 2017, the seminar series was named IPT- Week 
France and received strong international exposure.

It is difficult to distinguish precisely between perinatal and IPT training within 
the many seminars offered during this period at La Teppe as the interpersonal 
approach affected the clinical approach in perinatal care that was taught there. 
As a general indicator, training organized by Oguz Omay between 2009 and 
2017 attracted 1337 people, including 1183 French participants and 154 foreign 
participants from all healthcare professions, mostly from the perinatal sector. 
Foreign participants came from 24 different countries from europe and the 
United States, Canada, Brazil, Australia, New zealand, Turkey, Israel, and Japan.

Today, this period evokes in its enthusiasm, energy, and naiveté, as well as the 
nostalgic memories cherished by many participants, a real “Woodstock” moment 
of IPT in France. These actions have given visibility to France in the world of IPT, 
probably facilitating the election of Oguz Omay as vice president/ president elect 
of ISIPT between 2017 and 2019 and president between 2019 and 2021.

Limoges— Where IPT took root in France

Limoges, another small provincial town in central France, is another illustration 
of IPT expansion in France. In 2012, Jean- Albert Meynard, a psychiatrist and 
one of the founding members of CReATIP, gave a lecture to psychiatrists at the 
esquirol Hospital. This was the beginning of a fundamental movement within this 
institution. Starting in 2012, several psychiatrists from Limoges trained in IPT 
with CReATIP in Paris. They progressively built up a pool of trained professionals 
gathered in the same institution. These professionals took advantage of their 
number to create peer supervision. Then they created training spaces to train 
their collaborators, especially nurses, in the basics of IPT. A specific seminar was 
also created for psychiatry residents at esquirol Hospital over 4 half- days, led by 
psychiatrists trained at CReATIP.
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In 2015, there were 20 professionals (psychiatrists, psychologists, social 
workers, and nurses) who received either basic or full training in IPT at the 
esquirol Hospital in Limoges.

In 2016, Benjamin Lavigne, Nathalie Salomé, and elodie Audebert, all 
psychiatrists and second- generation IPT therapists from CReATIP, created a ded-
icated IPT care unit at the esquirol Hospital.

Two nurses were trained in the full CReATIP IPT curriculum so that they 
could form the core of the unit, under the supervision of IPT- trained psychiatrists. 
Charlène Gorse and Nicolas Besse became the 2 nurses of the IPT- IPSRT unit, 
directed by Benjamin Lavigne at first, then by Nathalie Salomé when Benjamin 
left Limoges for Switzerland.

This unit has been a great success and continues to this day, now under addi-
tional supervision from Oguz Omay, reinforcing the skills of the professionals 
who work there. Charlene Gorse and Nicolas Besse also contribute to the online 
training spaces created by Oguz Omay, Nathalie Salomé, and elisabeth Glatigny 
by offering their clinical experience as an example to professionals who are 
training in IPT.

IPT TRAINING IN FRANCE

Since 2009, CReATIP has been offering comprehensive IPT training in Paris 
for 10 days a year. This model has provided solid training for practitioners to 
work with diverse populations: adults, adolescents, elderly subjects, and IPSRT. 
CReATIP training was suspended by the COvID pandemic in 2020, with the 
hope of resuming the original format in 2023. However, this has not yet been 
possible.

From the original CReATIP group or their students, other associations or 
training institutes have been created based on the CReATIP model, with similar 
names: AFTIP2 and IFTIP. Though they are not connected to the international 
IPT community, these groups contribute to the visibility of IPT through their 
publications and the training courses they offer in Paris.

For their part, Oguz Omay and his collaborators offer introductory training 
over 2 consecutive days, internationally listed as level A or level 1. In addition 
to training sessions in La Teppe, numerous training sessions have been held in 
different French cities, as precongress trainings before SMF or ARIP perinatal 
congresses: in Bordeaux (2013), Limoges (2014), Marseille (2015), Lyon (2018), 
Limoges (2021)— and since 2015 almost every year in Avignon (ARIP).

Since 2020, several online sessions per year of this training is offered by ARIP, 
reaching French, Belgian, and Swiss practitioners. To extend the training, Oguz 
Omay has created an additional 8- day level 2 training, following level 1. These 
in- depth cycles have taken place twice in La Teppe (2016 and 2017) and once 
in Lausanne, Switzerland (2019). An online version of this in- depth training is 
currently under consideration. In addition, Oguz Omay, elisabeth Glatigny, 
and Nathalie Salomé have been co- facilitating monthly online peer supervision 
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sessions since April 2021, hosting participants from France, Switzerland, and 
Belgium.

Another IPT training hub is located in Bordeaux. Psychologists elisabeth 
Glatigny- Dallay and Ingrid Lacaze teach IPT courses at the University of 
Bordeaux: within the University Diploma of Initial Training in Psychotherapeutic 
Practices, within the framework of the Master 2 courses in psychology, courses 
for advanced practice nurses, and courses for psychiatry residents. It should be 
noted that from 2023 onward, psychiatry residents will benefit from a 2- day in-
troductory training in IPT, to our knowledge the only training of this type offered 
formally by the university to psychiatric residents in France to date, integrated 
into their undergraduate training.

Also in Bordeaux, IRCCADe,3 provides an introduction to IPT to all its cog-
nitive behavioral therapy (CBT) students. This 2- day training has been provided 
in Bordeaux since 2018 by elisabeth Glatigny Dallay and Ingrid Lacaze, following 
previous interventions in the same setting by Theodore Hovaguimian,5– 7 another 
pioneer of IPT in French- speaking Switzerland.

If we turn to university teaching, the university diplomas (DUs) of perinatal 
mental health have been an ideal entry point for initiations to IPT. Antoine and 
Nicole Guedeney, a couple of renowned Parisian child psychiatrists involved in 
the field of attachment and early childhood, took an early interest in the work 
carried out at La Teppe, where Nicole Guedeney came to train. These pioneers 
in the teaching of attachment theory in France integrated a yearly 2- day training 
course on IPT, led by Oguz Omay, into the programs of the DU of perinatal psy-
chopathology and the DU of attachment that they supervise at the Paris Cité 
University, Faculty of Medicine. Their support has helped introduce many classes 
of students to IPT since 2015.

In Bordeaux, Anne- Laure Sutter integrates IPT into the DU in perinatal psy-
chiatry for which she is responsible. elisabeth Glatigny- Dallay and Ingrid Lacaze 
have given 2 days of initiation every year since 2016 to interested students in this 
setting. Nevertheless, despite these valuable forays into university teaching, it must 
be noted that IPT does not receive the attention it deserves in the pregraduate 
training of either psychiatrists or psychologists in France.

Beyond France, we note that CReATIP has organized training outside France 
in Morocco and Tunisia. Oguz Omay facilitated training involving several hun-
dred professionals in Montreal and Sherbrook, Québec, Canada, in 2017 and 
2018, in collaboration with child psychiatrist Anna Bourgeois and psychiatrist 
Stephane Richard- Devantoy.

Three people among the authors of this chapter, Benjamin Lavigne, Jean Marie 
Sengelen, and Oguz Omay emigrated to Switzerland in 2017– 2018, the profes-
sional links existing between them facilitating this grouped migration. They are 
now active in the Swiss Society of Interpersonal Psychotherapy (see  chapter 11 in 
this volume). Nevertheless, they continue to give occasional or regular training in 
France. Oguz Omay is also strongly influenced by his experience as a trainer with 
his Turkish colleagues, his country of origin, where he was able to contribute to 
the diffusion of IPT.
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Regarding the future, the idea is gaining ground to unite all IPT trainers in 
French- speaking countries (France; Switzerland; Québec Province in Canada, 
among others) in a federation that would become an affiliated chapter of ISIPT 
and could enable the coordination of training and development efforts deployed 
by all in their respective countries.

PUBLICATIONS: BOOKS AND ARTICLES

The self- published book by Simon Patry (Canada), no longer available for sale, 
and the introductory book by Théodore Hovagimian (Switzerland)6 were the first 
publications useful to French- speaking readers, as well as the special issue of the 
Canadian French- language journal Santé Mentale in Québec.7 There is now a 
translation of an IPT manual into French.8

Thanks to CReATIP, several medical theses have been written on IPT by 
residents completing their studies in psychiatry.9– 11 Original books have been 
published by AFTIP12 and IFTIP13,14 trainers, facilitating their training efforts. 
Other articles15– 20or chapters in specialized books8,9 have traced the efforts of de-
velopment or adaptations of IPT to specific disorders in French.21,22

Finally, several communications have been made by all the professionals 
mentioned in this article in the framework of national and international 
congresses, including the ISIPT congresses in Amsterdam (2011); Iowa City, 
United States (2013); London (2015); and Budapest (2019).

IPT PRACTICE IN FRANCE AND LOCAL ADAPTATIONS

Limoges and La Teppe were two places where teams practiced IPT in public psy-
chiatry care institutions in the outpatient setting. Limoges is still very active, but 
the team of La Teppe unfortunately dispersed after Oguz Omay’s departure from 
this institution.

Today, it is not easy to have a clear indication of how IPT is practiced in France. 
There are of course individual professionals very much engaged in IPT, some in 
private practice and some in public services. As has been detailed in this chapter, 
IPT has been rarely integrated into undergraduate training in psychiatry, psy-
chology, or social work. Training has been mostly in the setting of continuing 
education, enabled by nonprofit organizations. It must be noted that although 
CReATIP trained mainly psychiatrists, psychologists, and psychiatry nurses, 
training courses organized by Oguz Omay have included not only these core 
professions but also general practitioners, midwives, social workers, child care 
nurses, pediatricians, gynecologists, and many other professions.23 even mothers 
with lived experience working with Maman Blues— a peer support group for per-
inatal care in France— have been trained in the model.

The challenge has been how to ingrain core competences into the practice of 
professionals with little training time available, to make a precious difference 
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in practice resulting in tangible outcomes. To reach this aim, Oguz Omay has 
developed his concept of interpersonal virtuosity, la virtuosité relationnelle in 
French.24 Interpersonal virtuosity is defined as the capacity to pay attention to 
interpersonal interactions and use them to alleviate the patient’s suffering. An 
example may best illustrate this challenge: In 2013, an experienced pediatrician 
took one of our 2- day IPT training courses. We as trainers weren’t sure what she 
would make of it, as she was not planning to exercise psychotherapy. At the end 
of the course, when she was asked what she would do differently from now on, 
she said:

I see mothers who lose their babies at the end of the pregnancy. In our hos-
pital, the day after giving birth, they go to meet and spend time with the 
lifeless baby in a special room. I will now ask them: Is there a person who you 
would like to have beside you when you meet your baby?

This subtle attention to interpersonal resources, and of course the tone of the 
voice, the caring nonverbal interaction when this question is asked, might make a 
difference for the grieving mother or the parents. IPT training in France has tried 
to nourish the interpersonal virtuosity of trainees, and this emphasis has been 
a trademark of the perinatal group. Oguz Omay gave a keynote talk during the 
ISIPT congress in Budapest on this topic, sharing his approach with the interna-
tional IPT community.24

NOTES

 1. The name CReATIP is the abbreviation of Cercle de Recherches et d’Etudes 
Appliquées à la Thérapie InterPersonnelle. For description, see Rahioui H, Blecha L, 
Bottai T, et al. [Interpersonal psychotherapy from research to practice]. Encephale. 
2015;41(2):184– 189. The founding members were Michel Biloa Tang, Thierry 
Bottai, Sophie Christophe, Carole Dupuy, Laurent Jacquesy, Frederic Kochman, 
Jean- Albert Meynard, Didier Papeta, and Hassan Rahioui.

 2. AFTIP: Association Française de Thérapie Interpersonnelle, founded in 2013 by 
Hassan Rahioui. IFTIP: Institut de Formation en Thérapies InterPersonnelles, 
founded by Nicolas Neveux.

 3. IRCCADe: Institut de Recherche Comportementale et Cognitive sur l’Anxiété 
et la Dépression: association offering training in the field of cognitive behavioral 
therapies (CBTs) since 1993 in the Bordeaux area.
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Interpersonal Psychotherapy 
Training in Switzerland

T H E O D O R E  H O V A G U I M I A N  A N D  O G U Z  O M A Y  ■

THE HISTORY OF INTERPERSONAL THERAPY 
IN GENEVA

Geographical context

Switzerland is a multilingual federation of 26 German- , French- , and Italian- 
speaking cantons, among which, located in the far southwest, lies Geneva, a 
French- speaking city- canton. With a modest area of less than 1% of Switzerland, 
Geneva canton still ranks second, along with zürich and Basel, among the three 
most important cantons in the country. Because of its high demographic den-
sity, the canton serves a large population of about 510,000 permanent inhabitants 
added during weekdays with the flows of cross- border workers from neigh-
boring France and commuters from neighboring Swiss cantons (which amount 
to more than 100,000 nonresident persons coming to the city daily). In addition, 
Geneva canton is home to many international organizations, including the United 
Nations, the World Health Organization (WHO), the World Trade Organization, 
and the International Labor Office, among others, which contribute to its inter-
national influence.

Although the quality of life has declined in recent years, Geneva remains in 
the top 10 of the most pleasant cities in the world.1 Yet the rate of depression is 
higher there than in most Swiss cantons and very much so in comparison with 
almost all european countries.2 This paradox is probably explained by the high 
rate of uprooted persons, who account for up to 40% of the canton’s resident 
population. Indeed, according to a recent survey in Switzerland, people who 
cannot rely on strong social support have twice the risk of developing mental 

 

 

 



IPT Training in Switzerland 95

95

health problems (16% to 26%) than those benefitting from this protective factor 
(8% to 13%).2

The academic recognition of interpersonal psychotherapy 
in Geneva

Theodore Hovaguimian, a psychiatrist from Geneva, was trained in interpersonal 
psychotherapy (IPT) in 1996 by John Markowitz. Impressed by the pragmatic as-
pect of this approach, he enthusiastically imported it to Geneva, where he was 
a lecturer at the university and a consulting supervisor of Geneva’s University 
Hospitals Department of Psychiatry. Thus, this university became one of the first 
european centers to teach IPT. This introduction was facilitated by the recogni-
tion of the evidence- based cost- effectiveness of IPT at a time when pressure to 
diminish healthcare expenditure was beginning to be exerted on physicians. The 
Department of Psychiatry could not ignore managed care and evidence- based 
medicine despite the controversy that surrounded these movements.3

Another factor that promoted the introduction of IPT was that, in the early 
2000s, WHO, based in Geneva, put mental health on the agenda of the health 
policy and started to support its member states in taking initiatives aimed at 
preserving and promoting mental health and supporting the social and profes-
sional integration of the concerned persons.4 Theodore Hovaguimian had worked 
with the WHO Division of Mental Health as a temporary advisor, and this new 
priority created opportunities for him to promote IPT further in the university.

TRAINING IN IPT IN SWITZERLAND

In July 2000, based on the experiences reported in Geneva and on publications in 
the international literature, the federal regulating authority of medical education 
and specializations validated postgraduate training in IPT as a possible option for 
obtaining the title of specialist in psychiatry and psychotherapy. This recognition 
enabled psychiatrists working in university institutions to select this approach 
among other choices offered to them during their academic training. Some of 
them even chose IPT as the theme of their doctoral dissertations.

Publication of a manual in French

encouraged by this success, Hovaguimian, in collaboration with Markowitz, 
published an introductory booklet to IPT in French in 2002.5 This booklet was the 
only IPT reference in the French language until 2006, when a Canadian translation 
of the IPT manual was published by Simon Patry. The Hovaguimian- Markowitz 
booklet helped introduce IPT and support IPT training in the French- speaking 
Swiss cantons and in France.
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The Swiss Society of Interpersonal Psychotherapy and its 
training target groups

In 2006, together with several colleagues involved in IPT, Theodore Hovaguimian 
founded the Swiss Society of Interpersonal Psychotherapy (SSPI) with the mission 
to serve all practitioners trained or receiving training in this method. Over the 
years, IPT has spread from academic circles to clinicians in private practice. More 
particularly, in Geneva the method also attracted a good number of primary care 
doctors because it was part of a medical model, relatively easy to apply, and could 
be associated with the pharmacotherapy of depression.

In 2014, reaching retirement age after a very active period within Geneva 
University Hospitals, Hovaguimian stopped the teaching of medical students 
and supervision of residents, but continued with the society to organize yearly 
workshops focused on IPT, contributing to the continuing education of private 
practice psychiatrists and primary care doctors. Hence, the experience in Geneva 
was based on the training of three distinct populations of medical doctors. The 
first group included psychiatrists working in university hospitals who chose IPT 
among other tools during their postgraduate training. The second group was 
composed of primary care doctors in private practice who had experience in 
treating depressed patients mainly with antidepressants, and the third group were 
psychiatrists already settled in private practice who wanted to acquire IPT as part 
of their continuing education.

Adaptation of teaching according to status in career

In the first group of academic trainees, the teaching of IPT focused on the 
common grounds and essential differences between this approach and the three 
other schools of psychotherapies offered to them: the psychodynamic, cognitive 
behavioral, and systemic therapies.

Adaptation of supervision according to specialization

As for the second and third groups, the variety of backgrounds allowed us to make 
the following interesting observations, stemming from supervision, mostly in line 
with what was published by Markowitz et al.6

Primary care doctors were naturally more comfortable than psychiatrists with a 
technique that put more therapeutic emphasis on changing pathogenic situations 
in the here and now than on understanding their root cause. As a result, they 
were easily able to focus on current interpersonal problems and relate them to the 
patient’s depression rather than seeking to explore their childhood. Also, primary 
care doctors were generally keen on taking an active stance, siding with patients 
and advocating their cause against a “blamable medical illness,” while some of 
the psychiatrists were more used to remaining neutral (especially in Switzerland) 
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in order to promote patients’ insight and autonomy. Then, the supervisor had to 
moderate the excessive interventionism of some primary care doctors, while with 
some withdrawn psychiatrists, the supervisor had to prompt a more active posture. 
Psychiatrists were more adept at identifying previous sensitizations and patterns 
of behaviors dating to the past. However, depressed patients benefit from focusing 
on the current problematic aspects of their life. Therefore, some psychiatrists 
had to be reminded not to dwell too much on early childhood patterns given 
the time- limited nature of IPT. They sometimes needed more help to focus their 
interventions on connecting the depressive episode to the targeted problem area.

Finally, knowing that improvement tends to be attributed to medication rather 
than to psychotherapy when used in combination, we made the usual recommen-
dation to beginning therapists to refrain, whenever possible, from prescribing 
antidepressants to their patients to gain confidence that IPT alone could reduce 
depression. Psychiatrists, here, were more comfortable with this rule than pri-
mary care doctors, for whom talk therapy alone was unusual in their practice. 
They required more encouragement to tolerate and even use the expression of 
negative affect during the sessions instead of prescribing “a pill for every ill.”

DISCUSSION

Geneva was among the first centers in europe to recognize the validity of IPT and 
to disseminate its teaching into the university curricula at the pre-  and postgrad-
uate levels, as well as in continuing education of private practitioners. This latest 
mission was pursued by the SSPI.6

Among the private practitioners, a special emphasis has been placed on the 
training of primary care doctors who, like elsewhere, are the first line of interven-
tion in most cases of depression. In Switzerland, although the tendency to consult 
a psychiatrist directly is increasing for young adults, primary care doctors remain 
the privileged caretakers of mood disorders, especially for the older age group. 
But as they lack psychotherapeutic tools, they can only rely heavily on medica-
tion.7 According to the latest figures from the Federal Office of Statistics, half of 
the total number of antidepressant prescriptions is attributed to them.7

Our experience in Geneva in training primary care doctors has been quite 
positive. The high motivation and familiarity with depression management that 
characterized the preselection of this group probably reflected the ease of training 
them and the good results obtained with most of them. This outcome is like that 
of the early developers of IPT, who published an 85% rate of certified competent 
therapists at the end of their training.8

Recently, because of the special effort that was made to open IPT trainings 
to primary care doctors, Doctor Johanna Sommer, Professor of Primary Care 
Medicine, trained by Hovaguimian as a qualified IPT trainer and on her way to 
becoming supervisor, has formally included this approach in a continuing educa-
tion program designed for primary care physicians working with psychosomatic 
patients.
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FUTURE DEVELOPMENTS

In 2018, as Hovaguimian was preparing for retirement, Oguz Omay, a psychi-
atrist working in neighboring France, immigrated to Switzerland and began 
working in Les Toises Psychiatry and Psychotherapy Center in Lausanne. Oguz 
Omay was at that point the president of the International Society of Interpersonal 
Psychotherapy (ISIPT). He had contact with Hovaguimian before his installation 
in Switzerland and was kindly invited to join the executive committee of SSPI as 
early as 2017. Nominated president- elect of SSPI in 2019, he then took over the 
presidency of this association in 2020, helped by Gregoire Rubovszky, the vice 
president. He brought with him his international experience as the former ISIPT 
president and helped the SSPI become the third affiliated chapter of ISIPT, after 
Turkey and China, in 2021.

The importance given to psychotherapy in Switzerland attracted two other 
well- trained IPT therapists and trainers from France to Switzerland during the 
same period: Jean- Marie Sengelen (Bienne, Canton Bern) and Benjamin Lavigne 
(Lausanne, Canton vaud). They joined the SSIP in 2021 with the aim of opening 
the mainly Geneva- based society to other French- speaking cantons. A further aim 
is to extend the reach of the association to German-  and Italian- speaking cantons.

AND NOW?

After a period of slow down related to the COvID- 19 pandemic, the SSPI resumed 
its training activity in 2022. The continuing use of online training after the pan-
demic has also opened new possibilities. It is now possible to imagine training 
courses where professionals from all French- speaking Swiss cantons, France, 
Belgium, and French- speaking Canada may participate. Guided by this observa-
tion, Oguz Omay, Simon Patry (Canada), and their colleagues are now working 
on creating a French- speaking chapter of ISIPT. At the same time, IPT Swiss, as 
the association is now called, nourishes its historic ties with primary care doctors 
and envisages more training in their direction with the help of Johanna Sommer 
and Scheherazade Fischberg, both primary care doctors and active members of 
IPT Swiss.
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Interpersonal Psychotherapy 
Training in Turkey

N A Z A N  A Y D I N ,  O G U Z  O M A Y,  N A L A N  Ö Z T Ü R K ,  

A N D  B E Y Z A  N U R  E K Ş I  ■

INTRODUCTION

The Harbor Bridge to Turkey

The story of interpersonal psychotherapy (IPT) in Turkey began unexpect-
edly in 2008 in Sydney, Australia, where Oguz Omay and Nazan Aydın met 
for the first time during an International Marcé Society congress. Both were 
psychiatrists with a keen interest in perinatal psychiatry. Oguz is of Turkish or-
igin, but he had been trained in France, where at the time he had been working 
for 20 years. He had lost nearly all contact with Turkey and could hardly speak 
Turkish in a professional setting. Nazan was working at the Atatürk University, 
erzurum, in the eastern part of Turkey. Both realized the limits of their clinical 
tools and were looking for better ways to treat perinatal women. Oguz had just 
taken his first formal IPT course and spoke enthusiastically to Nazan about his 
desire to learn more and to disseminate IPT in his perinatal circles in France. 
IPT, as evidence has shown, is precisely adapted to perinatal women. Nazan 
joined him in his desire and encouraged him to come and teach also in Turkey.

So, the Harbor Bridge in Sydney became a bridge connecting these two people, 
whose friendship and collaboration were to lay the foundations of IPT in Turkey. 
They kept in touch, both investing their time and energy in IPT, and finally Nazan 
organized an IPT training course given by Oguz in July 2012 in erzurum, at her 
university. This course was followed by another one in Istanbul, Turkey, with the 
support of the Turkish Association for Psychopharmacology.
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The initial courses were received well. Oguz, who had become a fledgling 
IPT trainer at the time, was struck by the enthusiasm of Turkish colleagues. 
The Turkish Association for Psychopharmacology was reaching out to many 
psychiatrists; attendance was from all over Turkey. To these trainees who were 
mostly psychiatrists, Nazan and Oguz added midwives and clinical nurses from 
the beginning. In April 2013, Scott Stuart, the president of the International 
Society of Interpersonal Psychotherapy (ISIPT) at the time, and Oguz Omay gave 
another series of training courses. These initial steps paved the way to regular 
courses and supervision in the country with ever- deepening collaboration be-
tween Nazan Aydın, Haluk Savaş, and Oguz Omay.

FROM TURKISH ASSOCIATION FOR INTERPERSONAL 
PSYCHOTHERAPY TO IPT- TURKEY

As Turkish clinicians and academics were introduced to IPT, their demand 
to learn more and practice IPT increased significantly. With this encourage-
ment and her desire for dissemination, Nazan Aydın established the Turkish 
Association for Interpersonal Psychotherapy (KIPT- DeR) in 2013. The mission 
of KIPT- DeR is to create a team of highly educated and certified IPT clinicians, 
supervisors, and trainers and to ensure that IPT is disseminated and provided 
in compliance with the model. As of 2022, KIPT- DeR (hereafter IPT Turkey) 
has been active for nearly 10 years and became the first formally affiliated na-
tional chapter of ISIPT in 2021. Nazan Aydın is still the president of this associ-
ation and is now working with a new generation of IPTers, two of whom are also 
coauthors of this chapter.

In line with ISIPT guidelines, IPT Turkey can certify therapists; it has had two 
ISIPT- certified trainers: Nazan Aydın and the late Haluk Savaş. They were among 
the first 70 grandfathered certified trainers of ISIPT internationally in 2019, 
having built a strong curriculum of activities as trainers. The early loss of Haluk 
Savaş has been deeply regretted. His style had an important influence on cultural 
adaptations of IPT to Turkey during the initial training sessions. Oguz Omay, an 
ISIPT certified trainer, also trains with IPT- Turkey, even though he is now based 
in Switzerland.

IPT TRAINING IN TURKEY

As of July 2022, a total of 954 mental health workers have attended the IPT courses 
organized in Turkey by IPT Turkey. examining the professions of the trainees, 
53% were psychiatrists, 28% psychologists, 6% nurses, 5% child and adolescent 
psychiatrists, 2% psychological counseling practitioners, 1% midwives, 1% social 
workers, and 4% other diverse professions.
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Level A training programs

The level A training programs are courses that last 2 days/ 16 hours and represent a 
general introduction to IPT. Theoretical aspects of IPT, the evidence base, as well 
as clinical practice tools are presented. Small- group discussions, role playing, and 
analyses of audio/ videorecordings are used with a strong experiential component.

Modular training

Modular training provides advanced- level training courses that last 8 days/ 64 
hours. They are composed of 4r separate modules of 2 days each. The aim of these 
courses is to provide advanced theoretical knowledge and clinical skills with more 
time to practice compared to the classical level A training. In recent years, approx-
imately 4 modular courses per year have been organized by IPT Turkey. Although 
there have been some face- to- face modular courses in many Turkish cities, such 
as erzurum, Balikesir, and Denizli, most have been carried out in bigger cities, 
such as Ankara and Istanbul, to reach a larger audience. Since the COvID- 19 
pandemic, training has moved to online platforms. The silver lining has been 
that the courses remained as experiential as before, and it was ensured that IPT 
reached more people in every part of the country.

Teaching at a university setting

Gokben Hizli Sayar, now a professor of psychiatry, introduced to IPT by Oguz 
Omay, Haluk Savaş, and Nazan Aydın has been one of the most active second- 
generation IPT enthusiasts in Turkey. Her efforts have moved IPT training for-
ward in Turkey after a pause in 2016. She has organized a modular IPT training 
at the University of Üsküdar in Istanbul. She has also given hundreds of hours 
of IPT courses to her students at the Psychology Department, establishing the 
first IPT courses integrated into undergraduate training from 2017 on. She has 
conceptualized the IPT- Touch with Oguz Omay and included it in the undergrad-
uate training of social workers, midwives, nurses, child development specialists, 
and even dialysis and anesthesia technicians trained at her university.

Gokben Hizli Sayar, still a professor of psychiatry, has also become a standup 
comedian and is unique in her career developments in the world of IPT. Although 
she is not so active in the field today, her energy and creativity have raised aware-
ness of IPT among many young students of psychology and other professions.

INTERPERSONAL AND SOCIAL RHYTHM 
THERAPY TRAINING

Interpersonal and Social Rhythm Therapy (IPSRT), which has evidence- based ef-
ficacy for treating bipolar disorder, has also attracted the attention of clinicians in 
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Turkey. To gain more knowledge and experience in this approach, three psychi-
atry professors (Mesut Cetin, Haluk Savaş, and Nazan Aydın) participated in a 3- 
day training course organized by the University of Pittsburgh School of Medicine 
in 2013. Haluk Savaş and Nazan Aydın started giving IPSRT courses from 2015 
on, and as of 2022, six IPSRT courses have been organized in Turkey, and they are 
followed with interest by professionals.

SUPERVISION AND THERAPIST CERTIFICATION  
PROCESS

Professionals who have completed modular IPT training can already use IPT 
techniques in their clinical practice. But to qualify formally as an IPT therapist, 
they are required to complete a clinical supervision training course. IPT Turkey 
recommends that supervisions be based on audio recordings of sessions.

Individual supervision

The supervisee and supervisor work on the recordings of 2 complete case studies, 
with at least 8 sessions recorded for each case for a total of 16 sessions. The golden 
rule is that the supervisee and the supervisor listen to the whole audio recording 
of each consultation (1 hour). Then the consultation is discussed for approxi-
mately 1 hour. For each case, a portfolio consisting of a summary of each session 
and forms measuring compliance with what needs to be done are prepared and 
presented to the supervisor at the end of the therapy.

even if individual supervision by listening to the recordings of whole sessions 
is considered the gold standard, the increasing demand and the scarcity of super-
visor availability have led IPT Turkey to design a specific online group supervision 
format, in place since the end of 2021. This new model enables more practitioners 
to access supervision and is also a hub of skill sharing in the IPT community.

ONLINE GROUP SUPERVISION

The aim of online group supervision is to work individually with each supervisee 
but make the exchange an opportunity for other trainees to contribute and learn. 
A group of 12 participants meet with 2 supervisors (Nazan Aydın and Oguz Omay) 
every month online for 3 hours. Recordings of 2 therapy sessions are presented by 
2 different supervisees and are discussed by one supervisor. The group listens and 
contributes by written chat or by live discussion. every supervisee gets the chance 
to have a personal supervision while the group benefits from being exposed to 
different patients and different therapist styles and to the work of 2 different 
supervisors.

In preparation, the participants send their audio recordings with the Preliminary 
Consideration Form for preliminary assessment. These forms are examined, 
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and 2 audio recordings are selected for the supervision. The supervisor and the 
supervisee listen to the whole recording before the supervision. The presenting 
participant indicates the work done in accordance with IPT techniques, noting 
what has been done well and what may have been better in the Detailed Work 
Form. Several days before the supervision, the information in the Preliminary 
Consideration Form and the Detailed Work Form is shared with all participants 
so that they are ready to discuss the case.

During the 3- hour online supervision meeting, one supervisor conducts an 
individual supervision in front of the group, with the supervisee presenting the 
audio recording. Meanwhile, other participants listen actively with cameras and 
microphones turned off and take notes. Certain parts of the recording are played 
and analyzed together with the participants. The chat is used to generate questions 
and remarks. After a break, the same procedures are performed with another 
therapist and the second supervisor on the second case. The session is completed 
with a general discussion between all participants.

To get full certification as an IPT therapist, each supervisee is required to com-
plete 72 hours of group supervision lasting a total of 24 months, preferably by 
attending 4 consecutive 6- month group supervision training periods. During this 
24- month period, each participant presents 2 patients and 4 recordings (i.e., 2 
recordings from different moments of the therapy of each patient). At the same 
time, during this period, the participant gets the chance to listen to 44 different 
recordings from 22 different patients by 11 different therapists.

PUBLICATIONS

Given the increasing interest and need for resources, The Clinician’s Guide to IPT 
by Stuart and Robertson was translated into Turkish in 2012. This out- of- print 
book remains an essential resource for those clinicians who wish to learn and 
practice IPT in Turkey.1

The 2019 special issue of the scientific journal Türkiye Klinikleri Psychiatry— 
Special Topics is the first resource on IPT written in Turkish.2 Published as a book, 
edited by Nazan Aydın and Oguz Omay, this special issue consists of sections 
written by invited authors who are specialists in different aspects of IPT. Several 
IPT resource booklets, books, and manuals have been translated into Turkish.3– 7 
There are also book chapters,8,9 articles,10– 14 and academic theses15– 17 on IPT in 
Turkish.
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Interpersonal Psychotherapy 
Training and Accreditation in the 

United Kingdom

R O S LY N  L A W  A N D  F I O N A  D U F F Y  ■

CONTEXT OF WORK

Interpersonal Psychotherapy (IPT) training in the United Kingdom covers four 
nations (england, Scotland, Northern Ireland, and Wales) and their respective 
healthcare systems. The protocols for training, supervision, and accreditation are 
standardized by Interpersonal Psychotherapy United Kingdom (IPTUK), the IPT 
therapist membership and training regulating body in the UK, allowing a broadly 
consistent approach despite different funding streams. In england, IPT and IPT- 
A (IPT for adolescents) dissemination is mostly, but not exclusively, supported 
by UK government funding and delivered through the Improving Access to 
Psychological Therapy (IAPT) and Children and Young People’s IAPT (CYP IAPT) 
programmes. Funding supports approximately 115 practitioner and 30 super-
visor training places each year, based on a national needs assessment conducted 
by Health education england (Hee). IPT has been part of IAPT training since 
2008, and IPT- A was added to CYP IAPT training in 2012. These programs in-
crease public access to evidence- based treatments for common mental health 
disorders. IAPT training targets the existing psychological therapies workforce, 
and CYP IAPT recruits into new posts with IPT- A training provided. IAPT serv-
ices provide treatments recommended in the National Institute for Health and 
Care excellence (NICe) guidelines for depression in adults1 and young people.2

In Northern Ireland, practitioner training is funded biannually by the 
Department of Health for up to 10 trainees, drawn from the existing workforce. 
In Northern Ireland, psychotherapy has historically been poorly resourced, and 
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consequently therapists complete training in their own time. To date there has 
only been one funded IPT post in the region.

In Scotland, the University of edinburgh (Uoe) delivers IPT training for 3 target 
audiences— NHS clinicians completing training based on a centralized strategic 
needs assessment, clinicians accruing credit as part of an MSc in psychological 
therapies (Uoe), and final year trainee clinical psychologists at the Universities 
of edinburgh and Glasgow. Training is either self- funded or funded through 
National Health Service (NHS) education Scotland (NeS). Approximately 15– 
20 participants work toward accredited practitioner status following training 
each year.

In Wales, IPT training is available in the South Wales NHS. Approximately 6 
participants from across South Wales can access practitioner training annually 
and are supported directly or indirectly with NHS funding. each participating 
service is supported to develop a sustainable IPT pathway with in- house IPT 
supervision.

MODEL OF TRAINING

Practitioner

The IPT practitioner training is delivered by 3 training centers in england and 
1 training center each in Wales, Northern Ireland, and Scotland. In Scotland, 
the practitioner course provides combined training for IPT and IPT- A trainees. 
Practitioner training is delivered over a minimum of 5 days plus 12 months of 
weekly supervision provided by an IPTUK accredited supervisor. Most super-
vision in the United Kingdom is delivered remotely, by either telephone or vid-
eoconferencing. This allows courses to be supported by a national network of 
supervisors, frequently working across the country to support trainees’ learning. 
All government-  or NHS- funded training includes didactic teaching and 
supervised casework, which can also be accessed with nongovernment funding. 
each trainee is required to complete 4 cases of IPT or IPT- A, reflecting work in 
at least 2 focal areas. A minimum of 12 hours of recorded therapy sessions are 
self- assessed and formally rated using a competency- based assessment based on3 
participants in training are mostly qualified therapists from a range of training 
backgrounds, such as counseling, clinical psychology, and Cognitive Behavioral 
Therapy (CBT). Participants receive varying degrees of service- level support, 
ranging from completing training in their own time to having at least 1 day of 
protected work time for the duration of training.

The IPT- A training in the CYP IAPT program is delivered as a postgrad-
uate diploma combining training in core therapeutic skills and one modality 
or clinical specialism of choice, including IPT- A. The post- graduate diploma 
is available through University College London and the Anna Freud Center 
and aims to upskill the pre-  and post- qualification workforce serving young 
people with common mental health difficulties across england. IPT- A training 
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may also be accessed as a 5- day training following by 12 months of supervised 
practice through the AFC and as part of CYP IAPT post- graduate certificate 
programme delivered in conjunction with core skills training at the University 
of Manchester.

Supervisor

Government- funded supervisor training is available in england and Scotland for 
IPTUK- accredited practitioners. In england, 6 days of supervisor training are 
delivered over 12– 18 months, combining didactic teaching, advanced practice 
casework, and experience working as a peer and primary supervisor. Following 
successful completion of expert- facilitated and peer- supervised advance practice, 
the trainee supervisor works with a novice IPT or IPT- A practitioner under the 
continued supervision of an accredited IPTUK supervisor.

In Scotland, the Uoe 2- day IPT supervisor course follows completion of the 
comprehensive and cross modality 3- day NeS psychological therapy supervisor 
course, available to individuals 2 years postqualification. This is followed by 2 ad-
vanced practice IPT cases and supervision of supervised practice. Approximately 
10 places are funded biannually.

ADAPTATIONS TO IPT TRAINING AND SUPERVISION

Interpersonal Psychotherapy training in the United Kingdom primarily focuses 
on a 16 weekly session model of IPT for depression3 and a 12 weekly session model 
of IPT- A for adolescents, with additional sessions with parents and caregivers.4 
Didactic training is also available in family- based IPT5 and IPT- A Skills Training6 
particularly targeting a new strand of the mental health workforce, the school- 
based educational mental health practitioners (eMHPs).

Pilot research has supported the development of small Interpersonal Counseling 
(IPC) and IPT- Group (IPT- G) training and supervision programs. IPC has been 
evaluated with young people supported in nonspecialist services,7 with depressed 
women during pregnancy,8 and in IAPT primary care services. In collaboration 
with the Columbia University Global Mental Health Lab, IPT- G is being piloted 
in perinatal, health psychology, and military settings. Guidelines are being devel-
oped by IPTUK for CPD training in empirically supported adaptations of IPT not 
currently included in the NICe guidelines.

CONTENT AND PROCESS ADAPTATIONS

Three distinct areas of emphasis in UK trainings are (1) focus on clinicians pro-
viding detailed formulations, clearly aligned with focal areas; and (2) promotion 
of the routine use of the interpersonal sensitivities focus area (originally known as 
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interpersonal deficits); and (3) emphasis on mentalizing and reestablishing social 
learning.

Use of the interpersonal sensitivities focus has been the subject of debate in 
the IPT literature. Historically, it has been discouraged3 with people experiencing 
long- standing interpersonal difficulties and with few current supports, argued 
to be less responsive to short- term interventions. This view has not resonated 
in the United Kingdom, where all 4 focal areas are routinely used. Comparative 
outcomes across focal areas were reviewed in a recent survey of 130 IPT training 
cases conducted over 2 years in IAPT services (Figure 13.1).9 Interpersonal 
sensitivities was the second most chosen focus, accounting for 24% of the case-
work. Of the sensitivities group, 62% achieved recovery by the end of therapy, 
and 72% reported reliable improvement on the Patient Health Questionnaire- 9 
(PHQ- 9). The routine collection of session- by- session outcome data during IPT 
training in the United Kingdom allows empirical questions to be explored, and 
results are fed back into the training discussion.

Mentalizing, the ability to accurately reflect on one’s own intentions and 
feelings and those of the people around us, reinforces the positive attachment 
cycle from which it emerged. Being understood promotes self- understanding and 
encourages us to see others as useful and trustworthy sources of information and 
support, fostering epistemic trust. This ability is inhibited under conditions of so-
cial threat and by many mental health conditions, including depression.10 Lapses in 
mentalizing increase social alienation— losing sight of oneself and others, at least 
temporarily. This psychological isolation is fertile ground for the interpersonal 
difficulties to flourish that are the focal areas of IPT, conflict, unresolved change, 
and loss. The mentalizing framework has been incorporated as a potential medi-
ator of change in IPT training, facilitating a nuanced formulation of the nature of 
the interpersonal missteps that surround depression. Unlike mentalization- based 
therapies, in which the therapeutic relation is an explicit focus, IPT conducted 
with consideration of mentalizing processes remains primarily focused on the 
person’s social network, navigating the consequences of a breakdown in social 
learning and consequent interpersonal hypervigilance. Mentalizing also provides 
a framework for the explicitly reflective practice necessary when social learning 

62
68

55 56

72
80 75

68

17
4

15 20

0

20

40

60

80

100

Sensitivities Transition Disputes Grief

Recovery Reliable Improvement Deterioration

Figure 13.1 Outcomes by focal areas (IAPT sample).



110 L AW  A N D  D U F F Y

110

falters within the therapeutic alliance, as illustrated in the case example in this 
chapter. Mentalizing has been widely incorporated into practitioner, supervisor, 
and CPD training in the United Kingdom alongside underpinning attachment 
and contemporary interpersonal theory.11,12,13

CULTURAL ADAPTATIONS

Further adaptations to core training currently in process in the United Kingdom 
reflect the multidisciplinary training cohorts providing and multicultural 
populations served by IPT. Some elements of the standard IPT protocol (e.g., 
medical model, sick role, diagnosis) do not easily translate across disciplines 
and cultural groups. The United Kingdom training courses are currently under-
taking a detailed review of our curricula to ensure they embrace a Multicultural 
Orientation Framework.14 This commits us to adopting a stance of cultural hu-
mility, exploring cultural opportunities, and attending to cultural discomfort in 
implementation and adherence to the IPT model across professional and cultural 
groups.

Also, IPTUK has given explicit attention to equity of training opportunities 
across therapists from different ethnic backgrounds. A recent survey of the 
IPTUK membership revealed that while training numbers at practitioner level re-
flect national population figures, this is not true as trainees move to practitioner, 
supervisor, and trainer accreditation. Practitioners from non- White backgrounds 
are underrepresented at higher levels of training. IPTUK is consulting with the 
membership to identify barriers to progression for clinicians of colour, including 
lack of representation at higher levels of the IPTUK executive, unnecessary sys-
temic barriers (e.g., previous requirement to be an IPT supervisor to be eligible 
to chair IPTUK), conscious and unconscious bias in supervision, and a lack of 
management support for advanced training in the workplace. IPTUK has explic-
itly committed to improving, including enhancing understanding of cultural and 
racial bias in selection and training programs for practitioner and supervisors, 
with the aim of increasing opportunities for advanced training and accreditation 
across all members.

BARRIERS AND FACILITATORS OF IMPLEMENTATION

Through our collective training experience, we have identified a range of barriers 
and facilitators for implementation. We have learnt that stand- alone didactic 
training does not have a discernible or sustainable impact on the subsequent 
availability of IPT in clinical settings.15 To achieve high- quality implementation, 
the UK training model invests resources in fewer individuals with confirmed 
protected time to attend training and clinical supervision. We would argue that a 
higher proportion of clinical learning occurs within the supervised practice that 
follows didactic training than in the training course itself, albeit this is valuable 
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for implementation. We recommend that training and clinical supervision be 
conducted within a clear accreditation framework to maintain quality standards 
and in collaboration with a national funding or training body providing stra-
tegic oversight of national training needs. High- quality clinical practice in IPT 
is dependent on clinical supervision inclusive of continual self- assessment and 
competency- based feedback. While acknowledging the contribution of con-
tinuing education in evidence- based approaches, supervision, and feedback 
monitoring, Rousmanier et al.16 argued for the necessity of moving from routine 
performance and passive learning to deliberate practice involving “repetitively 
practicing specific skills with continuous corrective feedback” to generate a cycle 
of excellence. This approach to implementation of IPT reflects enhanced focus on 
equitable formal accreditation of psychological therapists from multiple training 
and ethnic backgrounds and core consideration of adherence to an established 
competency framework in the United Kingdom.

FUTURE PLANS

The IPTUK is currently undertaking a review of the accreditation process to 
widen access to training for the expanding low- intensity workforce, such as Child 
Well- being Practitioners (CWPs) and eMHPs with experience in low- intensity, 
manualized interventions. Low- intensity training is being developed across both 
the adult and child and adolescent workforce. This is inclusive of IPC and more 
formal training, and accreditation standards are currently being developed to 
support implementation in a standardized way.

CASE EXAMPLE

Sylvia is a 63- year- old White woman living in a small rural village in the south-
east of england. Sylvia referred herself to a local IAPT service because she felt 
lonely and isolated following the death of her partner of 12 years, emma, 4 years 
earlier. Sylvia describes having no friends and not having felt the need for an-
yone else when she and emma were together. Since her bereavement, Sylvia has 
tried to make friends but thinks she is “too intense” and other people back off, 
leaving her feeling even more alone and helpless. She describes this as a lifelong 
pattern, with emma being the only person she felt understood and accepted her. 
Sylvia explains she is frequently sad and tearful, especially in the evening when 
she finds it difficult to distract herself. She often feels agitated and has difficulty 
concentrating and taking care of herself. Her appetite is minimal, often resulting 
in missed meals, and she routinely feels tired and lethargic following poor sleep. 
She is not suicidal but experiences no pleasure in her life. Sylvia’s symptoms are 
rated on the PHQ- 9 each week and tracked in supervision.

Sylvia has been in contact with mental health services throughout most of 
her adult life, including two short periods of inpatient care, once in her early 20s 
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following workplace bullying and again in her mid- 30s following the end of a 
close relationship. She had attended multiple counseling sessions and group 
interventions, including 1 year of grief- focused counseling following emma’s 
death. She self- referred to her local IAPT service soon after completing her last 
episode of care. She believes therapy helped temporarily, but she finds endings 
very difficult, and depression quickly returns. Sylvia had been prescribed sev-
eral antidepressants since adolescence but had not found them helpful and has 
stopped taking them on each occasion.

Sylvia begins her IPT by asking what else will be offered when it ends, 
highlighting the urgency of her wish for support. It is clear she finds her loneliness 
intolerable, made worse by the loss of her relationship with emma. When drawing 
a timeline of depression in the first session, it becomes apparent that the relation-
ship with emma offered a partial but not complete reprieve from the loneliness 
and sadness Sylvia has experienced since childhood and that had been felt very 
deeply following her loss. It appears that on several occasions, before, during, and 
since her relationship with emma, Sylvia has used therapy to fulfill her need for 
someone to listen to her and felt devastated each time it ended. The IPT therapist 
uses weekly IPT supervision to discuss how to work with the long- term nature of 
Sylvia’s difficulties in a time- limited treatment and the emotional impact of the 
urgency of the demand Sylvia expresses. Supervision helped to guide the therapist 
back to focusing on the here- and- now focus of IPT and the rationale of focusing 
on current interpersonal relationships to relieve immediate depressive symptoms. 
The experience of forming a therapeutic relationship with Sylvia was also used to 
inform thinking about potential focal areas.

Sylvia’s Interpersonal Inventory is sparsely populated, with no contact with 
her family of origin, who disapproved of her sexuality, and minimal contact 
with emma’s children from her marriage prior to being with Sylvia. Sylvia has 
had occasional contact with an LGBTQ+  (lesbian, gay, bisexual, transgender, 
queer/ questioning+ ) support group in recent years but is disappointed by what 
she perceives as their focus on younger people and has not maintained contact. 
Sylvia explains that emma had poor physical health throughout their relation-
ship, and Sylvia acted as carer and partner for most of their time together. She 
welcomed this role and was good at it, having worked as a nursing assistant for 
30 years. However, in her most insecure moments she fears emma was with her 
because she couldn’t manage on her own rather than because it was what she re-
ally wanted. Sylvia never expressed this fear to emma. Sylvia describes two short, 
intense friendships that both began and ended badly in the context of support 
groups in the last 2 years, which she experiences as rejections.

Throughout the assessment phase the importance of losing emma is acknowl-
edged, and the recurring difficulty of establishing and maintaining relationships, 
which pre- dated and followed that relationship, is also a central focus of discus-
sion. Ways of understanding Sylvia’s current interpersonal difficulties and how 
to frame the IPT work are discussed weekly in supervision. A written formula-
tion is discussed in supervision prior to sharing the proposed focus with Sylvia. 
In session 4, a formulation, collaboratively developed with Sylvia over the first 3 
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sessions, is tentatively shared and discussed. Sylvia acknowledges that she started 
therapy assuming the focus would be on losing emma but recognizes that this 
is an opportunity to understand the broader context of her continuing struggle 
to connect with other people, which is at the heart of her depression. It is agreed 
that a sensitivities focus will be used to capture the recurring nature of Sylvia’s 
interpersonal difficulties, and this will include attention to the way in which her 
relationship with emma replicated and avoided the patterns that are powerful in 
maintaining her current depression. Recorded clips of the therapy are reviewed 
weekly, and a full- session recording of the formulation session with a competency- 
based self- assessment is shared with the IPT supervisor, who provides detailed 
written and verbal feedback.

Following Klerman et al.’s guidance,17 the early middle phase sessions are used 
to review a selection of relationships, each of which involved a pattern of intense 
engagement and then painful ending that Sylvia described occurring several 
times in her life. This review includes the friendships that broke down during the 
last 4 years and further examples that pre- dated Sylvia’s relationship with emma, 
which had been the longest relationship of her life. Sylvia’s relationship with 
emma is used as comparison to try to understand what worked successfully and to 
clarify which aspects of maintaining a wider network of relationships have proven 
so difficult for Sylvia. each relationship is discussed in terms of how it began, how 
the acquaintance developed, who initiated contact, what worked well, and where 
the challenges lay. Given the significance of ending for Sylvia, this is discussed in 
detail for each example. This review exercise, conducted over 2 sessions, is used 
to develop a simple representation of a recurring interpersonal pattern that had 
been significant in maintaining Sylvia’s depression over decades of her life (Figure 
13.2). It is helpful to capture this pattern visually, in the way that a single example 
might be captured in a depression circle, to focus attention and create an essential 
tool for subsequent sessions. Creating a diagram of the recurring pattern helps to 
interrupt the well- practiced narrative of idealized and rejecting relationships that 
Sylvia initially expresses and prompts her to become curious about how each step 
in the cycle leads to the next and in so doing maintains her depression. This also 
provided a way to navigate current choices when Sylvia explores opportunities for 
interpersonal contact through a volunteering role she has taken up and the way in 
which the pattern plays out in therapy.

Mapping the pattern on a page supports Sylvia to revisit what had been 
discussed in a more concrete way than she has been able to do when previous 
discussions were forgotten or overshadowed by a change in mood. Having a 
stable visual representation allows her to work with support to consider different 
perspectives and identify specific options at each stage of the cycle, integrating 
core IPT strategies into the discussion as relevant. These include developing a 
more nuanced recognition and expression of her feelings, using decision analysis 
and communication analysis to plan when and how to approach those occasions 
when she would have previously been too intense due to the urgency of her 
wish for connection. New interactions are carefully planned, creating and role- 
playing simple scripts. Sessions are used to help Sylvia tolerate and process the 



114

In
te

ns
e 

lo
ne

lin
es

s 
an

d
 w

is
h 

fo
r 

co
nn

ec
tio

n

R
ap

id
 e

ng
ag

em
en

t 
an

d
 h

ig
h 

ho
p

es
  

w
he

n 
an

 
op

p
or

tu
ni

ty
 

em
er

ge
s

E
ar

ly
 p

er
so

na
l 

d
is

cl
os

ur
e 

an
d

 
se

ek
in

g 
em

ot
io

na
l 

in
tim

ac
y 

D
im

in
is

hi
ng

 
sa

tis
fa

ct
io

n 
w

he
n 

im
b

al
an

ce
d

 
b

ec
om

e 
ob

vi
ou

s.
 S

el
f

b
la

m
e.

 T
ry

 h
ar

d
er

ra
th

er
 t

ha
n 

ex
p

re
ss

 fe
el

in
gs

D
is

sa
tis

fa
ct

io
n 

b
ui

ld
s 

b
ut

 n
ot

 
ex

p
re

ss
ed

 d
ue

 t
o 

fe
ar

 o
f r

ej
ec

tio
n

E
ff

or
ts

 t
o 

p
le

as
e 

in
cr

ea
se

s 
b

ut
 fe

el
 

ex
ha

us
tin

g 
an

d
  

le
ss

 r
ew

ar
d

in
g.

 
D

ep
re

ss
io

n 
in

cr
ea

se
s.

R
es

en
tm

en
t 

si
le

nt
ly

 b
ui

ld
s 

un
til

 
su

d
d

en
 u

np
la

nn
ed

 
an

d
 a

ng
ry

 
ex

p
re

ss
io

n 
of

 
d

is
sa

tis
fa

ct
io

n

M
ut

ua
l b

la
m

e 
 a

nd
 

re
je

ct
io

n.
 

W
ith

d
ra

w
 in

 fu
ry

 
an

d
 s

ha
m

e

IP
T 

in
te

rv
en

tio
n:

 
E

m
ot

io
na

l a
w

ar
en

es
s;

 b
al

an
ci

ng
 

se
lf-

ca
re

 w
ith

 r
el

ia
nc

e 
on

 o
th

er
s;

 
ex

p
lo

re
 o

p
p

or
tu

ni
tie

s 
fo

r 
ad

d
iti

on
al

 s
oc

ia
l c

on
ta

ct
 a

nd
 

su
p

p
or

t;
 s

cr
ip

tin
g 

ex
p

re
ss

io
n 

of
 

w
is

he
s 

an
d

 fr
us

tr
at

io
n 

 
IP

T 
in

te
rv

en
tio

n:
 

S
cr

ip
tin

g 
an

d
 r

ol
e-

p
la

yi
ng

 c
ha

lle
ng

in
g

co
nv

er
sa

tio
ns

; P
ot

en
tia

l f
or

co
m

p
ro

m
is

e;
 B

al
an

ci
ng

 n
ee

d
s

ac
ro

ss
 r

el
at

io
ns

hi
p

s 
 

IP
T 

in
te

rv
en

tio
n:

 
D

et
ai

le
d

 s
ym

p
to

m
 r

ev
ie

w
 a

nd
 

lin
ki

ng
 t

o 
fo

cu
s 

S
el

f-
ca

re
 a

nd
 d

ec
is

io
n 

an
al

ys
is

; 
E

xp
lo

re
 o

p
p

or
tu

ni
tie

s 
fo

r
p

os
iti

ve
  s

oc
ia

l a
ct

iv
ity

 

IP
T 

in
te

rv
en

tio
n:

 
E

m
ot

io
na

l a
w

ar
en

es
s 

an
d

 
ex

p
re

ss
io

n,
 C

om
m

un
ic

at
io

n 
A

na
ly

si
s,

 D
ec

is
io

n 
A

na
ly

si
s 

p
re

an
d

 p
os

t 
ex

p
re

ss
io

n 
of

 fe
el

in
gs

 

IP
T 

in
te

rv
en

tio
n:

 
E

m
ot

io
na

l a
w

ar
en

es
s 

an
d

 
ex

p
re

ss
io

n,
 C

om
m

un
ic

at
io

n 
A

na
ly

si
s,

 D
ec

is
io

n 
A

na
ly

si
s,

 E
xp

lo
re

 
op

tio
n 

fo
r 

re
p

ai
r 

an
d

 c
om

p
ro

m
is

e 

 IP
T 

in
te

rv
en

tio
n:

 
C

om
m

un
ic

at
io

n 
an

al
ys

is
 a

nd
 

sc
rip

tin
g 

se
lf-

d
is

cl
os

ur
e;

re
�e

ct
in

g 
on

 r
ec

ip
ro

ca
l a

nd
no

nr
ec

ip
ro

ca
l e

xp
ec

ta
tio

ns
 

IP
T 

in
te

rv
en

tio
n:

 
D

ec
is

io
n 

an
al

ys
is

 a
ro

un
d

 
ne

w
 o

p
p

or
tu

ni
tie

s;
 

em
ot

io
na

l a
w

ar
en

es
s 

Fi
gu

re
 1

3.
2 

D
ia

gr
am

 o
f r

ec
ur

rin
g 

pa
tte

rn
.



IPT Training and Accreditation in UK 115

115

frustration and disappointment she feels when the opportunities available to her 
offer some but far from all of what she wishes for in terms of connection and 
support, including therapy itself. The visual diagrams are used in supervision to 
support reflective practice, focusing on the core interpersonal patterns, how they 
perpetuated the depression, choice of specific IPT techniques that may be helpful 
and how these interpersonal patterns are evident and can be managed in the ther-
apeutic relationship.

The progress in these sessions is slow, something that is characteristic of 
sensitivities work. At times, the frustration arising from trying to redirect efforts 
away from the all- or- nothing pattern that has characterized Sylvia’s interpersonal 
style flares up in therapy, temporarily transforming it from being helpful and of-
fering new insights to being too little and too slow with the end of therapy rap-
idly approaching like another inevitable rejection. Having the pattern mapped 
out on a page is useful to support Sylvia to consider how the recurring sequence 
is playing out in therapy. each example is examined carefully to repair the rupture 
and inform how to navigate comparable experiences or setback outside of therapy. 
As this move in and out, a deliberate reflective position became more practiced, 
Sylvia’s confidence in her ability to influence the course of interactions increased, 
something she had not previously experienced. Previously, she said she felt like 
she was repeatedly racing toward another inevitable collision, and now she had 
more ideas about how to steer and pace her own journey. This process of lapse 
and recovery is mirrored in weekly supervision to build the novice IPT therapist’s 
confidence as an explicitly reflective practitioner within the model.

Part of the IAPT model involves routine outcome monitoring, allowing Sylvia 
to track the impact of the work she is doing against her weekly PHQ- 9 scores and 
how she rates progress toward her individual goals, set at the time of agreeing to 
the focus. Both show good progress, with PHQ9 scores gradually reducing week 
on week from session 7 onward and goals- based outcome charting setbacks and 
successes in an overall positive trajectory. By the end of therapy, Sylvia’s depres-
sion scores are within the healthy range, and she has moved more than halfway 
toward her individual goals.

Given the significance of endings in Sylvia’s relationship history, the prospect 
of ending is consistently held in mind and given explicit attention over the final 4 
sessions. Sylvia’s feelings about ending are discussed during each session and care 
is taken in capturing the work that had been done and how this could be sustained 
in the weeks and months ahead. Sylvia’s volunteer role in a local community 
kitchen has gone well, and she felt supported by people who understand vulner-
able mental health and are positive about her ability to help others. This provides 
an opportunity for Sylvia to share her nurturing side, which had been so impor-
tant in the success of her career and relationship with emma. Sylvia can talk about 
therapy ending with the volunteer coordinator and makes posttherapy plans that 
relate to her own resources rather than relying on further therapy to sustain her 
progress. Sylvia accepts the end of therapy and expresses a pragmatic view that 
something useful had been started and will need more practice to consolidate. For 
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the first time, she does not want to be referred for more therapy as she feels able to 
continue with the help of her map and current support.
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evidence supports the efficacy of interpersonal psychotherapy (IPT) for 
treating a variety of disorders across populations and age groups.1– 8 Thus, 
IPT is designated as an evidence- based treatment (eBT)9,10 and is included 
in prominent clinical practice guidelines, especially for the treatment of 
depression.11– 14

Despite their inclusion in influential guidelines, eBTs such as IPT have 
not been universally adopted for inclusion in curricula by training programs 
for mental health professionals.10,15,16 evidence suggests IPT has not been 
disseminated as effectively as other eBTs, such as cognitive behavioral therapy 
(CBT). Indeed, in the United States, CBT is the predominant psychotherapeutic 
paradigm taught in clinical training programs, including clinical psychology, 
psychiatry, and social work.16 In recent years, graduate curricula generally have 
come to focus disproportionately on CBT and psychodynamic approaches, 
leaving few opportunities for IPT training.17 These disparities signal the need to 
investigate current training efforts in IPT and how they differ across disciplines 
that provide training in psychotherapy, including psychiatry, psychology, social 
work, counseling, and psychiatric mental health nurse practitioner (PMHNP) 
programs.
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PSYCHOTHERAPY TRAINING

In recent decades, many disciplines that deliver psychotherapy have had their 
accrediting bodies add stipulations that training programs must provide foun-
dational training in core areas of psychotherapy. Accreditation sets quality 
standards for entry into a field by promoting accountability and consistency 
in goals and expectations for training and education. Guidelines for psycho-
therapy training vary vastly across professional degree programs, meaning that 
their graduates will likely vary in their preparedness to deliver psychotherapy, as 
outlined below18– 22:

 • Psychiatric residents— competence in applying brief and long- term 
supportive, psychodynamic, and cognitive behavioral psychotherapies.18

 • Clinical and counseling psychology doctoral trainees— competence in 
assessment and intervention; the training program must demonstrate 
that practice is evidence based and that evidence is practice informed.19

 • Social work master’s degree trainees— competence in selecting 
appropriate intervention strategies based on research knowledge; 
knowledge of evidence- informed interventions.20

 • Master’s degrees in psychology and counseling trainees— competence in 
evidence- based theories and practice of counseling and psychotherapy; 
ability to plan and implement interventions utilizing at least one 
consistent theoretical orientation.21

 • PMHNP doctoral students— competence in psychotherapy; the training 
program must teach psychotherapy skills.22

The “gold standard” for learning and developing psychotherapy competency is 
a combination of didactics and supervised clinical work.16,23 Yet, no discipline’s 
accreditation guidelines explicitly include this as requisite for eBT training. 
That is, many programs do not require their students to complete didactics and 
supervised clinical work in an eBT to graduate.

NATIONAL PSYCHOTHERAPY TRAINING SURVEY- I

In 2006, Weissman and colleagues published the results of their National 
Psychotherapy Training Survey (NPTS- I) based on a probability sample of all ac-
credited psychiatry, clinical psychology (PhD and PsyD), and social work master’s 
programs in the United States.16 The NPTS- I was a unique multidisciplinary ef-
fort that included leaders from psychiatry, psychology, and social work, focused 
on what was taught in training programs and practicums across disciplines. Its 
objective was to determine how commonly each eBT was offered in accredited 
training programs in psychiatry, clinical psychology, and social work. The original 
survey also gathered data on whether training was elective or required and pro-
vided through didactic training and/ or clinical supervision.16
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Original survey methods

The cross- sectional survey asked directors of clinical training (or persons with 
equivalent job duties) to indicate (1) whether particular psychotherapeutic 
approaches were taught, (2) if they were required or elective, and (3) if they were 
discussed in lectures/ coursework (didactic) and/ or supervised clinical work. The 
survey ran from May 2004 to December 2004, achieving over a 70% response rate.

Accreditation rosters were used to identify 552 training programs (182 psy-
chiatric residencies, 150 clinical psychology PhD programs, 55 PsyD psychology 
programs, and 165 social work programs). Programs were divided by discipline 
and region (West, South, Midwest, Northeast), and a random sample of 300 
programs (54.4%) was selected. Selection criteria were based on stratified random 
sampling with proportional allocation among the 16 disciplines by region strata 
to ensure meaningful comparisons of programs across stratification variables.

Programs that met the gold standard for training in psychotherapy were those 
that required all students to receive didactic training and clinical supervision in 
the psychotherapy in question. Rates among programs were presented as weighted 
percentages, with 95% confidence intervals to account for the sampling design.

Summary of results

Although many programs across all disciplines offered IPT training, CBT was 
the predominant psychotherapy training modality. Among disciplines, psy-
chiatry residency programs reported the highest percentage offering didactic 
training in IPT (70%), although other disciplines also offered didactic training in 
IPT at moderate rates (60% of PsyD programs; 56% of clinical psychology PhD 
programs; 55% of social work programs). Compared to offering IPT didactic 
training, slightly fewer psychiatry residency programs required IPT didactic 
training (60%). However, percentages were much lower at about a quarter to a 
third for other types of training programs (37% of PsyD programs; 29% of clinical 
psychology PhD programs; and 28% of social work programs). In contrast, most 
training programs required didactic training in CBT (99% of psychiatry residency 
programs; 96% of PsyD programs; 89% of clinical psychology PhD programs; and 
80% of social work programs). Strikingly, all disciplines— apart from clinical psy-
chology PhD programs— had higher percentages of programs requiring didactic 
training in at least one non- eBT than those requiring didactic training in IPT.

A similar pattern appeared for supervised clinical work in IPT. Most psychi-
atry (65%), clinical psychology PhD (66%), and PsyD (60%) programs offered 
clinical supervision in IPT, while the rate was lower for social work programs 
(43%). In contrast, CBT supervision was offered in most training programs across 
all disciplines (psychiatry, 94%; clinical psychology PhD, 97%; PsyD, 76%; social 
work, 66%). Relatively few training programs required clinical supervision in IPT 
across disciplines (psychiatry, 29%; PsyD, 24%; clinical psychology, 11%; social 
work, 7%). In contrast, most training programs in psychiatry (93%) and clinical 
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psychology (53%) required clinical supervision in CBT. About 20% of PsyD and 
social work programs required clinical supervision in CBT. Similar to results for 
didactics, programs from all disciplines offered or required clinical supervision of 
at least one non- eBT at a higher rate than for IPT. Together, these results high-
light the available opportunities to increase IPT didactic and clinical supervision 
training opportunities across disciplines.

NATIONAL PSYCHOTHERAPY TRAINING SURVEY- I I

Since NPTS- I was conducted in 2004, IPT researchers, clinicians, and educators 
have continued IPT dissemination efforts. These have included the establishment 
and growth of the International Society of Interpersonal Psychotherapy (ISIPT), 
continued publication of IPT research and training materials,24– 28 adaptation of 
IPT for other disorders,29 and increased availability of IPT trainings.30 Although 
these efforts should have increased the availability of IPT didactics and clinical 
supervision in training programs, they coincided with the emergence and dissem-
ination of other now- popular eBTs, such as acceptance and commitment therapy 
(ACT), mindfulness- based therapies, and motivational interviewing.31– 33 Given 
training programs’ limited resources and increased demand for varied training in 
multiple eBTs, it is as of yet unclear whether training opportunities in IPT have 
increased, despite great efforts in the field. Thus, reassessment of the availability of 
IPT didactic training and clinical supervision across disciplines is needed.

The original NPTS- I survey was expanded to NPTS- II to include counseling 
(i.e., counseling and counseling psychology) and PMHNP programs, which 
is critical given that they train a large proportion of practicing therapists.34– 36 
Similar to NPTS- I, all accredited training programs in the United States were 
identified for the disciplines of interest: clinical psychology (PhD and PsyD, 
American Psychological Association accredited); counseling (master’s, Masters 
in Psychology and Counseling Accreditation Council accredited; PhD or PsyD, 
American Psychological Association accredited); PMHNP (master’s; post-
graduate certificate, doctor of nursing practice; Accreditation Commission for 
education in Nursing accredited); psychiatry residency (American Psychiatric 
Association- accredited); and social work (master of social work; Council on 
Social Work education accredited). Stratified random sampling was conducted to 
select 50% of programs in each discipline in four US regions (Midwest, Northeast, 
South, West), yielding a total of 574 training programs. Training directors (or 
equivalent) and their contact information were identified via program websites. 
Data collection began in October 2021 and is ongoing. Preliminary descriptive 
statistics presented here reflect data as of April 2022. email notifications were sent 
in 1- week intervals for the first 3 weeks of data collection. Subsequent phone and 
email reminders have been made in 2-  to 4- week intervals.

As of April 2022, training directors (or their equivalent) of 167 training 
programs have completed the survey, providing a 29.1% overall response rate 
so far. Response rates by discipline were 41.0% clinical psychology PhD; 33.3% 
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clinical psychology PsyD; 42.4% counseling; 27.3% PMHNP; 29.2% psychiatry; 
and 17.6% social work. The total number of training programs with completed 
responses (and percentage of total completed responses) by discipline were 34 
clinical psychology PhD (20.4% of 167 completed survey responses); 13 clinical 
psychology PsyD (7.8%); 25 counseling (15.0%); 30 PMHNP (18.0%); 38 psychi-
atry (22.8%); and 27 social work (16.2%).

Preliminary findings of NPTS- II indicate the availability of IPT in training 
programs (all percentages reported below are of training programs with completed 
responses). Of 167 training programs with completed responses, 73.7% of 
programs offered and 53.3% of programs required didactic training (e.g., grad-
uate course or workshop; lectures/ readings/ coursework) in IPT. Didactic training 
ranged from 3 hours or less (e.g., an introductory lecture) to 30 hours or more 
(e.g., a semester- long graduate course). ISIPT requires at least 16 hours of di-
dactic training for therapist certification, and in the past 3 years 19.8% of training 
programs with completed responses have offered didactic training that meets this 
requirement. Thus, although about half of programs required didactic training in 
IPT, and only one- fifth offered sufficient didactic training for ISIPT therapist cer-
tification. In contrast to IPT didactic training rates, 73.1% of training programs 
offered and 16.2% required IPT clinical supervision.

Most training programs offered both didactic training and clinical supervision 
(63.5%), while only a minority of training programs required both (13.2%). These 
preliminary findings are similar to results of the original survey based on weighted 
means across the four disciplines reported: 60.8% of programs offered and 39.9% 
required IPT didactic training; 58.2% offered and 17.1% required IPT clinical su-
pervision. Thus, the prevalence of IPT offerings and requirements in training 
programs may have remained stable or slightly increased in the past 17 years.

CONCLUSION

In NPTS- I, it was found that didactic training and clinical supervision in IPT 
was widely offered across training programs in the United States, despite being 
offered at fewer programs than some other eBTs, like CBT. Preliminary findings 
of NPTS- II suggested that didactic training and clinical supervision in IPT con-
tinue to be offered at most training programs in the United States. The avail-
ability of IPT training may have slightly increased from 2004 to 2022, but full 
results await the completion of the 2022 survey. This possible increase may be 
attributable to ongoing IPT research and dissemination efforts, as well as many 
disciplines’ accrediting bodies requiring their training programs to provide foun-
dational training in psychotherapy. Because the current preliminary and future 
finalized results have limited generalizability outside the United States, an in-
ternational replication would enhance understanding of the availability of IPT 
training internationally and aid researchers’, clinicians’, and educators’ IPT dis-
semination efforts.
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Interpersonal Psychotherapy 
Training in the Veterans Health 

Administration in the United States

K A T H L E E N  F.  C L O U G H E R T Y,  J E N N I F E R  L .  S T E E L E ,  

A N D  K E V I N  C R O S W E L L  ■

The veterans Health Administration’s (vHA’s) evidence- based provider psycho-
therapy training program in interpersonal psychotherapy (IPT) is among the 
largest competency- based IPT training programs in the United States. This chapter 
describes how the provider training initiative came about, how IPT training was 
developed and disseminated, the changes made over time, and lessons learned. 
This may serve as a guide to the development of future large- scale IPT training 
projects.

The vHA is America’s largest integrated healthcare system, providing care at 
1298 healthcare facilities, including 171 medical centers and 1113 outpatient 
sites of care, to more than 9 million veterans enrolled in the vA healthcare pro-
gram. Mental healthcare at these facilities is provided by a multidisciplinary 
cadre of mental health professionals, including, but not limited to, psychiatrists, 
psychologists, social workers, and psychiatric nurses. Among the most common 
psychiatric diagnoses for veterans include anxiety, post- traumatic stress dis-
order (PTSD), depression, and substance use disorders, with high levels of 
comorbidity.1

In 2002, the president’s New Freedom Commission on Mental Health 
conducted a study of the nation’s mental health care.2 The commission’s final 
report emphasized the importance of mental health in overall wellness and 
concluded that healthcare providers should improve patient access, offer collabo-
rative care, and implement research- based best practices. Based on this guidance, 
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the Department of Defense and Department of veterans Affairs created a strategic 
plan to transform vA mental health care. As part of the strategic plan, vHA devel-
oped a national evidence- based psychotherapy (eBP) provider training program. 
The goal of the program is to improve veteran outcomes by mitigating gaps in 
the clinical workforce’s ability to competently provide veterans with eBPs to en-
sure they have access to high- quality mental health care regardless of location or 
circumstance.

Initial training programs, starting in 2006, focused on meeting the needs of 
veterans with PTSD by training providers in cognitive processing therapy and/ 
or prolonged exposure therapy, both of which were supported by robust effec-
tiveness data as well as successful community implementation trials. The training 
model was competency based and required trainees to attend an experientially 
based workshop (3– 5 days), participate in weekly consultation calls with a na-
tional expert (1.5 hours/ week for 6 months), submit audio recordings of sessions, 
meet criteria on rating scales, and complete a set number of cases and sessions. 
There was variability between training programs.3

The vHA’s handbook4 required that veterans have access to eBPs shown to be 
effective for specific mental health or behavioral health conditions. Originally, 
this included PTSD, depression, and other serious mental illness. The handbook 
specified that veterans with depression must have access to eBPs for depression. 
Training initiatives included competency- based clinical training in cognitive be-
havioral therapy, acceptance and commitment Therapy, and IPT. The vA currently 
also provides competency- based training in eBPs for chronic pain, relationship 
distress, insomnia, substance use disorders, and suicide prevention. All vA pro-
vider training initiatives are consistent with the training recommendations of ev-
idence reviews and the latest updated evidence synthesis by Frank and colleagues 
demonstrating that didactic and experiential training components followed by 
consultation improve provider competence and intervention use.5

DEVELOPMENT OF THE IPT TRAINING PROGRAM

In 2011, two external IPT subject matter experts, Kathleen Clougherty and 
Gregory Hinrichsen, were asked to develop a veteran specific IPT training pro-
gram, which would be competency based and would become self- sustaining. 
The task included designing a 3- day didactic/ experiential IPT training work-
shop template; writing a veteran- specific treatment manual6 that was based on 
the original IPT manual developed by Weissman, Markowitz, and Klerman7; 
and developing a therapist adherence measure8 and a veteran- specific training 
film.9 The subject matter experts were advised by Jennifer Steele and Michael 
Stewart, the internal veteran therapist experts. Because of the high rates of sui-
cidality among veterans, the internal experts also added a suicide safety protocol 
to the IPT training workshop, and since veterans can initially be difficult to en-
gage in psychotherapy, the internal experts also added a half- day motivational 
interviewing component.
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THERAPIST TRAININGS

In- person workshops began in 2011. The aim was to hold 4 to 5 trainings per 
year, although in some years there were fewer. Trainees included 30 to 40 licensed 
psychiatrists, psychologists, social workers, and psychiatric health nurses per 
workshop. Four to 7 external IPT experts were invited to lead breakout groups 
during the training. They later became supervisors (called “IPT consultants” at 
the vA).

After the workshop, each trainee was assigned to a consultation group with an 
expert consultant and 3 other trainees. The group met weekly for 1.5 hours for 
6 months. Prior to the session, trainees sent their audiotaped IPT sessions to the 
consultant for full review. Trainees had to attend 75% of the consultation sessions 
and achieve an adherence score over 2.5 out of 4 over 2 cases. Due to funding is-
sues, trainees were supervised on 2 cases, rather than the standard 3. The experts 
agreed to reevaluate the need for an additional training case, based on adherence 
and competency indicators, after the first training cohort completed their 2 cases. 
When the experts reviewed the therapist and veteran outcome ratings on these 
first 124 trainees, they determined that supervision on 2 cases was sufficient to 
reach competence.

Trainees were expected to complete at least 12 sessions, including all phases 
of treatment for their primary case and at least 8 sessions for their secondary 
case. They were to demonstrate an understanding of strategies and techniques 
for the problem areas that were the focus of their veteran cases. Supervision 
requirements have changed over time. Originally, 12 complete tapes over 2 cases 
were reviewed using the Interpersonal Psychotherapy Rating Scale (IPTRS). 
Currently, consultants review 10 recorded sessions over 2 cases.

An analysis of the first 124 trainees found that IPT was effective in reducing de-
pression in veterans, improved their quality of life over multiple domains, and was 
well received. Trainees found the training and supervision to be helpful in their 
practice. Over 85% of all trainees successfully completed their training and were 
adherent based on the IPTRS.10

EXTERNAL CONSULTANTS’ TRAINING

A major hurdle in bringing IPT to the vA was that there was only 1 internal IPT 
consultant to supervise the trainees. The first 10 consultants were IPT experts 
from outside the vA. Most of them had been trained to treat patients in IPT re-
search trials and had been supervising IPT clinicians for many years. To ensure 
fidelity of supervision, there was a 2- day consultation workshop during which 
consultants listened to and rated veteran IPT sessions for each problem area, 
across all phases of treatment, using the IPTRS. The internal experts provided 
guidance to the consultants on the needs and issues of veterans. Twice- monthly 
calls were held with the consultants to discuss questions about using IPT with vet-
erans and issues that arose during their consultation calls.
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As vA therapists completed IPT training, they began to take the place of the 
external consultants. To become internal vA consultants, the vA therapists 
completed 3 additional supervised IPT cases, supervised trainees on 3 cases under 
the supervision of an existing consultant, and attended the consultants’ training 
workshop. By 2014, there were 12 potential internal vA consultants in varying 
stages of training. In 2022, all training and consultation was provided by vA staff. 
In total, there were 8 trainers and 28 consultants.

Changes to the IPT training program

In 2016, the vA’s IPT program became a fully functioning training program 
that no longer relied on external experts. The initial program evaluation data 
demonstrated the training model was successful and feasible based on measures 
of participant learning and veteran self- reported benefits.10 Since then, the pro-
gram has continued to evolve. The vA replaced its in- person IPT workshops with 
5- day online workshops. Serendipitously, this meant that when the COvID pan-
demic struck, training could continue. The program has also adapted in response 
to participant feedback. For example, the workshop week now includes a daily 
30- minute “Ask the Trainers” Q&A (question- and- answer) session.

The vA contracted with a software design company to create an online learning 
tool to complement the workshops and consultation. The company worked for 
2 years with the vA’s lead IPT trainers, Kevin Croswell and Leila zwelling, and pro-
gram coordinator, Hani Shabana, to develop a variety of IPT simulation options. 
The vA IPT Interactive Training Program was published online and put into prac-
tice at the beginning of 2019 as part of the workshop.11 The guided self- study offers 
a variety of IPT- specific clinical simulations for trainees to apply their knowledge 
of IPT to different scenarios and get computer- based feedback and instruction 
based on their answers. The self- study program includes interactive conversations, 
as well as videos for participants to evaluate, and it covers all 3 phases of IPT.

The vA incorporated the self- study training into the virtual workshop so 
trainees could learn from didactic sessions in the morning, practice skills in the 
self- study, and then participate in breakout groups in the afternoon. Trainees con-
sistently reported that the self- study allowed them to practice on their own and 
get important feedback before practicing in the consultation group. Consultants 
found that the self- study made trainees more prepared, less nervous, and more 
engaged in the breakout sessions. All training sessions are conducted over video 
calls, which help to keep participants engaged and allow consultants to incorpo-
rate visual components into their training.

The vA also turned a vA IPT training video into an online continuing educa-
tion unit course available to all vA staff and providers.12 This course is an excel-
lent introduction for trainees or professionals new to IPT because they can watch 
the video demonstrations and begin to learn basics of IPT. In addition, it can be 
a helpful resource for IPT- trained clinicians, who can review specific IPT topics 
with clinical descriptions and video demonstrations.
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In 2018, the vA, in an unpublished program evaluation, reported on the na-
tional IPT training program evaluation data from 2011 to 2018. The report 
compared the first 12 in- person workshops with audio consultation (2011– 2015) 
to the first 6 virtual workshops with consultation (2016– 2018). In both cohorts, 
the report found significant increases in therapist competence in delivering IPT, 
large overall reductions in depression among patients, and improvements in vet-
erans’ quality of life and therapeutic alliance. virtual training did not result in 
significantly different participant ratings, completion rates were similar, and there 
were no differences in patient outcomes on any measure. The report strongly 
supported the continued viability and effectiveness of IPT dissemination and 
training within the vHA.13

To date, the vA has trained over 800 mental health professionals and treated 
thousands of veterans across its healthcare system. While aspects of the training 
have changed over the past 10 years, the model remains essentially intact. even 
in the original in- person training model, the supervision and ongoing feed-
back were delivered remotely. The current virtual training model retains the 
structure of synchronous training followed by remote small group/ one- on- one 
supervision.

LESSONS LEARNED

This project would not have been possible without vHA support. Despite many 
obstacles, the external experts were allowed to develop a rich IPT training model 
that met the training needs of the vA therapists. A good working relation-
ship with the funding organization is essential. It takes time to train to internal 
independence— time to develop expertise among employees in sufficient numbers 
to ensure system- wide, high- quality IPT clinicians; time to develop supervisors 
from those who were interested and skilled enough in IPT to move on to be-
come supervisors; and time to mentor some of those supervisors as they become 
trainers. It usually takes from 3 to 5 years. This is expensive, and many organiza-
tions cannot fund this. But developing a fully functional, internal IPT training 
program more quickly is not realistic. Organizations will initially need to hire ex-
ternal consultants and train them to understand the population to be treated. The 
first training round should be used to gather information to see which adaptations 
need to be made to the basic IPT model.

After the first round of consultation, the experts reviewed consultation notes to 
see if any changes needed to be made to the basic IPT protocol. With that infor-
mation, the external experts wrote the IPT for veterans manual.14 There were only 
2 aspects of IPT that needed adaptation. The first was the sick role. Many veterans 
did not relate the idea of an impairing medical condition in which they should 
“take activities off their plate” while recovering. Instead, therapists help veterans 
recognize that when they are depressed, they are not able to function as well as 
they normally would. The therapists help them temporarily adjust expectations 
for themselves while they focus on recovery.
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The second change was in how interpersonal deficits were conceptualized. 
Deficits fell into 2 categories: first, veterans who entered service with interpersonal 
deficits and second veterans who did not exhibit deficits prior to deployment, but 
who experienced newfound chronic loneliness and isolation on returning to civilian 
life. In the latter group, it became clear that experiences of deployment stymied the 
veterans’ use of interpersonal skills they possessed prior to deployment. For the 
first group of veterans, the task was to help build interpersonal skills; for the second 
group, the task was to help veterans retrieve skills that were there, but for various 
reasons became dormant after return from deployment. Based on this experience, 
the experts adapted how interpersonal deficits were taught to the trainees.
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Interpersonal Psychotherapy 
in Ethiopia (IPT- E)

D A W I T  W O N D I M A G E G N ,  H E N O K  H A I L U ,  

P A U L A  R A V I T Z ,  A N D  C L A R E  P A I N  ■

Interpersonal psychotherapy (IPT) was adapted by Ethiopian psychiatrists to 
the local culture and context (IPT- E) and subsequently taught more broadly to 
provide access to services for Ethiopian patients with common mental disorders 
(CMDs). This chapter describes the country background and healthcare context, 
along with the history, the process, and facilitators of and barriers to the cultural 
adaptation and implementation of IPT- E.

COUNTRY CONTEXT

The Federal Democratic Republic of Ethiopia, located in the horn of Africa, has 
a population of 120 million.1 It is a landlocked country, and most Ethiopians live 
rurally as subsistence farmers, accounting for 78.3% of the adult population in 
2020. Ethiopia is a multiethnic country with over 80 nationalities and languages 
and hundreds of dialects. The religion of most Ethiopians is Orthodox Christian 
(43.8%), followed by Muslim (31.3%) and Protestant (22.8%). Basic infrastruc-
ture, communication, and services are limited, and access to healthcare can be 
challenging. Ethiopia remains a low- income country, with a Human Development 
Index value in 2019 of 0.485, placing the country in the bottom 10% at 173 out of 
189 countries and territories.2

Primary healthcare in Ethiopia has grown significantly in the last 10 years, and 
healthy life expectancy has gradually improved over the last 3 decades, largely 
because of successful efforts to reduce infant, child, and maternal morbidity. 
However, the Ethiopian health system continues to struggle under the triple 
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burden of communicable diseases, noncommunicable diseases, and the results of 
physical injuries from accidents.

MENTAL HEALTH SERVICES

With few Western- trained mental health practitioners together with a well- 
established and highly respected network of religious and traditional healers who 
provide care and healing for health disorders throughout the country, it is only re-
cently that mental health has reached a level of priority in health policy. According 
to the government of Ethiopia, 26% of health facilities provided mental health 
services in 2021. While this is a significant improvement from even a decade ago, 
the coverage for priority mental health conditions remains very low. For example, 
treatment for those with psychotic conditions is 10%, while treatment coverage for 
child and adolescent mental health conditions is 1%. In general, the treatment of 
mental health problems is limited to pharmacotherapy with inconsistent medica-
tion supplies.3 The prevalence of mental health disorders in Ethiopia ranges from 
14.9% to 27.6% in a variety of populations, with higher rates among women.4– 7

THE TORONTO ADDIS ABABA PSYCHIATRY PROGRAM

In 2003 the University of Toronto (UofT) in Canada and Addis Ababa University 
(AAU) in Ethiopia launched an educational partnership named the Toronto 
Addis Ababa Psychiatry Project (TAAPP). The aims of TAAPP were to assist with 
opening the first psychiatry residency training program in the country and to pro-
mote the development of capacity and sustainability of mental health education 
and clinical services. The major contribution by UofT continues to be month- long 
on- site teaching and supervision for up to 3 times annually (https:// taaac.ca/ psy 
chia try).8,9 Prior to the establishment of the AAU psychiatry residency training 
program in Ethiopia, there were about 500 psychiatric inpatient beds in one fa-
cility providing custodial care for long- stay forensic psychiatric patients and one 
outpatient mental health clinic to serve the entire population. There were only 
11 psychiatrists in the country, all of whom had trained abroad, as well as about 
100 psychiatric nurses with one university- affiliated Department of Psychiatry 
located at AAU. With the assistance of TAAPP, the scenario has changed signif-
icantly, and now Ethiopia has over 100 psychiatrists. TAAPP has also been in-
volved training in the only clinical psychology program in the country; there are 
now about 50 graduates. Ethiopia has scores of psychiatric nurses; several master’s 
trained mental health officers are similar to clinical psychologists but with lim-
ited training in psychological treatments who provide services for the mentally ill 
across the health system.

One of the milestone achievements of TAAPP was the introduction of psycho-
therapy to the Ethiopian health system. In 2006, TAAPP taught the first 1- month 
IPT training in the psychiatry residency training program at AAU. It introduced 
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the entirely new idea that “talk therapy” is a modality of treatment for CMDs in 
Ethiopia. There was neither the knowledge nor the culture of “talk as therapy” in 
Ethiopia. Thus, the history of the introduction of IPT in Ethiopia is also the his-
tory of the introduction of psychotherapy. As such, it had to meet and continues 
to meet all the challenges of any novel treatment modality in a new context, while 
at the same time paving the way for other forms of psychotherapy to make inroads 
into Ethiopian mental health education and service development.

The ontology of suffering in Ethiopia is recognized as relational in a culture 
where daily life is organized around the centrality of community.10 Whereas 
mental illness as understood by Ethiopians refers to florid psychotic disorders, 
most obviously for example, a homeless man behaving bizarrely, such as directing 
traffic while naked in public. The symptoms and difficulties of CMDs, such as anx-
iety, depression, and somatoform problems, are recognized as relatively frequent, 
private, and part of the burden of life. The idea in IPT that both the struggles 
that lead to psychological distress and how a person recovers are a function of 
their social relationships and are congruent with local understandings. As a result, 
when IPT was introduced as a modality of treatment, it had an instant appeal to 
providers, trainees, and patients as intuitively familiar.

Although talking to a trusted other such as a family member or a village elder 
is helpful and valued, it is not considered a form of therapy or a medical service. 
Healthcare workers (HCWs) are expected to tend to the sick with medications or 
procedures, not with psychotherapy, and no HCW from primary care to tertiary 
specialists were trained or expected to provide therapy as a modality of treat-
ment. As the psychiatry residency program matured, senior residents and newly 
qualified psychiatrists became increasingly interested in psychotherapy because 
the use of medications, especially for those with CMDs, provided disappointing 
results, and medication supply chains are unreliable.

IPT- ETHIOPIA ADAPTATIONS

One of the barriers to IPT at the time of its introduction to Ethiopia was that the 
only evidence for the cultural adaptation of IPT was for group therapy by trained 
lay providers in Uganda.11,12 This lack was an obstacle to academic teaching and a 
stimulus to adapt individual IPT for teaching and practice in Ethiopia.

Multiple TAAPP month- long IPT trainings have occurred over several years 
since 2006. Following the first training, there were initial attempts to practice IPT 
with distance supervision from UofT faculty, which failed for a variety of logistic 
and systemic reasons. In 2011, we conducted a large focus group consultation with 
over 40 psychiatrists for cultural adaptation purposes sponsored by the Ethiopian 
Psychiatric Association. There was widespread recognition that local languages 
did not have words that mapped directly or easily onto the Western concept of 
depression. Differences in the cultural experiences of anguish and distress meant 
that the literal translation of English words into local languages would be mis-
leading. In response, the decision was made to change the language of therapeutic 
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communications within the phase-  or focus- specific IPT clinical guidelines to in-
corporate local sayings and phrases to make IPT concepts make sense and be 
more acceptable to patients.

Through this process we were able to incorporate some of existing and familiar 
cultural practices as part of our recommendation for IPT adaptation.13 Examples 
included the use of “Shemegelena,” a local process of interpersonal conflict res-
olution through soliciting counsel from a respected member of the community 
and the recognition of Ethiopian postpartum rituals that were shown to protect 
against the development of CMDs.14 Another example is the inclusion of two 
Amharic sayings that are relevant to Ethiopian patients with regard to talking 
about their emotional experiences: Hulun beyawerut hode bado yekeral (“If you 
speak all that you have, then you will be empty inside”). If the patient cites this 
concern, the counselor can reply, Kalemenager Deje Azmachent yekeral (“If you 
don’t speak up, you might miss out on moving ahead”), conveying that there is 
benefit to the expression of emotions. In this way patients are gently encouraged 
to describe their experiences, speak about their problems, and give voice to their 
wishes and feelings, which is important to the therapeutic process.

The original IPT manual instructs therapists to provide psychoeducation, 
informing the patient they have a medical illness called depression in order to 
alleviate self- stigma, legitimize the patient’s need for help, and reframe their 
difficulties as the “sick role,” with the intent of instilling hope.15 However, 
explaining the diagnosis with a medical explanatory model of depression as a dis-
order or illness in Ethiopia is associated with life- threatening conditions and ex-
perienced as frightening and peculiar rather than helpful; thus, this needed to be 
adapted as described in the case vignette in this chapter.

The “dose” of 12– 16 sessions of the IPT model as it was originally designed is 
not possible because most patients cannot afford the time off work or the travel 
costs to come for therapy for multiple sessions. We reduced the number of IPT 
sessions to 4 (8 were rarely feasible). In keeping with other global mental health 
packages of care and subsequent adaptations of IPT in low-  and middle- income 
country settings, this dose of IPT helped to address potential barriers, logistical 
challenges, and opportunity costs that patients faced.16,17

Following the above process, in 2012 and beyond, we secured funding from 
grand Challenges Canada for the “Biaber Project” to adapt and test the possibility 
of introducing IPT- E into primary care within the Ethiopian health system. The 
project name was inspired by the Ethiopian proverb Der Biaber Ambassa Yassir, 
which means “Alone we are a spider’s web; together the web becomes a rope to 
capture the lion.” This evoked the spirit of collectively addressing a threat— in this 
case, underrecognized and undertreated CMDs— and gave us the opportunity to 
iteratively adapt and implement the model further.

Prior to the Biaber Project, there were no mental health services available in 
primary healthcare. Primary care health clinics are staffed by general nurses who 
do not receive training in mental health. To address this, we followed a train- the- 
trainers model and task shifted the delivery of IPT- E to the general nurses who 
run the health centers.18 We first trained psychiatrists, who then trained midlevel 
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mental health professionals (psychiatric nurses and clinical psychologists, etc.), 
who together trained primary care nurses to identify and treat CMDs with IPT- 
E. Supervision and mentorship were provided by the midlevel mental health 
professionals on a weekly basis to the newly trained general nurses in the health 
centers. The counselors had all passed the IPT- E course examination in their 
classroom training and were equipped with an Amharic checklist to ensure they 
remembered what to do in each phase of treatment when they worked clinically. 
With weekly direct and indirect supervision by their mentors on site, it became 
evident which of the counselors needed extra help and who had moved easily into 
using IPT- E. Those who needed more help to feel confident and competent were 
given it. It was never mandatory for the primary HCWs to screen and deliver IPT- 
E; up to 75% of all trained personnel continued to provide these mental health 
services, which suggests those who were able to deliver the services adequately 
continued to do so.

In all, we developed 8 Amharic and English language training modules to scale 
up screening and treatment of CMDs using IPT- E with 4 modules specific to IPT 
and additional modules on introducing mental health into primary care covering 
such topics as stigma, screening, safety, domestic and sexual violence, substance 
use, building resilience, and project protocols. Teaching videos with captioned 
demonstrations of IPT strategies were used with interactive case- based skills 
practicing in live workshops. In addition, an “antistigma” and a “recovery is pos-
sible” video were created and screened in primary care waiting rooms of all the 
health centers involved, and banners were placed in the health centers advertising 
the availability of mental health care.

We have now trained over 900 health professionals and front- line workers 
in IPT- E through 3 scale- up projects across 23 health centers and 5 regions of 
Ethiopia, including 2 refugee camps in Western Ethiopia and university student 
health centers in Wolaita Sodo University.19 We have screened more than 30,000 
patients for CMDs, and those individuals recognized as able to benefit from IPT- E 
and who were available for treatment were referred for up to 4 sessions of IPT- E 
(N =  >1700 patients).

BARRIERS, FACILITATORS, AND NEXT STEPS 
FOR IMPLEMENTATION

The most significant barrier for the widespread implementation of IPT- E is the 
novelty of talk therapy to the clinical culture, and the ongoing idea that mental 
illness is a psychotic disorder that can best be managed by medications. This 
has been addressed in the psychiatry and family medicine residency training 
programs and in clinical psychology master’s programs by the regular teaching 
and practice of IPT- E and other relevant models of psychotherapy.

However, within primary healthcare, the sheer burden of service provision 
because of a limited number of health workers who cater to large numbers of 
patients makes the idea of spending 45 minutes with 1 patient in therapy at best 
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a misplaced luxury and at worst a complete waste of time. Understandably, re-
sistance comes from hospital administrators, who are pressed for “efficiency,” 
and HCWs who have a large quota of patients to see and whose availability is 
compromised by the length of time an IPT session takes. However, following the 
trainings, we were struck by the willingness of primary care nurses to use IPT- 
E to treat patients, despite time constraints and patient quotas. The nurses were 
very positive about how IPT- E helped their patients, and they felt empowered 
and grateful for the training and mentoring they received. Similar findings have 
been found in health providers for distressed students at Wolaita Sodo University, 
Ethiopia.20 The Ethiopian government has recognized the need to provide mental 
health services in primary health clinics by placing one psychiatric nurse or 
equivalent into each health center. At present, this individual sees all people with 
mental health problems and provides medications but no therapy.

It is ironic that as we try to continue to introduce IPT- E into Ethiopia, the 
prevailing model of mental health services in the West coincides with a wide-
spread move toward medications and away from psychotherapies.21 However, to 
make IPT- E more accessible to Ethiopians, we believe the introduction of IPT- E 
training into all appropriate healthcare education programs is the path to long- 
term change. So far, IPT training has been successfully introduced into Ethiopian 
psychiatry and family medicine residency training programs and into the clin-
ical psychology masters’ program at AAU. To enable IPT- E to be available as an 
accessible treatment for CMDs in Ethiopia, the training needs to be introduced 
into all nursing programs, as well as all master’s level mental health programming 
in the country. It has been heartening to see what an excellent model IPT is for 
Ethiopia. It is intuitively relevant and relatively easy to adapt and train nonmedical 
practitioners to perform. That it will take considerably more time to provide a 
scaling up of services has become an incentive for our Ethiopian colleagues to 
persevere.

CASE EXAMPLE

Almaz is a 28- year- old married mother of 2 young children. She lives with her 
husband and extended family and works part- time as a waitress. Her third child 
died after a brief illness 5 months ago. She came to the primary healthcare clinic 
because of a severe headache, with complaints of frequent tearfulness and sad-
ness, trouble sleeping, and a lack appetite. She had lost 5 pounds in the prior 
2 months. She had missed several days of work over the last few weeks and 
struggled to manage her chores, sometimes wishing she was not alive and could 
be with her dead child in heaven. She took no medication and had no known 
medical conditions or history of psychological problems. She screened positive 
for a CMD and was interested and able to come for IPT- E therapy.

Telling other patients with similar problems that they had an illness called de-
pression had not helped the other patients with similar problems, assisted them to 
feel validated in a sick role, or relieved them of feelings of personal blame for their 
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condition. In fact, the thought that Almaz might have a mental illness (under-
stood as a severe psychotic illness and sign of god’s disapproval) would keep most 
patients like Almaz from coming to the clinic and increase her sense of stigma. 
As well, in Ethiopia an illness is usually an acute infectious disease and a fre-
quent cause of death. As well, there are no words in the commonly used Ethiopian 
language of Amharic for depression. “Sadness without a cause,” which some 
people use, is not useful in IPT because linking cause and symptoms is of fun-
damental importance. Of interest, the structure of the verbs in Amharic are such 
that experiences are felt to be done to one (e.g., the sun hits me, the rain drums 
on me, the world/ god strikes me by taking my daughter). So, agency is seen as 
coming from an external source and the question of weakness or self- blame is not 
common, whereas CMDs with depressive, anxious, and somatic symptoms are 
considered a common price to pay for the burden of life. A patient’s attendance at 
the clinic tends to validate their distress as legitimate and not imaginary.

Rather than emphasizing the sick role, the link in IPT- E was made with the 
death of Almaz’s daughter and the onset of her symptoms, which makes sense and 
engenders relief, strengthening the therapeutic bond with the health worker. This 
achieves the same effect that IPT aims for in the West with psychoeducation with 
regard to depression. The IPT- E provider proceeded to deliver the treatment with 
a focus on loss, helping Almaz to connect with supportive others and to benefit 
from traditional bereavement practices, and the patients’ symptoms resolved.
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Interpersonal Psychotherapy 
in Kenya

O B A D I A  Y A T O R  A N D  M A N A S I  K U M A R  ■

African- centered psychology is a reawakening, a road towards emancipa-
tion, a project that encompasses emotional, cognitive, cultural, political 
and economic attitudes and practices. . . . it is a knowledge that begins with 
an inward- looking process, with speaking not about yourself but about the 
world as you have come to know it.

— Ratele, 20191

SITUATING KENYA

In non- Western societies, families and extended community networks become 
vital to an individual sense of identity and well- being. Interpersonal relationships 
extend to social and community ties, and these inform the subjective sense of 
well- being.2 The choice of applying interpersonal psychotherapy (IPT) in Kenya 
was also determined by the need to strengthen communication and connection 
between individuals and families that gets disrupted due to extreme adversities, 
stress, and pressures of modern living. Kenya is an East African country that the 
World Bank classifies as a low-  and middle- income country (with a population 
of over 54 million and per capita income of 4370 PPP dollars).3,4 About 30% of 
Kenyans live in urban centers, and urban living implies disconnection from tradi-
tional ways of living and disrupted social networks and protection mechanisms. 
Over 32.4% of Kenyans live in absolute poverty (according to 2021 World Bank 
estimates).5 Therefore, the struggle for livelihoods, taking care of basic health, ed-
ucation, and other essential services remains the primary concern. Under such 
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prolonged stress, families experience sadness, loss of control, distanced ties, and 
their interpersonal life begins to suffer.

In sub- Saharan Africa, maternal, adolescent, and child mental health remain 
poorly understood. The burden of disease is high; the supportive services, psy-
chotherapy and specialist psychiatric services, are unevenly distributed, with 
urban centers receiving the most support and rural the most marginalized. The 
human development index score of .601 implies medium human development.6 
There are improvements in the key indicators of mean years of schooling, ex-
pected years of schooling, life expectancy at birth, and gross national income per 
capita over time.

INTERPERSONAL PSYCHOTHERAPY AS A FRAMEWORK 
TO UNDERSTAND THE SUBJECTIVE EXPERIENCE 
OF DISTRESS IN KENYA

The above context provides a sense of challenge and deprivation that a large popu-
lace experiences in Kenya. In addressing adverse social determinants of health and 
well- being, individuals and families are experiencing greater noncommunicable 
disease burden as the shift in health disparities moves from infectious diseases; 
cancer, cardiovascular, metabolic diseases, and mental and substance use disorders 
are on the rise.7

Interpersonal theory offers a unique opportunity to begin to understand how 
socioemotional communication, social communication, and family stress factors 
that impact help- seeking behaviors and how health, prevention, promotion, and 
treatment issues are discussed and managed in a relationship context.

Relationships from an African perspective are defined in interconnectedness, 
interdependence, sense of solidarity, and belongingness,8 and to be human is to 
be in the community, participating in beliefs, ceremonies, rituals, and festivals 
that give a sense of belonging.9 It has also been suggested that in unearthing the 
reasons for the importance of relationships points toward a dialectic pattern of 
African individualism– collectivism in which independent and interdependent 
orientations flow together.9

life events predispose persons to mood changes, and if an unpleasant event is 
persistent, the interpersonal distress sets in and an individual may then experi-
ence depressive symptoms. Among our perinatal population, we realized that role 
transition and role conflict scores high. The age of the mother at the time of preg-
nancy, levels of partner involvement, reaction of the immediate family members 
toward pregnancy, and prior expectation of the concerned mother are some of 
the key determinants of the levels of depressive symptoms. We found out that un-
planned and unwanted pregnancy, low levels of education, lack of male partner/ 
family support, and low social economic ability are some of the common variables 
that influence the levels of interpersonal distress among perinatal women.10 The 
drivers of a range of adverse social determinants of health, such as poverty, dis-
engagement from school and education, poor healthcare access, and poor family 
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support and well- being in the context of young girls and women can be situated 
within interpersonal and family context using the interpersonal framework that 
IPT extends.

TASK SHARING, TASK SHIFTING, AND MENTAL ILLNESS 
STIGMA REDUCTION

Our efforts at offering IPT have been devoted toward leveraging limited human 
resources in formal health services and using nonspecialist and lay health workers 
to offer therapy with continuous supportive supervision. This practice, also called 
“task shifting/ sharing,” from specialists to nonspecialists or lay health workers is 
one of the innovations of global mental health that has enabled narrowing the 
mental health treatment gap.

Mental health stigma is so rampant that, in addition to working with com-
munity health workers (CHWs) and primary care staff, a process of normalizing 
mental health treatment has to be initiated. This normalizing process is the only 
way of mitigating mental health stigma— the stigma of being seen as “mentally 
disabled,” “mad,” “bewitched,” or “having an incurable disease.” One of the ways of 
addressing stigma in the communities and in seeking services in primary and spe-
cialist care is to offer an open, transparent process. Therapy offered in groups has 
the potential not only to mitigate stigma and put things out in the open, but also 
reach out to many needy individuals at one time. Individual psychotherapy does 
not have any sort of traction as it still maintains the perception that the recipient 
of the intervention is “out of joint.”

group IPT has taken the form of a community of practice that engages in 
meaning making around the link between depression and life events: addressing 
adversities and relationship setbacks, offering opportunities for group members 
to learn and intervene with one another. We have added to this another innova-
tion, which is to have two facilitators, preferably a male and female work together 
to allow a well- synergized exchange between group members that is moderated 
by the therapists (or facilitators). Having two lay health workers (CHWs) work 
in tandem gives them confidence to rehearse and act on IPT principles together. 
Variance in age among the two facilitators is another area worth exploring con-
sidering some participants prefer to share their setback experiences openly on 
specific areas of their lives when prompted by a facilitator of a certain age group, 
such as issues to do with marital conflict for the elder facilitators and matters on 
teenage pregnancies for the young facilitators. In an African context, discussing 
sex is a rare topic within family the setup, and adolescents mostly learn from 
their peers leaving them more vulnerable to sexually transmitted diseases and in 
some instances unplanned, unwanted teenage pregnancies. According to the 2014 
Kenya Demographic and Health Survey, women’s median age at first birth was 
reported to be 20.3 years, similar to the median age of 20.2 years at the time of 
marriage11; hence, the adolescent population requires an evidence- based mental 
health intervention at the primary services level.
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HEALTHCARE WORKER CAPACITY BUILDING AND 
TRAINING IN INTERPERSONAL SKILLS

We spend over 2– 3 months training the lay and nonspecialist health workers, first 
beginning by introducing principles of the World Health Organization’s WHO’s 
Mental Health gap Action Program (mhgAP),12 which stipulates mental health 
as a global good and a fundamental human right. It also stipulates that the mental 
health treatment gap needs action from communities, health facilities, schools, 
as well as other civil society institutions. We train the health workers in mental 
disorders, basic management, and attitudes towards mental health care, including 
preventing spread of stigma, addressing needs of vulnerable populations, and 
more. This training is then followed by IPT training, which lasts 2 weeks. In these 2 
weeks, basic principles of IPT are offered along with preparing the team for group 
IPT. These trainings are followed intensely with practice sessions, role plays, and 
simple assessment of key skills and knowledge of IPT. A 2- day training for those 
intending to be supervisors (usually social workers, higher level health managers, 
psychiatric nurses, and clinical psychologists) is organized to keep a supervisory 
pipeline running to oversee the groups and facilitators in action. WHO’s group 
style has been used, but over time adapted along the following domains and along 
content- versus- process modification:13,14 with what, by whom, context, and level 
of delivery.15,16 These trainings have been finessed over time. However, for HIV- 
positive adolescent mothers, Yator et al. have laid out a detailed plan of action.17 
Figure 17.1 provides an overview of recommended adaptations that the team has 
made in contextualizing IPT (more has been written on it).10,16

For our team, the implementation of IPT has also meant adopting a top- up 
and bottom- down approach to sustainably build capacity and interest in talk 
therapy. The top- up approach enables higher level managers, policymakers, 
senior program officers, and clinicians to become aware of the benefits of IPT 
and dividends on maintaining a supervisory pipeline and investment in IPT. 
The bottom- down approach enages the community and individuals with lived 
experience and works closely with lay and nonspecialist health workers. Both 
approaches are important and allow forbetter penetration of ideas across the 
community and health system.

Offering IPT in routine services, including training postgraduate students in 
psychiatry and clinical psychology, offers a good opportunity for uptake of it in 
specialist service delivery and medical education programs. This approach has 
helped us identify barriers to and facilitators of IPT within clinical settings, which 
has enabled us to sensitize the stakeholders on feasible ways toward scaling up 
IPT. The perinatal women who have received IPT have also become agents of 
change within their neighborhood, and this is very encouraging. We reach out to 
the underserved population of perinatal women with a view to indirectly transfer 
the benefits of IPT to the unborn child. Attachment and bonding for young chil-
dren is often dependent on the mother- child relationship as the primary point of 
reference; hence, a happy mother enhances emotional stability among the young 
children.
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The community and health system must work together to improve outcomes 
for individuals in need. The national, regional, and local resources and policies 
are shaped by community participation and mobilization. At least in democratic 
systems, individuals and communities are empowered to play that role. Health 
systems in the African context are being encouraged to develop family and self- 
management support and enhance delivery system design and decision sup-
port in multiple ways: integrating digital, real- time monitoring to task- shifted 
mechanisms. With the pandemic, the impetus for strengthening clinical infor-
mation systems became stronger than before. These two systems in themselves 
promote an integrated community and informed, active, empowered individuals 
and families, thus enhancing the ability of the practice teams to become more re-
silient, engaged, and “mental health friendly.”

Potential to build capacity of IPT delivered by individuals 
with lived experience and for health promotion

Our group has expertise in offering IPT in groups to children and young people 
ages 10– 19 years as well as to pregnant and parenting adolescents, including 
young mothers living with HIV and adult women with postpartum or ma-
ternal depression (Figure 17.2). Our efforts now are directed toward engaging 

Strategies for Adaptations

Peripheral Strategies Linguistic

Strategies

Use epidemiological data or some culturally rooted evidence

Experiences form individuals with similar backgrounds to
increase the perceived relevance of information in health.

communication and health education interventions

Modify observable
properties of the
intervention to increase
relevance to the group in
question

Constitutent-involving
Strategies

Evidential Strategies I

Evidential Strategies II

Sociocultural Strategies

•
Simplify language, make it
more comprehensible to the
group

•

Cultrual knowledge and experience of members of cultural
group

Integrate subcultural groups values, positions, behaviors and
beliefs

Figure 17.1 Top- down and bottom- up mobilization of key stakeholders for mental 
health integration in routine services. 
Source: Barrera M Jr, Castro Fg, Strycker lA, Toobert DJ. (2013).
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with young adolescents and women who receive treatment to not only become 
champions of IPT but also train in offering it in groups or individually. We have 
focused our attention on refining the supervisory pipeline and planning high- 
risk referrals that provide services associated with medical or social service to 
individuals nonresponsive to IPT or with complex needs.

Continuous supportive supervision is what we have adopted, and we can report 
that this has worked well for us in training CHWs in IPT and overseeing them 
as they deliver the intervention in a primary healthcare setting.18 In our past IPT 
intervention studies, we have also empowered CHWs on termination IPT to link 
the participants to community- based organizations (CBOs) and other programs 
providing livelihood skills. Those with persistent depressive symptoms are re-
ferred to a mental health specialist for further assessment and treatment. In one 
of the previous studies, we were able to link most of the young adolescent mothers 
living with HIV to some existing CBOs, where they were enrolled in programs 
targeting family strengthening, parenting and caregiver programming, and social 
economic support services.

Our other efforts are devoted toward offering IPT in a prevention- focused pro-
gram. We believe IPT can be used in our setting to address adverse childhood- 
associated trauma experiences and interpersonal and gender- based violence 
exposures given that each of these risks includes a dysfunctional relationship 
pattern that can change if role transitions, expectations, and communication 

Need for an Integrated and Collaborative Care Model for
Perinatal and Adolescent Mental Health

Community

Supportive integrated community

Informed and active, empowered
adolescents, partners, and caregivers

Prepared proavtive practice teams

Resources

Policies

Health system
Family & self-
management support
Delivery system design
Decision support
Clinical information
systems 

Figure 17.2 Integrated and collaborative care model where IPT is embedded as an EBI. 
Credit: WHO 2016 integrated care model.
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strategies are better aligned. In these programs, IPT is being used in secondary 
and tertiary prevention. The CHWs we have trained have been able to pass their 
knowledge acquired within the community to address issues of loss and grief, 
life changes, interpersonal conflicts, and interpersonal deficits, which are the 
common problems affecting the general population within low- resource settings. 
On termination of IPT, some participants have opted to form a self- help group 
given the positive impact on their livelihood.

IPT’s acceptability as a context- sensitive,  
evidence- based intervention

Our experience with IPT delivered by CHWs efficiently makes this interven-
tion appropriate for Kenya to expand the coverage of mental health intervention 
among this vulnerable populace. group IPT as an intervention with 8 sessions 
on a weekly basis for a duration of 90 minutes makes it adaptable within pri-
mary healthcare. The context of IPT delivery is flexible and can be conducted 
in a room, tent, or even under a tree, which makes it easy to roll out with few 
resources. The positive outcomes among depressed perinatal women after re-
ceiving IPT were improved social functioning, better communication, and 
improved social interaction. Thus, the intervention was highly recommended 
for scaling up.
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Interpersonal Psychotherapy 
in East Africa

The Nyanza Region of Kenya

S U S A N  M E F F E R T  ■

KENYAN CONTEXT

Background

Our team tests strategies for delivering and scaling up evidence- based mental 
health treatment for the most common adult disorders in East Africa, which 
include depression (major depressive disorder [MDD]) and trauma- related 
disorders such as post- traumatic stress disorder (PTSD). Our first studies in the 
region were with Sudanese (Darfur) refugees living in Cairo, Egypt. We began 
with a qualitative assessment of mental health care needs and hypothesized that 
the findings would direct us to some type of trauma- informed cognitive behav-
ioral therapy (e.g., exposure therapy, cognitive processing therapy), which were 
leading PTSD psychological treatments at the time. Instead, we found a high prev-
alence of interpersonal distress and intimate partner violence.1 Those findings, in 
combination with data emerging at that time showing success with interpersonal 
psychotherapy (IPT) for treating PTSD,2– 4 led to our decision to use IPT delivered 
by nonspecialists in our subsequent treatment study.1,5 Our work in the nyanza 
region of western Kenya began in 2010 with HIV- positive women, among whom 
there was (and is) a very high prevalence of gender- based violence.6– 9 Again, 
our qualitative data showed that interpersonal relationships were, overwhelm-
ingly, the dominant source of emotional distress, and that social support was the 
primary coping mechanism in the region— supporting the idea that IPT would 
be culturally syntonic.10 Our subsequent nonspecialist IPT study was highly 
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effective for MDD and PTSD and reduction of disability and violent victimiza-
tion of HIV- positive women.11 Our current study is SMART- DAPPER, a collab-
oration between the University of California– San Francisco and the University 
of nairobi, funded by the national Institute of Mental Health (R01MH115512, 
R01MH113722): a Sequential, Multiple Assignment Randomized Trial (SMART) 
for nonspecialist treatment of common mental disorders in Kenya and the 
Depression and Primary- Care Partnership for Effectiveness- Implementation 
Research Project (DAPPER).12

Study populations

We focus on underserved public- sector populations in East Africa and inte-
grate mental health care with existing priority care platforms, such as HIV or 
primary care. As implementation scientists, we try to approximate “real- world” 
conditions as much as possible to optimize the relevance of our study findings 
to local practice. As such, we use nonaggressive recruitment strategies, such as 
providing a talk regarding the study in priority care waiting areas and providing 
study contact information for self- referrals. Using methods such as these, most 
of our study participants are women between the ages of 30 and 50 years old. 
Common biopsychosocial stressors for our target populations include HIV in-
fection (reaching 20% of the general population at some study sites), domestic 
violence, traumatic deaths of family members from motor vehicle accidents or 
disease, violence related to elections, and financial distress.

ADAPTATIONS: TRAINING, SUPERVISION, AND 
DELIVERY OF IPT

IPT therapists

Testing strategies that can be sustained with local personnel and scaled to 
similar settings is crucial to effective impact on population mental health. As 
such, we train nonspecialists to deliver IPT. While we require successful com-
pletion of training and competency assessment, we have not required that IPT 
therapists have more than a diploma (equivalent to US high school education) 
or specific healthcare training. We have developed a process of posting IPT 
nonspecialist job opportunities, emphasizing that successful completion of IPT 
training and competitive selection are necessary for final hire. We then screen 
applications, focusing on those with strong interpersonal skills and emotional 
intelligence and accept at least twice as many to the training as we will need 
for study tasks. We have found that overinclusion of trainees/ prospective IPT 
therapists is helpful in many ways: It provides community education on the ex-
istence of effective mental health care for common disorders, and it allows for 
self- selection/ attrition. As trainees learn more about the process of providing 
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IPT, some conclude that the work is emotionally overwhelming or otherwise 
impossible and drop out.

IPT TRAINING

Content and process

As our studies and refresher trainings proceed, we have shifted increasingly to-
ward interactive training, using didactic content of no more than 30 minutes 
interspersed with frequent, small- group breakout sessions to practice IPT phases 
and techniques (e.g., interpersonal inventory, communication analysis). As our 
group of local IPT experts has expanded, they have led an increasing amount of 
the training and are now solely responsible for peer supervision. We have also 
shortened the overall duration of the formal training period to 5 days and have 
extended the (highly monitored) IPT practice case period. We provide extensive 
education on vicarious trauma of the therapist, incorporate regular supplemental 
trainings on vicarious trauma; it is a standing agenda item for local, weekly IPT 
supervision groups.

COMPETENCY ASSESSMENT

The competence of prospective IPT therapists is evaluated in many ways. The first 
is at the conclusion of the didactic training, at which time they must successfully 
model an example of each IPT phase (initial, middle, end) to graduate from the 
didactics and be eligible for advancement to IPT practice clients with weekly in- 
person or telephone supervision from a psychiatrist who is expert in using IPT 
in the region. Each IPT practice case session is scored on 8– 10 items specific to 
the protocol of each IPT phase, using a 0– 10 likert scale (poor IPT protocol ad-
herence [0]  to optimal adherence [10]). Only those participants who consistently 
score 9 or higher on every item for every session may continue to see IPT patients 
with on- site group supervision led by local IPT experts who have gone through 
the same training and advanced to supervisory roles with ongoing support from 
psychiatrists. Participation in weekly, local IPT group supervision is mandatory 
for all IPT therapists. On- site IPT supervisors continue IPT teaching and adher-
ence monitoring (adherence forms required for every session), provide crucial 
emotional support for new IPT therapists, and individual supervision for any 
therapists who have trouble maintaining high adherence to IPT protocol or are 
struggling with vicarious trauma. In addition, all study therapists undergo at least 
annual IPT refresher training, often taking the form of joining a didactic training 
for new, prospective IPT therapists and supporting their learning while refreshing 
IPT skills. To date, we have maintained the traditional 12 weekly IPT session 
format. We are now conducting symptom assessments at week 6 to determine 
if the same gains might be achieved with fewer sessions, which would make IPT 
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more scalable in this region given healthcare budget constraints. Maintenance of 
gains would have to be evaluated, of course.

BARRIERS AND FACILITATORS

One challenge with using IPT in this setting was to effectively communicate about 
the type of healthcare provider- patient relationship necessary to achieve a suc-
cessful therapeutic alliance. Specifically, we noted that a hierarchical interaction 
in which the provider gives advice and the patient listens (little dialogue) would 
be suboptimal for achieving psychotherapy goals in general and IPT goals in par-
ticular. We used strategies such as reminding prospective IPT therapists that their 
role was not to give advice to participants but rather to help participants find 
their own answers and frequently reiterating the idea that participants should be 
talking far more than IPT therapists in every session.

First and foremost, IPT appears to be an excellent fit with the experience of de-
pression and PTSD for our target populations. not only are interpersonal issues 
typically a dominant source of distress, but local communities contain a wealth 
of long- established social support structures (e.g., money- borrowing groups, 
church groups, frequent gatherings of extended family, HIV support groups, 
and broad friendship networks) and a sophisticated understanding of how so-
cial connection facilitates human thriving. Our strategy of overrecruiting pro-
spective IPT therapists with more attention to interpersonal skills and empathy 
than to exact educational background has been quite successful for finding tal-
ented IPT therapists, providing education to interested community members and 
allowing for self- selection of IPT therapists. We have also had success promoting 
those who are talented and experienced into supervisory roles. Rigorous training 
and adherence monitoring during the initial phases, with ongoing supervision 
and adherence monitoring after training completion has likely been essential for 
maintaining the quality of IPT and the integrity and morale of the therapist group. 
likewise, education and ongoing attention to self- care for IPT therapists is crucial 
for avoiding vicarious trauma.

RECOMMENDATIONS FOR FUTURE IPT WORK

Our current study was launched in 2020, during the coronavirus disease 2019 
(COVID- 19) pandemic. As a result, we offered IPT via telehealth to protect the 
health of participants and staff. Telehealth consisted of telephone (audio- only) 
IPT using a “flip phone” without video capabilities. While cell phone penetrance 
is extremely high in Kenya (>80% have access to a cell phone), currently only 
those of relatively high social- economic status have access to a smartphone, 
while the majority have access to a flip phone. given the focus of our research 
on public- sector patients, most of our study populations have flip phone access, 
and few have smartphones. Therefore, we drew on early literature demonstrating 
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psychotherapy efficacy when delivered via phone, as well as newer literature 
demonstrating success with telephone IPT.13– 17 Telephone IPT was widely ac-
cepted by study participants, with approximately 30% selecting mHealth de-
livery of care at baseline and an increasing number switching to mHealth over 
the course of the 12 sessions. IPT therapists also liked providing treatment via 
phone. We saw no increase of adverse events or other safety issues related to 
use of IPT mHealth. Overall, we found that nonspecialist IPT delivered par-
tially or exclusively via mHealth was feasible, acceptable, and safe. If our forth-
coming analyses demonstrate that IPT mHealth is also effective, then we think 
an important future direction for nonspecialist IPT scale up should include 
mHealth options via either smartphone or flip phone. This could go a significant 
distance toward providing evidence- based mental health care for populations 
with little access to high- quality, in- person treatment, particularly in low-  and 
middle- income countries where flip phones remain prevalent in underserved 
populations.

COMMON SCENARIOS FOR IPT CASES

Every case is unique of course. However, in our work with populations living in 
the nyanza region of Kenya, we do often see IPT cases in which the study par-
ticipant is a married, middle- aged woman with children who has a suboptimal 
marital relationship involving infidelity, physical/ emotional/ sexual violence, 
blame for HIV infection, and/ or financial or emotional neglect.18 Women in these 
situations can be isolated, in part because of a common cultural practice in which 
married couples live on a homestead located on the husband’s parents’ property. 
In the setting of marital conflict, some parents support their son’s view and partic-
ipate in violence toward their son’s wife. Thus, many of the women in our studies 
who have conflict in their marriages have little to no support (or worse) at home. 
These cases may lead to a formulation involving IPT role conflict. We have seen 
repeated success using IPT role conflict to improve marital (and in- law) commu-
nication, reduce violence, and help women recruit healthy social support out-
side their homes. The last often leads to economic opportunities, which improves 
their ability to sustain themselves and their children independently of husbands, 
making financial neglect less dangerous.
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Interpersonal Counseling  
Scale- Up in Mozambique

S A I D A  K H A N ,  P A U L I N O  F E L I C I A N O ,  M I LT O N  L .  W A I N B E R G , 

A N T O N I O  S U L E M A N ,  P A L M I R A  S A N T O S ,  D E L S O N  N G O Z O , 

K A T H L E E N  F.  C L O U G H E R T Y,  C A M I L A  M A T S U Z A K A ,  

M I L E N A  M E L L O ,  M A R I A  A .  O Q U E N D O ,  

M A R C E L O  F E I J O  D E  M E L L O ,  A N D  J E N N I F E R  J .  M O O T Z  ■

Mental disorders consistently rank in the top 10 leading causes of burden glob-
ally.1 This burden is disproportionately experienced in low-  and middle- income 
countries (lMICs) where access to mental health treatment services is poorest.2 
Common mental disorders (depression, anxiety, and post- traumatic stress dis-
order; CMDs) are pervasive worldwide among both men and women and cause 
the highest disability- adjusted life- years.1 The presence of depressive disorders is 
particularly high (4540 cases per 100,000 people) in sub- Saharan Africa, where 
few resources exist for mental health services.1

Mozambique, located in the southeast region of sub- Saharan Africa, is the sev-
enth least developed country in the world3 and suffers from high rates of CMDs.4,5 
Over 60% of the population lives in rural areas with no access to mental health 
care.6 Mozambique has 11 provinces with a population of approximately 30 mil-
lion people. Mozambique has just 18 psychiatrists and 439 psychologists to serve 
its 29 million people and has a significant mental health treatment gap.7,8

Responding to this scarcity, the Mozambican Ministry of Health has taken im-
pressive initiative to reduce the mental health treatment gap by integrating mental 
health treatment into primary care through task shifting (teaching nonspecialized 
providers to deliver mental health care). Two decades ago, the Ministry of Health 
began training psychiatric technicians, who now number 336 and practice in all 
135 districts, to provide psychiatric services at primary care clinics. Psychiatric 
technicians complete a 2.5- year technical degree following secondary school. 
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They can prescribe psychopharmalogic medications under supervision of a 
psychiatrist. However, there are still just 2.6 mental health providers for every 
100,000 people, and a treatment gap remains. In this chapter, we describe a na-
tional scale- up program of interpersonal counseling (IPC) for the treatment of 
common mental disorders to reduce the treatment gap in access to care.

TRAINING IN IPC

Training in IPC began in March 2016 as part of a US national Institute of Mental 
Health (nIMH)/ Fogarty- funded D43 training program called PAlOP (Paises 
Africanos de lingua Oficial Portuguesa) Mental Health Implementation Research 
Training (principal investigators are Drs. Milton Wainberg and Maria Oquendo). 
Camila Matsuzaka and Rosaly Braga Ferreira from Brazil facilitated a 4- day IPC 
training for 20 Mozambican mental health professionals. The training process also 
concerned addressing the language nuances (Brazilian Portuguese of the trainers 
is slightly different from Mozambican Portuguese), cultural views, and compre-
hension of interpersonal problems commonly presented by Mozambican patients.

Some barriers experienced during the training were that trainees varied widely 
in terms of experience in psychotherapy, and there was a need to reorient coun-
seling as an empathic process that facilitates client reflection and engagement 
rather than as a process where providers give advice. Facilitators of training were 
having Portuguese- speaking trainers, having preselected professionals known by 
the ministry to be competent and enthusiastic, using active learning strategies 
throughout the training, and using of local case examples as models. The trained 
professionals embraced IPC as a facilitator for their clinical practice and were en-
thusiastic about training others in IPC.

DEVELOPING A NATIONAL CADRE OF IPC TRAINERS

Two expert supervisors, Camila Matsuzaka from Brazil and Kathleen Cloughterty 
from the United States, facilitated a second 5- day training in IPC in november 
2017 to develop a national cadre of 23 IPC expert trainers from 4 provinces 
(nampula, gaza, Sofala, and Maputo) to lead future training and supervision for a 
task- shifted (nonspecialized in mental health) workforce. To achieve certification 
in facilitation of IPC, trainers needed to complete an IPC course of treatment with 
3 patients. To become supervisors, they completed an additional 2 cases. With 
130, ninety- minute virtual supervision calls, groups held weekly consultations 
that ranged in number from 18 (smaller groups) to 52. Supervision sessions also 
focused on training supervisors how to supervise each other on their cases. The 
23 counselors and supervisors provided IPC to 160 patients (n =  130 women; 
n =  30 men). They saw on average 6 IPC patients with a range from 1 to 11. Results 
based on the Patient Health Questionnaire- 9 (PHQ- 9) showed that most patients 
improved in just 4 sessions.
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There were some barriers to supervising this national cadre. One group had an 
English- speaking supervisor, and their calls needed translation, which required 
more time and at times could be challenging to translate and communicate com-
plex therapeutic concepts. Most supervisors also had demanding workloads 
with the healthcare system, and fitting supervision consultations into workday 
schedules could be difficult. Many patients lived in rural areas, and it was not 
feasible for them to travel to health centers for weekly psychotherapy. It therefore 
often took longer to complete IPC than the expected 4 weeks. Finally, Internet 
connectivity was poor and regularly interfered with supervision calls, which were 
virtual.

To offset challenges, having Portuguese- speaking supervisors facilitated com-
munication. The supervisees held a meeting prior to convening supervision to or-
ganize discussion of cases, which helped more efficiently make use of supervision 
time. In addition, having a “champion,” someone who engaged and encouraged 
others, among the supervisees made supervision more effective and increased 
group participation. Observing improvement in the patients’ symptoms increased 
trainees’ enthusiasm to participate. Many patients reported feeling relief at the 
end of treatment with IPC.

NATIONAL SCALE- UP OF MENTAL HEALTH SERVICES 
IN PRIMARY CARE

Funded by the US nIMH, the Research Partnerships to Implement and 
Disseminate Expanded and Sustainable Evidence- Based Practices in Sub- Saharan 
Africa (called PRIDE) started in 2016. PRIDE was a collaborative implementa-
tion scale- up study with the Mozambique Ministry of Health, South Africa, Brazil, 
and Columbia University in the United States (principal investigators were Drs. 
Milton Wainberg and Maria Oquendo). The objective of PRIDE was to determine 
the most effective pathway for delivering task- shifted comprehensive mental health 
care. The 3 examined service delivery pathways were treatment as usual (psychi-
atric technicians at the district level), delivery of mental health care by primary 
care providers in clinics, and delivery of mental health care by community health 
workers in community settings. Using the apprenticeship model of training and su-
pervision,9 the Ministry of Health selected 6 IPC champions (i.e., IPC Workgroup) 
from the national cadre of trainers to train a nonspecialized workforce of 228 com-
munity health workers, 25 psychiatric technicians, and 71 primary care providers.10

IPC APPLICATION

Members of our team (IPC Workgroup and Columbia University faculty) de-
veloped a provider- guided mobile health (mHealth) app to aid nonspecialized 
providers in their facilitation of IPC (see Figure 19.1). The team first collaborated to 
adapt the manual Interpersonal Counseling for Primary Care11 into Interpersonal 
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Counseling for Primary Care and Community Health Workers— Tablet Version.12 
Some examples of adaptations were continued simplification of sample script to 
guide nonspecialized providers like community health workers, whose education 
requirement is to have completed secondary education. We expanded IPC to ad-
dress more comprehensively common mental disorders and included analogies 
and language (e.g., conceptualizing symptoms as distress rather than a specific 
disorder) that were more congruent with Mozambican cultural norms and values.

The revised manual became the basis for the content of the app. Our team first 
worked with a graphic designer to determine iconography (e.g., to represent in-
terpersonal problem areas) that was culturally congruent for the Mozambique 
context and guided the designer in the concepts that should be represented with 
iconography. The graphic designer provided several initial examples, and the 
IPC Workgroup responded with feedback and selected final icons for inclusion 
through an iterative process. Design tasks also consisted of determining the text 
(needed to be minimal so providers would not spend a lot of time reading screens) 
to be placed on each screen. We constructed categories of possible responses to 
discussion prompts, where possible, so providers could select buttons that would 
record responses for exportable health record session summaries. For example, 
at- home activities were grouped into relational, physical, community, and other. 
Something that helped the adaptation process was to present pregenerated 
examples to the IPC Workgroup rather than start from scratch. Another facili-
tator was recording workgroup discussions or having the graphic designer attend 
meetings to hear feedback about the design and could follow up with questions.

Figure 19.1 Example IPC app screen. 
Credit: Members of the authors of this chapter (IPC Workgroup and Columbia 
University faculty) developed a provider- guided mHealth app to aid nonspecialized 
providers in their facilitation of IPC.
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Once the basic design of the IPC app screens was in place, we worked with an 
app developer to design the programming algorithm that would guide the flow 
of the screens and intervention. A central consideration throughout develop-
ment was to build the app in a way that gave structure and support for providers 
while maintaining flexibility. not all patient scenarios and circumstances could 
be accounted for in advance, and it was important to allow providers options for 
navigating the app in a way that fit with patients’ needs. To enhance flexibility, we 
placed a toolbar at the top right corner that could direct the provider to screens 
for other problem areas, communication analysis, decision analysis, and role play, 
or walk a provider through prompts in the case of early termination.

IPC ADAPTATION

We have been adapting IPC for the Mozambique context throughout the training 
of trainers, national scale- up efforts, and development of the app. Prior to our 
trainings with nonspecialized providers, the IPC Workgroup, led by Saida Khan 
and Paulino Feliciano, presented the manual to psychiatric technicians and 
psychologists from Maputo, gaza, Sofala, and nampula. We then collected feed-
back from psychiatric technicians and primary care providers during their IPC 
training.

Many of these adaptations consisted of continued changes from Brazilian 
Portuguese to Mozambican Portuguese. We also made minor adaptations to ad-
dress the interpersonal problem areas in culturally relevant ways. Most of the 
strategies for grief were retained without much modification. given that the 
Mozambique population comprises multiple ethnic groups with various customs 
for dealing with grief and loss, our overarching principle was to ask about and re-
spect traditional ways of mourning.

Another important consideration when working with grief was how to help 
women who lost a husband. In some provinces, women’s in- laws may attempt 
to acquire the house, belongings, and children following the husband’s death. 
Custom obligates his brother to marry the widow and engage in intercourse with 
her as a form of cleansing. Often, working with these women involves helping 
her with decision analysis for how she wants to manage the situation with her 
in- laws, conceptualized as a dispute. The therapeutic process includes providing 
psychoeducation about her rights and helping her consider family members who 
hold power and can help her negotiate with her in- laws. If these means are un-
successful, then seeking legal assistance may be an option. The dispute is typi-
cally handled first, especially if legal services need to be involved, before grief 
is addressed. Even in cases where in- laws do not acquire widows’ belongings, 
women have significant life stressors in supporting children and meeting their 
basic needs. These newfound life stressors are conceptualized as life transitions.

For the dispute problem area, it has been helpful to look at marriages in the 
Mozambique context. Disputes and disagreement between couples are common. 
Mozambique is, for the most part, a patriarchal culture, and women are expected 
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to be deferential to their husbands. Those women may not see it as possible to 
communicate directly with their husbands to resolve a disagreement. We have 
found it necessary to invite the male partner for consultation to work with the 
couple together. given high rates of intimate partner violence in the country, we 
have received a nIMH- funded mentored training grant to adapt IPC to work 
with couples to reduce violence and improve women’s mental health (Dr. Jennifer 
Mootz is principal investigator, Dr. Palmira dos Santos is sub- award principal in-
vestigator, and Saida Khan is the lead trainer and supervisor).

The same strategies are used to address life transitions and loneliness; the 
latter is less frequently seen as a problem area. given high rates of HIV in the 
country, common transitions occur after losing a family member (losing a spouse 
or parent[s] ). Children or women may need to take financial responsibility for 
the household or move into households where many other family members are 
living (aunts, uncles, grandparents, cousins). Disputes can easily occur in these 
settings and are related to the life transition of a changing family structure and/ 
or housing. IPC strategies in this context help patients accept the new condition 
of their life and identify people who can help and note how they can help (quem 
e como, “who and how”).

COVID- 19

When COVID- 19 started, the national Health Service provided psychological 
support for patients and family members who tested positive for COVID- 19. 
A national phone line was initiated. Patients were asked screening questions from 
a brief mental wellness tool developed in Mozambique.13 Those who screened pos-
itive for a CMD received IPC by phone. Saida Khan and Paulino Feliciano led an 
online, 2- week training for 15 mental health specialists to provide IPC by phone.

IMPLEMENTATION CHALLENGES

We have experienced some challenges in scale- up and implementation. For super-
vision, challenges in network connectivity limited our ability to supervise trainees 
in large groups. Supervision groups were formed with 2 or 3 people, which re-
quired increased human resources and time to carry out supervision. given the 
distance between clinics, especially in rural areas, in- person supervision was also 
not feasible.

IMPLEMENTATION FACILITATORS

Interpersonal counseling is a simple therapy to learn and apply and addresses 
many everyday issues and life events that are relevant for Mozambicans. Positive 
organizational dynamics (e.g., engagement qualities of leadership) of the research 
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team also facilitated scale- up. Having active and dynamic coordinators and re-
search assistants improved the interaction between trainers and trainees. We 
created checklists of the session objectives to support trainees before the app was 
developed.

CASE EXAMPLE

In this case, M. l., 43, separated, lived in her mother’s house with her 5 children 
and nephews whose ages ranged from 12 to 22 years old. She was a domestic 
worker in someone’s home. Her initial consultation was to gynecology, where she 
presented with severe stomach pain (gastritis) and pain in her uterus, left leg, and 
neck. She reported having had difficulty sleeping for more than 2 months. The 
patient was followed in gynecology for 1 year, and all tests were negative. A con-
sultation was also made to the orthopedics department, where M. l.’s tests were 
also negative.

SESSION ONE

The therapist conducted the PHQ- 9. M. l. had a score of 17, indicating mod-
erately severe depression. M. l.’s primary symptoms were insomnia, neck pain 
and other body aches, gastritis, headaches, sadness (frequent crying), difficulty 
concentrating, fear, and shame. The therapist gave feedback about the results of 
the PHQ- 9 to the patient and assigned the sick role. The therapist then explained 
the relationship between symptoms and life events. The therapist conducted the 
Interpersonal Inventory to understand M. l.’s sources of support and distress. The 
inventory showed that M. l. considered 2 older siblings and a son as sources of 
support. Those who caused M. l. more distress were her ex- husband, mother, 
mother- in- law, and 2 of her children (a 17- year- old daughter who had a baby and 
another daughter in her early 20s who was not attending school or working).

Through conducting the timeline, the therapist learned that M. l.’s husband 
had gone to South Africa for mining work when their third child was born. At 
first, even though their relationship was not very good, he still provided some 
money for her and the children and came home once a year for vacation. He 
was sexually coercive during his visits and demanded sexual intercourse without 
contraception. M. l. felt she could not refuse him because of his financial sup-
port. After the fourth child was born, their relationship worsened. He stopped 
coming home and sending money. When her husband left, M. l. and her 5 chil-
dren, who had been living in her in- laws’ home, were forced by her in- laws to 
move out. M. l. moved into her parents’ home for 3 months, but it was difficult 
to stay there with her 5 children. She had many disagreements with her mother, 
who called her a failure, blamed her for being abandoned by her husband, and re-
peatedly told M. l. that she had achieved nothing in life. M. l. proceeded to rent 
a place where she could stay with her children and experienced a lot of financial 
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difficulties trying to pay her rent and support her children. M. l. shared: “I feel 
very overloaded with children, food, school, and other expenses. There is a lot of 
pressure at work, too.”

The therapist identified dispute or life changes as possible problem areas. The 
patient elected to work with the life changes area to focus on the difficulty she was 
having living alone with her children, being both their father and mother, and her 
challenges supporting them with education and basic needs, such as food. The pa-
tient explained that she felt a lot of pressure because none of her children worked. 
The two oldest daughters had children, who also depended on her. Sometimes she 
mentioned that she would sleep where she worked because she could not afford 
both a bus fare home and food for her children, and she had to choose one or the 
other. M. l. expressed a desire for the husbands of the eldest daughters to secure a 
source of income to help support her. She noted she could talk with her children 
about her health problems and her difficulty in providing support and paying her 
children’s school bills. She said: “I’m going to try to open up to them, because I’ve 
never talked to them about it. They only know that I’m sick. They don’t know that 
I suffer at night because of thinking, and that I don’t go home because I don’t have 
money.”

SESSION TWO

The therapist began by summarizing the first session and then conducted the 
PHQ- 9, which showed a score of 10, indicating moderate depression. M. l. re-
ported still having some difficulty sleeping. The pain in her belly and neck had 
reduced, but the pain in her leg and uterus continued. She was able to talk to the 
3 older children about her financial worries. The children cried and said they 
didn’t know she was going through all this because she always showed herself 
to be strong. They said they were going to look for a job, and that one of their 
brothers would try to help. The son was willing, and the mother talked to his boss 
for him to work in her company to do laundry and go to school at night. M. l.’s 
plan for the week was to spend time with a friend from church and try to talk with 
her mother because the dispute with her mother was bothering her.

SESSION THREE

M.l.’s PHQ- 9 score dropped to 6, indicating mild depression. She reported that 
her symptoms had improved. Sleep and gastritis improved a lot, and she had no 
neck pain. She said she didn’t overthink anymore, and that her stomach hurt 
less. Her mood improved, and the work became a little lighter. Her presentation 
improved a lot. She came with her hair done and a nice outfit, which was not the 
case in the two previous sessions. She still experienced some pain in her uterus 
and leg. She said she went to visit her mother with her friend, and it was good, 
although she still felt her mother was a little aggressive toward her. Her daughters 
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continued to look for work and wait for their uncle to lend them the money so 
they could start a business. Her son was working in the mistress’s laundry, and 
sometimes he slept with his mother in the back house. M. l. planned to go to 
church with a friend and continue helping her daughters look for work, while 
waiting for financial assistance from her brothers to help her daughters start a 
business.

SESSION FOUR

In Session 4, M. l.’s PHQ- 9 score was 4, below the cutoff for mild depression. She 
came to the session with her daughters. M. l. spoke briefly about her somatic pains 
and shared: “I can only thank you here, because my headaches and stomachaches 
and other pains that I used to feel no longer feel. Sometimes my head hurts a little, 
but I don’t feel like before. now I can sleep. I wake up very early, but I can sleep. 
The only thing that still bothers me is the pain in the uterus.” M. l. discussed how 
it felt to know that she could count on her daughters, and that her son was already 
working. She explained: “I always thought that my obligation was for my children 
to study and have a home. If they couldn’t, it was because sometimes I didn’t have 
the money for them to enroll. So now they go to night school. They’ve lost many 
years without studying. But I realize that they are big, and the doctor says that 
I can’t blame myself for that. But I feel like I failed as a mother, and as they practi-
cally didn’t have a father, I suffer a lot for that. My children have always lived from 
charity of others. They ate what was left over. When I started to work, it got better. 
But even so, my salary is not enough, but I can manage. I raised my children with 
a lot of suffering. I accept everything we are talking about here, but I don’t want 
my daughters to be domestic servants like me.” The therapist worked with M. l. to 
discuss her feelings about termination. M. l. was very calm and said that with 
everything she learned in the sessions and with the help of her brothers, boss, and 
children, she was going to make it.

SESSION FIVE

One month after the termination session, the therapist saw M. l. for a follow- up 
session. Her PHQ- 9 score remained a 4, and she continued to be below the cutoff 
threshold for depression. She reported almost a total improvement in symptoms. 
Her sleep had improved a lot, and she had better socialization. She noted being 
in a better mood and having improved communication with her children, with 
whom she could discuss issues of lack of money. She felt good about being able 
to share these difficulties with her daughters. Her older brother committed to 
helping her daughters with some money at the end of the month so that they 
could start a business. M. l. shared: “My brother helps me a lot. All these years it 
was thanks to him that I managed to feed my children. The problem now is how 
to know what business we can do. Because the money he is going to give us is not 
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much, and we have to try to see what we can do to earn it and not ask him again. 
But I’m happy. I don’t get upset all the time. I don’t even care when my mother 
talks. One day she’ll understand everything.” The only remaining symptom was 
that M. l. continued to have some pain in her uterus. The therapist planned to 
refer her for another gynecology consultation.

THE FUTURE

In Maputo city, IPC continues to be scaled up for all mental health professionals 
(around 54 professionals in 25 health units). Plans are to continue to scale- up 
IPC at the national level. We aim to train nonspecialized professionals in the 
national Health System at the main entrance doors of health units, in chronic 
disease consultations, and given that Mozambique has a high number of HIV 
cases, in specialty HIV care clinics. learning IPC has given greater confidence to 
providers, specialized and nonspecialized, who continue to be encouraged with 
the many success stories observed with facilitation of IPC.
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Interpersonal Psychotherapy 
Group in Senegal

First Steps and Future Plans

S A L A H E D D I N E  Z I A D E H ,  C H A R L O T T E  B E R N A R D ,  

I B R A H I M A  N D I A Y E ,  A N D  M O U S S A  S E Y D I  ■

BACKGROUND

Senegal, the “gateway to Africa,” is an ethnically and ecologically diverse sub- 
Saharan country on the western side of the continent.1 Its capital, Dakar, houses 
many of the country’s medical and research facilities, including the Fann national 
University Hospital Center (FnUHC), home to the oldest psychiatric department 
in the country and the site of our work. It was there, in 2019, and in the context 
of a research project by the West Africa International Epidemiological Databases 
to Evaluate AIDS that interpersonal psychotherapy (IPT) was first introduced to 
Senegal to treat depression in people living with HIV (PlHIV).

Depression is the most common psychiatric disorder2 in sub- Saharan Africa 
(SSA) and is highly prevalent3 among PlHIV on antiretroviral therapy (ART). 
It has been associated with suboptimal HIV treatment outcomes (i.e., decreased 
adherence to ART, rapid progression to AIDS stage, and slow increase in CD4 
count)4– 6 and negative consequences for quality of life.2 Yet, depression remains 
underdiagnosed and undertreated in SSA.2,6,7 Also, a large mental health care gap 
continues to be observed in resource- limited countries,8 such as Senegal (e.g., 
shortage in mental health specialists8), where only 46 psychiatrists provided care 
in 2018 according to the Ministry of Health and Social Action.9 Most services 
were in Dakar, to the detriment of other areas. Accessibility and affordability of 
care are further limited with the exclusion of mental health from primary health 
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care, compelling patients to seek alternate ways of healing in traditional and reli-
gious practices.9

In the face of resource scarcity, the World Health Organization (WHO) 
recommends “task shifting”— a practice that involves the training of nonspecialists 
to provide mental health care under the guidance of specialists.10,11 Further, it 
recommends group interpersonal therapy (IPT- g) to treat depression in low-  and 
middle- income countries. However, the acceptability and feasibility of IPT- g was 
never evaluated in Senegal, let alone with a task- shifting approach. Thus, the pre-
sent authors sought to test it out, with PlHIV as target population.

The project, conducted jointly by the psychiatry and outpatient departments 
at FnUHC, involved the IPT- g training of hospital staff (i.e., 4 social and com-
munity workers). Participating PlHIV were predominantly middle- aged women 
(50%) and men who had been screened for depression with the Patient Health 
Questionnaire- 9 (PHQ- 9) by the referring doctor on the project, with confirm-
atory diagnosis by a psychiatrist for any score of 5 or greater. Some were re-
cently diagnosed with HIV, whereas others had been living with HIV for years. 
Exclusion criteria included hospitalization or medical emergency; diagnosis with 
a psychiatric illness other than depression; vision or hearing impairment that 
would seriously hinder group interaction; and imminent suicide risk. none of the 
participants were prescribed antidepressants at time of diagnosis, during, or fol-
lowing IPT- g implementation, in neither the training phase nor the study phase 
of the project, which involved 13 groups over the span of 2 years.

GENERAL IPT ADAPTATIONS

Interpersonal psychotherapy adaptation centered on treatment modality, pro-
tocol, language, and training. Context and population informed the choice of 
modality and protocol. Previous work with PlHIV in Uganda had shown group 
IPT- g to be effective in treating depression12,13 and the group modality lined 
up with Senegal’s collectivistic culture. The adoption of a brief 8- session IPT- g 
protocol developed by WHO placed less burden on patients and the resource- 
strapped system. IPT’s multiphasic structure (i.e., pregroup, initial, middle, ter-
mination) was preserved. However, groups were limited to same- sex members 
(including facilitators) in line with Senegalese norms and previous practice. Also, 
the age range was extended within groups, given the shortage in patients needed 
to form similar- age groups.

Following authorization by WHO, the treatment manual was translated from 
English to French,14 Senegal’s official language. This was critical for Senegalese 
staff who were French educated, though they belonged to the Wolof ethnic ma-
jority and often spoke Wolof with hospital patients. The use of Wolof arguably 
enhanced cultural relevance. Yet, it potentially challenged staff- patient commu-
nication around key terms in the manual, including signs and symptoms of de-
pression. For this reason, these terms were discussed with staff psychiatrists for 
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accurate use in Wolof throughout the training. The expression naxaru xol (liter-
ally, “loss of taste for doing things” in Wolof) was chosen to refer to depression.

Training nonspecialists in the context of task shifting also informed IPT adap-
tation in terms of implementation. given the scarcity of mental health specialists, 
and in line of recommendations by WHO on task shifting, 3 social workers and 
1 community health worker were tasked with group facilitation, though they had 
no prior experience with therapy. Budgetary constraints and previous experimen-
tation with individual IPT confirmed IPT- g as the modality of choice, largely 
because of its cost- effectiveness.

ADAPTATIONS TO TRAINING AND SUPERVISION

Training in IPT- g was undertaken in the context of a feasibility and acceptability 
study.15,16 The plan consisted of a 5- day intensive training followed by 6– 8 months 
of supervised practice. The primary objective was to build competency in IPT- g 
so that its effectiveness could be tested. The benchmark was successful facilitation 
of 2 patient groups (6 patients each). By design, the first IPT group was led by 2 
trainees; the second, by 1. Cofacilitation was intended to reduce the work burden 
of the trainees and enable them to assist one another in their first group. Two ad-
ditional incentives helped cement this model: (1) parsimony (e.g., fewer patients 
needed) and (2) operational cost reduction. Feedback from trainees supported 
the usefulness of this training model.

group facilitators were paired to form 2 supervision groups led by an IPT master 
trainer (S. Z.) from the United States. Trainees who cofacilitated the same group 
were supervised together. Supervision consisted of weekly online sessions (90 
minutes each) conducted in French. On completion of their first group, trainees 
went on to facilitate a second group, this time by themselves. In this round, su-
pervision was provided per IPT group, and each facilitator received a full hour of 
weekly supervision.

Contextual limitations called for additional adaptation. First, case identifica-
tion to form groups depended on diagnostic confirmation by busy psychiatrists. 
This meant (1) longer wait time for patients to join a group and for facilitators 
to start training and (2) longer study duration. Therefore, group size was limited 
to 6. Second, work demands on trainees in the context of task shifting called for 
schedule flexibility with supervision to ensure attendance. On a more global level, 
the COVID- 19 pandemic that hit Senegal in the study phase brought all group 
and supervision activities to a halt, thus forcing a reality of its own and raising a 
global question about how IPT- g can work in similar conditions.

A retrospective examination of adaptation, in the context of training, identified 
some areas for improvement. For one, the WHO manual (used in training) could 
be better adapted to the local context with Senegalese case examples and minor 
revisions to IPT strategies. Here, follow some illustrations in the context of grief, 
dispute, and transition.
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In classic grief work, tears are expected and perhaps encouraged as patients 
“mourn their loss.” However, in predominantly Muslim Senegal (95%), the ap-
proach needed to be adapted since crying in this context produces “burning tears 
that hurt the deceased.” Praying for the beloved would be more appropriate. The 
same goes for items used to facilitate grieving. Jewelry and clothes, inherited or 
gifted, are more laden with significance in Senegalese culture than photographs. 
And, given cultural expectations to speak well of the dead, caution is advised 
when helping patients “reconstruct” their relationship with the dead person. The 
focus should be on validating the loss and honoring the memory of the deceased.

In the area of “disputes,” the collectivistic and hierarchical nature of Senegalese 
society lends itself nicely to mediation as a primary strategy for resolving conflict. 
People traditionally live with their extended family in dwellings governed by so-
cial hierarchy and specific expectations, such as “centrality of family” and “filial 
duty.” Polygamy, widely practiced in Senegal, adds some complexity to marital 
relationships and often requires some change in patient expectation or a “give- 
to- receive” approach. Role disputes can generally be resolved with the help of a 
respected elder (e.g., uncle; imam).

As regards role transitions, IPT- g strategies seem straightforward and appro-
priate for the Senegalese context overall. nonetheless, specific challenges need to 
be addressed when working with PlHIV. These include stigma and poor under-
standing of the condition. Patients avoid help lest they be discovered. Therefore, 
offering IPT- g in a setting associated with HIV (i.e., infectious diseases treat-
ment facility) was not ideal for our PlHIV participants. Yet, there were no viable 
alternatives at the time.

While relocation wasn’t feasible, forming same- sex groups was. Participants were 
informed their groups would be entirely composed of same- sex PHlIV. Sharing 
one’s HIV status is difficult enough in Senegalese society and more so with the op-
posite sex. PlHIV live with their “secret” for years, not only due to stigma but also 
because they perceive it as a condition that cannot be helped. Deep social isolation 
and despair ensue. Therefore, in training IPT- g providers, special attention was 
given to education about HIV, hope instillation, and breaking social isolation.

The IPT techniques of role play, communication analysis, and decision anal-
ysis were well received by our trainees. The same was true of group facilitation 
skills and IPT- g- specific techniques, such as “harnessing the power of the group” 
and the “interpersonal lab.”17 Trainees were especially moved by the power of the 
group (e.g., sharing experiences and supporting one another, which resonated 
nicely with local culture).

IMPLEMENTATION CHALLENGES

Challenges to IPT- g implementation were primarily organizational in nature and 
nonspecific to the intervention itself. They included patient identification, service 
integration, and treatment accessibility. The IPT- g feasibility and acceptability 
study required a confirmed diagnosis of depression for participation. This had two 
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implications. It increased the burden on psychiatrists and restricted the pool of 
PlHIV to those with diagnosable depression. given the stigmatization of mental 
health and HIV in Senegal, case identification thus became more problematic. 
Further, IPT service integration into a preexisting operational system increased 
work demands on staff tasked with implementation, in not only amount but also 
coordination. Adverse consequences such as worker dissatisfaction, burnout, and 
attrition constituted a potential threat.

Other challenges involved service recipients and were mainly associated with 
treatment burden and accessibility. Though the adoption of an 8- session treat-
ment protocol significantly reduced the intervention’s burden, some patients still 
voiced concern over weekly attendance. For a couple, it was employment with a 
changing schedule; for a few, stigma; for most, transportation. Participants got a 
flat fare from the IPT- g program, but those who lived far found it insufficient.

A different form of patient accessibility pertained to Senegal’s ethnic and lin-
guistic diversity. It had to do with language spoken in session. group facilitators 
routinely spoke Wolof, which is widely spoken in Senegal as lingua Franca; how-
ever, in a couple of groups, participants had to intermittently use French or an-
other local language to keep a nonfluent ethnic minority member in the loop. 
This is quite normal in polylinguistic Senegal and may indicate group cohesive-
ness. nonetheless, the point is raised in the interest of broader inclusion and 
accessibility.

To address the above challenges, we propose that future training include 
providers from diverse backgrounds and more trainees to counter attrition. 
Further, shifting focus from a diagnosis- based to a symptom- based identifica-
tion process would enable more depressed PlHIV to be included and decrease 
the system’s dependence on psychiatrists. Also, because depressed PlHIV carry 
a double stigma that makes them difficult to identify and treat, awareness- raising 
and destigmatizing education campaigns targeting HIV and mental illness would 
be in order.

IMPLEMENTATION FACILITATORS

group IPT was well implemented overall.15,16 At the organizational level, direct 
support by the department head (M. S.) secured the resources needed for run-
ning groups; supervisory oversight and team management (C. B.) smoothed op-
erational activities. Service delivery was optimized with ongoing competence 
building through training and clinical supervision (S. Z.). Despite hard work 
time pressure, group facilitators enjoyed several satisfiers, including professional 
growth and opportunity for achievement. They were enthusiastically engaged in 
training and practiced professionally. Their social work background and related 
interpersonal competencies helped them implement IPT- g with no prior therapy 
experience.

Contextually, IPT- g implementation benefited from cultural relevance. All 
group facilitators were Senegalese and observed cultural norms in their practice. 

 



174 Z I A D E H  E T  A l .

174

Punctuality was encouraged but not strictly enforced. Members who came on 
time completed their PHQ- 9 and chatted while waiting for the rest to arrive. 
On average, groups began within 30 minutes of scheduled time. Similarly, it was 
normal for group members to exchange phone numbers, socialize, and support 
one another outside of group. Following termination, members stayed in touch. 
Many continued to meet, months after their group ended.

Some IPT- g features contributed to its successful implementation. The group 
modality resonated well with the collectivistic nature of Senegalese society, with its 
relational and storytelling culture. In effect, focused discussions with facilitators 
identified experience sharing as a primary strength of IPT- g. group processes 
and techniques proved potent and made sense to Senegalese participants. Further, 
the very constitution of PlHIV groups was helpful, inasmuch as it broke indi-
vidual isolation and accessed support.

FUTURE PLANS AND RECOMMENDATIONS

The IPT- g feasibility and acceptability study laid the grounds for future work in 
Senegal. One future direction is upscaling service delivery. The country’s health 
settings are adequate in number but not in distribution. Most are concentrated in 
Dakar, making them less accessible to out- of- area patients.18 Further, given the 
study’s geographic bounds (limiting its generalizability), program replication in 
a less centralized context seems warranted. In this vein, two facilities outside the 
capital will be used to evaluate IPT- g in different contexts of care.

The upcoming project wouldn’t be possible without trained personnel. To this 
end, our IPT- g providers in Dakar are presently cosupervising new providers fol-
lowing a training- of- trainers model. The plan is to create a self- sustaining training 
system— perhaps in collaboration with the national School of Social Work, where 
IPT- g would be studied. Such a move would considerably facilitate the dissemi-
nation of interpersonal therapy in Senegal and beyond.

Additional future plans include (1) systemic screening at health facilities to 
help with case identification; (2) a stepped- care model with newly diagnosed 
PlHIV, with interpersonal counseling as a first step; (3) use of specific nonclinical 
indicators of improvement (e.g., social and economic impact) to broaden treat-
ment outcome assessment; and (4) application of IPT to more disorders (e.g., anx-
iety, distress, and trauma).

In terms of recommendations, context and organization stand out. IPT- g im-
plementation requires more than good training. And, though supervision can in-
crease trainee satisfaction, it cannot resolve organizational and contextual issues. 
Systemic support (e.g., by leadership) is primary and should be accompanied 
by procedural and structural reform. Personnel management, critical to service 
sustainability (e.g., staff retention) and quality, may be optimized with improved 
“conditions of service” (e.g., professional advancement). Therefore, we recom-
mend systemic integration for successful implementation. As regards patients, 
PlHIV may especially benefit from health education outreach programs targeting 
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depression and HIV. In the era of COVID- 19, we also need alternate forms of ser-
vice delivery (e.g., online; satellite service units).

CASE EXAMPLE

Amadou was a 53- year- old man who returned with his family to his native Senegal 
from Mali following a serious decline in his wife’s health. Traditional healers told 
him that his wife had been “marabouted by family members.” Hospital medical 
tests, on the other hand, showed Amadou’s family (except 2 of his 5 children) to 
be HIV+ , information he kept to himself.

Amadou’s wife eventually died, following a long hospitalization, leaving him 
with 3 young children, all seropositive. Depression set in, as he grieved the death 
of “the woman he loved so enormously” and felt trapped with his HIV+  secret and 
hospital bills. leaving Mali had left him with no income, and, with his wife gone, 
he was at loss about “how to care for his young children.” In the intake session, he 
reported deep sadness, depressed mood, and disturbed sleep and was visibly upset 
and overwhelmed.

In group, Amadou was no longer alone. He opened up and shared his experi-
ence with loss and HIV. As he successfully grieved, he began to engage socially, 
build friendships, and take steps to get medical care for himself and his children. 
In the sixth session, he took the leap to share his HIV status with his eldest son. 
This opened a major support pathway for Amadou. It brought him closer with his 
son, who, in turn, stood by him and helped with child care. By the termination 
session, Amadou was gainfully employed, capably caring for himself and chil-
dren, and depression free (PHQ- 9 =  2).

The above case illustrates a typical PlHIV case, with “role transition” as pri-
mary problem area exacerbated by stigma. It also showcases other challenges 
PlHIV face, such as loss of loved ones and HIV care burden. The following dis-
cussion nuances the case in a Senegalese context.

Amadou’s case reflects a characteristic feature in PlHIV presentation: mul-
tiple problem areas. This, combined with the brevity of an 8- session treatment 
protocol, dictates prioritization. In Amadou’s case, grief seemed a good place to 
start inasmuch as he couldn’t get past the death of the woman he loved so much. 
Strategies for grief were straightforward, except for a minor adaptation in the con-
text of Amadou’s faith (i.e., Islam): honoring his wife’s memory through prayer 
(vs. shedding tears), remembrance, and being a good father. The group supported 
Amadou’s efforts to draw on his faith— which valued steadfastness and patience 
in the face of hardship and gave meaning to his “trials,” thus enabling him to work 
through grief.

Absent from Amadou’s case, the problem area of “dispute” was nonetheless pre-
sent in numerous PlHIV cases seen in Senegal (along with “transition”). Some 
were HIV related (e.g., being shunned by family due to HIV), but others occurred 
in different contexts, such as preferential treatment in polygamous marriages. In 
Amadou’s case, an interpersonal dispute could have erupted in the context of the 
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“curse” placed on his wife by members of his own family. Arguably, it didn’t be-
cause none were specifically identified.

With his wife passing, Amadou was catapulted into a double role transition as 
widow and PlHIV. Without a spouse by his side, he became the sole caretaker of 
three seropositive children. Jobless, he couldn’t afford medical care or sustenance. 
Social stigma stood between him and others, including his adult children, fur-
ther deepening his loneliness and isolation. The group, however, proved a pow-
erful antidote in both support and composition. Knowing that all members were 
PlHIV, Amadou related well and found it easier to share. This practice would 
subsequently prove useful in reaching out to the adult son. given the centrality 
of the family in Senegalese culture, Amadou’s talk with his son was critical to his 
recovery. It not only reduced his isolation and got him help, but also “put him to-
gether” in terms of collective identity.

PUBLICATIONS

Since its introduction to Senegal in March 2019, IPT- g has incrementally shown 
promise. The first results of the project are to be published in 2 articles (in prepara-
tion) that focus on quantitative and qualitative findings, respectively. Preliminary 
results were presented in 3 congresses, in the form of 1 oral presentation19 and 3 
posters.15,16,20 Related publications include the French translation of the treatment 
manual, available online through the WHO web page.14
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Interpersonal 
Psychotherapy Group

A Scalable Solution to the Depression  
Epidemic in Zambia and Uganda

S E A N  M A Y B E R R Y  ■

STRONGMINDS

According to the lancet Commission on global mental health and sustainable 
development, despite substantial research advances showing what can be done to 
prevent and treat mental disorders and to promote mental health, translation into 
real- world effects has been painfully slow. The global burden of disease attributable 
to mental disorders has risen in all countries in the context of major demographic, 
environmental, and sociopolitical transitions. Only 0.3% of global healthcare aid 
is directed toward mental health in low-  and middle- income countries.1

The global development community is beginning to embrace good mental 
health as the foundation of thriving individuals, families, and societies. The 
World Health Organization (WHO) now recognizes that mental health is linked 
to each of the 17 Sustainable Development goals (SDgs). The SDgs2 are a collec-
tion of interlinked global goals, developed in 2015 by the United nations general 
Assembly, which were designed to create a better and more sustainable future for 
all. Each specific goal is set to be achieved by 2030.

StrongMinds is a social enterprise and nongovernmental organization (ngO) 
that treats African women and adolescents suffering from depression, one of the 
most neglected health and development problems in Africa. According to WHO, 
an estimated 322 million people suffer from depressive disorders globally,3 with 
the number of depression sufferers expected to increase, especially in lower in-
come countries. Depressive disorders are the leading cause of disability globally,3 
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and women and girls are affected at 1.5x the rate of men and boys.1 At its worst, 
depression can lead to suicide, the fourth leading cause of death among 15-  to 
19- year- olds worldwide.4

When a woman is depressed, she is less productive, has a lower income, and has 
poorer physical health. If she is a mother, we see the negative impact extends to her 
entire family. Research shows that children of depressed mothers are more likely to 
have poor health, struggle in or miss school, and suffer from depression themselves.

Depression impairs an individual’s ability to focus and concentrate. People with 
depression may be less able to respond to health initiatives or livelihood trainings, 
rendering these programs less effective. Depression is not just a health problem; 
it is a development problem. This is StrongMinds’ theory of change, and it is also 
encapsulated in the WHO 2022 World Mental Health Report2— that we cannot 
achieve the SDgs without prioritizing mental health.

THE MENTAL HEALTH TREATMENT GAP

no one can thrive without good mental health; yet, governments in low- income 
countries typically devote less than 1% of healthcare spending to mental health.5 
The mental health treatment gap for Africans has grown wider as a result of the 
COVID pandemic. Africa has 1.3 qualified mental health professional for every 
100,000 individuals. By contrast, in Europe, there are 45.5 per 100,000.6 More 
than 75% of people with depression in low-  and middle- income countries have 
no access to effective treatment.7 To address the growing mental health epidemic, 
we need a cost- effective, scalable, and evidence- based solution.

THE ORIGINS OF STRONGMINDS

My awareness of the issue took hold during my 10 years living and working 
in Africa implementing HIV/ AIDS and malaria programs. During that time, 
I noticed that there was often a percentage of people— perhaps one in five— who 
did not respond to our behavior change interventions, even when the changes 
were small and the benefits life saving. It seemed that the effort required, no matter 
how seemingly small, was simply too much for some people. Having witnessed 
the impact of depression on people in my own life— how it sapped strength and 
motivation and impaired focus— I wondered if perhaps something similar was at 
play among the people I was trying to help. Were undiagnosed, untreated mental 
health disorders holding back development efforts in Africa?

In 2013, I came across the findings of a randomized controlled trial in Uganda 
from 2002 that had remarkable success in treating depression with group inter-
personal psychotherapy (IPT- g). The study, by researchers from Johns Hopkins 
University (JHU) and Columbia University used lay community workers with 
only a high school education. The IPT- g intervention was simple, cost- effective, 
and highly scalable.
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I founded StrongMinds that same year, with the mission of scaling access to 
mental health services for women in Africa using the IPT- g approach, relying 
on lay community health workers that we would train to facilitate IPT- g ses-
sions. Each facilitator receives 2 weeks of training and ongoing supervision by 
mental health professionals. Since each facilitator is a community member, they 
are well - received by the depressed clients.

A DATA- DRIVEN APPROACH

We started running pilot IPT- g groups in Kampala, Uganda, in 2014— the site of 
the original JHU study— where we would try to replicate the results of the JHU 
study among low- income and marginalized women. Our first cohort consisted 
of 500 women who were experiencing depression, as indicated by their Patient 
Health Questionnaire- 9 (PHQ- 9) scores. Initial IPT- g sessions ran for 16 weeks, 
and we measured the results by administering the PHQ- 9 at baseline, midline, 
and end of the sessions and then again at 18 and 24 months posttreatment. The 
results were overwhelmingly positive, with more than two- thirds of the women 
remaining depression free well beyond the conclusion of formal therapy groups. 
After therapy, clients reported improvements in their economic and social lives.

A MODEL BUILT FOR SCALE

StrongMinds now serves tens of thousands of individuals with depression each 
year throughout Uganda and Zambia. StrongMinds therapy is always free for 
participants, delivered in local languages, and led by lay facilitators who are trained 
in the IPT- g curriculum and supervised by StrongMinds staff and qualified part-
ners. Our therapy groups consist of 10– 14 individuals and meet over a period of 8 
weeks for 60– 90 minutes. As of this writing in 2023, we have treated over 230,000 
individuals with depression. On average, 80% of our clients are free of depression 
by the conclusion of therapy, and the results are sustained 6 months later.

INNOVATION AND LEARNING TO REACH 
NEW POPULATIONS

While the IPT- g model is the core of our program, constant innovation is re-
quired to reach new populations under ever- evolving conditions. Our clients typ-
ically subsist on less than $2 per day and have little formal education. Our therapy 
groups take place in communities through songs and with visual aids developed 
by our local staff, always in collaboration with local leaders. People who exhibit 
moderate- to- severe depression are invited to join a therapy group, which begins 
with an initial 1:1 private consultation with a facilitator. Should we need them, we 
also have tools and systems in place to identify and refer clients at risk of suicide 
or self- harm and for child protection.

 

 

 



IPT group in Zambia 181

181

Figure 21.1 shows how individuals would access our mental health 
chatbot, Amani.

Figure 21.2 shows the scale we use to help clients identify their current burdens/ 
challenges.

Figure 21.3 shows a visual method of assessing grief.
In 2017, we began training former clients to run their own therapy groups as 

peer facilitators, drawing on their lived experiences of depression and recovery. 
This effort allowed us to further embed mental health knowledge and resources 

Figure 21.1 Chatbot tool. 
Credit: StrongMinds grew from the conviction of Sean Mayberry, the author of this chapter.

Figure 21.2 Tool to initiate discussion of moods and feelings: Burden Scale. 
Credit: StrongMinds grew from the conviction of Sean Mayberry, the author of this chapter.
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within communities. This makes our therapy model self- sustaining, by removing 
the stigma around depression and normalizing the concept of mental health. Our 
peer facilitators are identified by the StrongMinds staff members who lead ini-
tial therapy groups in communities. Peers are women who have shown a remark-
able recovery from depression through IPT- g and who have also— within their 
groups— demonstrated exceptional empathy and support for others. Peers are very 
receptive to training because they have already been through the program, so they 
have a frame of reference for the teachings, and they have firsthand experience of 
the beneficial outcomes. We see that peers are very successful at leading groups 
because they are already known to the community and trusted. Their public pres-
ence within the communities leads to reduced stigma around mental health and 
helps sustain a community- level mental health dialogue outside of therapy groups.

Following the success of our peer- based delivery model, we began delivering 
our IPT- g model through partner organizations, training and supporting their 
staff to facilitate therapy groups. In 2019, after an in- depth participatory study of 
the efficacy of IPT- g among adolescents in schools, we adapted the model once 
more to serve young people, adding age- appropriate visual aids, conversation 
starters, participation incentives, and icebreakers.

Figure 21.4 shows a method, using emojis, that helps identify adolescent grief.

ADAPTATION DUE TO COVID- 19

The COVID- 19 pandemic served as a catalyst for rapid innovation and growth. 
In the immediate days and weeks following the initial outbreak, StrongMinds 
surveyed 12,000 former clients by phone to understand the impact on the women 

Figure 21.3 Tool to initiate discussion of grief and loss: Branches Tool. 
Credit: StrongMinds grew from the conviction of Sean Mayberry, the author of this chapter.
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we had treated for depression. The number of participants who answered the 
phone call, consented, and completed the survey was 12,681. This survey was 
possible because we had a roster of staff who were unable to deliver therapy due 
to lockdowns and were working from home. We put their skills to use to conduct 
this survey, which ultimately helped us transition to our teletherapy offering a 
couple months later. We learned that lockdowns were causing intense distress, 
and that our services were needed more than ever. But we also learned that these 
women— all of whom had already been through IPT- g— had retained the skills 
they had learned in their groups, and that this had had a bolstering effect on their 
ability to remain resilient during the lockdown crisis.

Unable to run therapy groups in person, StrongMinds staff worked quickly to 
adapt the IPT- g model for phone- based delivery. Our staff were trained to ensure 
clients were in a safe place during calls, to read emotional cues through voices 
rather than faces, and to deploy various techniques to effectively facilitate phone- 
based group discussions. The trainings were given by our in- house clinician to 
mental health facilitators over several interactive Zoom sessions. As an example, 
facilitators in this training were reminded that— for in- person groups— they can 
observe posture, eye contact, hygiene, body language, and more in a client to 
assess her well- being. So even if someone doesn’t speak much in group, the fa-
cilitator can observe them. On the phone, this isn’t possible, so facilitators were 
coached to ask more open- ended questions of each individual and to avoid yes/ no 
questions. For example, instead of, “Did you sleep well tonight?” you ask, “Betty, 
how was your sleep last night?” Then you ask another member to react to or com-
ment on what Betty said.

Figure 21.4 Tool to initiate discussion of moods and feelings: Adolescent Emotional 
Prompt Cards. 
Credit: StrongMinds grew from the conviction of Sean Mayberry, the author of this chapter.
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We reduced group size to 4– 6 individuals and provided free airtime to clients 
so that their personal airtime limits wouldn’t prevent them from attending ses-
sions. Mobilization during lockdowns took place through radio ads, social media, 
and partnerships with the ministries of Health in Uganda and Zambia. We also 
deployed Africa’s first mental health WhatsApp chatbot (advertised via social 
media and radio ads) to support mental health during COVID- 19 lockdowns, 
help clients identify the signs and symptoms of depression, and take steps to en-
roll in our free therapy programs. This automated chatbot helped users:

 • Explore difficult feelings and learn simple coping strategies.
 • learn facts about depression and its causes and symptoms.
 • Request a phone- based depression screening with a StrongMinds staff 

member.

Those who exhibited signs of depression were invited to join StrongMinds’ phone- 
based group teletherapy group. Ultimately, we treated 11,390 individuals in 2020 
through this teletherapy innovation, with PHQ- 9 score changes on par with those 
we see with in- person group scores taken at baseline, midline, and end. As far as 
we know, this is the first instance of teletherapy IPT- g serving Africa. A portion 
of our clients reported that teletherapy was a preferable delivery method to in- 
person therapy, affording them flexibility, anonymity, and a welcome opportunity 
to learn from people with similar experiences outside of their immediate commu-
nity. Teletherapy is not appropriate for all, however, and is especially difficult in 
areas with poor networks or for people with shared phones or limited access and 
privacy. For those who prefer it, we continue to offer teletherapy options to our 
clients, even now that in- person groups have resumed.

INTEGRATING DEPRESSION TREATMENT WITHIN 
THE GOVERNMENT IN UGANDA

In the wake of the pandemic, we are seeing a surge in mental health interest 
among ngOs and governments, who are turning to us for technical support and 
capacity building. We are now working with the Ministry of Education in Uganda 
to train teachers in schools to deliver IPT- g to their students. Anecdotal evidence 
suggests that this innovation is not only alleviating depression symptoms among 
students, but also keeping at- risk students in school, improving academic perfor-
mance, and enhancing social connections. numerous teachers have also asked to 
participate in IPT- g themselves to address their depression symptoms. We hope 
this leads to lower burnout rates and improved retention and job satisfaction 
among these educators.

In Uganda, we are also training village health technicians— who provide 
village- level healthcare outreach on behalf of the Ministry of Health— to provide 
IPT- g in the communities they serve. This has helped us treat depression in tens 
of thousands of people we would not otherwise have been able to reach.
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The manualized nature of the IPT- g curriculum— combined with our toolkit of 
training and technical support— has kept results consistent for our clients through 
these various delivery methods. Our adaptations and enhancements of the IPT- g 
model include extensive guidance from quality assurance, monitoring, evaluation, 
and learning. This guidance is the result of StrongMinds’ years of accumulated ex-
perience testing, learning, and iterating on these processes.

SUSTAINED RESULTS FOR HUMAN WELL- BEING

no one can thrive without a foundation of good mental health. StrongMinds 
surveyed clients to understand the impact of depression recovery on other aspects 
of their lives. Of those surveyed, 16% reported working more days, 13% reported 
that their families ate more meals, 30% reported that their children attended more 
school, and 28% reported an increased sense of social support.1 These results align 
with existing research illustrating the extensive benefits of depression treatment 
for health and adherence to medication, economic productivity, and children’s 
health and development. Furthermore, we estimate that for every 1 woman who 
recovers from depression, 4 household members feel the benefits, meaning that our 
programs have ultimately improved the well- being of some 700,000 people to date.

The benefits of the StrongMinds IPT- g model have been externally validated 
by organizations such as Founder’s Pledge, Inciting Altruism, and Happier lives 
Institute as one of the most cost- effective ways to improve human well- being in 
Africa. The organization has also been covered by publications such as Psychology 
Today, The World Economic Forum, Forbes, Devex, and Psychiatric News.8 IPT- g 
has now become a World Health Organization- recommended first- line interven-
tion for depression.9
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Interpersonal Psychotherapy 
in Mainland China

The Rapidly Growing Practice

W A N H O N G  Z H E N G ,  W E I H U I  L I ,  Y A N L I  L U O ,  M A N L I  H U A N G , 

X I A  S U N ,  A N D  X I A O Y I  Z H O U  ■

China is one of the largest countries in the world. Its current population is over 
1.4 billion and comprises about 18% of the world’s population. The World Health 
Organization (WHO) estimates that 54 million people in China suffer from de-
pression, and about 41 million suffer from anxiety disorders (WHO, n.d.).1 One 
recent major change in mental health care in China has been that psychotherapy 
is now recognized as a scientific and effective method of treatment, as reflected 
in the new law’s specification of psychotherapy as an integral part of medical care 
that should be provided at medical facilities across levels of care.2

Interpersonal psychotherapy (IPT) is particularly well suited to China for sev-
eral reasons. First, it focuses on interpersonal relationships, which are especially 
important in Chinese culture. Confucianism, the dominant cultural belief system 
in China for thousands of years, strongly emphasizes the interdependence of 
individuals through social connections. Unlike in Western countries, interper-
sonal relationships in China rely heavily on networks of trust and mutual obli-
gation operating across personal, familial, and societal levels. These relationships 
have such a huge impact on everyday life in China that they affect an individual’s 
ability to get things done. In daily clinical practice in China, it was common to 
see patients whose mental health problems were triggered by malfunctioning 
guanxi, or personal connections, relationships, and social networks. Second, 
mental health has been a primary focus of ongoing improvements in the health-
care system in China. In Shanghai and Hangzhou, where new health- related 
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policies encourage the practice of evidence- based psychotherapy, local mental 
health facilities have received tremendous support for training practitioners and 
implementing mental health programs. Finally, the rapid economic develop-
ment in many areas of China has led to improvement in people’s quality of life. 
Consequently, the demand for mental health services has increased significantly. 
Evidence shows that, as the pace of life in China has increased, so has the inci-
dence of mental health problems.3 Although previous surveys have shown low 
rates of treatment- seeking among individuals with mental disorders in China,4,5 
we have noted recent improvements in mental health literacy and an increase in 
the number of Chinese people willing to seek professional help when needed. This 
anecdotal evidence is consistent with evidence from recent studies.6,7

Following an organized series of lectures, workshops, and case supervisions 
over the past 4 years, IPT practice in mainland China has been on the increase.8 
We estimate that by early 2022, as a result of this solid foundation of training, there 
were more than 2500 clinicians equipped with the basic skills necessary to inte-
grate IPT into their practice, including psychiatrists, nonpsychiatry physicians, 
nurses, psychologists, and certified therapists.

While Chinese therapists are delivering IPT services all over the country, most 
of the training and practice has taken place in the coastal and central parts of 
China, particularly in Shanghai, Zhejiang, and Hunan. Patients are seen in both 
inpatient and outpatient settings, through either individual or group sessions, in 
person, online, or blended. The target population is primarily those with depres-
sion, anxiety, somatoform disorder, adjustment disorder, and bipolar disorder, 
and they vary in age from adolescent to geriatric. Individual IPT treatment rou-
tinely comprises weekly sessions over 8– 20 weeks, with each session lasting 50- 60 
minutes. IPT group treatment generally included 8– 12 weekly sessions, with each 
session lasting 90 minutes.

To better address the needs of patients and maintain alignment with Chinese 
cultural values, our pioneering Chinese IPT therapists have made some 
adaptations to practice. For individual IPT, examples of these adaptations include 
the following:

 1. Shortening the course of IPT (8 sessions or fewer) with flexibility 
regarding frequency. Many Chinese therapists preferred brief 
interpersonal psychotherapy brief (IPT- B). For one thing, there have 
been too few psychotherapists to meet the ever- increasing demand for 
services. Providing a shortened course of treatment is one practical 
way to address this shortage. Also, in a country developing as rapidly 
as China is, most patients want to resolve their problems in a relatively 
short time and quickly return to their normal lives. Many must go 
back to work or study as soon as possible and therefore prefer short- 
term IPT. Finally, as IPT is currently still not covered by government 
or commercial insurance in many provinces, financial cost is a big 
concern for most Chinese patients. A short, efficient, and focused course 
of therapy is more affordable. In some cases, weekly sessions can be 
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changed to biweekly to accommodate patients’ concerns with regard 
to time and financial cost. Therapists have noticed no difference in 
treatment outcome with the reduction in the number of sessions.

 2. Involving families at an appropriate time to improve treatment efficacy. 
In our experience using IPT with Chinese patients, many have had 
interpersonal conflicts with family members. This may also be true 
for patients in Western countries, but Chinese culture is particularly 
family oriented. In traditional Confucianism, obedience and devotion to 
parents and elder family members form the basis of moral conduct and 
social harmony. The extreme shame a Chinese patient can experience 
because of conflict with family members over failure to meet their 
unreasonable expectations (e.g., admission to a prestigious university) 
cannot be resolved without the understanding and cooperation of those 
family members.

 3. Initially focusing on one problem area and, when permitted, extending 
sessions for additional problem area(s). Chinese people have intricate 
interpersonal relationships. Whether at home or in the extended family, 
community, workplace, or school, guanxi has a significant effect on their 
lives. Daily, each Chinese person must fulfill multiple social roles and 
can encounter interpersonal problems with each. This is more salient for 
mental health patients. It is not uncommon to see an individual patient 
dealing with several problem areas at once. Therefore, when practicing 
IPT in China, we had to spend more time exploring the problem areas 
that were most urgent and choose one to focus on initially. If needed, 
after the first set of sessions was complete, we strongly encouraged 
patients to continue therapy to address other problem areas.

For group IPT, examples of these adaptations include these:

 1. Incorporation of the social media app WeChat for connection and 
support. For most Chinese people, WeChat is a ubiquitous all- in- one app 
that can be used to communicate with everybody from family members 
to old classmates. People shop and pay bills, coordinate with coworkers, 
and swap stories through WeChat. IPT therapists in Shanghai took 
advantage of the app’s ubiquity and used it to boost group participation 
and interaction. This innovation was extremely helpful during times in 
the COVID- 19 pandemic when face- to- face meetings were restricted. 
While Zhumu, a videoconferencing tool similar to Zoom, was used for 
conducting therapy groups, therapists also established a WeChat group 
right after the first session to facilitate communication between group 
members between sessions. group members agreed to a set of rules to 
govern use of the group chat, and the IPT therapist managed the group 
through the eighth session. After that, the therapist would rename the 
group and switch group management to a volunteer group member. 
The therapist would finally leave the group 3 months after transferring 
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management to a group member. Involvement in the WeChat group was 
mandatory for all group members through the initial sessions because 
the therapist would immediately post important therapy- related group 
messages for all group members after sessions. Participation beyond 
the initial 8 weeks was voluntary but highly encouraged. Therapists 
felt WeChat made it much easier to instill a sense of participation and 
friendship in the group. It also provided a convenient way for group 
members to submit therapy practice homework between sessions.

 2. Incorporation of photos into group sessions. As smartphones with 
cameras have also become ubiquitous, we added photos as a treatment 
element of group sessions. Members were encouraged to share pictures 
of life events, moments that evoked strong emotions, or anything else 
that might be useful for group discussion.

 3. Focusing on treatment goals instead of current symptoms or distress. We 
noticed that in some patients with moderate- to- severe anxiety, talking 
too much about current symptoms could worsen the condition. Rather, 
we found that instilling hope through focusing on treatment goals was 
the most effective approach.

 4. Use of subgroups to focus on particular issues. Subgroups of 2 
or 3 members with similar symptoms could be helpful in certain 
circumstances, especially for those with severe anxiety. The subgroups 
could easily be created in Zhumu videoconferencing, where a member 
could be in both a subgroup and the larger group at the same time. For 
those who were initially uncomfortable with the large- group setting, a 
subgroup could serve as a transition to moving into full participation 
with the larger group.

 5. Use of traditional ways to encourage interactions during each group 
session. For example, jiguchuanhua (“beating the drum and passing the 
flower”) is a traditional Chinese game played by a group of people sitting 
in a circle. When the drum sounds, the players start to pass the flower. 
When the drum stops without warning, the player who currently has the 
flower in their hands must do something, such as sharing feelings, singing 
a song, or telling a story. This game engenders a sense of community and 
proved to be a lot of fun for Chinese IPT group members.

The experiences over these initial years of IPT practice in China have indicated 
its acceptability among patients, families, and practitioners. However, as with 
any other treatment option, there have been challenges in implementing IPT in 
China. First, we are still at the initial phase of IPT development in China. Only a 
small number of the growing cadre of therapists in the country have received IPT 
training. Many have voiced uncertainty about its suitability for Chinese patients. 
Clinical evidence on treatment outcomes in the Chinese population is not yet ro-
bust enough to convince practitioners who have these concerns, which hinders 
broader implementation in daily practice. Second, the career path for profes-
sional development in IPT practice is unclear. People are waiting for a formal 
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certification system that will recognize training and help with securing work. 
Third, not many experienced bilingual IPT therapists are available who can pro-
vide advanced training or case supervision to Chinese speakers who want to learn 
IPT. Fourth, as with any psychotherapy in China, counseling is not currently cov-
ered by health insurance in most provinces. We believe that it is only through 
increasing the practice of IPT in China that we can prove its efficacy and advocate 
for its inclusion in the future healthcare plans. Finally, given the philosophical, 
traditional, and societal differences between Oriental and Western cultures, solid 
evidence of the practicality and efficacy of IPT in the Chinese population must be 
demonstrated. Clinical trials are thus needed, including the testing of adaptations 
of IPT practice to achieve cultural congruency with Chinese patients. Though 
this task is complicated and will take time, it is particularly important. The new 
generation of IPT therapists in China must be cognizant of the cultural needs of 
their patients when using an IPT framework and techniques that were initially de-
veloped for a Western cultural context. Future IPT training and case supervision 
must continue to emphasize this need for adaptation.

The following case example both demonstrates the applicability of IPT to the 
challenges of a typical Chinese family and highlights the importance of adapting 
IPT to meet the cultural needs of patients in China.

CASE EXAMPLE

Mary was a 40- year- old female working in a midlevel management position in a 
business financed by foreign investment. Her husband had a stable job working 
for the government. They had a 12- year- old daughter who was in the 6th grade. 
About 5 months before entering therapy, Mary started a new work project that 
required a lot of overtime. She routinely had to use her weekends for work instead 
of being with family. She presented to the clinic with complaints of increased 
sadness, decreased energy level, poor concentration, and diminished interest in 
activities. Her score on the Hamilton Depression Rating Scale (HAMD- 17) as-
sessment was 20. A psychiatrist diagnosed her with major depressive disorder, 
prescribed citalopram, and recommended therapy. Mary agreed to try “a brief 
therapy” and started weekly 50- minute IPT sessions.

In the initial phase of treatment, the therapist reviewed Mary’s symptoms 
and assigned her the “sick role.” A brief psychoeducational intervention helped 
her understand the severity and nature of her symptoms. Mary identified 
her relationships with her husband and daughter as her most significant ones, 
followed by those with her sister and parents in her interpersonal inventory. She 
admitted that her recent busy work schedule had estranged her from her husband 
and daughter. She also recalled the sharp exchanges between her and her hus-
band when she expressed her concern and lack of readiness for a second child. 
Her husband has always wanted a second child, but Mary was very worried about 
pregnancy in older age and the potential that it would affect her job performance 
and further career development. neither Mary nor her husband, themselves, had 
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siblings because of China’s long- term family- planning policy. Having more than 
1 child in a family is a dream but is, in practice, quite unfamiliar to them. In ad-
dition, Mary and her husband have always disagreed over their daughter’s edu-
cation. While her husband prefers to grant their daughter more autonomy and 
opportunities for self- teaching of skills, Mary believes a teenager should always 
be taught what to do because of their immaturity.

It was thus not difficult for Mary and her therapist to agree on focusing on 
the problem area of role dispute. They determined treatment goals to be gaining 
further understanding of the disputes between her and her husband, improving 
the marital relationship through communication modification and gaining ad-
ditional interpersonal support. The therapist then focused on helping Mary an-
alyze the stages of disputes, identify faulty condemnations, and explore options 
for making changes. Mary noted that the trigger for the current dispute was their 
daughter’s declining school performance. Due to her busy work schedule, Mary 
had not paid much attention recently to their daughter’s schoolwork. The couple 
had been arguing more and more about how to better support their daughter 
and improve her school performance. Her husband had also accused her of being 
“controlling” and “hard to reason with” as a mother. The therapist helped Mary 
recognize her feelings and learn to normalize and validate them. Through com-
munication analysis and role playing, Mary practiced how to control her anger, 
speak out about her own needs, and negotiate using reasonable compromise. She 
also formed a plan to reestablish connections with and gain psychosocial support 
from other people in her inventory, such as her sister and an old classmate. By the 
end of the 10- week course of treatment, Mary felt significant improvement in her 
depressive symptoms, her relationship with her husband had improved, and her 
HAMD- 17 score had fallen to 2, indicating remission. Mary reported that her life 
had returned to normal. She was now capable of balancing family life and a busy 
work schedule. The therapy was terminated successfully.

As the case example above demonstrates, rapid economic growth and an in-
crease in the pace of daily life have led to increasing mental health problems 
in China and a corresponding increase in the demand for a brief, highly effec-
tive, and focused psychotherapy modality such as IPT. With more and more at-
tention being paid to mental health, the Chinese government has offered new 
mental health policies to support psychotherapy training and practice in the 
country. The increasing number of successful IPT lectures and workshops over 
the past 4 years is one result of these changes in demand and policy. In 2021, 
the International Society of Interpersonal Psychotherapy Chinese chapter (IPT 
China) was established. Within 2 months, IPT China started the first group super-
vision for Chinese IPT practitioners. In August 2021, a group of first- generation 
Chinese IPT therapists successfully published Interpersonal Psychotherapy for 
Depression: Theory and Case Practice,9 the first Chinese- language book on IPT 
and a milestone in the development of IPT in China. The book uses many clin-
ical examples to describe how to stage IPT and choose problem areas in clinical 
encounters with Chinese patients, therefore providing practical guidance for any 
Chinese clinician who wants to use IPT in their clinical practice.
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The time for IPT practice in China has arrived. IPT China has several plans 
to promote the growth of this modality in the country. First, the organization 
will continue to expand IPT education and training, with a focus on training 
Chinese- speaking trainers who can then train others. For those who have already 
received training, IPT China is developing a model to combine domestic and in-
ternational expertise to provide supervision and a path for professional devel-
opment. Within each province, the organization plans to strengthen training of 
clinicians in community hospitals and continue to offer IPT workshops as part 
of annual provincial psychiatric conferences. Second, IPT China will encourage 
adaptation of IPT by exploring and improving the practice of IPT in the context 
of Chinese culture. Third, the organization will seek to expand involvement in 
IPT China to encourage participation and support more local training activities. 
IPT China will also continue to encourage committee members to practice IPT in 
different settings and modalities, including group therapy and therapy for specific 
populations. Finally, the organization will promote IPT- related clinical research, 
facilitate collaborations among regional hospitals and clinics, and collect evidence 
on treatment outcomes to pave the way for widespread IPT practice in China.
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Interpersonal Psychotherapy 
in Hong Kong

J O S E P H  P U I -  Y I N  C H U N G  ■

Interpersonal psychotherapy (IPT) was first introduced to Hong Kong in 2007 by 
Dr. John Markowitz. He was invited by the psychologists in government hospitals 
to conduct an introductory workshop. At that time, IPT was almost unheard of 
by mental health professionals in Hong Kong. Most therapists in those days prac-
ticed cognitive behavioral therapy, and some practiced psychodynamic psycho-
therapy. In the ensuing 15 years, IPT had been slowly disseminated throughout 
Hong Kong, but not without obstacles. now, it has become a well- recognized 
psychological treatment among mental health professionals in this modern city 
located in the southern part of China.

Hong Kong is a metropolitan city in Southeast Asia. It has a population of 7 mil-
lion, of which 92% are Chinese. Hong Kong was a British colony from 1841 to 1997 
and reunited with China on July 1, 1997. As a result, many people in Hong Kong, 
especially the younger generation, are bilingual, and they were influenced by tra-
ditional Chinese as well as Western cultures. Thus, implementation of a psycho-
logical treatment developed in the Western culture may be easier in Hong Kong 
compared to other parts of China, but still requires some cultural adaptations. The 
healthcare system in Hong Kong is influenced by the British medical system and 
well developed. Cognitive behavioral therapy is routinely used in mental health 
service, but dissemination of other forms of psychotherapies, including IPT, is 
often limited by the lack of clinical training and supervisions.1

When IPT was first introduced to Hong Kong, there was skepticism about its 
effectiveness. Some therapists were unsure if a therapy that focused exclusively 
on improving interpersonal relationships and social support, without addressing 
the cognitive distortions, would work. They also doubted if the techniques used 
in IPT were too simple to result in meaningful clinical changes. Other therapists 
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worried that a short- term therapy not addressing the complex psychodynamic 
background of patients would not result in sustainable improvement in mal-
adaptive interpersonal patterns and behaviors, and hence the depressive mood 
would return.2 Because of the unfamiliarity about the theories behind this newly 
introduced therapy, therapists did not realize the powerful role of relationships in 
alleviating mood symptoms in depression,3 and the value of a structured psycho-
logical treatment4 in addition to the techniques in facilitating changes to improve 
health outcomes. The fact that IPT was an evidence- based treatment helped dispel 
many doubts about its effectiveness,5 but it was the sequential training workshops 
in 2010, 2011, 2014, 2016, and 2018 by Drs. Michael O’Hara, Scott Stuart, and 
Betsy Bledsoe that answered questions from therapists new to IPT and prepared a 
fertile soil for IPT dissemination and implementation in Hong Kong.

In 2014, there was only 1 trained IPT local supervisor in Hong Kong. Clinical 
supervision by overseas experts was challenging because of the lack of suitable 
English- speaking patients for training as 92% of the Hong Kong population 
were Chinese. IPT not adapted to the local culture made it less effective,6 and it 
created further obstacles to training by the sole reliance on nonlocal trainers and 
supervisors. Supporting local change agents who were capable of a high level of 
effort by the international community, cultural adaptations, formation of a peer- 
to- peer network, developing local training materials and videos, organizing local 
workshops, and publishing local case reports7 all helped the process of local dis-
semination. Around 2012, IPT became one of the psychological treatments psy-
chiatric residents in Hong Kong could choose to receive training in to fulfill the 
requirement for residency training. Such a system change enhanced residents’ 
motivation to receive training in IPT, and it also facilitated IPT dissemination in 
Hong Kong. Another important factor that affected dissemination was certifica-
tion. Certification is important in Asia, especially among Chinese, where people 
pride themselves in hard work to achieve recognition in their respective field. 
IPT certification, although not required for a licensed mental health professional 
in Hong Kong to practice IPT, is a recognition to the skill of a therapist, and it 
gives therapists motivation to receive training. In 2021, the International Society 
of Interpersonal Psychotherapy launched its certification system for therapists, 
supervisors, and trainers, and it was helpful to facilitate IPT dissemination in 
Hong Kong and in Asia by providing a systematic pathway for therapists to be 
trained and to receive recognition by the international community of IPT.

Cultural adaptation is another important step in the dissemination and im-
plementation of IPT in a non- Western society like Hong Kong. Psychotherapy 
studies among Chinese have shown that treatments not adapted to the local cul-
ture were significantly less effective than adapted treatments.8 The ways Chinese 
express their emotions, negotiate conflicts, and seek social support are different 
from their Western counterparts. Chinese tend to express their emotions in-
directly and may be less comfortable talking about difficult emotions.9 When 
conducting IPT in Chinese, it is important to spend more time to help patients 
identify their emotions so they can link their mood to changes in interpersonal 
relationships. Therapists also need to provide a sense of security for Chinese 
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patients to express difficult emotions and adapt to their pace by offering support 
and encouragement instead of rushing them through the therapy agenda. This is 
especially true when working with patients who have grief and loss. The Chinese 
cultural value of filial piety affects the way patients express their feelings about 
the loss of a family member. Sometimes, Chinese patients may feel guilty about 
not spending enough time with a family member with terminal illness before he 
or she dies or not doing enough to prevent sickness or death. Such feelings may 
be difficult to express. Some are not willing to talk about negative feelings toward 
a deceased family member to avoid being seen as disrespectful to the dead (e.g., 
not talking about the stress in looking after an irritable relative with cancer who 
passed away). Such feelings and emotions need to be sensitively explored in the 
therapy sessions to help patients mourn their loss.

Chinese society has a clear relationship hierarchy.10 The relationship hierarchy 
affects the handling of interpersonal disputes in workplace and in family, be-
tween subordinates and supervisors, and between younger and older members 
of a family. A typical example occurs in the treatment of adolescent depression, 
in which parents often expect unquestioned obedience from the adolescent and 
consider the adolescent as a problem to be fixed6 instead of seeing the struggles 
the adolescent is experiencing related to depression. This is often complicated 
by the cultural expectation Chinese parents have for their children to succeed 
academically, creating a high- pressure environment that makes communication 
difficult. A typical example is a parent who keeps asking a depressed child to 
work harder in school. The child thinks the parent only cares about his academic 
result instead of caring about him, but the parent thinks caring about his aca-
demic result in a competitive society is caring about him. Very often therapists 
need to involve parents in treatment sessions to help both the parent and the ad-
olescent to understand each other’s expectations, and to observe and coach their 
communication, for the therapy to be successful.6 Communication analysis and 
role play of IPT will be very useful in such scenarios, to help both the parent and 
the child to understand the expectations behind communication and role play 
how to talk in a way that the child feels being understood and the parent feels 
being respected.

The core structure, the 4 interpersonal foci and the IPT techniques, can be used 
in Chinese patients with few modifications. In randomized controlled trials of IPT 
conducted among Chinese, the basic structure was the same, and the treatments 
were found to be efficacious.11,12 It is the cultural sensitivities that matters. In 
Chinese, family support is very important, and it is often the first source of in-
terpersonal support the therapist should explore with patients in IPT sessions. 
In a case report of IPT for postnatal anxiety disorder, the therapist focused on 
improving communication between the patient and her husband. With improve-
ment of the family relationship, the patient could expand her social network and 
adapt to the role transition of being a mother on her own,7 and anxiety symptoms 
were reduced. In Chinese elderly patients, children can be an important support 
both emotionally and financially.9 A survey among psychiatric nurses in Hong 
Kong about their cultural framework of interpersonal relationships and social 



IPT in Hong Kong 199

199

support found that improving interpersonal relationships to improve mood in 
IPT was relevant to their culture. However, they considered maintaining family 
cohesion as more important than resolving disputes and viewed parental con-
trol over adolescents as culturally appropriate. They also considered it difficult to 
openly negotiate an interpersonal conflict at the workplace because of workplace 
hierarchy.2 These attitudes illustrate cultural adaptations therapists might need to 
be aware of when conducting IPT among Chinese. Below are two case examples 
for illustration.

CASE EXAMPLES

Case  example 23.1

Ms. A was a 30- year- old mother with a 2- month- old newborn son. She suffered 
from postnatal depression because of interpersonal disputes with her mother- 
in- law, who visited the couple daily and often criticized Ms. A over her child 
care methods. Ms. A’s husband was the only child in his family, and he avoided 
mediating the conflict between his wife and his mother. He considered speaking 
up to his mother as disrespectful and contradicted filial piety. He also worried that 
not letting his mother visit her grandson daily would rupture family cohesion. He 
asked Ms. A to tolerate his mother, which worsened Ms. A’s depression. The ther-
apist coached Ms. A to be assertive with her mother- in- law in the middle phase of 
IPT, but Ms. A was not able to do so, probably because she also saw assertiveness 
as being disrespectful to a senior member of the family. Finally, the therapist’s 
supervisor suggested the therapist involve Ms. A’s husband in the session to un-
derstand his need to maintain family cohesion and coached him to talk with his 
mother about being less critical toward his wife to maintain family harmony. With 
the couple working together on the goal of fostering family harmony, interper-
sonal relationships in the family improved, conflicts were reduced, and Ms. A’s 
depression score was reduced.

This case example highlighted how the Chinese cultural value of filial piety 
affects the way members in a family see interpersonal disputes.

Case  example 23.2

Mr. B was a 70- year- old elderly man suffering from complicated grief and depres-
sion. His wife died 1 year ago from cancer, and Mr. B had been depressed since 
then. His depression did not improve despite psychopharmacotherapy treatment 
for 6 months. He had a 30- year- old daughter who tried to support him, but he 
did not want to be an emotional burden to her. In IPT, the therapist helped him 
mourn his loss, and his mood improved. Subsequently, the therapist used several 
therapy sessions to help the patient connect with his daughter. It was only after 
he improved communication with his daughter and re- invited her into his life 
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that the depressive symptoms completely resolved. It was not necessary to explore 
other social supports before symptoms improved.

This case example highlights the importance of family support in Chinese cul-
ture. It is especially true for Chinese elderly experiencing grief and loss.9 When 
facilitating mourning, because of the close family ties in Chinese culture, we found 
it is important to give patients enough time to talk about the relationship with the 
deceased family member, especially the positive aspects, such as how they met or 
the good times they spent together, before discussing the circumstances of death 
and exploring negative emotions.

The Chinese chapter of the International Society of Interpersonal Psychotherapy 
was established in 2021. With this platform, collaborations among Hong Kong 
and Chinese professionals who use IPT became possible. Research and exchange 
of experiences enabled therapists to better understand how to deliver IPT among 
Chinese. With the support from the International Society of Interpersonal 
Psychotherapy in certification, more IPT therapists, supervisors, and trainers are 
being trained, and dissemination has become more widespread in Hong Kong 
and in the rest of China. In the future, we expect greater participation of Chinese 
trainers and supervisors in the global IPT community to foster collaborations and 
disseminate and implement widely in the Chinese population that makes up one- 
fifth of the population of the world.
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Interpersonal Psychotherapy 
in Japan

H I R O K O  M I Z U S H I M A  ■

BACKGROUND

Surrounded by the Pacific Ocean and the Sea of Japan, Japan is an island country 
with a beautiful seasonal landscape, unique traditional architecture, and cul-
ture. The population of Japan is about 120 million (48% male), about 30% are 
over 65 years old, and it is considered an aging society. Interpersonal psycho-
therapy (IPT) was introduced in Japan in 1997 when Dr. Hiroko Mizushima 
and colleagues at Keio University published the Japanese translation of the first 
manual Interpersonal Psychotherapy of Depression.”1 As a young psychiatrist 
specializing in eating disorders and mood disorders, Dr. Mizushima sought guid-
ance from Drs. Weissman and Markowitz and other authorities in the United 
States. She actively introduced IPT into her clinical practice and disseminated 
it in Japan.

She energetically introduced IPT in academic conferences, wrote review arti-
cles about IPT in Japanese mental health journals, translated English manuals, 
and wrote easy books for laypeople consisting of psychoeducation and adapta-
tion of IPT of each disorder.2– 8 The self- help books have sold more than 10,000 
copies each. IPT is well known and popular among Japanese users. In 2007, 
Dr. Mizushima founded an IPT study group (currently IPT- JAPAn) and started 
training and disseminating IPT in Japan. The study session is divided into an in-
troductory course given every 3 months and a monthly group supervision course. 
About 2 times a year, workshops focused on role playing take place. The intro-
ductory course is an 8- hour course that strictly adheres to the ideas and basic 
approaches of IPT by Drs. Klerman and Weissman. To make it a practical work-
shop, Dr. Mizushima introduces her real cases using video and verbatim script.9 

 

 



IPT in Japan 203

203

The group supervision course is by case study. As of May 2022, there were 924 
professionals who had participated in the introductory course. COVID- 19 has 
slowed the increase in the numbers. All mental health professionals now know the 
IPT name, even if they have not received training in IPT.

Currently, IPT is widely used to treat depression, eating disorders, post- traumatic 
stress disorder, bipolar disorder, and more. like the United States, it extends from 
adult outpatients to adolescents, couples, and patients with coexisting physical 
illnesses. It is also attracting attention as a powerful treatment for perinatal mental 
health. After establishing the IPT study group, Dr. Mizushima built the Japan 
chapter of the International Society of Interpersonal Psychotherapy (ISIPT), 
appointing several young experts from all over the country as board members 
and inviting core leaders in Japan’s mental health as the board advisers. Currently, 
8 members of the board with Dr. Mizushima as a president oversee dissemination, 
education, training, and research of IPT.

ADAPTATIONS OF IPT

The following adaptations to IPT have been made:

 1. Many young people in Japan live with their parents even in their 
20s. This tendency is increased in young people with mental illness. 
Therefore, we are actively introducing IPT for adolescents to these 
patients in their 20s and treating them with their parents. We find that 
the understanding and assistance of their parents is essential to the 
young person’s progress.

 2. In Japan, bullying has become a major social problem. Many patients 
have been bullied in the past. When treating these patients, 12 to 16 
treatment sessions are often insufficient because of the complex trauma. 
Even after treatment ends, we continue to recontract another 12 to 16 
sessions.

 3. There are many cases in which autistic spectrum disorders and attention 
deficit hyperactivity disorder coexisted with the main complaint 
of mental illness. In such cases, in addition to psychoeducation for 
mental illnesses, it is necessary to conduct the psychoeducation of 
developmental characteristics and establish careful treatment alliances 
in the early stages. We are trying to double the number of early stage 
sessions for these patients.

 4. In Japan, peer pressure at home, in the workplace, in communities, 
and in schools is problematic. We are required to follow not only 
explicit but also implicit rules to avoid disturbing the group’s harmony. 
Especially since some Japanese family systems remain, we sometimes 
meet patients who live without saying what they want to say, prioritizing 
family harmony over their feelings. As a result, inadequate verbal 
communication often leads to increased role disputes and psychiatric 
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symptoms. Therefore, therapists need to carefully follow IPT treatment 
procedures to help patients learn effective verbal communication and 
resolve role disputes.

Finally, the stigma of mental illness persists in Japanese society. Psychoeducation 
for mental illness is sometimes rejected by not only patients but also their families. 
Working to deepen the understanding of mental illness in society will be a signif-
icant issue for us in the future.

There are few trainers or supervisors certified by ISIPT in Japan. Many Japanese 
do not speak or understand English and are reluctant to receive training in English 
abroad. Therefore, several Japanese senior therapists are currently applying for 
supervisors certified by ISIPT based on what they have learned at IPT- JAPAn and 
the biennial IPT workshops. As the next step, we plan to start creating a system for 
training therapists and supervisors in Japan using the group supervision course 
of IPT- JAPAn.

BARRIERS AND FACILITATORS OF IMPLEMENTATION

One of the barriers to implementing IPT is that the national Health Insurance 
Plan does not cover IPT. As a result, patients who wish to receive IPT must pay the 
total cost of medical treatment (30% payment if covered by the national Health 
Insurance Plan). Therefore, patients and providers (e.g., therapists in hospitals 
and clinics that provide national Health Insurance treatment) may hesitate to 
use IPT. This situation also deters the dissemination of IPT. In addition, if the 
therapists are not medical doctors, they are not officially permitted to perform 
medical procedures such as diagnosis and treatments, so a physician’s direction is 
required. At least under the direction of medical doctors familiar with IPT, there 
is an opportunity for those who are not to conduct IPT.

On the other hand, we have established a system in which each of our board 
members nationwide serves as a consultant for the region for which they are re-
sponsible. We expect that they will contribute to the increase of IPT therapists 
and the dissemination of IPT by serving as a guide for beginners and specialists in 
each region who want to learn IPT in the future.

FUTURE PLANS

We aim to make IPT- JAPAn an official academic society, which can give points 
to maintain professional qualifications. The COVID- 19 pandemic has postponed 
this plan, but we will resume after the pandemic has converged. At the conference 
of the new academic society, we will invite clinicians/ researchers active in ISIPT 
to give lectures or hold workshops so that the content will be suitable for the Japan 
chapter of ISIPT.

 

 



IPT in Japan 205

205

CASE EXAMPLE

Ms. A, a woman in her 30s, came to the clinic with the chief complaint of binge 
eating and self- induced vomiting. She also had a depressed mood and lack of 
energy. She had been married for 4 years and had a 2- year- old child. She had 
worked as a caregiver in a nursing home but had left soon after becoming preg-
nant. Because her child had a congenital disease and required full- time care, she 
chose not to work after the birth and focused on housework and child care.

Her husband, a dentist, had been physically weak as a child, and his mother 
was quite overinvolved. Since she lived in the western part of Japan, which was far 
away from her son in Tokyo, her daily interference was done over the phone. That 
was already stressful enough for Ms. A, but when she visited Tokyo once during 
Ms. A’s pregnancy, she criticized her: “You are feeding this stuff to my son!” Ms. 
A’s husband didn’t take her side, which hurt her. After that incident, Ms. A. began 
to feel depressed and to binge eat and vomit.

At the time of initial presentation, she met the Diagnostic and Statistical 
Manual of Mental Disorders, Fourth Edition (DSM- IV) criteria of major depres-
sive disorder and bulimia nervosa. She also was increasingly consuming alcohol 
and just missed meeting criteria for alcohol abuse. She noted that binge eating and 
drinking were done to relieve her stress.

I don’t take my mother- in- law’s phone calls any longer; I don’t see her, so 
I’m not under any direct stress. But I feel guilty and also, I can’t forgive my 
husband for taking my mother- in- law’s side when she did something terrible 
to me. Also, I don’t like my husband behaving like a ‘medical professional.’ 
When I talk to him about my child’s illness, he only talks about medical data 
as a dentist, not as my husband. I don’t feel like talking to him about any-
thing. I don’t want to divorce him because I must raise my child. It will work 
if we keep living separately in our house.

When the therapist recommended IPT as an effective treatment for both de-
pression and an eating disorder, she said that she would like to get better, but did 
not want to undergo treatment to improve her relationship with her husband. 
When the therapist asked her if she was confident enough to raise a child in her 
current condition, she said she said she wanted to be healthy both physically and 
mentally for the sake of her child.

The therapist said: “IPT is a treatment for your depression and eating dis-
order, which will improve your relationships. The relationship with your hus-
band may be one of the treatment focuses, but it is not the main objective.” The 
patient agreed to focus on the disputes with her husband, which were at the 
impasse stage.

Although there were number of life events, such as the birth of a child with a 
congenital disease, the change from a full- time job to a stay- at- home mom, and 
the relationship with an overinvolved mother- in- law, the patient’s current feelings 
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of distrust toward her husband were the center of her stress. She decided to choose 
role disputes with her husband rather than transitions as a problem area.

During treatment, repeated communication analysis about disputes with 
her husband revealed that the nuances that Ms. A’s thought she conveyed were 
not conveyed at all. It also became clear that Ms. A’s expectation that her hus-
band should lead the conversation if he were loving was unrealistic. It is also be-
come clear that her husband was very vulnerable to blame. By discussing and 
implementing a communication style in which Ms. A leads the conversation and 
does not blame her husband, the couple’s relationship improved significantly, and 
there were occasions when Ms. A thanked her husband. In addition, the couple 
was able to decide on a policy of not involving the overinvolved mother- in- law, 
with her husband acing as a liaison and only the husband returning to their home 
region for visits, when necessary.

Treatment was terminated at 16 sessions, and both depression and eating dis-
order were in remission, as confirmed by symptom scores. Drinking was also 
no longer a problem. At the 1- year follow- up, this state was maintained, and the 
couple expressed satisfaction with their relationship.
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Interpersonal Psychotherapy 
for Refugees in Malaysia

X A V I E R  V.  P E R E I R A  A N D  S H A R U N A  V E R G H I S  ■

INTRODUCTION

As cities in the developing world become destinations for about two- thirds of 
displaced people globally,1 the greater Kuala lumpur area and other cities in 
Malaysia now host about 182,960 refugees and asylum seekers registered with the 
United nations High Commissioner for Refugees (UnHCR).2 However, owing 
to the lack of a legal and administrative framework for asylum and refugee pro-
tection, refugeehood in Malaysia is protracted and precarious related to ongoing 
vulnerability to arrest, whipping, detention, poor and abusive work conditions, 
extortion by local gangs, and xenophobia.3– 5 Healthcare access is fraught with 
economic barriers and the risk of arrest at public hospitals. Thus, premigration 
experiences of violence and loss and postmigration psychosocial impacts of fear, 
helplessness, and loss continue to be exacerbated during asylum.

HUMAN RIGHTS AND REFUGEE MENTAL HEALTH

Alongside discourses on civil and political rights, the ascendancy of trauma 
and post- traumatic stress disorder (PTSD) concepts since the 1970s provided a 
scientific framework to examine and assess the consequences of human rights 
violations experienced by refugees.6 The Victorian Foundation for Survivors of 
Torture Trauma Recovery Framework7 and the Adaptation and Development 
after Persecution and Trauma (ADAPT) model8 are examples of concep-
tual frameworks that incorporate human rights violations in mental health 
interventions for refugees fleeing abusive and repressive contexts. Both models 
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pay attention to the role of culture in understanding the experience of trauma 
and facilitating recovery. Similarly, the Mental Health and Psychosocial Support 
(MHPSS) interventional framework of the Inter- Agency Standing Committee 
(2007)9 also recognized the psychological sequelae of human rights violations ex-
perienced by refugee populations and aims to address the infringements of rights 
via multilayer supports and services that seek to enhance safety, protection, and 
mental well- being for displaced people.

In tandem with these developments, the emerging salience of the right to health 
in the 1990s and 2000s focused on the neglected healthcare needs of disadvan-
taged populations like refugees and asylum seekers. Considering the suitability of 
interpersonal psychotherapy (IPT) for refugees,10– 12 expanding access to mental 
health interventions such as IPT with other psychotherapies would be an instru-
mental part of a right to health approach to recovery for refugees. Further, special-
ized mental health interventions like psychotherapy, including IPT, are included 
in the topmost layer of the MHPSS pyramid, which focuses on specialized serv-
ices, with the other three layers in descending order being focused nonspecialized 
support, community and family supports, and basic services and security.9

HEALTH EQUITY INITIATIVES

Against this background, Health Equity Initiatives (HEI) is a nonprofit, non-
governmental organization in the greater Kuala lumpur area that provides 
mental health services using the MHPSS approach to address the mental health 
challenges of refugees and asylum seekers. HEI currently provides mental health 
services to around 350 patients from Afghanistan, Myanmar, Sri lanka, Pakistan, 
and others, including Somalia, Sudan, Yemen, and Iraq. These patients have been 
diagnosed with mood disorders, anxiety disorders, psychotic disorders, trauma 
and stress- related disorders, somatic symptoms disorders, substance- related 
disorders, neurodevelopmental and neurocognitive disorders, and others. In 
its management of refugees with mental health challenges, HEI has found that 
it is critical to address the psychosocial needs of refugees before proceeding 
to use psychological and behavioral therapies, aligning with the literature 
highlighting the importance of psychosocial support in treatment adherence re-
lated to common mental health disorders, symptom reduction, and improved 
social functioning.13– 15 Thus, an adaptation of IPT for refugees should include 
addressing the psychosocial needs of these refugees before proceeding to apply 
IPT for depression and PTSD.

CASE STUDIES OF REFUGEES WHO HAVE RECEIVED IPT

The case studies in this chapter have been selected from those who received IPT 
in HEI’s mental health services.
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Case study 25.1

Ms. M. K., a young woman from a West Asian country, sought treatment at HEI. 
She was diagnosed as having moderate major depressive disorder, moderate 
generalized anxiety disorder, and PTSD according to validated psychometric 
measures and the clinical criteria of the Diagnostic and Statistical Manual of 
Mental Disorders, Fifth Edition (DSM- 5).16

She, her mother, and her elder sister had fled her home country for Malaysia 
because of threats from her maternal uncle. Her uncle wanted to forcibly marry 
her widowed mother and her elder sister to men of his choice. He physically and 
verbally abused M. K.’s mother. The civil war in her home country had begun 
in early 2015. M. K. heard and felt bombs exploding close to the house, which 
terrified her. It became unsafe to venture out of her home. Water and electricity 
supply was often disrupted. M. K., her mother, and her sister fled home with a 
day’s notice. They had to take 3 flights before arriving in Malaysia. M. K. said 
that they were very nervous because they feared that her uncle might catch up 
with them.

Against this background, arriving in Malaysia was a relief for them. They felt 
safe and enjoyed good amenities. They initially had challenges transitioning to 
Malaysia. They lived in cramped living quarters, all 3 living in a rented room. 
They had financial challenges, and M. K. had difficulty resuming school. These 
challenges were addressed over a period of time. M. K. received a scholarship 
to a private school. All 3 are currently working. This has allowed them to rent a 
3- bedroom apartment. They have rented 1 room to another refugee and are thus 
able to defray some of the rental expense. At HEI, she has been prescribed an an-
tidepressant and a benzodiazepine. When she did not improve, IPT was offered 
to her.

The IPT problem areas identified for Ms. M. K. were interpersonal conflict with 
her uncle, who was threatening her, and grief and loss on the death of her ma-
ternal grandmother in her home country. Her Interpersonal Inventory revealed 
that her support was from her mother, her sister, two friends who had been her 
classmates in school, and the patient manager of HEI. M. K.’s attachment style was 
ascertained to be anxious- avoidant.

The interpersonal threat from MK’s uncle, who threatened to kill all 3 women, 
was addressed individually with M. K. and in a joint session with M. K.’s mother. 
It was concluded that it was unlikely that M. K.’s uncle would be able to carry out 
his threat in Malaysia. This reassured M. K. and reduced her anxiety.

The death of her grandmother in her home country filled M. K. with guilt and 
self- blame. She felt that her grandmother was harassed by her uncle because of 
her, and that this constant harassment had contributed to her grandmother’s 
death. The complicated grief she was experiencing was addressed utilizing an 
adaptation of faith and religion. She found that being a Muslim helped address 
the grief she was experiencing. Reading verses from the Quran and praying to 
god assisted her in coping with the loss of her grandmother. During therapy, her 
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faith helped her conclude that her grandmother was in heaven and thus was in 
a better place. She also cherished her grandmother, who was always nice, kind, 
and generous and was always there for her and protected her from her uncle. 
Thus, M. K. firmly believed her grandmother deserved to be in heaven. Talking 
about her grandmother in the light of faith reduced her psychological pain and 
feelings of loss, guilt, and self- blame. M. K. added that this was the first time she 
had talked about her grandmother’s death in detail and the loss she had expe-
rienced. The therapy sessions made her grandmother’s death “real” because she 
previously felt that her grandmother’s death was “unreal” as she could not view 
her grandmother’s remains.

At the end of 8 sessions of IPT, M. K.’s depression was minimal and anxiety 
was mild. The gains that she had made in IPT were that she was able to express 
her thoughts and feelings without being judged, she was able to reduce self- blame 
related to her grandmother’s death, her mood had improved, and she was able to 
function independently and with greater self- competence. Monthly maintenance 
IPT sessions were agreed on.

Case study 25.2

K. Y. was a married lady in her 40s displaced from a neighboring Southeast 
Asian country. She sought help from HEI for anxiety and depression. She was 
diagnosed to have moderate depression and mild anxiety according to DSM- 5, 
clinical criteria, and validated psychometric measures. K. Y. had fled her home 
country in Southeast Asia because of threats to her life and well- being. There was 
a civil war between the national armed forces and the local resistance army in 
her home state. She was smuggled over land. The migration journey was fraught 
with much difficulty and danger. She was relieved when she reached Malaysia 
safely.

The IPT problem areas identified in her were difficult transitions and compli-
cated grief.

She had arrived in Malaysia in 2008, about 13 years ago, and she was yet to 
be resettled in a third country. She had watched her friends, who had arrived in 
Malaysia after her, be resettled. This had affected her mood, and she lacked hope 
that she would be relocated. She had lost her mother in Malaysia. She had pro-
vided care for her mother but felt that she could have done more. Thus, she felt 
guilty and blamed herself.

The transition to living in Malaysia as a refugee was initially suitable for her 
but became increasingly difficult as time passed. She said that her freedom was 
suppressed, and she lived with the constant fear that she might be arrested and 
detained by the Malaysian police. She said that she was treated like an illegal mi-
grant and was not allowed to open a bank account, and this troubled her because 
she could not keep money in the bank for safekeeping.

Her interpersonal inventory revealed that although she shared a close relation-
ship with her spouse, her primary sources of support were her sister and two 
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friends, who she felt understood her better as women. Her attachment style was 
discussed. She had secure attachment in her close relationships and was anxious- 
avoidant in other relationships.

During the therapy sessions, she identified two timelines resulting in transitions. 
The first was when she arrived in Malaysia in March 2008, and the second was 
when the restrictions resulting from the COVID- 19 pandemic were implemented 
in March 2020. On inquiry, she said that this episode of depression was attributed 
to the March 2020 transition, but the issues of the earlier change continued to bear 
heavily on her.

Her responsibility to implement COVID control strategies of masking and 
physical distancing at the workplace brought criticism and resistance from peers. 
Moreover, transitioning to online modes of work exacerbated the pressure of re-
source constraints brought about by the need for connectivity and devices. She 
said that her passion for her work had decreased during this period.

She would also avoid attending farewell parties for her community members 
who were being resettled because of unpleasant thoughts and emotions that were 
stirred in her to remind her that she was yet to receive news of resettlement. She 
added that the therapy sessions had allowed her to discuss these issues openly and 
without being judged. This helped her feel better.

The technique utilized to address her transitions was identifying the two 
timelines and discussing the changes in each transition. The positives of these 
transitions were emphasized: a safer environment in Malaysia, the opportunity to 
do meaningful work to serve others, and the support from her sister, friends, and 
ethnic community. She also resorted to her faith in god and rationalized that the 
consequences of the transitions were god’s will for her.

K. Y. also wanted to discuss the grief that she was experiencing at the loss of 
her mother. She acknowledged the loss of her mother, a family and community 
leader who gradually became dependent on others. The family and community 
had lost a kind and generous person. Most of her family and community members 
respected and loved her mother. She felt guilty that she could not do more for 
her mother and should have spent more time with her. She was relieved that her 
mother’s passing was peaceful. She said she also felt relieved that no one blamed 
her for her mother’s death. Her family and community members said it was her 
mother’s “time to go.” She also received support from her community to transport 
her mother’s remains to her home village for burial.

In the next session, we continued to discuss her grief. She acknowledged the 
loss of her mother. She said that even though her mother had passed away, she 
felt her mother was still with her. Staying in the same room reminded her of her 
mother. Sometimes she would talk to her mother as if her mother was still with 
her. She used to feel lonely and was able to fill her loneliness with work and the 
presence of her colleagues and students.

She held a faith perspective on her mother’s death. She believed her mother 
had returned to god. This belief consoled her. The structure of the IPT sessions 
for K. Y. was 2 initial sessions, 7 middle sessions, and 1 terminal session. Monthly 
maintenance sessions were agreed on at the end of the tenth session.
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In the final session, we reviewed her gains in therapy. The gains were the op-
portunity to talk openly about her transitions and her grief in a safe and non-
judgmental space, and she was also able to avail of support within the extended 
therapeutic relationship (therapist and HEI patient manager) and outside of 
therapy (her sister and her two colleagues). At the end of 10 sessions, she had psy-
chometric scores indicating mild depression and minimal anxiety.

DISCUSSION

Despite IPT being effective for the refugees in Case Study 25.1 and Case Study 
25.2, it is challenging to do IPT with refugees who have experienced multiple 
traumatic experiences, sexual-  and gender- based violence (SgBV), and severe on-
going stressors. IPT is relevant for treating refugees with depression because it can 
address problem areas typical of refugees.17 Some of the problem areas distinct for 
refugees and the following adaptations are discussed here.

The migration journey

In our work with refugees, our initial assessment includes exploring the refugee’s 
migration journey. Entry into Malaysia is by air, sea, or land. The migration 
experiences over sea and land are often stressful, traumatic, and fraught with 
difficulties and adversities. Asylum seekers from Myanmar are often smuggled 
into Malaysia via Thailand by land. Rohingya refugees are known to have trav-
eled a treacherous journey by sea.18 Arrest and detention can occur in a transit 
country like Thailand or Indonesia, and this experience can be very stressful and 
traumatic, resulting in depression, anxiety, and PTSD. Thus, an adaptation of IPT 
for refugees who live in Malaysia would need to address the migration journey.

Transitions

The migration from the country of origin to a transit country like Malaysia is 
a significant transition because of multiple transit journeys. In the past, Afghan 
asylum seekers of Hazara ethnicity would initially migrate to Iran because of 
similarities in language and religion. They then would migrate to Malaysia directly 
or via Indonesia. Afghan refugees are also known to arrive in Malaysia via India.

Refugees find living in Malaysia difficult. Although Kuala lumpur has a 
UnHCR office, Malaysia is not a signatory of the 1951 Refugee Convention or its 
1967 Protocol. This limits opportunities for work for adult refugees and education 
for children.

The most common role transition for married refugee men is the difficulty or 
inability to provide for the family. Refugees are not allowed to work formally; 
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thus, much stress is experienced because of a lack of steady income to support 
themselves and their families. This also poses a challenge for refugees who are 
single mothers. They need to be gainfully employed to provide for their families. 
Teenagers and young adults have limited access to formal education and thus 
cannot enter tertiary educational institutions. This becomes a stressor for not only 
the young adult but also the parents of these young people.

Safety and security become an issue in this transition to living in Malaysia. 
Since the Malaysian government does not recognize refugee status, a refugee in 
Malaysia is under constant threat of arrest and detention by the Malaysian po-
lice and Malaysian immigration. This precarity of refugee life in Malaysia was 
exacerbated during COVID- 19 when they lost jobs, experienced housing and 
food insecurity, and had to endure ongoing mobility restrictions and lockdowns.19 
The psychosocial needs that arise as a result of forced migration, and thus the 
transition of migration, must be addressed as an adaptation of IPT for refugees.

Grief and loss

Refugees suffer much loss. They often lose everything they possess when they 
are forcibly displaced. The loss of loved ones is also a common experience for 
refugees. Afghan Hazara refugees have witnessed the murder of relatives. 
Myanmar refugees have experienced losing their family members at the hands of 
military personnel. Sri lankan Tamil refugees have experienced the disappear-
ance of family members.

Complicated grief is a common experience for refugees. The inability to be at 
the dying relative’s side, attend the dead relative’s funeral, or bury the deceased 
relative contribute to complicated grief. Our experience doing IPT with refugees 
shows that discussing the loss of loved ones in a safe and nonjudgmental environ-
ment contributes to healing.

Interpersonal disputes/ conflicts

Some refugees experience family conflicts in their home country and face threats 
to their lives and well- being. There are refugee women who are forced to marry a 
man of the family’s choice. Some Afghan and Yemeni women refugees have fled 
their home country because they disagree with this spouse choice. This becomes 
an issue of family honor, and these women are threatened with death.

Domestic violence is also prevalent among refugees. Some refugee men abuse 
their partners or spouses physically and verbally. SgBV is commonplace in not 
only families of refugees but also their ethnic communities. Conflict with the 
government and the Army has been the experience of ethnic Kachin, Shan, and 
Rohingya in Myanmar. It used to be an issue for Sri lankan Tamil refugees until 
2015. The most severe interpersonal trauma experienced by refugees includes 
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abuse and torture in detention. It is very challenging to treat these victims of 
abuse and torture, including trying to treat them with IPT.

Trust and the therapeutic relationship

Many refugees have difficulty trusting others. The therapeutic relationship in IPT 
allows the refugee patient to build trust again. The refugees who have undergone 
IPT have listed a confidential, trusting, and nonjudgmental therapeutic environ-
ment as one of their favorable experiences in therapy. This allows healing to take 
place in the therapeutic relationship. The therapeutic relationship is also a rela-
tionship that contributes to more secure attachment styles for the refugee patient.

Adaptations of faith, religion, and religious community 
support in treating refugees with IPT

Many of the refugees in Malaysia are people who profess faith in god and are affil-
iated with a particular religion. Many are also persecuted because of the faith they 
profess. In treating refugee patients with IPT, some patients include god in the 
Interpersonal Inventory. Many refugees have been waiting for years to be resettled, 
and hope can be eroded. Trusting in god helps instill hope. It has been found that 
the faith communities provide social and material support for refugees, especially 
Christians and Muslims. Shared prayer and communitarian sharing from reli-
gious books have been used as adaptations in IPT treatment of refugees and the 
local population who profess faith in god and belong to a religious community.20

CONCLUSION: ADAPTATIONS AND TRAINING— IPT 
FOR DISPLACED PEOPLE

Adaptations of IPT for the refugee population are not new. The adaptations and 
training of Verdeli et al., who implemented group IPT for depressed youth in 
internally displaced people camps in northern Uganda, were groundbreaking 
in addressing a specific refugee population in Uganda.21 In collaboration with 
Schultz et al., Verdeli and colleagues also developed an adapted stepped- care 
brief IPT intervention for psychologically distressed women displaced by conflict 
in Bogota, Columbia.22 Susan Meffert and associates successfully carried out a 
randomized pilot trial of IPT for Sudanese refugees in Cairo, Egypt.11

The case studies in this chapter, based in an Asian upper- middle income 
country, add to the existing work of adapting IPT for refugee populations in a 
different geographical and refugee protection context and demonstrate the suita-
bility and fruitfulness of IPT for this population. However, as the context of flight, 
asylum, and durable solutions vary across the globe, the adaptation of IPT for this 
population would require context specificity.
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Group Interpersonal 
Psychotherapy for Adolescents 

in Nepal

I N D I R A  P R A D H A N ,  K E L LY  R O S E -  C L A R K E ,  

H E L E N  V E R D E L I ,  A N D  P R A G Y A  S H R E S T H A  ■

THE NEPALI CONTEXT

nepal is a South Asian lower middle- income country with a population of over 
30 million.1 Owing to 10 years of government- Maoist conflict (1996– 2006), 2 
devastating earthquakes (2015), and annual flooding and landslides, the need for 
mental health care is significant and largely unmet. Transcultural Psychosocial 
Organization nepal has been working for the past 17 years to try to fill this gap 
in mental health care.2 Our recent work has focused on adolescent mental health 
because of the opportunity to alleviate suffering in these formative years and pre-
vent morbidity later in their lives.

In collaboration with King’s College london and Columbia University, we 
adapted and tested the feasibility of delivering interpersonal therapy (IPT) to 
adolescents with depression in nepal. We used the World Health Organization 
Group IPT Manual as a starting point because it was designed for nonspecialist 
health workers in low- resource settings such as nepal.3 We adapted the manual 
based on evidence from formative research (25 qualitative interviews with boys 
and girls aged 13– 18 with depression; 4 focus group discussions with adolescents, 
4 with parents/ caregivers, and 2 with teachers; 6 interviews with community 
health workers; and one interview with a representative from a local nongovern-
mental organization, a total of 126 participants). We also received feedback from 
IPT trainers, facilitators, participants, and a youth mental health advisory board.
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Our study site was Sindhupalchowk, a remote mountainous district of 300,000 
people. Agriculture is the main source of income, along with remittances from 
labor migrants. More than half the population is Hindu (59.0%); 38% are 
Buddhist. Society is stratified according to caste/ ethnic group: Brahman (10.3%), 
newar (11.1%), and Chhetri (18.2%) are the most privileged, followed by Tamang 
(34.3%) and the least privileged Dalit groups (7.4%).4 Some 95% of children are 
enrolled in primary school, but enrollment in upper secondary education (43%) 
drops substantially as adolescents marry and take up paid work.5

NEEDS OF ADAPTATIONS IN IPT FOR ADOLESCENTS 
IN NEPAL

The adaptation was guided by the ecological validity framework,6 and we made 
adaptations related to the following domains: context (the intervention environ-
ment), persons (the therapeutic relationship), treatment goals, methods (how goals 
are achieved), concepts (cultural and contextual concepts of treatment), language, 
metaphors (symbols and sayings), content (cultural knowledge), and developmental 
stage.6 We tested the feasibility of the intervention among 62 adolescents aged 13– 
19. Examples of adaptations in each domain of the framework are provided below.

Methods

Our intervention comprised 2 individual pregroup and 12 group meetings. In the 
first pregroup meeting, the group facilitator met with the adolescent to explore the 
history of depression and key relationships, identify the problem area, and link it 
to the adolescent’s depressive symptoms. The second pregroup meeting involved 
parents and aimed to mobilize family support. We extended the overall number 
of sessions from 8 to 12 because adolescents did not feel comfortable opening up 
until the fourth session. group meetings were held weekly for around 90 minutes 
during school lunch break, free periods, or before or after school.

Context

We integrated IPT into the education system because community members ex-
plicitly mentioned that they would only trust an intervention if it was delivered 
through schools. We ran separate groups for girls and boys because adolescents 
said they would be embarrassed to talk in front of the other gender.

Persons

We recruited nurses to facilitate IPT because of a government policy to employ 
a nurse in each secondary school. Adolescents told us they wanted a facilitator 
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of the same gender, but most nurses in nepal are female. We therefore recruited 
male facilitators from the local community.

Goals

In the manual, we clarified the aims of each phase of group sessions.

Concepts

We moved away from the concept of the “sick role” toward a “recovery role” (i.e., 
shifting from “I cannot do anything because of my sickness” to “I can do things 
despite my sickness”).

Adolescents had difficulty expressing their emotions, so we introduced a game 
called inside/ outside feelings (Bhitri- Bahiri Bhawana), where each group member 
drew a face showing their true inner feelings and another showing the feelings 
they project to others (Figure 26.1). The cultural expectation in nepal is for the 
children to show a happy face. This technique helped the teens differentiate the 
public display of their affect from their internal states.

Facilitators struggled to understand social isolation as a problem area, so we 
provided locally relevant examples, such as adolescents from the Dalit caste or a 
minority religion being socially excluded by their peers. It helped the facilitators 
to understand the nature of isolation whether it is because of social structure or 
the rest of the problem area. It was helpful to find the resources to reduce the 
symptoms and case management.

Figure 26.1 Inside/ outside feelings. 
Credit: Copyright of TPO nepal in the sketch. Received permission to publish this picture.
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Language

Informed by our formative research and nepali ethnopsychological literature,7,8 
we used the term manko samasya (meaning “heart- mind problem”) to refer to 
mental health problems, and udas- chinta (“sadness- worry”) to refer specifically to 
depression as one type of heart- mind problem.

Metaphors and content

We added content to the manual to make it more relevant to the lives of local 
people. For example, we described how depression “gets in the way of working 
on the farm” and makes it difficult “to do your household work.” Adolescents 
participating in our formative work told us the intervention had to be fun, so 
we included games and activities. Each session started with the activity “Share a 
talent” (Prativa Dekhaune Kriyakalap), where members of the group took turns 
telling jokes and stories, dancing, or singing.

Developmental stage

Adolescents were given a “friend diary” (Saathi Dainiki) (Figure 26.2) and asked 
to bring it to each session. The diary was a place for adolescents to record their 
progress and write helpful information and advice, dates of the sessions, and 

Figure 26.2 Friend diary. 
Credit: Copyright of TPO nepal in the sketch. Received permission to publish this picture.
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contact details of local health and social organizations. We provided pens and 
stickers and encouraged adolescents to be creative and personalize their diaries.

TRAINING AND SUPERVISION RELATED 
TO THE INTERVENTION

Training supervisors

Prior to our study, there were no IPT supervisors in nepal. led by master trainers 
Dr. Helen Verdeli and Ms. Kathleen Clougherty, supervisor training comprised 
an 8- hour virtual workshop on the theory behind IPT and 4 days of in- person 
training to build knowledge and skills. A knowledge test was administered the 
week after the training (a passing grade was 75%). After the training workshop, 
the supervisors facilitated IPT with individuals and groups and received supervi-
sion by master trainers to build their confidence and experience.

Training facilitators

We trained 9 individuals (3 male and 6 female), none of whom had experience in 
mental health treatment. Three were nurses, and the others were from the local 
community with a high school education. First, facilitators completed a 10- day 
curriculum to build their knowledge about mental health problems, communica-
tion and group management skills, confidence working with family and managing 
child protection issues (e.g., domestic and gender- based violence, and suicide), 
and case management. next, facilitators attended a didactic training workshop 
using the IPT manual, completed an IPT knowledge test, and practiced IPT with 
a small group of adolescents. In these practice groups, facilitators learned how 
to apply their IPT knowledge and skills and built confidence using basic helping 
skills. The size of the group was limited to around 4 adolescents, so facilitators 
could focus on practicing IPT rather than group management skills.

Before and after training, supervisors assessed facilitator competency with the 
Enhancing Assessment of Common Therapeutic factors (EnACT) rating scale, 
the Working with children— Assessment of Competencies Tool (WeACT),9,10 
and standardized lists of session- specific IPT tasks. Based on these assessments, 
we selected the best 6 facilitators (3 females and 3 males) from the 9 individuals 
we had trained. These facilitators demonstrated a good ability to work in teams 
and proactive behavior and skills in social engagement, which were felt to be key 
ingredients for facilitating groups.

Supervising facilitators

Facilitators required support to apply IPT knowledge and skills and initially 
found it difficult to understand participants’ needs and help them find the way 
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to recovery. Supervisors engaged facilitators in a process of review and reflection 
through various supervision activities: (1) group supervision where facilitators 
participated together to share, learn, and practice new skills; (2) distance indi-
vidual weekly supervision (via phone and Skype or Viber) with each facilitator, 
focusing on challenges facilitators had faced during sessions; (3) on- site super-
vision to observe the group process, assess and feedback on facilitators’ compe-
tency, and provide on- the- spot feedback and support; and (4) peer supervision 
where facilitators encouraged and supported each other, validated their IPT skills, 
and brainstormed ideas. Supervisors were based in Kathmandu and regularly 
traveled to the study site. Supervisors received weekly remote supervision from 
master trainers.

Facilitators were distressed by some of the cases they were managing, espe-
cially those involving suicidality and parental abuse. We therefore integrated psy-
chosocial support for facilitators into the supervision activities. We encouraged 
facilitators to be creative and draw on their own local cultural knowledge to un-
derstand adolescents’ problems and identify potential solutions.

MAJOR BARRIERS AND FACILITATORS 
OF IMPLEMENTATION

Involving caregivers

In the formative research, adolescents told us that parents would be reluctant to 
allow them to attend groups because the parents perceived household chores, paid 
work, and studying to be adolescents’ priorities. While adolescents told us that 
they did not want to formally involve their parents in IPT groups, they advised us 
to meet with parents to explain the intervention and obtain their permission. In 
pregroup session 2, facilitators therefore visited adolescents’ homes to speak with 
the adolescent and their family. This was felt to be an effective way to build rap-
port, learn more about the adolescent, and mobilize family support.

Stigma

In the community, we encountered discrimination against people with mental 
health problems, who were referred to as Pagal (“crazy”), Saiko (“psycho”), and 
“mental.” In the intervention, we mitigated stigma in several ways. We used the 
idiom of distress manko samasya because this is a socially acceptable condition 
and reason for seeking treatment. Supervisors and facilitators ran orientation 
sessions in schools for teachers and students and worked closely with school 
leads. IPT was conceptualized as training in interpersonal skills, rather than a 
psychological therapy. Facilitators emphasized the potential functional benefits 
of IPT to parents, teachers, and adolescents, including improvements in family 
relations and engagement in school. A group- based delivery approach enabled 
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adolescents to form close- knit peer groups that supported individuals in and out 
of IPT meetings. Facilitators emphasized and explained the importance of confi-
dentiality to adolescents and their parents. Confidentiality was also a key topic in 
facilitator training. Meetings took place in quiet, private rooms in schools where 
adolescents felt comfortable and safe. The intervention embodied a rights- based 
approach where facilitators ensured each adolescent was listened to and valued 
and made to feel comfortable and able to share and trust other group members.

Managing child protection issues and suicidality

We looked for mental health (trained health professionals) and child protection 
services (shelters, nongovernmental organizations) in the study setting, but they 
were limited. We therefore developed safety protocols for facilitators to ensure ap-
propriate, feasible, and timely support that engaged clinical supervisors, a psycho-
social counselor (employed through the project and based in the study location), 
and family members, teachers, and friends as required.

Effects of the COVID- 19 pandemic

lockdown restrictions in early 2020 put a stop to face- to- face group meetings. 
This forced us to test the feasibility of individual phone- based meetings in sessions 
9 to 11. These meetings were surprisingly well accepted by adolescents, especially 
among those who were too shy to share in earlier group meetings. Research is 
therefore needed to further explore the feasibility of a hybrid delivery model.

Scheduling meetings

In Sindhupalchowk, adolescents often walk for more than an hour to reach school. 
Due to concerns about safety, girls were reluctant to travel without their friends, 
especially in the evening, so it was difficult for them to attend IPT meetings after 
school. During school time, lessons were prioritized, and adolescents had lim-
ited free time. We therefore organized meetings according to the group members’ 
needs. Most meetings were held in the morning before school, some were during 
the day, and a few were on Friday afternoons when school finishes at lunchtime.

FUTURE PLANS AND RECOMMENDATIONS

We have secured funding to evaluate our intervention through a randomized 
controlled trial where we will explore the overall effects of IPT on depression, as 
well as mediators and moderators. Informed by data from the feasibility study 
that showed that improvements in adolescent mental health happened early in the 
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intervention, and that attendance dropped off in later meetings, we intend to re-
duce the number of group meetings to 9 or 10. The trial will help to consolidate IPT 
capacity in nepal by training additional trainers and facilitators, refining manual 
and training materials, and raising the profile of IPT with a view to integrating 
techniques and skills into existing national mental health training programs.

Based on our experience, key recommendations for future work in nepal are 
as follows:

 1. A standardized IPT trainer’s manual and supervision model to promote 
consistency and quality delivery.

 2. A separate counseling provision for parents with mental health 
problems— adolescent depression was often linked to parental mental 
health in our study, but there were no local services for parents.

 3. School- based psychoeducation to mitigate stigma or discrimination 
toward adolescents with mental health problems.

CASE EXAMPLE

The following case study illustrates how group IPT was used to address grief in an 
adolescent boy with depression. Details have been removed or changed to ensure 
participant anonymity.

Orientation and pre- group phase

X lives with his father, mother and grandmother. He attends the local school. In 
the first pregroup meeting, X shared his manko samasya with the facilitator. He 
felt lonely after his sister died in the 2015 earthquake. In the days following her 
death, X had felt extreme sadness, helplessness, and guilt that he had survived the 
earthquake, but his sister had not. He planned to die by suicide but convinced 
himself that this was not a good way to be reunited with his sister. A year later, 
X had a dispute that led to him being excluded from his friendship group. He 
felt lonely and struggled to concentrate on his studies. He attempted suicide by 
hanging himself, but his mother found him and stopped him. Over the following 
2 years, he increasingly isolated himself from friends and family. His attendance at 
school dropped, and his grades suffered. He mostly spent his time alone at home, 
using his father’s phone to watch videos.

After listening to his story, the facilitator explained to X that many of the feelings 
he was experiencing were a normal part of the grieving process and gave him 
hope that things would get better. The facilitator encouraged X to share memories 
of his sister and to think about what he would like to change moving forward. X 
wished to reduce the extent to which grief impacted his daily life. The facilitator 
helped him to plan to manage his suicidal thoughts and to identify key supportive 
people such as his mother and a cousin who lived locally.
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In pregroup meeting 2, the facilitator met X and his mother to clarify the aims 
and potential benefits of IPT and to obtain consent and support from the family.

Initial and middle group phases

X joined a group with other boys from his school. The facilitator began the first 
meeting by outlining the aims of IPT, introducing each of the adolescents, and 
reminding them about the need to respect each other, and the importance of 
maintaining confidentiality outside meetings. The facilitator encouraged X to talk 
to the group about his sister and the problems he was facing with his friends. group 
members made suggestions to help with his schoolwork, including studying in a 
group and taking regular study breaks for relaxation.

The facilitator helped X to mourn his sister. X wrote a poem about her and read 
it to group members, who praised his talent and effort. They suggested other ways 
he might safely express his grief, such as singing and sharing his sorrow with his 
family. After the fourth meeting, X’s mood started to improve, which he attributed 
to the new ways he had learned to cope with his sister’s death. In later meetings, 
the facilitator encouraged him to use interpersonal skills to improve his loneli-
ness, build confidence at school and in his studies, and improve relationships with 
his relatives.

Termination phase

In the last meeting, the facilitator reviewed group members’ individual progress. 
X identified possible warning signs that could indicate his mood was worsening, 
and he worked with the facilitator to develop a plan to manage this. His future 
goal was to strengthen the friendships he had made with other group members 
so that they could continue to support each other. He no longer felt disturbed by 
grief and was able to focus on his studies. He had no suicidal ideation and felt 
ready to make new friends.
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Interpersonal Psychotherapy 
in Finland

R O S LY N  L A W  A N D  K L A U S  R A N T A  ■

INTERPERSONAL PSYCHOTHERAPY

In 1996, interpersonal psychotherapy (IPT) dissemination began in Mikkeli, Finland, 
when secondary care clinicians, working with adults with depression in psychiatric 
outpatient clinics, embarked on peer- supported learning and supervision. This self- 
guided practice reflected the demand to meet the needs of a growing number of 
people with depression seen in these services and led to a clinical research project 
helmed by Professor Hannu Koponen.1 IPT dissemination was further advanced 
through a series of training events delivered by John Markowitz between 2000 and 
2014 and hosted by Finland’s University of Turku and Professor Hasse Karlsson.2 
Over time, graduates of these trainings established the Finnish Association for 
Psychodynamic and Interpersonal Psychotherapy (DIPY), and, since 2008, they 
have run IPT training for up to 500 participants with the support of national and 
international IPT experts. IPT has been disseminated to several Finnish provinces, 
mainly in Southern and Central Finland, and secondary- level psychiatric outpa-
tient clinics.3 DIPY now oversees training standards and Finnish registration of IPT 
supervisors and trainers. Both qualifications require completion of an IPT super-
visor course and a degree- level psychotherapy license. DIPY has developed a curric-
ulum and training program for Finnish IPT supervisors, soon to be launched.

INTERPERSONAL COUNSELING

Interpersonal counseling was introduced into adult primary care services with 
a randomized controlled trial (RCT) comparing IPC in primary care to IPT in 
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secondary care.4 The study was conducted across 5 municipal primary care units 
in Savonlinna by Finnish psychologist and psychotherapy trainer Dr. Jarmo 
Kontunen (J. K.), who already had played a key role in the introduction of IPT 
in Finland.1 The short IPC intervention (6 +  1 sessions) was delivered by primary 
care nurses and social workers and targeted those with mild- to- moderate de-
pression. IPC and IPT produced comparable results, with approximately 60% of 
participants achieving recovery, in their respective clinical settings. An adaptation 
for adults with depression following myocardial infarction has been developed in 
Turku University Central Hospital.5

INTERPERSONAL PSYCHOTHERAPY FOR ADOLESCENTS

Interpersonal psychotherapy for adolescents (IPT- A) was initially introduced to 
Finland around 2010, following a workshop by its developer, Dr. Laura Mufson. 
Subsequent IPT- A training, delivered by DIPY for secondary care services in uni-
versity hospitals, was integrated into IPT training. Access to IPT- A remained lim-
ited until 2015 despite the high demands on secondary care psychiatric services 
for adolescents with depression. However, one such training event, delivered at 
Helsinki University in 2011, was attended by 3 clinicians who would go on to act 
as supervisors on projects focused on implementing IPC for adolescents (IPC- A) 
in secondary schools in the capital area of Finland and that within a few years 
would extend across all of Finland.

INTERPERSONAL COUNSELING FOR ADOLESCENTS

A state- funded initiative to build a national model for dissemination and imple-
mentation of brief, evidence- based treatments for adolescent depression in pri-
mary care began in Helsinki University Hospital (HUH) in 2016. This program 
targeted a wide range of professionals working in schools, mental health services, 
and social services. It was led by Dr. Klaus Ranta, with Dr. Roslyn Law from the 
Anna Freud Center, United Kingdom, acting as the main interpersonal coun-
seling for adolescents (IPC- A) trainer. The pilot program in the city of Espoo ran 
in parallel with a research trial on the feasibility and effectiveness of IPC- A in 
primary- level services.6,7

This dissemination and implementation initiative increased demand for early 
interventions for young people at risk of developing mental health difficulties. 
Capacity for training and dissemination of IPC- A was extended by training 
supervisors working in secondary- level services across the country. An annual 
program of IPT- A supervisor and IPC- A practitioner trainings, coordinated by 
HUH and conducted by Dr. Law, followed. These trainings were attended by staff 
from secondary services and primary services, respectively, from several health-
care districts between 2018 and 2019. The dissemination plan was adopted by the 
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Finnish government in 2020 and used as the basis for a nationally funded program, 
based in schools and primary care, for improving adolescent mental health across 
Finland.6 Twenty hospital districts and 5 university hospital districts embarked 
on the complex task of targeted training and dissemination of evidenced- based 
interventions for adolescents, including IPC- A, to establish mental health 
interventions in their respective primary care services. As part of this nationwide 
program, Dr. Tarja Koskinen from Kuopio University Hospital conducted the first 
IPC- A trainings across the country, reaching over 700 participants in 1 year. By 
2022, almost 1700 IPC- A counselors had been trained through this cumulative 
effort.6,7

MODEL AND ADAPTATIONS

Interpersonal psychotherapy

Interpersonal psychotherapy training focuses on the original 12-  to 16- session 
model.8 Experienced mental health and social care professionals, mostly 
working in psychiatric outpatient clinics, attend 3 to 5 training days. Finnish 
practitioners then attend approximately 24 hours of monthly group supervision 
over 1 year. The small- group supervision covers casework on 2 cases, with addi-
tional telephone support as required. Audio or video recordings of clinical ses-
sions are reviewed by supervisors between meetings and on completion of the 
casework. The therapists and supervisors independently rate the casework using 
an IPT adherence and competence scale and reflect on the therapeutic process. 
The result of this review forms the basis of the fifth closing day of the training 
seminars.

Interpersonal counseling for adolescents

One aim of the government- funded pilot project in 2016– 2018 was to review and 
identify adolescent mental health interventions that would be feasible for use in 
the school health and welfare services. This process included reviewing research 
evidence and prior Finnish development programs for adolescents’ mental health 
and their outcomes; analysis of the functioning of the mental service system for 
adolescents; and analysis of mental health work in primary- level services. HUH, 
the city of Espoo, and the Finnish Institute for Health and welfare collaborated on 
this project. In discussions, the primary care service leaders and the project lead 
from HUH estimated the mental health work that was feasible to offer in schools, 
that is, time and resources available, and the type of work and length of interven-
tion that could be implemented in the school services.

One of the innovations in the subsequent workshops lay in training school 
psychologists, social workers, and nurses, inexperienced in offering mental 
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health interventions, to help young people with mild depressive symptoms 
directly and at an early stage. Given the high demands, poor service- level co-
ordination, and absence of evidence- based interventions that characterized 
the Finnish school health care at the time, the brief and highly scripted IPC- 
A model was considered the most viable treatment option to pilot. IPT- A- 
trained professionals from HUH were recruited to supervise the IPC- A trainees. 
Secondary- level professional support and supervision were considered key in 
maintaining the interventions.

The Espoo feasibility study arranged by HUH was used to pilot IPC- A in 
secondary schools for 13-  to 16- year- olds. It aimed to demonstrate the poten-
tial benefits of school- based early intervention and to inform national policy. 
Until that point, evidence- based mental health interventions were not available 
in schools, with young people being directed to an overstretched secondary care 
system with long waiting lists.

The IPC- A training was delivered to therapists in the intervention group of 
the study in 2016 and to therapists from the control group in 2017. Training took 
place over 3 days with simultaneous translation. Experienced IPT- A practitioners 
attended the training, facilitated small- group exercises in Finnish, and provided 
posttraining supervision on one case for each participant. In 2018, these IPT- 
A practitioners and nascent IPC- A supervisors attended the first IPT- A/ IPC- 
A supervisor training with Dr. Law. In subsequent years, IPC- A trainees were 
encouraged to complete at least 2 cases with 12 months of monthly supervision to 
consolidate skills more robustly.

Jarmo Kontunen’s experience of using IPC and Dr. Law’s expertise in the de-
velopmental adaptations necessary to use IPT- informed approaches with young 
people and their parents or caregivers were combined in training the school work-
force. This collaboration greatly benefited from parallel work on using IPC with 
young people in the United Kingdom by Paul wilkinson, who generously shared 
his practice manual.9 In 2016, Dr. Risto Heikkinen translated wilkonson’s IPC- A 
manual into Finnish, adding developmentally appropriate descriptions of the IPT 
focal areas. The standard IPC framework was retained in this training, with 3 
phases of work, a mixed focus on prevention and early intervention for mild de-
pression, and 4 focal areas. Scripts were modified to be developmentally relevant 
and accessible, and resource materials were in multimedia formats to enhance en-
gagement. where possible, parental involvement, through psychoeducation and/ 
or joint sessions, was encouraged to consolidate learning and encourage between- 
session support.

The relational approach was easily adopted by Finnish trainees, but the active 
focus on skills development, through decision analysis, communication analysis 
and role play proved more challenging.10 This reluctance was identified in the 
pilot study, and more support and attention were given to these features in sub-
sequent practitioner and supervisor trainings to encourage use of the full range 
of strategies. Increased confidence and willingness to use these strategies were 
reported by participants in later trainings, and these strategies were deliberately 
encouraged in supervision groups.
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BARRIERS AND FACILITATORS OF IMPLEMENTATION

Implementation barriers

Implementation of IPT- A and IPC- A has been markedly different from implemen-
tation of IPT for adults in Finland. This reflects systemic differences in the struc-
ture of service and the sharp increase in demand for treatment for adolescents, the 
limits of which were a cause of national concern. The fragmented structure of ad-
olescent primary care services and lack of personnel and time allocated to mental 
health work in these services have been the most significant legislative, structural, 
and ideological barriers for implementation.

The legislative barrier arose from Finnish law that limits welfare service 
professionals in primary- level education (i.e., comprehensive schools up to age 
15 or 16) to providing mainly preventive work or generic support to young 
people. Clinical treatment is not part of school health and welfare services until 
secondary- level education (i.e., in high schools and vocational schools from age 
16). The HUH dissemination model was built on the assumption that IPT- A- 
trained secondary care professionals would supervise IPC- A in primary care serv-
ices. In practice, this required clinicians with limited posttraining experience in 
practicing IPT- A to supervise a shortened model (IPC- A) they had not used and 
had no opportunity to gain expertise in. This proved to be more challenging and 
anxiety provoking than originally anticipated. Additionally, novice supervisors 
were forced to use materials provided in a second language. Translating materials 
fell behind implementation because for most of the time those driving dissem-
ination were doing so alongside demanding “day jobs” and without additional 
time or funding. Most IPC- A supervisors were also trying to add this activity 
to already busy jobs and consequently had very little scope for taking on more 
time- consuming supervision activities, such as recurrent constructive corrective 
feedback to support active learning and deliberate practice.11 Demand for training 
consistently outstripped capacity for robust supervision. This was particularly ev-
ident when the central funding in the national program from 2020 on was dis-
tributed via the provinces with very different resources and service structures. 
Many areas did not perceive the need for supervision when the workforce was 
faced with many competing demands, which made it very difficult to confidently 
evaluate the competence and adherence of IPC- A being delivered post- training.

Implementation facilitators

Finnish implementation of IPT has focused on well- established outpatient 
units in secondary psychiatric services in several areas. Early adopters included 
Mikkeli in South- Eastern Finland and Turku in the Turku University Central 
Hospital District in Southwest Finland. Thereafter, IPT has spread into other 
hospital district regions in Southern Finland, Capital, Central Finland, and in 
northern Finland. with further training programs after 2010, dissemination to 
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secondary services followed, partially concurrent with clinical research projects 
arranged in Turku, in the Helsinki region and Jyväskylä.1– 3 Clinical and academic 
collaborations have facilitated dissemination financially and by working through 
established networks.

International collaboration throughout the planning and delivery of IPT, IPT- A, 
and IPC- A workshops and making use of a tried- and- tested training approaches 
has enhanced efficiency and impact. Adopting a competency- based framework 
and corresponding training requirements clearly set out parameters and training 
structures for therapists and supervisors. Existing materials have been generously 
shared with openness to the necessity of changes and adaptations to suit the local 
context and culture.

Regarding IPC- A, support from local healthcare administrators and state 
funding for a pilot project allowed disseminators to progress on a small scale 
and created the foundation of all training from 2016 to 2020. In 2020, in part 
responding to high demand for IPC- A from potential providers, government 
targeted funds on adolescent mental health, specifically training, helped dissem-
ination and implementation of brief interventions for depression and anxiety in 
primary care services. In accordance with a plan designed in collaboration with 
HUH, the Ministry of Social Affairs and Health also funded the creation of re-
gional teams for disseminating evidence- based interventions.6

In 2021, IPC- A training pivoted significantly to become a 16- hour online 
self- study course followed by a 1- day implementation workshop. The mid- 
term progress report on the national Future Health and Social Services Centres 
programme, published by the Finnish national Institute for Health and welfare, 
recorded 1507 IPC- A counsellors and 68 IPC- A supervisors had completed 
training by March 2023. In 2022– 2023, 145 IPC- A counsellors commenced 
training through the web - based training provided by the Hospital District of 
Helsinki and Uusimaa.12 Based on clinical experience, supervision on at least 2 
cases post training is recommended to consolidate skills and support sustained 
practice. In 2022, three IPC- A supervisors completed a 2- year train- the- trainer 
program delivered remotely by Dr. Law to support Finnish innovation and 
sustainability.

FUTURE PLANS AND RECOMMENDATIONS

Collaborating with academic colleagues where possible is encouraged, including 
conducting pilot trials and assessing outcomes to inform economic planning. In 
pursuit of this aim, the improving mental well- being as a means of increasing in-
clusion of young people consortium (IMAGInE), with the support of the Anna 
Freud Center, has secure funding to conduct an evaluation of the cost- effectiveness 
of the ongoing national implementation and dissemination of IPC- A and provide 
structure and tools for future implementations. Additionally, the University of 
Tampere has funded a collaboration on training and research infrastructure with 
the Anna Freud Center to introduce clinical training for master’s- level psychology 
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students for the first time, focusing on IPT- A Skills Training (IPT- AST). Dr. Law 
will provide training and supervision to Tampere University teaching staff, 
collaborators, and students with the aim of establishing self- sustaining provision. 
This model of training will be the subject of a research collaboration between the 
2 centers to evaluate the feasibility of using top- level psychotherapy training to 
extend the scope of current psychology training. Above all, collaborate, be patient 
and be resilient.

IPC- A CASE EXAMPLE

This case example is drawn from group supervision for novice IPC- A school 
counselors. The group is facilitated by an IPT- A- trained psychologist working in 
an adolescent psychiatric outpatient clinic, and IPC- A is provided by an IPC- A- 
trained school nurse.

Helena was a 14- year- old girl referred by her mother, who attended a presen-
tation about IPC- A given by the school counselor at a parent- teacher meeting. 
Helena’s mother noticed her daughter had become increasingly withdrawn at 
home. She spends a lot of time in her room, cries easily, and her grades have 
started to drop. Helen’s parents divorced when she was 11, and her mother would 
like her daughter to spend more time with her father, who has moved away and 
rarely reaches out to his daughter. Helena used to meet up with her friends more 
often, but now rarely goes out and has begun to feel left out, which increases her 
loneliness and sadness.

Providing a psychological intervention is new to the school nurse, and she 
brings details of the referral to the group to discuss the potential for IPC- A to be 
of benefit to Helena. Criteria for offering IPC- A are reviewed, and, based on early 
indicators of depression and the interpersonal themes surrounding their onset, it 
is agreed that an assessment will be booked. The school nurse attends supervision 
once a month, with the option of contacting the primary supervisor by telephone 
between meetings if necessary, so feels under some pressure to conduct this new 
intervention independently and welcomes the group support.

Following a screening session and first IPC- A meeting, the school nurse returns 
to the group and shares more background details and asks them to help her to 
think about the most useful focal area to use in her work with Helena. The group 
is asked to consider 2 options, 1 listening for themes of role transition and the 
other for role dispute.

Following her parents’ divorce, Helena describes a deterioration in her relation-
ship with her father. She is angry with him for moving away and feels he has no 
time or interest in her after meeting a new partner. She is disappointed that the fa-
ther rarely calls or asks how she is doing. She would like to spend more time with 
him but feels it should be his job as a parent to reach out to her. She has lost con-
fidence in herself following her father’s departure and finds it hard being around 
her friends. Helena is upset when her friends talk about their parents, even when 
they complain about them, but hasn’t told them how she feels. It felt easier to 
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avoid their company and the possibility of feeling upset at first, but now Helena 
fears they have forgotten about her, and she feels even more alone.

Following discussion, the supervision group suggests both focal areas could be 
useful but on balance recommend role transition. It is agreed that this should be 
discussed openly with Helena to ensure this is a shared decision- making process. 
This also prompts a wider discussion in the group about how strictly the IPC- A 
counselor needs to follow the manual. Those in the group are used to adopting a 
person- centered approach, following the young person’s needs as they arise, and 
are all adjusting to a manualized approach. Some group members express concern 
about deviating too much from the manual and forgetting key parts of the inter-
vention, while others worry that they will miss some important themes the young 
person brings to the session if they follow the manual too closely. The group helps 
each other consider how a manualized approach can be personalized for each 
young person and the relevance of communication and emotionally focused work 
across all focal areas.

The importance of an open and collaborative process of formulating the 
problem with the young person is highlighted when Helena expressed a prefer-
ence for using the role disputes approach to improve communication with her 
father rather than adjusting to his absence. Helena and her IPC- A counselor agree 
that directly involving her father in at least 1 session may be helpful in supporting 
direct and constructive communication.

The IPC- A counselor is anxious about conducting a joint session and takes 
this concern to the supervision group for support and guidance. The supervisor 
suggests the group could role play conducting a joint session in small groups. 
A cultural barrier to IPC- A dissemination becomes apparent at this point, with 
the Finnish participants expressing anxiety and reluctance to engage in role play, 
something that was also highlighted in the initial trial of IPC- A in Finland.7– 

10 The group members describe feeling silly, awkward, and fake acting out the 
proposed session. The supervisor uses this response as a learning opportunity 
and invites the group to consider the advantages and disadvantages of practicing. 
This not only invites more thought about avoided features of the approach but 
also models taking a decision analysis approach to the kind of reluctance that the 
counselors may encounter in session. A compromise is reached, and the IPC- A 
counselor participates in the role play as Helena and the supervisor as the IPC- A 
counselor, with the others observing and making notes, which they share with 
the participating counselor. The group is also reminded of prerecorded role play 
demonstration available in their course materials.

The IPC- A counselor’s confidence is boosted by the role play experience, and 
she successfully navigates the session with Helena and her father. when the in-
tervention is complete, a good outcome is reported. Helena’s symptoms on the 
Patient Health Questionnaire- 9 have decreased from 15 (moderate range) to 5 
(healthy range), and she rated satisfaction with the approach at 9/ 10. Helena said 
she had gained more insight into her relationship with her father, and the atmos-
phere at home with her mum felt more relaxed. Helena was pleased that she had 
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talked about her feelings to her father at the joint appointment. She discovered that 
her father hadn’t realized she wanted him to reach out to her more. He reminded 
her that when he moved he told her that she could, “come over anytime,” and 
explained that he thought Helena hadn’t wanted to visit him or keep in touch.

At 1- month follow up, Helena says that she is still doing well, and her relation-
ship with her father continues to improve. She has been visiting him regularly, 
and he has started calling her to check in on how she’s doing. This has boosted her 
confidence, and she has begun seeing her friends more regularly and is enjoying 
her time with them. Helena described feeling significantly less lonely at the end 
of the intervention.
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Interpersonal Psychotherapy 
in Germany

E V A -  L O T T A  B R A K E M E I E R  ■

Interpersonal psychotherapy (IPT) was founded in Germany in the early 1990s 
and has since established itself in Germany, which is the outstanding achieve-
ment of Elisabeth Schramm of the Department of Psychiatry and Psychotherapy 
at Freiburg University Medical Center. This chapter illustrates the implementa-
tion and dissemination of IPT in Germany referring to three important steps.

THE GERMAN IPT MANUAL

An important first step in this process was the publication of the first German 
book on IPT in 1996, which Elisabeth Schramm edited, including the transla-
tion of the original IPT treatment manual by Klerman, weissman, Rounsaville, 
and Chevron. In the fourth edition, published in 2019, Elisabeth Schramm and 
her author team described the numerous modifications of the approach for other 
forms of disorders, settings, and time frames that had been studied and applied in 
recent years.1 In addition, the fifth focus “work stress” was also introduced.

IPT ASSOCIATIONS IN GERMANY

The second important step was the foundation of the Arbeitsgemeinschaft 
Wissenschaftliche Psychotherapie (AwP) in Freiburg in 1998 by Martin Bohus 
and Elisabeth Schramm, inspired by the upswing that structured, evidence- based 
therapeutic concepts had gained in the United States at that time. The aim was 
to make empirically proven therapeutic approaches known in German- speaking 
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countries. It started with dialectical behavioral therapy (DBT) for borderline per-
sonality disorder by Linehan and with IPT by Klerman and weissman. For organ-
izational reasons, the AwP now splits into the AwP- Freiburg (DBT and trauma 
therapy) and the AwP- Depression (IPT and in cognitive behavioral analysis 
system of psychotherapy [CBASP]). In 2015, the association Deutsche Gesellschaft 
für Interpersonelle Psychotherapie (DG- IPT; German Society for Interpersonal 
Psychotherapy) emerged from AwP- Depression, which is dedicated to the dis-
semination of IPT as a method and the networking of practitioners. The DG- IPT 
currently counts 130 members. The board members of the association meet regu-
larly under the leadership of the president, Elisabeth Schramm, in order to dissem-
inate IPT in Germany in a systematic and high- quality manner to practitioners 
and patients. In addition, there is also a scientific advisory board, whose members 
include, among others, Prof. Mathias Berger as medical director emeritus of the 
Department of Psychiatry and Psychotherapy at the University Hospital Freiburg. 
The DG- IPT home page informs all interested parties about current developments 
and news concerning IPT. In addition, the IPTalk is announced there, which is 
very well accepted (see https:// www.dg- ipt.de).

TRAINING IN IPT IN GERMANY

Training in IPT in Germany— as the third step— is stimulated in particular by 
the DG- IPT. The DG- IPT presents the certification criteria for IPT therapists, 
supervisors, trainers, and clinics on its home page along with the criteria 
used for the US national Institutes of Mental Health Treatment of Depression 
Collaborative Research Program. For example, therapists who seek certification 
in IPT should

 1. be a psychologist or medical doctor with completed psychotherapy 
training or advanced training;

 2. have basic knowledge in the treatment of depressive patients (at least 
1 year of active treatment);

 3. read the treatment manual1;
 4. complete an extensive training program (including at least 24 didactic 

units, 10 supervision units, and the fulfillment of the formal adherence 
criteria).

The IPT workshops and trainings are organized by the DG- IPT or universities 
and private training centers. within the framework of the state- funded pro-
ject Competence Center Psychotherapy at the Medical Faculties of Baden- 
württemberg, a 2.5- day German- speaking webinar on IPT was created. The 
webinar can be held simultaneously in a seminar room setting at different locations 
that are in contact with each other via videoconference. Alternative forms of 
use (e.g., playback on one’s own PC) are also possible. The webinar consists of 
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recorded lecture units, therapy demonstration videos, small- group exercises with 
online support, and discussion rounds via videoconference. Through this webinar, 
clinics and therapists can be trained in IPT at different locations without having 
to travel to another place with large investments of time and money. Through the 
video technology, it is still possible to practice the IPT techniques under coaching 
and to discuss difficulties and problems in the implementation afterward in the 
discussion rounds. In addition, there are also IPT video sequences on a DVD, 
which are often used for teaching at universities and other institutes to familiarize 
students with IPT.2

ADAPTATIONS OF IPT

IPT for specific age groups

In 2022, the first German IPT manual for older people suffering from depres-
sion in an inpatient setting was published by Petra Dykierek, Elisa Scheller, and 
Elisabeth Schramm. The manual describes IPT- Late Life as individual and group 
therapy.3 IPT- Late Life has a clear psychosocial- interpersonal focus and is partic-
ularly suited to address the lived realities of older people with experiences of loss, 
loneliness, and serious life changes.

Regarding IPT in adolescents (IPT- A), in January 2018 an article on IPT- A 
in an inpatient setting was published in the journal for psychiatry, psycho-
therapy, and psychosomatics PSYCH up2date.4 In the article, the basic principles, 
procedures, and modifications specifically for the inpatient treatment of de-
pressed adolescents were presented. The IPT- A manual of Laura Mufson is being 
translated in German and is in press. Both modifications are mostly applied in 
specialized wards in different hospitals.

IPT IN SPECIAL SETTINGS AND FOR  
SPECIFIC PROBLEMS

IPT inpatient program

The possibility that patients suffering from severe depression are treated for sev-
eral weeks as inpatients with intensive psychotherapy concepts (in combination 
with medication) is certainly specific for German- speaking countries. Inpatient 
treatment with IPT is described in detail in an IPT casebook.5 In the early 2000s, 
Elisabeth Schramm and Matthias Berger developed IPT as an inpatient multi-
disciplinary concept, implemented it in a university clinic, and evaluated it in 
a randomized controlled trial (see Schramm et al., 2007, for the main publica-
tion).6 Since then, many hospitals have introduced IPT as an inpatient treatment 
program.
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IPT group treatment

In 2022, the second edition of the updated manual Interpersonal Psychotherapy in 
Group,7 describing how therapists can use IPT in group settings, was published. 
It introduces the role of the group leader and explains session by session which 
content can be conveyed. with this training program, psychotherapists can learn 
the IPT group method relatively quickly. IPT groups have become widespread in 
German- speaking countries, mainly in inpatient contexts.

IPT integrated in Internet-  and mobile- based interventions

For relatives and significant others of depressed individuals, the “Family Coach 
Depression” was developed as a freely available online program under the leader-
ship of Elisabeth Schramm and her research group based on interventions from 
IPT. The self- help online program (https:// dep ress ion.aok.de) offers participants 
information and instructions on how to support their depressive relatives, im-
prove the relationship, and protect themselves from overload. A study is currently 
underway with family members of people with depressive illnesses to determine 
whether the Family Coach has advantages with individualized guidance per mail 
support over automated guidance and over psychoeducational material.

In the CADY (Conversational Agent to Treat Depression in Young People, 
https:// psyc holo gie.uni- gre ifsw ald.de/ cady/ ) research project led by Florian 
Kuhlmeier, Stefan Lüttke, and Eva- Lotta Brakemeier, a chatbot is being devel-
oped to support young people (13 to 21 years old) suffering from depression. 
The chatbot CADY regularly asks how the user is doing and offers therapeutic 
exercises based on content from cognitive behavioral therapy (CBT) and IPT. The 
project started in June 2021, and the CADY app is expected to be ready in early 
2023. CADY is primarily intended for young people who are waiting for a therapy 
place or who do not want traditional therapy. There is another Internet- based pro-
ject that integrates the IPT (eHELP- MV). As this was developed in the context of 
the COVID- 19 pandemic, it is described under COVID.

IPT for work- stress- related depressive disorders

Since more and more depressive patients complain about depressive and burnout 
symptoms associated with intense work stress and because work stress belongs to 
the most common triggers of depressive disorders, the working group of Elisabeth 
Schramm has conceptualized a fifth IPT focus on stress in the work role, which 
directly refers to changes and/ or conflicts in the work environment.8 The best 
investigated psychosocial work stressors include increased job demands in con-
nection with low control possibilities and lack of gratification, interpersonal 
conflicts, role stress, and social isolation or lack of support. Thus, this problem 
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area focuses on not only specific communication in the workplace (e.g., in 
conflicts, bullying); on stressful, involuntary changes (e.g., change of boss, change 
of work position); and social role stress (e.g., colleague and supervisor role in one 
person), but also the reduction of external stressful working conditions. In the 
first studies, the work stress program proved to be an effective method for treating 
work- related depressive disorders.1 However, further studies are needed to eval-
uate the efficacy of this newly designed problem area.

IPT IN THE CONTEXT OF CRISES

All global crises directly affect the interpersonal context. Crises are role transitions; 
conflicts are usually a trigger or are consequences of crises; changes in the social 
network can cause loneliness and isolation; and deaths trigger grief, which can be 
long lasting or complicated. IPT, which has been proven as an effective short- term 
therapy and as a preventive intervention, is therefore particularly suited for short- 
term and specific support to people affected by crises. Projects from Germany in 
the context of crises are briefly outlined below.

Berlin model project in the context of the refugee  
crisis of 2015

Due to the high number of refugees with mental disorders who sought protection 
in Berlin in the refugee crisis of 2015, the Interpersonal Integrative Pilot Project 
for Refugees (IIPPR) was initiated.9 This short- term intercultural psychotherapy 
program aimed for a timely treatment of mental problems, while supporting 
the integration of the refugees into the working and social world. Thus, the pro-
ject was funded by the Federal Ministry of Labour and Social Affairs. The psy-
chotherapy program was based on a modified version of IPT (10 sessions of 
interpreter- assisted individual therapy), supplemented by z sessions of social 
counselling, among others. The intercultural program is described in detail in an 
unpublished manual (Brakemeier et al., 2015). within the scope of an open study, 
feasibility and outcome were examined by quantitative and qualitative analyses.10 
A total of 37 patients, mainly from Syria, participated in the IIPPR. The most 
frequent diagnoses were depression (70.2%) and post- traumatic stress disorder 
(43.2%). The dropout rate was 24.3%, while 85.5% of patients who completed 
the program rated the project as “good” or “very good.” The initially high mental 
distress decreased, while the quality of life significantly improved with medium 
effect sizes. A helpful cooperation with job centers was successfully established. 
Qualitative interviews also made it possible to explore the importance of language 
for psychotherapeutic work and multilingualism in intercultural interpreter- 
assisted IPT. The experience of foreignness, which the different languages convey 
a moment of (relative) exclusion to those involved in the treatment process, could 
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be identified in the sense of not only role transition as the central theme of psy-
chotherapy with refugees but also an opportunity for therapeutic progress.11

Vorpommern model project in the context of the war 
against Ukraine in 2022

Based on the promising results of the IIPPR, in 2022, in the context of the war on 
the Ukrainians and the renewed large- scale refugee movement, I launched an-
other IPT- based intercultural project in western Pomerania. This support project 
of the initiative “Together for Mental Health,” initially carried out in coopera-
tion with the Psychosocial Center for Asylum Seekers and Migrants in western 
Pomerania based on voluntary commitment, aims to help people of all ages who 
are psychologically stressed or traumatized by the war in Ukraine (especially those 
seeking protection in western Pomerania). The project offers free and interpreter- 
supported counseling sessions directly in community shelters, at the Center for 
Psychological Psychotherapy at the University of Greifswald, or in therapeutic 
practices in Mecklenburg- western Pomerania. Virtual counseling via telehealth 
is also possible. If indicated, short- term psychotherapy is initiated. In addition, an 
open digital group is offered weekly for people living in Germany who have been 
burdened by war and who would like to be involved proactively. These psycholog-
ical support services are based, among other methods, on IPT. The intercultural 
program is described in detail in a manual (Brakemeier & Harder, 2022, unpub-
lished). So far, more than 100 counseling sessions have been conducted, and 
the strategies from the IPT area of role transition have emerged as particularly 
helpful. Thanks to financial support from the Bosch Foundation, the project can 
now be implemented in a more sustainable and professional way, led by Eva- Lotta 
Brakemeier, Florian Harder, and Anna- Lena Zietlow (https:// psyc holo gie.uni- gre 
ifsw ald.de/ gemein sam/ berat ung/ ).

In these two intercultural projects, it is important that adjustments are made 
in training and supervision. In particular, the culture- specific characteristics of 
certain interpersonal issues should be addressed in workshops in order to achieve 
intercultural sensitivity among all participants. For example, the way of dealing 
with mourning and death sometimes differs considerably in different cultures. In 
some Islamic conceptions, for example, mourning is forbidden because the belief 
is that God has commanded death. In addition, interpreters should receive a brief 
introduction to IPT and be sensitized to specific topics. Interpreters often origi-
nate from the same countries as the patients. Many have themselves experienced 
traumatic events in their lives (like war and flight) or, because of the cultural 
similarities, may be particularly affected by the events that the patients describe in 
therapy. For example, it would be inappropriate if an interpreter began to cry un-
controllably in therapy or even left the therapy room. Thus, it is important to offer 
continuous supervision to not only the therapists, but also the interpreters to help 
them address any of their own concerns and suffering. The therapists should also 
take a short time before and after the therapy to talk with the interpreters without 
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the patients present. In this setting, the intercultural content of the therapy or the 
feelings triggered about the therapy can be discussed. The interpreters can also 
explain to the therapist certain terms that may be unclear or draw attention to 
cultural differences.

Psychological help in the context of the COVID- 19 
pandemic 2020

In the context of the COVID- 19 pandemic, an increase in mental health problems 
in the general population and an increased need for psychotherapeutic support 
for people with preexisting mental health problems and disorders was observed in 
Europe.12– 14 Therefore, low- threshold prevention and intervention measures are 
urgently needed to provide rapid help to those with mental distress to counteract 
an increase in mental disorders and to minimize the overload of the existing psy-
chotherapeutic and psychiatric care systems. At the same time, these measures 
should reduce the risk of infection with the COVID- 19 virus and be compliant 
with the applicable security measures, which is why digital offerings appear to be 
particularly suitable.

Loneliness increased by 20%– 30% during the pandemic,15 and IPT’s focus on 
the interpersonal context and helping people regain emotional support makes it 
particularly suitable as a preventive or therapeutic intervention. with the onset 
of the pandemic in the first and second wave, I conducted digital IPT training 
for therapists to present these helpful strategies. In addition, together with a 
working group, we created videos and worksheets for those who were living under 
COVID- 19 restrictions (https:// psyc holo gie.uni- gre ifsw ald.de/ 43051/ lehr stue 
hle- ii/ klinis che- psyc holo gie- und- psy chot hera pie/ cor ona- pande mie/ psy chol ogis 
che- unt erst uetz ung- im- umg ang- mit- der- cor ona- pande mie/ ). These short video 
clips are intended as a self- help tool to help people cope better with the pandemic- 
associated stressors. One video, “well- being and Positive Living Despite the 
Corona Pandemic,” introduces the problem area of role transition and presents 
helpful strategies. People can ask themselves, for example: “what roles do I take 
on in life? what has changed within my roles as a result of the pandemic? Have 
I lost roles temporarily? Have new roles been added?” In addition, the following 
questions were added: “How can I compensate for losses? How can I use what has 
remained the same in such a way that it leads to more well- being? How can these 
experiences positively influence my life in the long term?” Two other videos pre-
sent helpful strategies for dealing with conflicts that can occur more frequently, 
especially in domestic isolation. The Kiesler circumplex model was also included 
here, which complements the IPT strategies well. Especially in the problem area of 
conflicts, the Kiesler circle helps to analyze how the partners influence each other 
(e.g., dominant behavior triggers submissive reactions, hostile behavior leads to 
hostile reactions, friendly behavior triggers friendliness) and through which be-
havioral changes in the “negotiation phase” solutions can be brought about. In 
the problem area of isolation/ loneliness, the interpersonal circumplex model also 
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shows ways to get out of the isolation/ distance. In addition, the Kiesler circle is 
helpful for role plays (see also Guhn et al., 2019).16

Our project eHELP- MV is considered as self- help in the pandemic and is a 
modularized, online- based therapy for people with psychological stress in 
Mecklenburg- western Pomerania (https:// psyc holo gie.uni- gre ifsw ald.de/ 43051/ 
lehr stue hle- ii/ klinis che- psyc holo gie- und- psy chot hera pie/ nadja- hage wies che/ 
pra xisb asie rte- forsch ung/ ehelp- mv- 1/ ). It pursues the goals of developing, 
implementing, and scientifically evaluating a guided 4- week digital self- help inter-
vention in order to be able to offer it in the long term to those affected throughout 
Mecklenburg- western Pomerania. After inclusion in the study, patients with 
mental disorders who are on the waiting list for outpatient psychotherapy will 
participate in 1 of the 5 developed digital self- help interventions, whereby each 
intervention contains symptom- reducing strategies as well as practical exercises 
from evidence- based psychotherapy methods. One of the modules is based on 
IPT. Implementation is supported by trained e- coaches and digital applications 
to increase ease of use and effectiveness. To tailor the self- help intervention to 
the individual needs of patients, we will investigate in a second phase whether 
algorithm- based personalization increases the effects of self- help to a meaningful 
extent. This project is funded by the Mecklenburg- Vorpommern State Funding 
Institute as part of the “Health and Prevention” program.

Finally, we made an effort to draw attention to the IPT model through media, 
social media, and the Internet (e.g., an article about IPT in a general population 
magazine covering topics in psychology, brain research, and medicine).17

BARRIERS AND FACILITATORS OF IMPLEMENTATION

Concerning implementation and dissemination, the DG- IPT website currently 
lists around 130 therapists from Germany, Switzerland, and Austria who are cer-
tified in IPT. In addition, there are 19 clinics in German- speaking countries (in-
cluding 4 in Switzerland) listed that offer IPT on certified wards. Apart from the 
certified therapists and wards, IPT is of course also used in Germany by other 
therapists who are not certified.

Experiences with the projects in the context of crises showed that the IPT 
concept and its elements are gratefully accepted by not only therapists but also 
interpreters and other volunteers and can be used quickly after a short training. 
IPT is also popular with young students in psychotherapy courses at universities, 
when it is taught. Many theses by students were completed in the respective ref-
ugee projects. However, such projects including the involvement of students and 
therapists as well as the inclusion in the teaching at universities are the exceptions 
in Germany. It is necessary to further stimulate, evaluate, and disseminate such 
projects in the future.

The main reason why IPT is not spreading faster is due to the fact that IPT in 
outpatient psychotherapy is not reimbursed since it is not classified as a guide-
line procedure (Richtlinienverfahren). In Germany, only CBT, psychoanalysis/ 
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psychodynamic, or systemic therapy are reimbursed by the public health insur-
ance. Currently, IPT is only approved as a method in the treatment of depression 
in the context of the above- mentioned approaches. To be clear, IPT is reimbursed 
only when the method is integrated into a CBT, psychoanalysis/ psychodynamic, 
or systemic therapy. An application to the Federal Joint Committee for considera-
tion of IPT as a guideline procedure is currently being processed.

FUTURE PLANS AND RECOMMENDATIONS

Due to the new “psychotherapists law” that was passed in 2019 and included the 
new Approbationsordnung (“licensing regulations”), Germany is currently in a 
phase of transition as the education and training of psychotherapists is being 
re- formed. This holds many opportunities especially for psychotherapy research 
and methods like IPT. In this law, it is stated that scientifically evaluated and 
approved methods of psychotherapy must be taught. Since IPT is approved as an 
evidence- based method for the treatment of depression, it can also be increas-
ingly integrated into education at the university master’s programs and training. 
However, efforts should be made to ensure that the range of indications for IPT 
is also expanded in accordance with the available studies. The current scientific 
debate and focus in the Society on Psychotherapy Research on the so- called 
personalized psychotherapy (i.e., the adaptation of psychotherapy methods and 
techniques to the individual patient and progress in psychotherapy)18 is also 
increasingly finding its way into Germany. Thus, together with wolfgang Lutz 
(University of Trier) and other colleagues, I founded an interest group “Evidence- 
Based Personalized Psychotherapy” within the framework of the German Society 
of Psychology. In this context I also would like to ensure that IPT research is 
intensified (see, e.g., Huibers et al., 2015).19 whether called modular psycho-
therapy, process- oriented psychotherapy, or personalized psychotherapy, IPT 
should be an important component or ingredient in the repertoire of psycho-
therapy methods.

In the future, it will be necessary to deal more intensively with the important 
psychotherapy research question: “what works for whom?” This is especially 
helpful in determining which patient benefits from which psychotherapy method 
in which setting and in which phase of treatment. It is hoped that IPT will play an 
essential role here, and not only in Germany. Finally, IPT as a practice- oriented 
therapy can help to narrow the gap between research and practice contributing to 
the relevant paradigm of a practice research network,20 which should now consist-
ently move to the center of research.

CASE EXAMPLE

To conclude, I would like to illustrate how, in two counseling sessions with a 
Ukrainian boy and his mother seeking protection in Mecklenburg- western 
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Pomerania, IPT strategies were helpfully applied in the problem area of role 
transition.

A 12- year- old Ukrainian boy and his mother took up the offer of a counseling 
session in the context of the support project. Both had arrived at the shared 
accommodation only a few days prior. The mother reported that she was very 
worried about her son because he was withdrawn, spoke little, and had sleeping 
problems. The boy said that he missed his father and his friends and was afraid 
of the war. After an empathic validation of these feelings in the context of the war 
and the flight, the therapist explained the role transition in which they both found 
themselves. The boy indicated his transition as from a relatively happy and care-
free boy in Ukraine to a refugee without a father and friends who is full of fear.

Together, they listed all that he had lost and took the time and offered support to 
cry and mourn. Then, the therapist asked the question about what still remained 
the same despite the war and flight. Here, the boy recognized that besides the sup-
portive relationship with his mother, he had also kept all his skills and hobbies, es-
pecially his artistic abilities and his love for art and music. The boy vividly told how 
much he liked drawing, and that he had been playing the saxophone for 3 years. 
Then he became sad when he reported that he could not take his saxophone with 
him when fleeing. However, he planned to make music with his community in the 
refugee home. In addition, he intended to make friends with other children from 
the home and also village. Specifically, he planned to participate in the painting 
group that women from the village organized for the children from Ukraine. 
Finally, they even briefly discussed what possibilities or challenges could arise in 
the context of this serious crisis. He said that he had the feeling that he would grow 
up faster and also become more mature, which might not be such a bad thing. In 
conclusion, the boy was able to resolve the transition to pursue his hobbies with 
others more intensively and to establish more contacts with children of the same 
age. The therapist managed to find a volunteer who wanted to give a used saxo-
phone to the boy. During the second session, the therapist was able to give him this 
saxophone as a present, and the boy and his mother seemed overjoyed.

This short case study illustrates how, by applying the strategies from the area 
of role transition, a young boy could be helped. The pragmatic approach of pro-
viding help directly through the saxophone corresponds to the idea of IPT. Even 
independent of the saxophone, the boy already seemed to be coping much better. 
It was especially nice that this boy was able to play in a jazz orchestra at his new 
German school and was thus able to pursue his hobby in relationship with other 
children and to make new friends more easily. Thus, IPT could unfold the bene-
ficial effect.
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Interpersonal Psychotherapy 
in Hungary

A D R I E N N E  S T A U D E R  A N D  M Á R T A  N O V Á K  ■

The story of interpersonal psychotherapy (IPT) in Hungary started with a 
grant of the British Know How Fund to the Hungarian government. Márta 
novák, as a resident in psychiatry, was involved in their project Implementing 
Evidence- Based Medicine into the Hungarian Health Care System. She was 
particularly interested in evidence- based mental health and, as she reviewed 
the literature, realized that IPT was completely unknown in Hungary. This 
was somewhat surprising since Hungary is well known for its strong history 
of various psychotherapies, including psychoanalysis and cognitive behavioral 
therapy (CBT).

Marta became interested in bringing IPT to Hungary and contacted Dr. Myrna 
weissman, the developer of IPT. She was very supportive and recommended 
inviting Dr. John Markowitz to present IPT in Budapest. Sponsored by the 
Austrian American Foundation, he gave a full- day IPT workshop in English 
in Budapest at the national Institute of Mental Health and neurology for 
about 100 participants (psychiatrists, psychologists, and psychotherapists) in 
november 2001. Subsequently, Márta novák and her colleague László Lajtai 
had an opportunity to attend a 4- day IPT workshop in Edinburgh, United 
Kingdom, organized and presented by Dr. Roslyn Law. The opportunity to be-
come more deeply involved in IPT came to Marta during her fellowship at the 
University of Toronto in 2003, when she was supervised for her IPT training 
by Dr. Paula Ravitz. while Marta accepted a position at the University of 
Toronto, she continued with a cross- appointment at the Institute of Behavioral 
Sciences, Semmelweis University, Budapest, Hungary, and organized three 1- 
day workshops in IPT together with Dr. Ferenc Túry in cooperation with the 
Family Therapy Association.
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This is where Dr. Adrienne Stauder (psychiatrist and psychotherapist) became 
interested in IPT and subsequently completed a clinical fellowship at the Mount 
Sinai Hospital and University of Toronto to be trained in IPT under the supervi-
sion of Dr. Paula Ravitz during the 2012– 2013 academic year.

Starting in 2014, we together began to provide yearly Continuing Medical 
Education (CME)– accredited 1- day IPT workshops at the Institute of Behavioral 
Sciences, Semmelweis University. On average, 10 to 20 participants attend these 
workshops. The workshop has been announced on the Hungarian website, and we 
reached out to professional contacts, but we had lack of resources for more exten-
sive marketing of the course. Most of the participants at the workshop are senior 
psychotherapists (mostly psychoanalysts and CBT therapists). They usually be-
come quite interested in IPT, and we have engaged in discussions comparing var-
ious methods of psychotherapy.

In addition, we seized opportunities such as the annual conference of the 
Hungarian Psychiatric Association to offer shorter introductory workshops or 
symposia to introduce IPT. we were honored to host in Budapest the Biannual 
Meeting of the Society of Interpersonal Psychotherapy (ISIPT) in 2019, which 
facilitated the introduction of the outstanding international IPT faculty to our 
Hungarian colleagues. Another step to raise awareness of IPT as an evidence- 
based psychotherapeutic approach is its presentation as part of graduate and post-
graduate training. A 90- minute lecture “Basics of Interpersonal Psychotherapy” 
has been included in the 4- year residency of clinical psychologists since 2019. 
A 90- minute lecture “Interpersonal Counseling” has been part of the curric-
ulum of the Behavioral Medicine and Psychosomatics elective course for med-
ical students since 2020. Also, there is a chapter on IPT in the course book of 
the Introduction to Psychotherapy required course for senior medical students 
at Semmelweis University. Over the years, we had a number of opportunities 
to give shorter presentations to interested healthcare professionals at various 
local workgroup meetings, such as the williams Lifeskills Facilitator workgroup 
supervision meeting. Some of in attendance attended the full- day workshop 
after this.

CURRENT DEVELOPMENTS

About 160 professionals completed the basic 1- day workshop, and there was a 
clear interest expressed by many of them to continue the training and to start IPT 
therapy with supervision. However, there is not enough trained staff and per-
sonal capacity locally available to provide regular supervision. Language is an im-
portant barrier to the involvement of experienced colleagues from other parts 
of the world. However, during the COVID pandemic, many colleagues became 
comfortable with online work, so this experience opens new opportunities for 
online supervision. we are also implementing some IPT techniques and the inter-
personal counseling (IPC) concept in the framework of the Student Counseling 
Service at Semmelweis University.
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POSSIBILITIES FOR FURTHER DEVELOPMENT

As we have mentioned, currently the main obstacle of IPT development is the lack 
of human resources, especially the lack of trained, committed supervisors. It might 
be relevant to know that there are very high expectations toward trainings in a 
psychotherapeutic method. There are a number of well- established therapies (psy-
chodynamic, CBT) and currently in- development psychotherapy schools (schema 
therapy, mindfulness) offering long, strict (and often expensive) training programs.

PSYCHOTHERAPY TRAINING IN HUNGARY

Being a psychotherapist requires a university diploma and completion of a psy-
chotherapy specialization exam. Therefore, officially, IPT can be practiced as a 
psychotherapy only by professionals having obtained such a specialization. 
Psychotherapy is a second specialization in Hungary based on a 46-  to 78- month 
basic training that must be in either adult or child psychiatry, clinical and mental 
health psychology, or other medical specialty. Specialization in psychotherapy 
necessities 24 to 36 months of additional training and at least 150 hours of therapy 
in individual or group settings. The specialty training can be provided by 1 of 
the 16 accredited psychotherapy associations in Hungary, all members of the 
Hungarian Council of Psychotherapy. Professionals with university degrees in 
other helping professions can provide mental health interventions, which qualify 
as counseling but cannot be called psychotherapy.

FUTURE DIRECTIONS

Considering the above professional context, we believe we can aim to

 1. Increase the psychotherapeutic competencies of certified 
psychotherapists by teaching them IPT;

 2. Provide psychotherapy skills to psychiatrists and psychologists working 
by teaching them IPT;

 3. Increase the counseling competencies of other mental health specialists 
not eligible for providing psychotherapy by teaching them IPC; and

 4. Organize supervision and peer supervision groups.

How can we disseminate IPT in Hungary?

 1. General education: Raise awareness that IPT is an evidence- based 
psychotherapy;

 2. Professional education: Continue to offer lectures or short introductory 
workshops where professionals can learn about the basic concept of IPT 
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as a CME workshop (e.g., training in psychology, mental health– related 
conferences);

 3. Other opportunities: Offer workshops at conferences where the 
participants get a theoretical overview and practice IPT techniques;

 4. Training in IPT: Provide advanced workshops preparing professionals to 
provide IPT or IPC;

 5. Supervision: Provide regular group supervision (most feasible online);
 6. IPT manuals: Translate into Hungarian for a helpful resource; and
 7. International IPT trainings: Advertise among mental health 

professionals who speak English (e.g., ISIPT- accredited courses).

DIFFICULTIES AND LIMITATIONS

we continue to face certain challenges, for example, lack of financial and profes-
sional resources. These include IPT trainers, dedicated time available and finan-
cial barriers.

FURTHER PLANS

we hope to facilitate the translation of IPT books into Hungarian and organize 
group supervision for those who are ready to start IPT after completing our work-
shop. we would like to present a case where IPT tools and techniques have been 
applied at the Student Counseling Service of Semmelweis University. The service 
is provided by the colleagues of the Institute of Behavioral Sciences.

CASE EXAMPLE

All students studying at the various faculties of the university can get an appoint-
ment for 1 to 5 sessions of counseling. If a longer psychotherapeutic treatment 
is needed, they are referred to the Outpatient Clinic of the institute. Besides 
Hungarian students, counseling is also available for international students in 
German or in English.

Most students present with symptoms of stress- related somatic symptoms or 
mood and anxiety symptoms. The onset of their symptoms often can be related to 
interpersonal conflicts that they have a hard time managing because of the lack 
of a support network related to the move to the university from another place or 
from another country. Their relationships with parents, siblings, and other family 
members and old friends necessarily change. Living alone (or with strangers) for 
first time in their lives poses new challenges. In addition, international students, 
coming mostly from Germany, the Scandinavian countries, Middle East, Asia, or 
Africa, often feel isolated and alienated in a very different cultural environment 
and not understanding the local language.
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Most often the focus of the counseling in our service can be conceptualized 
along the IPT problem areas of role transitions and role conflicts, occasionally 
grief. we have found the Interpersonal Inventory a useful tool to explore these 
issues. It is also an invaluable tool to identify potential new resources of social 
support and also explore old ones in a deeper way. Communication analysis, 
brainstorming, and role plays are also useful techniques to understand conflicts 
and to improve the ways of sharing emotions and expressing needs.

To illustrate the implementation of this IPC- informed intervention, we briefly 
present the case of Maria, a third- year pharmacy student. She came from a small 
Hungarian town and shared a flat with 2 other students. She performed well at 
the university and also worked part- time. She described her parents as rather 
isolated, not very good communicators, and as carrying a grudge toward their 
closest relatives. She had several friends and a new supportive partner. Her cur-
rent source of stress, which impacted her mood and sleep, was that her new flat-
mate has been messy and not contributing to the household chores. She became 
upset and anxious and felt that she was unable to bring up these issues with her.

The exploration revealed her long- standing pattern of conflict- avoidant beha-
vior, which often left her frustrated, feeling used, upset, sad, and helpless, not only 
with the flatmate, but also at her workplace and with her parents. The focus of 
the intervention was identifying and formulating her needs and communicating 
them assertively. Brainstorming during the second session resulted in a plan on 
how she could discuss the rules regarding the household chores, instead of doing 
everything herself or expecting each other to do something. She came to the next 
session in a bright mood and pleased because she found an opportunity to raise 
the issue, and the flatmates agreed on a household system that seemed to func-
tion in a satisfactory way. In the third session, her difficulties setting limits for the 
unrealistic expectations of her boss and her parents were discussed, and Maria 
enjoyed role playing what and how she would communicate with them. At the 
fourth session, the counseling was concluded by reviewing her progress and pla-
nning ahead. Maria expressed that she felt more able to communicate her needs 
assertively, which resulted in the significant decrease of her stress level and im-
provement of her mood and her self- esteem.
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Interpersonal Psychotherapy 
in Italy

S I L V I O  B E L L I N O  A N D  P A O L A  B O Z Z A T E L L O  ■

BACKGROUND

The arrival of interpersonal psychotherapy (IPT) in Italy can be traced to the 1980s 
and was promoted by the cooperation between Klerman1 and Giovanbattista 
Cassano of the University of Pisa. The IPT manual was translated into Italian 
by Giuseppe Berti Ceroni in 1989. However, for a real spread of this therapy in 
Italy, we had to wait until the mid- 1990s, when the first IPT workshops, training 
courses, and seminars by IPT experts from the United States (John Markowitz 
and Ellen Frank) were organized in several Italian cities.2– 4

A decade later, in 1999, Filippo Bogetto and Silvio Bellino of the University 
of Turin wrote a chapter on IPT for the second edition of the Italian Treatise of 
Psychiatry published by the Italian Society of Psychopathology. In the same years, 
Andrea Pergami and Luigi Grassi, in collaboration with John Markowitz (1999), 
published the Italian monograph on IPT in the treatment of depressive symptoms 
among patients with HIV: La psicoterapia interpersonale (IPT). Il trattamento 
psicologico della depressione nell’infezione da HIV.5,6

The first trial of IPT in Italy was conducted in 2001 and was the result of the 
collaboration between the investigators of the University of Pittsburgh coordi-
nated by Ellen Frank and those of the University of Pisa directed by Giovanni 
Battista Cassano. The study “Depression: The Search for Treatment Relevant 
Phenotypes” was aimed at identifying demographic, biological, and psychopatho-
logical mediators and moderators of treatment response with psychotherapy, an-
tidepressant, or their combination.7

The emergence of IPT in Italy was promoted by a partnership of several Italian 
clinical centers (the Universities of Turin, Bologna, Pavia, Varese, Perugia, Bari, 
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and Foggia and the Departments of Mental Health of Cagliari and Modena) that 
produced a multicenter, randomized, controlled trial on the efficacy of interper-
sonal counseling (IPC; a brief, structured psychological intervention derived from 
IPT) in comparison with pharmacotherapy (administering selective serotonin re-
uptake inhibitors, SSRIs) in mild- to- moderate major depression. A second step of 
this study aimed to investigate the efficacy of augmentation with SSRI or IPC in 
depressed patients who did not respond to monotherapy.6,8 Over the years, IPT, 
originally conceived for treatment of major depression, has been applied to other 
psychiatric disorders because of their frequent and often predominant interper-
sonal dimension: dysthymia, bipolar disorder, substance abuse, post- traumatic 
stress disorder, social phobia, panic disorder, eating disorders, and borderline 
personality disorder (BPD). In addition, IPT has been proposed in contexts of li-
aison psychiatry and in particular populations of patients (i.e., women after breast 
reconstructive surgery).

Understandably, the progressive broadening of applications of IPT for other 
disorders with heterogeneous clinical characteristics required adaptations of 
the traditional format to address the needs of new diagnostic targets.9 In the 
most common applications (i.e., in depressive and anxiety disorders), the clin-
ical population predominantly consisted of female subjects both for the higher 
prevalence of depression and anxiety in female gender and for the  greater 
willingness of women to be engaged in psychotherapy. Adult subjects be-
tween 30 and 50 years of age were most common, although this therapy can 
be delivered with good effects also to adolescents and has been performed in 
older patients.

In Italy, in the years 2004– 2005, the research group of the University of Turin 
carried out clinical trials in patients with major depression and comorbid BPD 
and then in BPD patients with no other concomitant disorders. In the first studies, 
we used the traditional format of IPT for depression. Then we adopted the adapta-
tion of IPT to BPD proposed by John Markowitz in the United States (IPT- BPD). 
The recent application of IPT to treat BPD saw a change in the characteristics of 
patients. People with BPD treated with adapted IPT were mainly younger adults 
and, in an increasing proportion of cases, adolescents. Over the years, we felt the 
need to make some changes to the model of IPT- BPD designed by Markowitz. 
The main changes of our revision (IPT- BPD- R) consisted in extending the du-
ration to 10 months (40 sessions), adding a maintenance phase of 8 months (1 
session per month), offering an intervention of IPC to cohabiting family members 
and supervising therapists.

In addition, at the University of Turin, an IPT group (IPT- G) is underway for 
patients with BPD who are receiving individual IPT. It is a 4- month intervention 
with 1 session per week with 6 patients in each group. It should be emphasized 
that IPT has been implemented and developed in Italy mainly in the University 
Centers of Tuscany, Turin, Bologna, and Padua. This approach has been favor-
able for research and proposal of new intervention strategies, but it entailed some 
limits in terms of spread of IPT in general clinical practice.
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Training of IPT in Italy

The training of therapists strictly adheres to the official guidelines of the 
International Society of Interpersonal Psychotherapy. IPT of major depression was 
administered to Italian patients according to the model described in Klerman’s 
manual. First-  and second- level courses have been conducted in recent years in 
the Centers of Turin and Tuscany and at the national Congresses of the Italian 
Society of Psychopathology. Advanced courses are in the program. Regarding 
the adaptation of IPT to BPD, training has begun at the Center for Personality 
Disorders of Turin and supervision of therapists in training is offered. Moreover, 
an IPT course has been activated at the School of Specialization in Psychiatry of 
the University of Turin.

RANDOMIZED CONTROLLED TRIALS

At the University of Turin, 7 clinical trials10– 16 and 1 brain imaging study17 were 
carried out to evaluate the efficacy of IPT in BPD with or without major depres-
sion in comorbidity. In addition, we participated in 2 multicenter genetic studies 
on IPC for major depression.

Clinical trials

To begin studying the efficacy of this new proposal of psychotherapy, we 
performed initial trials in samples of patients with major depression and BPD 
who received a combination of IPT with medications. The first investigation9 
aimed to compare combined therapy (IPT +  fluoxetine) with pharmacotherapy 
alone (fluoxetine 20– 40 mg/ day) for 24 weeks in 39 people receiving outpatient 
care who had concomitant major depression and BPD. The two treatments had 
no differences in terms of responder rates and improvement of anxiety and global 
symptoms, but the combination of IPT and fluoxetine produced a greater effect 
on depressive symptoms, subjective perception of quality of life, and interper-
sonal relationships. The following study10 compared the efficacy of 2 combined 
therapies for 24 weeks: IPT +  fluoxetine (20– 40 mg/ day) and cognitive therapy 
(CT) +  fluoxetine (20– 40 mg/ day) in a sample of 35 people receiving outpatient 
care who had major depression and BPD. The 2 treatments were not different for 
the rate of responders, improvement in global symptoms, and socio- occupational 
functioning. CT was found superior in improving anxiety symptoms and subjec-
tive psychological functioning, while IPT was more efficacious in improvement 
of subjective perception of social and relational functioning (an elective target of 
this psychotherapy).

The adaptation of IPT to BPD proposed by Markowitz (IPT- BPD) was tested in 
our center in patients with BPD without other concomitant psychiatric disorders.11 

 

 

 

 



260 B E L L I n O  A n D  B O Z Z AT E L L O

260

we compared the efficacy of combined therapy (IPT- BPD +  fluoxetine 20– 40 mg/ 
day) to pharmacotherapy alone (fluoxetine 20– 40 mg/ day) for 32 weeks in 55 
outpatients with BPD. Combined therapy showed better results in improving anx-
iety symptoms, subjective perception of quality of life, and symptom domains of 
interpersonal relations, impulsiveness, and affective instability (according to the 
items of the Borderline Personality Disorder Severity Index [BPDSI]). Most of 
these advantages were confirmed after a follow- up study.13 Forty- four patients who 
completed the 32- week trial underwent 24 months of follow- up. The addition of 
IPT- BPD to medication produced greater effects on BPD symptoms (impulsivity 
and interpersonal relationships) and quality of life (perception of psychological 
and social functioning) that endured after termination of psychotherapy until the 
end of follow- up. In the subgroup of 27 patients allocated to combined therapy 
with IPT- BPD and fluoxetine in the 32- week efficacy study (2010), clinical factors 
that predicted response to combined therapy were investigated. Patients with 
more severe BPD psychopathology and with a higher severity of fear of abandon-
ment, affective instability, and identity disturbance had a better chance to improve 
with a combination of modified IPT and antidepressant.

The more recent investigation of ours16 is a pilot study designed to assess the 
efficacy of IPT- BPD- R (our revised model of Maerkowitz’s IPT- BPD)18 as a single 
treatment with 43 patients with BPD for 10 months. Results for patients receiving 
IPT- BPD- R were compared with a control group of BPD patients on a waiting list 
plus clinical management. Results showed differences between groups in favor 
of psychotherapy in terms of reduction of severity of general psychopathology, 
improvement of social and occupational functioning, decrease of global BPD 
symptoms and improvements in interpersonal relationships, impulsivity, and 
identity. It is noticeable to observe that we did not find any differences between 
groups for self- harm and aggressive behaviors. The dropout rate was rather low 
in all our investigations (20% or less), and none of the patients that completed 
our studies fulfilled diagnostic criteria for BPD at endpoint, although they still 
presented a subthreshold number of BPD traits.

Genetic and brain imaging studies

we participated in 2 multicenter studies in Turin designed to explore the potential 
effects on outcome of pharmacological and psychological interventions induced by 
gene variants controlling the serotonin pathway in patients with major depressive 
disorder (MDD).19,20 In the first randomized controlled trial,19 160 patients with 
depression were randomized to receive either IPC or antidepressants. IPC resulted 
in an effective psychological intervention with the same effects of antidepressants 
in mild- to- moderate MDD. Concerning the effects of polymorphisms related to 
the serotonin system, results were negative in both treatment groups. The second 
trial20 aimed to evaluate a possible different effect of gene variants on response to 
pharmacotherapy and IPC. One hundred and thirty- seven patients with MDD 
were randomly assigned to the 2 groups, and 5 gene variants were analyzed. 
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Results suggested that the allele rs8076005 in the SLC6A4 gene produced a dif-
ferent effect: It was significantly associated with response rate to antidepressants, 
while in the IPC group only a nonsignificant trend was obtained. while these in-
itial findings are stimulating, they need replication.

Based on the results of a first study of functional magnetic resonance im-
aging (fMRI) performed to assess differences in brain functioning between BPD 
patients and healthy subjects during an autobiographical memory reenactment 
task, we designed a second fMRI study in order to examine changes of brain 
activity during the same task in patients with BPD who received IPT- BPD- R 
compared with patients in waiting list and clinical management.17 Forty- three 
patients with a diagnosis of BPD were randomly assigned to the 2 groups for 
10 months. Both groups underwent pre-  and posttreatment fMRI. Findings of 
this study indicated that positive therapeutic effects produced by IPT- BPD- R in 
BPD patients were reflected in the functional changes of specific brain areas reg-
istered with fMRI. Areas that showed modulation of their activity after psycho-
therapy were the right temporoparietal junction and the right anterior cingulate 
cortex, both involved in mentalization processes fundamental for BPD psycho-
pathology. The results obtained in genetic and fMRI studies of patients receiving 
IPT are initial, but show promising findings. They deserve to be replicated in 
large samples.

CASE EXAMPLE

E. is a 38- year- old man. He had been a songwriter, but at the beginning of psy-
chotherapy did not have a job. He lived with his parents but had a conflictual 
relationship with both. He had a sister who lived independently and was a point 
of reference for him. E. had previous hospitalizations in a psychiatric setting for 
benzodiazepine and alcohol abuse. He came to our observation with a diagnosis 
of MDD. During the first psychiatric visits, he complained of a persistent feeling 
of dejection and loss of hope. He had been living in a condition of interpersonal 
isolation and often argued with parents. During the following visits, other aspects 
of E. emerged. A pattern of emotional instability, poor control of impulsive-
ness, constant feelings of emptiness and boredom, and turbulent and unstable 
relationships was observed. These symptoms had been present since late adoles-
cence. E. showed up dressed in black clothes, had long hair and lots of tattoos and 
piercings, and looked like a rock singer.

E. was evaluated with standardized instruments (Structured Clinical Interview 
for DSM- 5 Personality Disorders and Millon Clinical Multiaxial Inventory- III), 
which confirmed the clinical assessment. He received the diagnosis of BPD. Before 
beginning treatment with IPT- BPD- R, he completed the assessment with other 
evaluation tools specific for his diagnosis: The BPDSI, an instrument to measure 
specific BPD symptoms, and the Hamilton Depression Rating Scale (HDRS). 
E. obtained a score of 55 on the BPDSI (medium- high severity of BPD symptoms) 
and 15 on the HDRS (mild depressive symptoms).
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Acute phase of psychotherapy (sessions 1– 22)

In the initial sessions, the IPT therapist shared with the patient the diagnosis 
and attributed the “sick role.” E. reported a difficult situation at home because his 
mother was depressed and his father didn’t seem to understand the suffering of 
the mother or E. E. had an attitude of comprehension toward his mother, while 
he often quarreled with his father. His parents had controlling behaviors. They 
treated E. like an adolescent, hindering his autonomy. He experienced these pa-
rental behaviors with discomfort, but at the same time was dependent on them for 
financial support and making decisions about his future.

On the interpersonal inventory, E. had few meaningful relationships outside 
of family members. The positive relationships were with his sister and niece. He 
had 2 friends who were part of the band he used to play with, but he hadn’t met 
them in years.

He had recently ended a 2- year romantic relationship with L. In this relation-
ship, he required care because he was “sick,” and, when he no longer felt cared 
for, he decided to break up with L. In the first sessions, the therapist shared the 
choice of the interpersonal problem area on which to work in the coming months 
of therapy. The therapist proposed to E. the possibility of role transition: “You feel 
excessively submissive to your parents’ supervision. You feel anxious about their 
warnings, which are often recurrent in your thoughts. You should consider that 
you can maintain a relationship with your parents even if you set boundaries in 
your relationship, without feeling guilty about it. You could try to empower your-
self by moving from the role of a child dependent on his parents to that of an adult 
capable of taking responsibility and making decisions about his own life.” E. gladly 
accepted this interpersonal area.

During the sessions, feelings of anger emerged toward the parents for the lack 
of trust they showed him (in relation to his past dysfunctional conducts), and at 
the same time, E. expressed feelings of guilt for not having met their expectations. 
He had difficulties putting himself in the shoes of others, in particular his father, 
whom he perceived as authoritarian and insensitive to his psychological discom-
fort. In this initial phase of therapy, the therapist established a therapeutic alliance 
with E., assigned him the role of patient, discussed with him the diagnosis and the 
symptoms that created the highest degree of discomfort in him (also providing 
elements of psychoeducation). The main difficulties in this phase derived from 
E.’s tendency to assume that he knew the motivations of others actions and words 
without needing open communication. A major communication problem in the 
family was a tendency to make others understand one’s emotional states without 
expressing them directly.

Techniques adopted in this phase were encouragement of affect, empathic par-
ticipation of the therapist, clarification, and organization of contents. E. generally 
respected the rules of the setting and rarely missed a session. So, the therapist de-
cided to continue the intervention with the continuation phase. At the end of the 
acute phase, E. showed an improvement of depressive symptoms with a decrease 
in HDRS score to 7 (remission of depression).
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Continuation phase (sessions 23– 42)

Conflicts with family members emerged even more clearly during the continuation 
phase. E. looked for an alternative to cohabitation with parents in the family home, 
but they did not agree with this decision. E., on one hand, wanted to leave their 
home but, on the other hand, was afraid of no longer receiving parental support. In 
addition, he did not feel that his efforts to gain independence were acknowledged.

During the therapeutic sessions, E. capably reflected on the possibility of living 
alone without breaking the relationship with his parents and feeling guilty for 
having “disobeyed” them. He considered the opportunity of helping them with 
daily activities at a distance (e.g., offering to go shopping, paying bills online for 
them, and accompanying his grandmother to medical visits). E. moved to a new 
home in another city. In the first few weeks, there were episodes of crisis (related 
to loneliness and a sense of emptiness), during which E. asked his father to come 
and take him back to his parents’ house.

Over time, he succeeded in staying in his new home even during critical 
episodes. He also learned to express his disagreement with his parents not through 
outbursts of anger, but waiting for when he felt more relaxed.

Physical separation from his family allowed E.’s symptoms to improve quickly. 
He contacted his 2 friends and began to hang out with them again in moments of 
leisure. He abandoned the role of “rock star” to take on a more authentic role as an 
adult man almost 40 years old. He attended computer training courses and began 
a real search for a job. Romantic relationships were still problematic. He struggled 
to separate himself from the idealized image of his last girlfriend and undertook 
noncommittal and casual relationships.

The conclusion phase was particularly difficult with this patient. A mainte-
nance phase of 6 monthly sessions was necessary. In addition, 6 sessions of IPC 
were offered to his parents. At the end of therapy, E. no longer fulfilled diagnostic 
criteria for BPD. The BPDSI score had decreased to 24 (mild BPD symptoms), and 
the HDRS remained below the threshold of 7. After IPT- BPD- R discontinuation, 
a follow- up of 24 months with monthly visits began and was currently underway. 
Techniques that had been used in the continuation phase were confrontation and 
observation (a more explorative intervention) in addition to other techniques al-
ready used during the acute phase. Changes of the IPT model were not necessary 
to deal with cultural differences in Italy.
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Interpersonal Psychotherapy 
in the Netherlands

F R E N K  P E E T E R S ,  K O S S E  J O N K E R ,  A N D  M A R C  B L O M  ■

Interpersonal psychotherapy (IPT) was first introduced in the netherlands 
during a 2- day workshop by John Markowitz in 1994. Participation in this work-
shop was by invitation only, resulting in a small but dedicated group of clinicians 
and researchers that received some initial familiarity with this approach. The em-
phasis of the workshop was mostly on IPT for depression, which was in line with 
its primary indication and the majority of the data on its efficacy in those years.

when looking back, it is clear that this workshop inspired most attendees to 
start practicing IPT, which, over the years, resulted in a nationwide implemen-
tation of IPT in selected clinical settings, the availability of postdoctoral courses 
for therapists interested in learning IPT, the publication of a first Dutch intro-
ductory book on IPT, the foundation of the Dutch Society for Interpersonal 
Therapy, and initiatives for clinical studies and adaptations. we address these 
developments consecutively below and close with an outlook on the future of IPT 
in the netherlands.

IMPLEMENTATION

Implementation of IPT in the netherlands went relatively smoothly. The 
netherlands is one of the smaller countries in Europe, with a little over 17 mil-
lion inhabitants with a rather homogeneous demographic population that was 
from the outset comparable to the population in the United States. no specific 
adaptations to the mental health system were therefore needed. The inclusion of 
IPT for depression as one of first- line psychotherapeutic treatments in the na-
tional guideline greatly supported further acceptance and implementation of IPT.
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In recent decades, the population composition has changed, with immigration 
from many parts of the world creating a more multicultural society, creating some 
challenges for mental health services. Luckily, IPT has been shown to be effective 
in various cultures and parts of the world. In line with this, an early study into the 
effectiveness of IPT for depression in the netherlands found that patients from 
ethnic minority groups benefited equally from IPT, but that there was a higher 
dropout rate (45.9% vs. 24.4%) in this group.1 An important conclusion of the 
study was that therapists in this patient group should focus on improving compli-
ance. Some small adaptations to the initial protocol were made to improve uptake 
with minority groups. These adaptations were published in Dutch.2

INSTRUCTIONS IN IPT

To stimulate implementation of IPT in daily practice, basic 3- day introductory 
courses were offered in different parts of the country in the curricula of postdoc-
toral training institutions for psychologists, psychotherapists, and to some extent 
psychiatrists. Over the years, we estimate that around 300 of these courses were 
given, which yields a total of over 4000 mental health professionals trained in IPT 
in the netherlands. The courses were supported by the publication in 1997 of the 
first Dutch textbook on IPT.3 This book was updated and extended in 2011 and is 
to date being used as a basic textbook for IPT in the netherlands.2

THE DUTCH SOCIETY FOR INTERPERSONAL THERAPY

The initiatives outlined above stimulated the founding of the Dutch Society for 
Interpersonal Therapy in 2008, with a stable number of around 70 members, 
among which there are 10 supervisors. The society’s major goal is to transfer IPT 
knowledge and experience in the netherlands. The society is involved in the orga-
nization of IPT courses and certification of therapists, supervisors, and trainers. 
Additionally, over the years some national conferences were organized with na-
tional and international speakers. In 2011, the fourth International Society of 
Interpersonal Psychotherapy (ISIPT) conference on IPT was held in Amsterdam 
with over 200 participants from all over the world.

CLINICAL RESEARCH

Some early adopters of IPT were also the first to initiate clinical studies in the 
netherlands in IPT for depression, and at a later stage were involved in the studies 
of adaptations in content, delivery, and clinical populations. Marc Blom and Kosse 
Jonker conducted a study that examined the effectiveness of IPT for depression. 
They reported equal effectiveness of IPT and IPT combined with antidepressant 
medication but more effectiveness of these interventions when compared with 
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medication alone.4 Higher baseline severity and longer duration of the index epi-
sode predicted less clinical improvement. The presence of personality factors was 
not related to short- term outcomes.5

These findings were partially replicated and extended in both a pragmatic 
trial and an randomized controlled trial in which IPT and cognitive behavioral 
therapy (CBT) were compared head to head.6,7 IPT was found to be as effective as 
CBT, most interestingly also after a 2- year follow- up providing strong support for 
an enduring effect of short- term IPT without additional maintenance sessions.8,9 
The widespread implementation of IPT for depression also enabled a nationwide 
4- arm study in which the timing of IPT and CBT were altered in a design with 
twice- weekly sessions in comparison to once- weekly sessions for both conditions 
while keeping the total number of sessions equal in all 4 arms.10 Patients who 
received twice- weekly sessions showed a statistically significant larger decrease 
in depressive symptoms, lower dropout rates, and an increased rate of clinical re-
sponse when compared with those who received weekly sessions. These in- depth 
studies also provided knowledge on processes and mechanisms of change in both 
IPT and CBT for depression.11– 16 Finally, with the use of state- of- the- art statistical 
approaches, preliminary prediction and moderation models were developed and 
tested.17– 20

Over the years, studies into adaptations in other formats and patient groups 
were carried out. Dina Snippe developed and published a depression treatment 
protocol for providing IPT in a group format.21 Pilot data suggested significant 
improvement of depressive symptomatology and well- being. Anneke van Schaik 
reported that IPT (10 sessions) for elderly patients with depression in general 
practice was more effective than general practitioners’ care as usual (CAU).22 IPT 
in this context appeared to be an attractive treatment modality for patients, ge-
neral practitioners, as well as therapists from mental health organizations,23 but 
was not more cost- effective than CAU.24 More recently, Sjoertje Vos published one 
of the few papers on IPT for panic disorder with agoraphobia in comparison to 
CBT.25 IPT appeared less efficacious than CBT for this indication.

Finally, Tara Donker examined the effectiveness of short (4- week), Internet- 
delivered, self- guided IPT and CBT. She found both interventions equally effec-
tive in reducing depressive symptoms but reported high dropout rates and low 
participant satisfaction.26,27

THE FUTURE OF IPT IN THE NETHERLANDS

Interpersonal psychotherapy has set foot in the netherlands as one of the first- line 
psychotherapeutic treatments for depression. Its introduction has also stimulated 
clinical research, mainly in the field of depression. The application of IPT for 
the treatment of post- traumatic stress disorder has gained interest and recently 
resulted in a Dutch translation of John Markowitz’s book on this subject.28

Some concerns for the future are, however, warranted. As can also be witnessed 
during the ISIPT conferences, IPT seems to have little appeal for younger 
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professionals; this is certainly the case in the netherlands. Founded in the 1980s 
of the last century and introduced in the netherlands in 1994, IPT never became a 
significant mainstay in the netherlands. Most of the same therapists who started to 
use IPT 30 years ago are still the main protagonists, and only a very small number 
of young therapists are active in delivering and teaching IPT. It has a minor and 
often no role in most curricula of training programs for (future) mental health 
professionals. Although through the years many courses were given (it is the longest- 
running single course in the postdoctoral training program in Amsterdam), only 
a small number of those trained continued practicing IPT. As a rule of thumb, 
IPT seems to survive in clinical settings, where it is being practiced by 3 or more 
therapists; apparently, a minimal critical mass is needed for continued application 
in daily clinical practice. A further hindrance to more widespread implementation 
into standard practice is, like in many western countries, the dominance of CBT in 
our country. CBT is taught at all the major universities and postdoctoral programs. 
There is a huge amount of comparatively well- funded research at universities, and 
the Society of Behavioral and Cognitive Therapy is by far the largest of the psycho-
therapy associations with over 9000 members nationwide.

As Markowitz et al.29 pointed out, psychotherapy is an important and often 
ignored treatment for treatment- resistant depression, which is typically seen 
in the secondary and tertiary care settings in which most IPT therapists in the 
netherlands work. However, it remains unclear to what extent and in what format 
IPT is a good treatment for these difficult- to- treat patients. Future work should in-
corporate theoretical reflections on possible adaptations that need to be followed 
by empirical clinical testing for this clinically important patient population.

In the meantime, courses in IPT will still be held with an emphasis on super-
vision to ingrain IPT into the standard of care in mental health organizations. 
Despite the limited implementation of IPT following training, attendees rate these 
courses as excellent and helpful. It is our understanding that although the full pro-
tocol is not always implemented, the theoretical approach of IPT with important 
aspects and techniques, such as the interpersonal focus and communication anal-
ysis, are used frequently for the well- being of patients.
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Internet- Delivered Interpersonal 
Psychotherapy (i- IPT) 

in the Netherlands

E L S  D O Z E M A N ,  T A R A  D O N K E R ,  A M R A H  Y.  S C H O T A N U S ,  

A N D  A N N E K E  V A N  S C H A I K  ■

BACKGROUND

The netherlands is a country in the northwestern part of Europe. In 2021, about 
17 million residents lived in an area of 41.583 square kilometers, which makes the 
netherlands one of the most densely populated countries in Europe. The lifetime 
prevalence of depression in the netherlands is 20%, and the 12- month prevalence 
is 5.2% in the general population.1

The general practitioner (GP) is the gatekeeper of the healthcare system. Patients 
who need professional help for depression will visit their GP first. Treatment is 
delivered in a stepped- care format: general care or primary mental health care, if 
possible, and secondary (specialized) mental health care, if necessary. Specialized 
mental health care offers treatment to patients with more complex depression, 
when first- step interventions such as psychoeducation, lifestyle advice, and (on-
line) self- help have not been effective.2 In specialized mental health care, psycho-
therapy for depression mainly consists of cognitive behavioral therapy (CBT) and, 
to a lesser extent, interpersonal psychotherapy (IPT), but these psychotherapies 
are difficult to access due to long waiting lists caused by a short supply of mental 
health care professionals.3,4 Internet- delivered formats may help to reduce waiting 
lists given less therapist time is needed. Moreover, these formats have other 
advantages that are discussed below. In the netherlands, Internet- delivered CBT 
is widely available and reimbursed by insurance companies. As IPT is a good 
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alternative to CBT, Internet- delivered IPT (i- IPT) may serve as an additive treat-
ment option for depression in primary and secondary care. This chapter describes 
an Internet- delivered version of IPT our team has developed.

INTERNET- DELIVERED TREATMENT FOR DEPRESSION

Over the past 2 decades, Internet- delivered therapy programs have been designed 
to improve access to healthcare. Unrestricted by time and place, electronic health 
(eHealth) may provide personalized treatment, increase patient empowerment, 
and contribute to accessible and affordable treatment.5 Especially for depression, 
electronic interventions have been well researched and successfully launched. 
They have fewer and lower thresholds, have less intense treatment characteristics, 
and are cost- effective.6 These Internet- delivered treatments are almost exclusively 
CBT based, while IPT may fit some patients and therapists better.7

i- IPT

i- IPT was modeled after the brief 6- session version of IPT, interpersonal coun-
seling (IPC), which was developed by Klerman and weissman for primary care 
settings.8 Therefore, i- IPT consists of 6 online sessions and follows the struc-
ture of IPC. It was studied in an unguided (self- help) format by Donker et al. 
in Australia in 2013.9 Between 2015 and 2019, the authors of this chapter (Vrije 
Universiteit and GGZ in Geest Mental Health Care, Amsterdam), in collaboration 
with Dr. Myrna weissman, translated and adapted this first version of i- IPT for 
use in primary and specialized mental health care in the netherlands. It can be 
offered in a guided format, with email support from therapists, or in a blended 
format. In the blended format, 6 online sessions and 6 to 10 face- to- face sessions 
with a therapist are delivered in an integrated treatment approach. Face- to- face 
sessions are alternated with online sessions. In specialized mental health care in 
the netherlands, blended formats of CBT are increasingly being used and found 
to be effective in specialized mental health care.10 It seems to fit better than guided 
formats for patients who have more complex depression and need more therapist 
support. Adding a human component to enable the development of a therapeutic 
alliance was found to be associated with higher motivation to initiate and sustain 
engagement in blended care.11

In i- IPT, the basic principles of IPT, the structure of the treatment, and the 
various techniques that may be used to improve interpersonal functioning are 
explained in the online sessions and combined with various writing exercises. 
In the online sessions, case examples are provided to help patients cope with 
their problems by identifying with the problems and solutions of others. In i- IPT, 
patients are empowered to actively participate in the treatment. For example, in 
regular IPT, the therapist suggests a treatment focus at the end of the initial phase. 
However, in i- IPT, patients learn about the different foci in sessions 1 and 2 and 
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are asked to describe in online exercises what focus they think will fit best their 
problems.

After every online session, the therapist gives written feedback. In the face- to- 
face sessions, the therapist may use regular IPT strategies and techniques to elab-
orate on the online exercises and to guide patients through the different phases 
of IPT. If needed, extra face- to- face sessions may be added. Table 32.1 shows the 
content of each online session.

Every online session begins with the Patient Health Questionnaire- 9, a self- 
administered mood questionnaire to monitor depressive symptoms. Patients 
are asked to reflect on changes in the scores, so they learn to link interpersonal 
problems to mood changes. The first session further includes general informa-
tion and psychoeducation about depression. The second online session focuses 
on triaging to 2 of the 4 problem areas. The third, fourth, and fifth online sessions 
are different for every problem area. In the treatment phase, one can only access 
the sessions that are part of the problem area that was chosen. In the sixth on-
line session, the therapy is evaluated through written exercises in which patients 
are asked to reflect on the helpful elements of the therapy and on how they have 
learned to master their problems. Also, they are asked to fill out a relapse preven-
tion plan. In the closing face- to- face session with the therapist, the exercises and 
relapse prevention plan are discussed and elaborated when necessary.

Each online focus has its own type of exercises. The focus of grief is elaborated 
with writing sessions about the grief experiences. In the first online exercise, 
the patient is asked to describe the relation with the loved one. It is suggested 
to describe how they first met, what the positive and negative aspects of the 

Table 32.1 Overview of the online i- IPT sessions

Session Content
1 Psychoeducation on depression. IPT rationale. Linking 

important life events to depression using a timeline.
2 Choosing a problem area with the help of case vignettes, 

questions, and a sociogram: grief/ disputes/ role transition/ 
loneliness.

3– 5
Complicated grief

Psychoeducation on depression and the process of grief, 
building new social networks and social support.

3– 5
Role dispute

Exploring the dispute and work on communication patterns.

3– 5
Role transition

Psychoeducation about depression and role transitions. 
Revalidating the old and the new role, adapting to a new role.

3– 5
Loneliness

Psychoeducation on depression and social isolation. working 
on social skills and creating a social network.

6 Recapitulation of the lessons learned, making a relapse 
prevention plan.
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relationship were, and what kind of person the loved one was. In another exer-
cise, the patient is asked to describe the circumstances of the sickness and death 
of the loved one, what they felt, with whom they shared their emotions, and who 
was supportive. In the online sessions on role dispute, patients are first asked to 
describe the role dispute, with whom, what kind of disputes, how they feel. In an-
other exercise, they are asked to describe the expectations of themselves and the 
other person. Later, they are given information about different phases of a dispute 
and different communication styles. They are asked to watch video fragments of 
people arguing with each other and, in the accompanying online exercise, com-
ment on what they have seen in the video. By working through the session, they 
become aware of different phases in a role dispute and learn about helpful and 
nonhelpful interaction styles, such as reading other people’s minds or not sharing 
thoughts or emotions. As a next step, they are asked to describe what commu-
nication styles they recognize and to describe a recent dispute in their own life. 
Finally, they learn how to communicate their needs, wishes, and expectations 
through exercises. In the sessions on role transitions, online writing exercises on 
the old and the new roles have to be worked through. The feelings on the old and 
new roles are explored, and the patient writes about the positive and negative 
elements of the old and new roles. In the next sessions, the patient makes a plan 
on how to adjust to the new situation. The sessions of the fourth focus, loneliness, 
provides patients with examples and exercises on social behavior. Information is 
given about possible social activities by referring to informative websites. Internet 
IPT is programmed on a specific e- health platform, Minddistrict. See Figure 32.1 
for a visual example. It may serve as an example that can be used to build i- IPT 
on other platforms.

Training in i- IPT

To train therapists in i- IPT, we developed an in- person workshop (at 2 days, 2.5 
hours per day). The trained therapists were both experienced and inexperienced 
IPT therapists and had different backgrounds (psychologists, psychiatrists in 
training, and nurse specialists). The first session focused on IPT in general, and 
the second session was on how to work with i- IPT in a guided or blended format. 
A treatment manual for therapists was made available in which the content and 
aim of each session were described. Also, various examples of online feedback 
were included. The training is shorter in time than the traditional IPT training. 
This seems feasible as, aside from the detailed manual, the online IPT sessions 
support not only the patient, but also the therapist to adhere to the IPT structure 
and strategies from the moment they started i- IPT with one or more patients. 
Therapists attended supervision sessions with a certified IPT supervisor 1 hour 
every 2 weeks over a period of 4 months. In the blended protocol, alternating 
biweekly face- to- face sessions and written sessions is recommended. However, 
the frequency of face- to- face sessions versus online feedback can be adjusted 
according to the patient’s needs. For example, more severe depression and 
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accompanying motivational problems may be reasons to increase the frequency 
of the face- to- face sessions for extra motivation and support. The number of face- 
to- face sessions may vary from 6 to 10. In the face- to- face sessions, the exercises 
are further explored and elaborated, for example, through use of role plays.

IMPLEMENTATION

we conducted a pilot study in both primary care (guided format) and special-
ized mental health care (blended format). However, since the number of sessions 
reimbursed in primary care is limited, we suggested offering i- IPT in a guided 
format. Yet, the therapists from our primary care clinics did not perceive a guided 
intervention without face- to- face contact as acceptable. In contrast, in secondary 
care, it was not difficult to find therapists who were enthusiastic to work with i- IPT 
in a blended format. Thus, we conducted a pilot study on blended i- IPT in spe-
cialized mental health care. Based on the promising preliminary results regarding 
patient satisfaction and adherence, the blended IPT intervention has been made 
available for other therapists.12 However, availability has not automatically led to 

Figure 32.1 Screenshot of Internet- delivered IPT, session 2: choice of focus (in Dutch). 
Translation: Identifying the main problem. we now want to identify the main problem 
that may have caused your feelings of depression. You can use your timeline and 
your “circle of important people” to help you make the connection between when the 
depression started and what was going on in your life at that time. Are there important 
people who are part of your problem? Are there people you would like to have closer to 
you? Can these people be related to conflicts within one of the problem areas? Please tick 
which problem area is most important for you to work on. (There is a drop- down menu 
in the text box showing the 4 problem areas.)
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the use of the online intervention. In a qualitative study on therapists’ perspectives 
on i- CBT for depression, Mol et al. (2019)13 found that although therapists have 
positive expectations of the benefits of e- health, most of them find it hard to use.12 
More efforts at an organizational level are needed to facilitate therapists learning 
to work with Internet- delivered therapies.

THE FUTURE

In the netherlands, the number of clinics that offer only online Internet- delivered 
treatments is growing. Therapists who work at these clinics are motivated and well 
trained. Also, more and more patients are interested in treatment at these clinics, 
because waiting lists are often short. Sometimes, these clinics are part of a mental 
health care organization, founded to boost and further develop Internet- delivered 
treatment in routine care. The cost- effectiveness of this approach needs to be fur-
ther studied.
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Interpersonal Psychotherapy 
in Different Populations 

in Scotland

P A T R I C I A  G R A H A M  A N D  L I N D A  I R V I N E  F I T Z P A T R I C K  ■

Responsibility for the national Health Services in Scotland resides with the 
Scottish government, which makes the decisions regarding policy and resourcing. 
The 4 nations of the United Kingdom each operate independently of each other 
in terms of healthcare and therefore have a different set of priorities and models 
of delivery. In Scotland, there has been an active delivery of interpersonal psy-
chotherapy (IPT) since 1998, when the first Scottish IPT randomized controlled 
trial (RCT) of IPT versus cognitive behavioral therapy (CBT) was conducted in 
primary care.1 IPT in Scotland has developed from initially having a charitable 
status as an entity, into 1 of the 4 nations linking directly with IPT- UK in terms 
of an overarching training pathway. There have been many different adaptations 
and applications of IPT that have been piloted and tested in Scotland, all of them 
drawing on the essential elements of IPT, which are described as follows:

 1. Medical model: “You are a person with an illness, distress, symptoms, 
which we recognize.”

 2. Sick/ recovery role: “Take care of yourself; who can help?”
 3. Interpersonal inventory/ network: “who is in your life?”
 4. Symptoms specifically linked to the onset of the problem: “Grief, 

interpersonal dispute, transition, loneliness.”
 5. Target symptom reduction and improved social functioning, not 

personality.
 6. Time limits are specified.
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This chapter focuses on the following:

 1. Features of IPT for population mental health in Scotland
 2. Delivery of IPT for a specific population in Scotland
 3. An adaptation of IPT within a specific setting in Scotland.

POPULATION MENTAL HEALTH: FEATURES OF IPT 
FOR POPULATION MENTAL HEALTH IN SCOTLAND

Thrive Edinburgh is the capital city’s mental health and well- being strategy,2 an 
ambitious 10- year framework that focuses on addressing the social determinants 
of health through intersectoral collaborations and partnerships. The strategy is 
underpinned by shared values of kindness, respect, and love and focuses on 4 
objectives:

 1. Identifying and addressing root causes of poor mental health
 2. Building resilience and opportunities for people to flourish
 3. Providing treatment that is easy to access and makes a difference
 4. Focusing on those who are at greatest risk of mental illness

All of our work in Edinburgh is geared around relationships as mediators of 
stress that buffer hardship3 and support a cohesive community.4,5 Relational 
systems of friendship, kinship, and formal and informal associations build a 
sense of belonging,6– 9 and a sense of belonging leads to a society with a shared 
sense of morality and common purpose, social control, social order, and so-
cial interactions.4,10– 14 Developing healthy relationships with others and devel-
oping positive social networks fosters self- esteem and improves well- being.9,13 
Communities, whether geographical, identity, or of interest, with high levels of 
social capital are indicated by norms of trust, reciprocity, and participation15– 17 
and have advantages for mental health.18– 20

The worldwide COVID- 19 pandemic has given us a deeper understanding and 
new insights into the different ways that people live and make use of places and 
spaces.21,22 If we are to thrive, we need access to spaces that engage our senses to 
enjoy causal and meaningful social connections, to be included in the life of our 
city.23 The recent experiences of social distancing have accelerated the develop-
ment of the Thrive Line in Edinburgh.2

The Thrive Line: Edinburgh

The Thrive Line is a way to connect places and spaces across the city that help 
to promote and improve mental health and well- being. This may include public 
or private services such as parks, museums, libraries, gyms, and community 
centers. A 1- hour awareness- raising course has been developed for employees 
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and volunteers who work in these settings in recognition that the initial inter-
action can determine whether a person leaves, stays, or returns to that setting. 
The awareness session provides participants with an opportunity to increase their 
understanding of interpersonal relationships and how they may impact their well- 
being, understand how places and spaces can impact mental health, and gain in-
sight into how an interpersonal approach and communication can impact how 
everyone experiences places and spaces. The session is underpinned by the prin-
ciples of attachment theory and understanding the importance of interpersonal 
communication and how this relates to places. This is demonstrated by drawing 
participants’ attention to how verbal and nonverbal communication can affect 
how people feel or view themselves in relation to the world and, in turn, how 
people experience others and spaces they encounter. An interpersonal circle, a 
simple version of the Interpersonal Inventory, is then used to illustrate connec-
tivity. Following the awareness session, the place becomes part of the Thrive Line 
and added to the visual, which depicts physical assets across the city, staffed by 
people with awareness of the importance of attachment and interpersonal com-
munication styles to establish places where people can thrive.

DELIVERY OF IPT FOR THE VETERAN COMMUNITY

As of 2019, there were an estimated 240,000 veterans living in Scotland.24 The 
broader veterans’ community living in Scotland, including family members and 
dependents, has been estimated to make up 10% of Scotland’s population.25 This 
figure is forecast to fall to around 6% of Scotland’s population by the year 2030, and 
the demographics of Scotland’s veterans are increasingly made up of older adults.26 
Adapting and catering to the changing needs of veterans and the broader veteran 
community is therefore an important consideration for Scottish health services.

Veterans First Point (V1P) Scotland aims to address the needs of Scotland’s 
veterans through provision of a veteran- designed service that acknowledges the 
unique profile and needs of veterans as a group. Basing V1P Scotland on an ethos 
of accessibility, coordination, and credibility aims to deliver a service in line with 
both the expressed needs of Scotland’s veterans and the evidence base on how 
best to engage veterans with mental health services.27 V1P Scotland’s overarching 
aim is to deliver a credible service through employment of experienced veteran 
peer support workers and clinicians who are highly trained and experienced in 
working with veterans. Previous research based in the V1P Lothian service found 
that veteran peer support workers provided a positive first impression to service 
users due to their credibility, which is associated with their military connections.28

V1P Scotland ensures credibility of clinicians by ensuring that they are highly 
trained in a range of evidence- based interventions29 and experienced in working 
with veterans so that they can provide the best possible care for them. Psychological 
therapists working in V1P Scotland were all trained in IPT for Veterans30 through 
a 5- day experiential workshop- based training. The V1P Scotland peer sup-
port workers were also trained in the use of interpersonal counseling (IPC), 
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an intervention that has been found to be effective in the treatment of mild- to- 
 moderate depression and deemed as an appropriate intervention for service users 
at assessment.31 IPT for Veterans30 is the same model as the original model of IPT32 
but delivered specifically to a veteran population. A significant addition is the in-
clusion of motivational enhancement to promote initial and ongoing engagement 
of veterans in IPT, who are often unfamiliar with evidence- based psychotherapies.

Once discharged from psychological therapy, veterans remain registered with 
the service with easy access to peer support and drop- in groups to re- engage with 
the service as needed. This stepped- care model aims to retain engagement with 
veterans and supports accessibility through re- engagement with clinical support 
when appropriate.

ADAPTATION OF IPT FOR THE EMERGENCY  
DEPARTMENT

Interpersonal psychotherapy was adapted for those who presented to an emer-
gency department in Scotland, United Kingdom, in crisis, specifically for those 
who had attempted suicide. IPT- Acute Crisis (IPT- AC) aims to reduce distress 
and decrease the risk of self- harm and suicide by providing the intervention as 
soon as possible after presentation. It aims to improve help seeking from the 
individual’s natural network, develop problem- solving skills, and assist appro-
priate access to other services. The 4 sessions focus on the following:

 1. The reduction and normalization of distress
 2. The acceptance of painful affect
 3. Problem- solving (clarifying and naming the problem and making 

sense of it)
 4. Understanding who is there for the patient (using the Interpersonal 

Inventory)
 5. Enhancement of interpersonal relationships (including appropriate help 

seeking from services)
 6. Agreement on goals and ways to work on them
 7. Preparing for future problems (including signposting to further help or 

support)

Tann et al.33 profiled patients who had received IPT- AC as part of the pilot 
testing to form a descriptive characterization of the cohort, document their en-
gagement, and provide an overview of the outcomes at 6 months after IPT- AC. 
The authors described a high completion rate (71.3%). A large percentage (59.1%) 
of patients required no further follow- up from mental health services at 6 months. 
The results of the pilot study will inform the IPT- AC proof of concept to aid re-
finement of patient selection. The next stage of the feasibility of IPT- AC will be to 
conduct an RCT to determine the effectiveness of IPT- AC against an alternative 
intervention.
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IPT for adolescents with acute crisis

Catalan et al.34 have described their acute crisis adaptation for adolescents as the 
Ultra- Brief Crisis IPT- A Based Intervention for Suicidal Children and Adolescents 
(IPT- A- SCI). In their pilot study, they described suicidal behaviors in adoles-
cence as a major public health concern with the worldwide rise in self- injurious 
behaviors among adolescents. Their intervention was formed based on brief and 
focused interventions that were found to be effective among suicidal adults, using 
an adaptation of interpersonal psychotherapy for adolescents. As in the adult ver-
sion, the intervention has 4 main objectives:

 1. A focused treatment for reducing suicide risk
 2. A short and immediate response
 3. A treatment plan built based on understanding the emotional distress 

and interpersonal aspects underlying suicidal behavior
 4. Generation of hope among adolescents and their parents

The intervention includes intensive 5- weekly sessions, followed by 3 months of 
email follow- up. Preliminary results of their pilot study of 26 adolescents indicated 
meaningful trends for both suicidal ideation and depression outcome measures. 
Significant interaction was found concerning suicidal ideation but not for depres-
sion. The authors reported the same as IPT- AC for adults in that the treatment 
appeared to be safe, feasible, and acceptable, and initial results showed promising 
trends to support further study. The approach will form part of a planned RCT to test 
feasibility and how it compares to an alternative crisis psychological intervention.

The Scottish government is currently reviewing its approach to mental health 
and well- being to develop approaches that will further accelerate whole- system 
change for more resilient communities and a sustainable health and social care 
system that focuses on improving population health and tackling inequalities 
through preventive and proactive care.35 we believe the features and adaptations of 
IPT have a key role to play and will continue to advocate and create opportunities 
for growth and innovation.
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Interpersonal Psychotherapy 
in Ukraine

R O S LY N  L A W ,  V I T A L I I  K LY M C H U K ,  A N D  

V I K T O R I I A  G O R B U N O V A  ■

CONTEXT AND BACKGROUND

Ukraine is an eastern European country prominent in the minds of people 
around the world, more so now than at any other time in its existence. A hu-
manitarian crisis has faced its population in 2022 and continuing in 2023. Over 
6.5 million people have been forced to leave their country, and a further 5 mil-
lion have been displaced within its borders, an urgent reminder of the need 
for mental health care and psychosocial interventions in the relief and recovery 
work of the present and future.1 The journey toward disseminating interper-
sonal psychotherapy (IPT) across Ukraine did not begin in such circumstances. 
However, even in mid- 2018, when the first emails were exchanged, it was a 
country of more than 43 million people who were already 5 years into a conflict 
with an aggressive neighbor, forcing change, conflict, and loss on sections of its 
population.

Mental health services in Ukraine have traditionally been centralized and pro-
vided by psychiatrists and psychologists in outpatient psychiatric clinics of large 
mental health facilities. Approximately 20% of those who need support receive 
it in these public services. Additional access, available mostly in large cities, has 
been provided by a large multidisciplinary private sector, offering multiple psy-
chotherapeutic modalities and reflecting varying levels of professional education. 
As there is no legislative regulation of psychotherapeutic practice in Ukraine, 
commitment to ethical practice and to evidence- based interventions has been 
mostly a matter of a professional’s personal conscience.
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The process of IPT dissemination began as it has in many places around the 
world, with 2 people having a conversation. networks build networks, and within 
5 days we had been introduced and a conversation that was to run for several 
years started. This chapter describes the intentions, progress, and future objectives 
arising from those exchanges.

Vitalii Klymchuk (V. K.), professor of psychology and mental health expert for 
the Ukrainian Ministry of Health next describes his ambitious vision of IPT in 
Ukraine and the steps necessary to achieve it.

THE VISION

The vision is to bring IPT to Ukraine in accordance with international standards 
and establish the IPT institute in Ukraine.

THE STEPS

 1. Provide training in IPT for a multidisciplinary group of 20– 30 Ukrainian 
mental health professionals, including psychologists, psychotherapists, 
and psychiatrists;

 2. Establish an institute for IPT in Ukraine;
 3. Promote IPT through written material, videos, practice handbooks, 

and translation of existing manuals that will be used as a foundation for 
additional IPT training courses; and

 4. Conduct IPT- focused research in Ukraine.

The first round of training would focus on IPT for working- age adults, and sub-
sequent waves would move on to models adapted for children and adolescents. 
Those professionals educated in this first IPT wave were expected to be experi-
enced psychologists and psychiatrists, working in public and private sectors.

TRAINING PROCESS

Step 1, bringing an external expert in IPT to Ukraine to deliver in- person training, 
encountered the predictable hurdles and delays inherent in dissemination:

 • aligning diaries for planning and delivery— seemingly simple but not to 
be underestimated;

 • the financial burden for a low-  and middle- income country recruiting 
support from a wealthier economy;

 • adapting accreditation standards to reflect an emerging rather than 
established IPT workforce; and

 • navigating language barriers in supervision.
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In the months of discussion that followed, we considered alternative models of 
dissemination to address these challenges:

 • a small number of clinicians traveling to the United Kingdom to attend 
an established course with a view to being fast- tracked through training 
to deliver first language courses in Ukraine on completion;

 • delivering training to a larger group, 50– 60 clinicians, to generate income 
and interest that would be used to support more targeted training.

After several months of discussion, reduced fees were approved, primary objectives 
were agreed on, and training dates were confirmed for April 2020, which proved 
to be just one of the highly fateful decisions to befall this process. The intention 
was to raise awareness of IPT through a large- scale training. Supervised practice 
was not yet financially or logistically within reach, and consequently the number 
of participants that could attend was not limited to a corresponding supervision 
capacity. V. K. complemented this awareness- raising exercise by speaking about 
IPT at a psychotherapy conference in Ukraine and generating promotional mate-
rial to encourage interest in colleagues (http:// ipt ukra ine.mh- soluti ons.pro/ ).

However, as the impact of COVID became clear in early 2020, the plan for this 
face- to- face event was reluctantly postponed. In its place, and to sustain interest, 
an online introduction to IPT was conducted by Roslyn Law (R. L.) in April 2020, 
attended by 25 participants who had been registered to attend the original event. 
Attention was also turned to translating materials for use by Ukrainian clinicians, 
and V. K. was introduced to Little Brown Books Publishers and given permission 
to translate R. L.’s books. Energy was initially invested in rescheduling the face- to- 
face teaching, but as the delay imposed by a global pandemic extended, learning 
forced by lockdown allowed us to pivot to remotely delivered training. Three days 
of practitioner training were delivered during november and December 2020 
for 30 trained clinicians working with adults and children. Training materials 
were provided in advance to allow information to be reproduced in Ukraine and 
help participants to process the information at a manageable pace. Simultaneous 
translation was also provided to facilitate participation. Feedback was positive 
and enthusiastic, but highlighted the need for more in- depth and practice- based 
training to build confidence in adopting this new way of working. Supervision 
and more attuned personalized guidance were training needs expressed by almost 
all trainees, reflecting the need for combined training and supervision of delib-
erate and feedback- based practice as a foundation for sustainable dissemination.2

Following completion of this step, and in response to the feedback and enthu-
siasm for further guidance, we tried to find Ukrainian- speaking supervisors in 
the International Society of Interpersonal Psychotherapy (ISIPT) community to 
support future dissemination, but unfortunately none was identified. Drawing on 
our own and others’ experience, alternative models were also considered:

 • Focus on peer- to- peer learning
 • Translated transcripts of clinical practice for supervision

http://iptukraine.mh-solutions.pro/
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 • English- speaking Ukrainian therapists work with English- speaking 
clients

 • Simultaneous translation of supervision of first- language therapy

In order not to lose momentum, peer- to- peer learning was adopted as a first step, 
and R. L. shared resources that could be used in this context. During the next 
year, the Ukrainian group of trainees created a community of practice. Those who 
attended the training were invited to join the discussions and attend monthly 
meetings. Each meeting consisted of shared learning about new theory or review 
of the material from the training, prepared by one of the participants, and a case 
review, presented by others.

In parallel with this work, ISIPT was developing a framework for regional 
chapters, and V. K. had a meeting with the ISIPT then- President Oguz Omay to 
discuss chapter- related options. Two pathways are under consideration— either 
establishing the Ukrainian chapter with the support of the national Psychological 
Association of Ukraine or creating a separate Ukrainian IPT nongovernmental 
organization. The idea of a Ukrainian chapter has not yet become a reality, but the 
idea is still in place and waiting for the implementation.

CURRENT CONTEXT AND PLANS FOR THE FUTURE

On February 24, 2022, life for our Ukrainian colleagues was irrevocably changed. 
Despite being displaced within his own country, V. K. and his colleagues remain 
committed to pursuing the objective of disseminating IPT and to extend the 
options for psychological care available to his community now and when they re-
build. Communities are scattered across continents, experiencing unimaginable 
transitions, cross- border conflicts in families as well as between nations, and they 
have been subjected to tragic, brutal loss.

In the face of all this, how can we keep going?

 • we write this and remain in each other’s minds.
 • we will work on generating high- quality materials for use when 

Ukrainian communities begin the work of rebuilding.
 • Four Ukrainian clinicians were sponsored by Myrna weissman, the 

Anna Freud Center, and Teachers College of the University of Columbia 
to attend the 2022 Global Mental Health IPT Summer Institute, focusing 
on working with populations exposed to severe adversities and trauma 
and provided training in group IPT. R. L. and the attendees formed a 
peer supervision group to review and learn from initial group practice.

 • Knowing we are stronger together, V. K. will work in collaboration 
with the ISIPT Dissemination Committee to introduce 250 displaced 
Ukrainian clinicians who are living in our international communities 
to ISIPT and IPT national group members. Our Ukrainian colleagues 
will be invited to accessible IPT activity in their host environments, 
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supporting their IPT learning and helping us to move at pace when they 
return home and begin to rebuild.

 • we will ground our work on empirically supported principles in the 
aftermath of humanitarian crises.3

 o Promote a sense of safety
 o Promote calming
 o Promote a sense of self-  and collective efficacy
 o Promote connectedness
 o Promote hope
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Guided Self- Help Interpersonal 
Psychotherapy in the 

United Kingdom

R O S LY N  L A W  ■

INTRODUCTION

Guided self- help, in the form of bibliotherapy, has been widely used to treat 
mild- to- moderate or subthreshold depressive symptoms, as either a sole or sup-
plementary intervention. Individuals work through a structured book, either 
independently or with supportive guidance. Multiple studies have shown that bib-
liotherapy, reflecting a range of therapeutic approaches, is cost- effective, facilitates 
positive change, and improves self- management and resilience.1 Self- help re-
sources may be accessed directly or through coordinated reading schemes that 
aim to make selected self- help materials more readily available to the public, such 
as the Reading well Books on Prescription scheme.

Self- help materials have been a relatively late addition to the interpersonal psy-
chotherapy (IPT) library of publications. Service- user focused IPT materials have 
primarily been developed as supplementary resources, and to date none have 
been the subject of empirical evaluation of clinical outcomes. The current selec-
tion occupies a position somewhere between stand- alone interventions and sup-
plementary resources used prior to or alongside traditional IPT. Four publications 
are discussed in this chapter, 3 focus on IPT for adults and 1 on IPT for adolescents 
(IPT- A) experiencing depression.

The first self- help style guide to be published was Mastering Depression 
Through Interpersonal Psychotherapy— Patient Workbook and the accompanying 
Mastering Depression Through Interpersonal Psychotherapy: Monitoring Forms 
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(Treatments That Work).2,3 This short workbook and the monitoring forms 
provide psychoeducation about depression and IPT and primes the reader 
to consider questions they may be asked if they engage in IPT with a trained 
therapist. The focus is on describing the IPT process and objectives of each 
phase of the work and tracking outcomes with relevant monitoring forms. 
Brief case examples are provided to illustrate the focal areas and the ways in 
which IPT may help in each context. This is available in paperback and as an 
e- book.

Defeating Depression: How to Use the People in Your Life to Open the Door to 
Recovery4 provides a complete guide to IPT that could be used either independ-
ently or with a therapist. The book was commissioned following IPT’s inclusion in 
Improving Access to Psychological Therapies (IAPT), the framework for primary 
care services for common mental health problems across England. Defeating 
Depression explains IPT, provides psychoeducation on depression, explains the 
importance of understanding the interpersonal narrative that gives context to this 
experience, and walks the reader through the whole IPT process step by step. 
From the outset, the reader is encouraged to recruit a backup team with whom 
to tackle depression as a collective effort. The therapist may be part of the team 
as can members of the reader’s personal network. Multiple exercises that reflect 
IPT interventions are described and illustrated in brief, as are chapter- long case 
examples. The book is available in paperback and as an e- book and has been 
approved for translation in Estonian and Ukrainian but these have not yet been 
published.

when IPT for adolescents with depression (IPT- A) was added to the 
Children and Young People’s IAPT (CYP IAPT) program in England, Defeating 
Teenage Depression— Getting There Together5 was published. This was ini-
tially commissioned as an update on the 2013 publication described above, but 
recognizing the omissions that can result when interventions for adolescents are 
reduced to “downward adaptations of adult treatments or upward adaptations of 
child treatments,”6 the book was completely rewritten for an adolescent audience. 
A group of young people with experience of mental health difficulties were en-
listed as first editors on this publication. The IPT- A self- help guide includes addi-
tional chapters on adolescent brain development and the resulting interpersonal 
and conceptual implications, developmentally relevant case examples, and infor-
mation for parents and caregivers. Online resources are referenced, and clinical 
materials are available to download.4 This publication is available in paperback 
and as an e- book.

The most recent IPT self- help book is Feeling Better: Beat Depression and 
Improve Your Relationships With Interpersonal Psychotherapy.7 This resource 
guides the adult reader through the IPT process step by step, with the authors 
acting as coaches along the way with upbeat encouragement and multiple per-
sonal examples. This publication has additional sections throughout that specifi-
cally target men experiencing depression and is available as a paperback, e- book, 
and as n audiobook. In 2021, a Russian translation was published.8
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ADAPTATIONS IN A SELF- HELP FORMAT

Each of the published IPT self- help books follows the standard models of IPT 
or IPT- A. The period over which they will be read is determined by the reader, 
although the recommendation is to work through the sections on a week- by- 
week basis, as with face- to- face work. The language in each of the publications is 
simplified and less academic than in the professional manuals. The aim is to make 
clinical concepts accessible and easy to follow with a clinician or alone. Multiple 
case examples are provided to illustrate each step of the process, and detailed 
exercises are described to guide the individual. Readers are encouraged to use the 
questions to prime discussions in therapy or with their support networks.

BARRIERS TO IMPLEMENTATION

One central challenge of writing a self- help book for IPT is that the approach is 
interpersonal and not intended to be used in isolation. Each of the publications 
has addressed this issue in a slightly different way. weissman2,3 prepares the reader 
for therapeutic work that will be completed with a therapist. Law4,5 explicitly 
encourages the reader to recruit a team with whom to work through the book 
and includes the possibility that the book will be used in the context of ongoing 
therapy. Stulberg and Frey7 give the authors prominent voices throughout, acting 
as coaches during the process.

As written resources with few translations to additional languages, the cur-
rent self- help resources are primarily of benefit to literate, English- speaking 
populations. The most recent publication,7 which is available as an audiobook, is a 
partial exception. Text- to- speech features of some e- reader devices and apps now 
allow written publications to be read aloud, which goes some way to improving 
access.

The existing resources all originated in western contexts, which is reflected 
in most of the clinical examples. The limited range of culturally diverse case 
examples, including limited or no consideration of gender identity, sexuality, 
physical ability, and neurodivergence, is likely to limit the relevance and nuance 
for communities that are not sufficiently represented.

FACTORS ASSISTING DISSEMINATION

Having each of the publications available electronically has increased their ac-
cessibility and privacy of use, allowing people to carry them on their phone or 
tablet rather than being limited to a hard copy. The Defeating Depression book 
also provides online copies of many of the worksheets and prompts that can be 
freely downloaded from the “Overcoming” website.4 Some of the publications 
have been adopted as training texts on IPT practitioner and supervisor courses in 
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the United Kingdom, including northern Ireland; United States; Sweden; Canada; 
Philippines; and Finland. Consequently, they have been widely used by trainers 
and supervisors to inform and guide novice trainees as they learn IPT and IPT- A. 
Additionally, they are often used by qualified therapists offering additional re-
sources during and after therapy and occasionally as guidance for family members 
supporting the person in depression (see Table 35.1). Defeating Depression4 is in-
cluded in the Reading well bibliotherapy program,9 making it freely available 
in every library in England and wales. This is funded by the Department for 
Digital, Culture, Media, and Sport of the UK government. Reading well books, 
which reflect interventions included in the national Institute for Health and Care 
Excellence (nICE) guidelines,10 are recommended for selection by independent 
health experts and people with lived experience of the conditions covered. Over 
2.6 million Reading well books have been borrowed from public libraries in 
England and wales.

Defeating Teenage Depression was highly recommended by the British Medical 
Association (BMA) British Medical Awards book prize for Popular Medicine. The 
BMA Medical Book Awards 2017 Review stated:

The book’s main strength has to be its appeal to a wide range of clinical and 
non- clinical readers. It is topical, clinically sound and empowering. It is 
engaging and therapeutic— a positive book which guides the reader to re-
flect on experiences and thought processes and enable them to seek change 
and shape the thinking process. It is a well- written therapeutic text which 
could have a positive impact on many. It could empower teachers, clinicians, 
parents and most importantly the teens themselves to problem solve and 
understand the depth of emotion and behaviours that shape their mental 
health. It is also a valuable tool for those who do not present to a GP or 
teacher but wish for support or help. This book challenges any reader to eval-
uate thinking patterns and reflect. This is an informative thought- provoking 
read which every reader will take something positive from.11

HOW ARE SELF- HELP MATERIALS USED BY  
IPT CLINICIANS?

Members of International Society of Interpersonal Psychotherapy (ISIPT) and 
Interpersonal Psychotherapy UK (IPTUK) were surveyed to ask about their 
knowledge and use of the IPT self- help materials that are available. Seventy- five 
responses were received from the United Kingdom (72%), north America (11%), 
Europe (7%), Australia and nZ (5%), and Israel (1%). It is not possible to deter-
mine if the response rate reflects differences in use of self- help materials interna-
tionally or a bias of response from the author’s regional network.

Eighty- five percent of responders had used at least 1 self- help resource to 
inform their own learning and practice, and 16% reported using 2 or more of 
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Table 35.1 Qualitative descriptions of use of IPT self- help materials

Training resource
“Use [Feeling Better] when training 

clinicians to do IPT therapy.”
“we have asked students to refer to 

Defeating Depression and how to use 
the people in their life to open the door 
to recovery. This book is so easy for 
students to follow and we often discuss 
aspects of the book and integrate 
sections into our training sessions.”

“I like both these publications and 
recommend them for trainee 
therapists as they break down the 
content and rationale for session in a 
meaningful way”

“Ros Law’s self- help books are useful 
support for trainees trying to think 
about how to translate IPT theoretical 
concepts into patient friendly language 
and so I often give trainees chapters to 
read as part of their own learning.”

Resources in session
“The self- help book is amazingly 

accessible and helpful in normalising 
the language we use in sessions.”

“In- depth helpful explanations of the 
main strategies, e.g., timeline, IPI, all 
4 focal areas and examples contribute 
to my planning of sessions and 
explanations to patients. I also use the 
appendices as handouts, e.g., info for 
family and ending.”

“I find it helps the client to have a greater 
understanding of what we do in 
sessions.”

Learning resource
“Good analogies and explanations to 

simplify complex ideas and helpful 
case studies to visualise aspects of IPT 
in practice whilst training.”

“I find them useful if I’m looking to 
refresh my knowledge and skills in 
delivering the model and also when 
I want to think about how to approach 
client sessions or say things in a 
different way.”

“It has helped a lot to understand in a 
clear and practical way some theory 
I was not very confident about.”

Resource between sessions
“Using the self- help resource outside of 

therapy is a useful parallel to the therapy 
process, particularly in IPT- A when 
used by parents and carers, as it engages 
significant others and proactively 
supports the network to help.”

“It’s very helpful to underscore IPT 
model between sessions and assists 
with homework practice. Treatment is 
more efficient.”

“They have been a supportive backbone 
and sometimes reference point for 
both myself and the client. For the 
client, I have found that when we have 
perhaps met for a review 3– 6 months 
after end of treatment, they have 
reported that the books consolidated 
their understanding.”

Feedback from individuals in therapy
“I knew nothing about IPT so, pleased to say I wouldn’t be where I am today without 

the help of Defeating Depression. All easy to read and explained in understandable 
and workable chapters. I feel that if I can get through depression with this 
wonderful aid, then anyone can.”
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the available resources. The country of origin was highly correlated with re-
ported use, with limited crossover of north American and UK texts beyond 
their local regions. More than half of responders (55%) used at least 1 self- help 
resource in session with clients. Almost half (47%) supplemented work in ses-
sion with targeted use of self- help resources between sessions or following the 
end of therapy as part of a maintenance plan. Twenty- nine percent additionally 
encouraged their clients’ networks (e.g., family members, parents) to use at least 1 
of the self- help resources to guide their understanding and involvement between 
session and following completion of therapy. More than a quarter of responders 
(27%) recommended at least 1 self- help resource as an alternative to face- to- face 
therapy (see Table 35.2).

RECOMMENDATIONS

Future editions and new publications should carefully consider the length of the 
resource to ensure they fall within the capacity of a depressed population with 
concentration and memory difficulties. Existing and future resources should 
be available across multiple formats and specifically targeted at social media 
platforms to increase ease of access. The ISIPT Dissemination committee and 
Anna Freud Center have both adopted the production of short, freely available 
resources as a leading priority. Self- help resources adapted for different cultural 
groups and made available in multiple languages should be developed to increase 
equity of access and relevance. Researchers should examine the optimal use of 
self- help materials for different clinical populations. This could inform pathways 
of care and opportunities to sustain the impact of IPT as a time- limited interven-
tion, delivered face to face or through guided support.

Table 35.2 Use of self- help materials

85

55

35

22 20

Use of self help materials (%)

Inform practice In session resource

Between session/post therapy resource Recommended to support network

Alternative to therapy
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Interpersonal Psychotherapy 
in Iran

N I L O O F A R  R A F I E I  A L H O S A I N I  A N D  

H A S A N  R E Z A E I -  J A M A L O U E I  ■

INTRODUCTION

Epidemiological studies have found that the lifetime prevalence of depression 
in Iran is about 25%– 35%1– 4 and approximately twice as prevalent in women 
compared to men.5 Interpersonal psychotherapy (IPT) effectively treats major de-
pressive disorder (MDD) and is well matched with Iranian culture, where inter-
personal relations are important and people consider themselves part of a family 
and a community before they see themselves as individuals. Iranian culture values 
relationships, especially family ties.

To understand the extent of the dissemination of IPT across Iran and learn 
of adaptations made for the Iranian cultural context, we conducted searches in 
6 bibliographical databases (google scholar, SID, Magiran, Sivilica, Irandoc, and 
Adineh book) by searching “interpersonal psychotherapy” in Persian “روان درمانی 
 ,Of the 59 examined abstracts (37 after removal of duplicate records) .”بین فردی
20 full- text articles6– 25 were retrieved for further consideration (see Table 36.1).

Generally, these included trials were published after 2007 (around 2 articles 
published per year). The 20 studies included a total of 583 participants (226 in IPT 
conditions, 44 in the IPT plus usual care condition, 1 in the IPT for adolescents 
[IPT- A] condition, 3 in the family- based IPT [FB- IPT] condition, 38 in the cog-
nitive behavioral therapy [CBT] condition, 43 in the usual care condition, 204 in 
the wait list control condition, and 24 lost to attrition.

Iran is subdivided into 31 provinces. Sixty percent (n =  12) of trials took place 
in the capital city of Tehran, 2 in Lorestan Province, 2 in Mazandaran Province, 
2 in Karaj Province, 1 in Razavi Khorasan Province, and 1 study was reported in 
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Kurdistan Province. Forty percent (n =  7) of trials targeted depressive symptoms 
(n =  4 MDD; n =  1 dysthymia; n =  1 postpartum depression; and n =  1 nonclin-
ical depression); 1 targeted eating disorders, 4 aimed to improve social anxiety 
disorders, 1 addressed generalized anxiety disorder, 1 was adapted for dyslexia, 
and the remaining 6 focused on other mental health problems and psychological 
variables.

Interpersonal psychotherapy appeared to be effective in reducing depres-
sion7,10,22– 23; nonclinical depression24; postpartum depression12; dysthymia6; 
anxiety6,8; social anxiety (performance anxiety, performance avoidance, and sit-
uational avoidance)13,19– 21; alexithymia8; and eating disorder symptoms (dieting, 
bulimia, and oral control).11 Three trials compared IPT with CBT but found no 
significant differences between the 2.14,20,24

CULTURAL ADAPTATION

These studies showed that adaptations of IPT retained its basic structure.6– 26 
However, it may be unacceptable to directly ask about some subjects and is-
sues in questionnaires. Areas to assess carefully relate to sexual relationships, 
having a friend of the opposite sex, and substance/ alcohol misuse or addiction. 
Providers usually ask about these areas after establishing a strong therapeutic 
alliance.27– 32

Sometimes there is conflict within families about expectations and rules. 
Alhosaini et al.26 mentioned that respecting parents, elders, and individuals with 
a higher rank or status is highly valued in Iran. It is only acceptable or permissible 
to disagree and “respectfully” be assertive. Therefore, resolving disagreements 
with elders in the context of the IPT role dispute problem area might be chal-
lenging. While families often encourage their children to be independent and 
plan for their future, they also expect their children to consult with them and 
consider their rules and suggestions when making life choices.

To address this cultural value, we have found in our own work26 that IPT 
therapists can use a social role transition (rather than dispute) problem area focus. 
This focus helps clients learn how to navigate being adult children and modify 
how they manage difficult interpersonal relationships and conflicts with parents, 
elders, or others with a higher social status. Clients usually start by resolving their 
problems respectfully (no matter what or how severe the stage of the dispute is) 
and renegotiate based on understanding the problem(s) and finding new ways to 
communicate about the problem. Iranian culture does not accept dissolution of a 
relationship with parents.33– 35 If strategies for renegotiation are unsuccessful, adult 
children must still be respectful34– 35 and focus on a role transition problem area to 
give up the old role and develop skills to adapt to their new role.26,28 The research 
work in Iran is quite active, and a new trial with depressed women was recently 
published.36

 



IPT in Iran 305

305

CASE EXAMPLE

Maryam is a 45- year- old homemaker who is the mother of 2 adult sons, Ali and 
Ahmad. Her life collapsed when her 23- year- old son Ali died by suicide. Maryam 
and Ali were close, but they had suffered some rockiness over his engagement, 
about which they disagreed. They finally settled on finding another partner who 
matched better with Ali and his family (e.g., same family ranking/ position, reli-
gion, and no prior romantic relationships). Ali had long suffered from dysthymia, 
and it resulted in poor relationships with his parents and friends. Nevertheless, 
Ali and Maryam were looking forward to enjoying their lives now. Maryam, in her 
usual way, handled everything and made homemade dishes to make money and 
carried on as the backbone of the family. A couple of months later, when Maryam 
thought everything was fine, Ali unexpectedly died by suicide in his room.

Since Ali’s death, Maryam has been unable to sleep. She lost interest in celebrating 
events and visiting her family and believed that everyone was gossiping about Ali. 
She thought that when people passed her in the street, they started talking about 
what had happened and how much she should have been shattered. She was also 
angry at and in conflict with her parents. She stopped going out or visiting an-
yone. Convinced that she had an underlying medical problem, she consulted with 
doctors and started taking several kinds of medications, but nothing changed. She 
gained weight, felt exhausted, and became unable to work as usual.

In the initial sessions, she was diagnosed with dysthymia. The therapist 
inquired about what had been going on in Maryam’s life when her symptoms 
began. Although it had been 8 years since Ali’s death, she still visited his 
gravesite 2 to 3 times weekly and cried like his death was yesterday. Her Beck 
Depression Inventory- II (BDI- II) revealed a score of 39, which is in the severely 
depressed range.

Her son’s death became the focus of attention. The therapist focused on the 
narrative; the sudden, unforeseen, painful, and stigmatized circumstances of his 
death; their close relationship; and her immediate resumption of activities to 
avoid mourning. It was also clear that Maryam’s symptoms worsened around the 
anniversary of Ali’s death and when her younger son asked for her for blessing for 
an engagement.

Therapy progressed with a detailed discussion of the life she and Ali had to-
gether. Sessions covered the details of her daily activities, especially those she used 
to do with Ali, his role in the family, and how his loss felt to her. Over time, she 
began to visit Ali’s room and look at the picture albums. She went to the grave-
site less often and started morning workouts. She also started reconnecting with 
Ahmad and spent more time talking with him about their feelings about Ali. They 
also started to talk more about Ahmad’s future and preferences.

Meanwhile, the dispute with her parents worsened, and she lost her relationship 
with them. Her parents had become strict about her relationship with family and 
friends and her work. They also had sharp tongues and blamed and made her feel 
guilty for Ali’s death, which caused her to lose control and start fighting, shouting, 
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and crying and not visiting her parents’ home for months. The conflict with her 
parents thus became a temporary focus of attention for a few sessions. Although 
she attempted to resolve disagreements respectfully with them (e.g., bringing up 
the conflict while her parents were in good spirits and trying to solve the conflict 
calmly) in the context of the dispute problem area, she also had to use a social role 
transition conceptualization to understand and modify this difficult interpersonal 
relationship. She wanted to be connected with them, so she decided to talk with 
them about that. She convinced her parents that she is an adult who can protect 
herself and handle her relationships and roles. She also tried to work in a suitable 
and safe environment to follow their expectations. She additionally tried to im-
prove her relationship with her husband and mobilize social support by talking 
with others about things she could not bring up with her parents. In the final ses-
sions, Maryam’s BDI- II score was in the normal range. She was planning for her 
youngest son’s engagement celebration with her husband, friends, and parents.

FUTURE DIRECTIONS

Authors in our search have suggested conducting research with larger sample 
sizes, increasing the duration of follow- up assessment time points, examining 
IPT in children and adolescents, considering the effect of IPT across genders, and 
employing fidelity measures to ensure quality of IPT delivery. Although only a few 
trials have been conducted in Iran, our review of IPT studies showed that there is 
a lack of certified trainers, supervisors, and translated books and articles. Inviting 
therapists certified by the International Society of Interpersonal Psychotherapy 
to Iran to conduct trainings would help further disseminate IPT. Additionally, 
educating Iranian students can be useful. More work that focuses on cultural ad-
aptation about focal areas in Iranian society is needed.
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Interpersonal Psychotherapy 
in Israel

A N A T  B R U N S T E I N  K L O M E K ,  Y A E L  L A T Z E R ,  A N D  R O M I  H E R A  ■

INTRODUCTION

Interpersonal psychotherapy (IPT) was introduced in Israel at Ben Gurion 
University by Professor Josh Lipshitz, who developed IPT for anxiety disorders 
and initiated the Israeli IPT group, along with Dr. Alexandra Klein Rafaeli, 
Dr. Sharon Ben Rafael, and Professor Anat Brunstein Klomek. Later, Professor 
Yael Latzer and Mrs. Hila Argentaro joined the group. In the last 5 years, many 
scholars and psychotherapists joined the core leading group, which now includes 
23 professionals. Many trainings were conducted as university courses, and the 
interpersonal counseling (IPC) manual was translated into Hebrew with permis-
sion from Dr. Myrna Weisman and Dr. Helena Verdeli.

In the last decade, IPT has been used frequently by therapists in Israel. 
Israel is a multicultural nation to which many have immigrated from a mul-
titude of countries within an exceptionally brief period. Additionally, Israeli 
society includes many ethnic and religious groups and is anchored in ancient 
traditions yet poised at the apex of cutting- edge technology. Therefore, Israel 
presents a unique opportunity to study and present how the IPT framework 
enables patients and clinicians to overcome various cultural and religious 
differences.

The aim of the present chapter is to describe IPT in Israel. The first part of 
the chapter presents IPT in the Israeli education system and an adaptation of 
IPC for college students. The second part focuses on an IPT- based intervention 
for children and adolescents with specific learning disorders and attention def-
icit hyperactivity disorder (ADHD). The third part discusses IPT as part of the 
national suicide prevention program, while the fourth presents an adaptation of 
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IPC for dieticians in Israel. The final section focuses on IPT for perinatal women. 
We then present two case examples illustrating some typical Israeli- oriented 
difficulties.

IPT IN THE ISRAELI EDUCATION SYSTEM

Interpersonal psychotherapy is part of the social- emotional learning (SEL) 
program called I Can Succeed (ICS), led by the Israeli Ministry of Education. 
ICS in Elementary Schools (ICS- ES) is the first SEL program based on IPT for 
adolescents (IPT- A).1 The training followed a “whole- school” approach for SEL 
(Collaborative for Academic, Social, and Emotional Learning, CASEL). Initial 
training for all school staff at 5 schools included 30 hours of didactic and ex-
periential training in ICS- ES theoretical background and contents. The school 
leadership team and all fourth- grade homeroom teachers met bimonthly with 
an ICS- ES leader for 2 hours of supervision. Supervision included reviewing the 
manual, solving implementation problems, sharing successes and challenges, and 
more. To measure fidelity, after each module teachers reported their implementa-
tion via a checklist questionnaire and interviews.

Teachers implemented the ICS intervention over 2 consecutive school years: 18 
weeks in the first year and 15 weeks in the second. The ICS- ES lessons were 45 
minutes. Modules are structured to support socioemotional skills in a “step- by- 
step” sequence and are designed to address interpersonal/ social, emotional, and 
academic functioning in an integrative way. In the first year, modules included 
self- awareness and organizational skills. Second- year modules included self- 
regulation, interpersonal skills, and effective learning styles. Each module targets 
specific goals using active learning (e.g., role plays).

In the first ICS study, 419 fourth- grade students (204 girls and 215 boys, 
ages 9– 10) were nonrandomly assigned to participate in ICS- ES (n =  283) or 
not participate in any SEL program (TAU; n =  136). At the end of the second 
year, analyses showed significant improvement in assertiveness and significant 
reductions in internalizing symptoms and bullying among the ICS- ES group. 
The groups did not differ in cooperation, responsibility, hyperactivity, empathy, 
self- control, and externalizing symptoms. In addition, academic achievements 
in their first language (Hebrew) significantly improved only among ICS- ES 
students, while there were no changes in their second language (English) 
achievements. In contrast, TAU students showed a decrease in their second- 
language achievements. Teachers reported overall high satisfaction with the 
training and implementation. These results suggest that ICS- ES is a feasible pro-
gram for reducing internalizing symptoms and enhancing interpersonal skills 
and areas of academic functioning.

Interpersonal psychotherapy was further developed into an SEL program called 
I Can Succeed for Preschools, aiming to improve preschoolers’ social/ interper-
sonal, emotional, and academic skills.2
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IPT IN ISRAELI UNIVERSITIES

Interpersonal psychotherapy has been implemented in many universities in 
Israel, such as schools for social work (Latzer), nutrition and behavior (Latzer), 
and psychology (Brunstein Klomek). An IPC adaptation, led by Dr. Alexandra 
Klein Rafaeli, was conducted among university students in Israel. The aim was to 
develop a brief, yet comprehensive, protocol for screening and intervening with 
distressed college students in 3– 6 sessions. Individuals receiving IPC are initially 
assessed for symptoms of pathology and then encouraged to identify interpersonal 
problem areas that may contribute to their symptoms. Then, the IPC clinician 
works with the student to mobilize social support and rehearse effective com-
munication strategies. Once the IPC protocol is completed, clinical decisions are 
made regarding clients’ need for follow- up psychotherapy or alternative referrals.

Traditionally, counseling centers are not set up for research practice unless 
partnered with an academic department on the campus, but Israel has man-
aged to bridge this gap. The local project has been modeled after pilot studies 
conducted in the United States3 and Canada (internal review board approved, 
unpublished project with Paula Ravitz and the Wellness Center at University of 
Toronto) and related research.4 Inspired by findings of Dennis Wilfley, the “train- 
the- trainer approach”5 was adopted. A study at Tel Aviv University assessed the 
feasibility and acceptability of this project. These data have not yet been analyzed 
or published; however, hundreds of students have benefited from the pilot inter-
vention. Recently, this inspired work has reached Ben Gurion University, where 
students can now receive IPT after intake. The first IPT group has been launched 
in collaboration with Dr. Colleen Conley.

IPT FOR CHILDREN AND ADOLESCENTS WITH SPECIFIC 
LEARNING DISORDERS AND ADHD

The first adaptation of IPT in Israel for children and adolescents diagnosed with 
specific learning disorders and ADHD was conducted at Schneider’s Children 
Medical Center. This model describes the relationship between the child’s 
learning disorder, emotional symptoms, and interpersonal functioning as a tri-
angle. The protocol includes 13 sessions and 6 follow- ups. A preliminary study 
was conducted to assess the impact of the intervention model for adolescents 
with learning difficulties.6 The intervention was given to adolescents ages 10– 17. 
Findings revealed that by the end of the treatment, children showed improvement 
in attachment to mother, school avoidance, general anxiety, and social phobia. 
Overall, adolescents were satisfied with this intervention.

The Learning Disorders Clinic at Schneider Children’s Medical Center currently 
has an integrated group based on IPT and cognitive behavior (CBT) for children and 
adolescents diagnosed with specific learning disorders and ADHD. Since COVID- 
19, the group has been conducted online and includes 13 sessions, 3 offline sessions, 
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and 3 online parent meetings (last 2 in the initial, middle, and termination phases). 
The individual and parental sessions define the goals in the 3 areas of the IPT 
model: academic functioning, emotional, and interpersonal. Each cluster of sessions 
is dedicated to a specific skill acquisition, with many role plays during sessions and 
home experiments between sessions. The groups included the emotional and inter-
personal techniques and skills from IPT- A. In addition, it included cognitive work 
from CBT-  and learning disorder- specific organizational and learning strategies.

IPT AS PART OF THE NATIONAL SUICIDE 
PREVENTION PROGRAM

Interpersonal psychotherapy and IPT- A are both used as part of the national su-
icide prevention program; however, adaptations required flexibility in training 
and supervision. Three thousand school psychologists were trained through a 
few didactic trainings, which included about 600 school psychologists each. Later, 
supervisors received an additional 2 days of training, and each formed a supervi-
sion group. Groups met every other week for an hour and a half of supervision. 
In these meetings, cases were presented and discussed. The aim was to include su-
pervision in the IPT framework when dealing with depression. The same groups 
included supervision of CBT for suicide prevention.7 These groups were integra-
tive in nature and aimed to teach clinicians to focus on reducing suicidal risk and 
depression as a significant risk factor.

IPC FOR NUTRITIONAL CONSULTATION BY DIETICIANS

Interpersonal psychotherapy in Israel is offered as a part of nutritional counseling 
implementation and aims to examine the pattern of the relationships affecting the 
eating behaviors. IPC is offered to the patient only if the nutritionist detects an 
association between mood changes, interpersonal relationships, and difficulties in 
eating behaviors. The implementation of this mechanism changed the emphasis 
of nutritional treatment and the methods of nutritional therapy. The nutritional 
focus of intervention includes the triangle demonstrating the correlation between 
interpersonal relationships, food behavior, and mood. In this IPC adaptation, 
emotional and interpersonal aspects are added to the nutritional assessment. 
For example, the consultation includes questions such as: “Do you eat differently 
around different people?” Additionally, mood evaluations are an integral part of 
nutritional therapy. Each questionnaire is reviewed twice, with the second time 
focusing on weight and body image. For example, “I do not feel sad” may be the 
answer when evaluating general mood. However, when incorporating weight 
and body image, the answer may be: “I am sad all the time.” The Interpersonal 
Inventory is revised, aiming to identify the pattern of interpersonal relationships 
influencing a patient’s mood, which may lead to disturbed eating habits. Future 
plans include training more nutritionists and studying the new protocol.
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IPT FOR PERINATAL WOMEN IN ISRAEL

The Women’s Mental Health Center at Tel Aviv Sourasky Medical Center was the 
first to offer IPT adapted for women in the perinatal period in Israel. Fieldwork in 
the women’s center required a modified treatment manual to cater to women suf-
fering from perinatal major depressive disorder (pMDD) and comorbid disorders. 
This IPT adaptation was first presented in a CBT conference8 and later included in 
IPT workshops for perinatal mental health professionals. Interpersonal behavior 
psychotherapy (IBPT) leans on the conceptual framework of IPT with 2 major 
changes: an additional problem area (comorbid distress) and a reference to mala-
daptive behaviors and their influence on interpersonal factors. The IBPT formu-
lation is based on a psychological, biological, behavioral, and social (PBBS) model 
of mental health.9 The PBBS realms offer an understanding of the basis with which 
the woman arrives at the current crisis and the changes she experienced within 
each realm. These changes help us determine the appropriate problem area and 
provide a focus for interventions. The main goal of IBPT is to resolve the current 
crisis10,11 by attending to behavioral and interpersonal patterns only when they in-
terfere with the resolution of the current crisis. IBPT is considered when pMDD 
or perinatal difficulties are present along with a comorbid disorder that achieves 
best therapeutic gains by behavioral interventions.11 Perinatal IPT and IBPT have 
been taught to clinicians in Israel since 2015. Recently, psychologists at Assuta 
Hospital were trained in this modality, and Clalit, the main medical insurance in 
Israel, integrated IPT into its perinatal services.

CASE EXAMPLES

The first case demonstrates interpersonal counseling therapy with a young Haredi 
(ultraorthodox) man with depression. The individual described below is a fictional 
character, representing common themes observed over time by Dr. Klein- Rafaeli.

Hillel is a 23- year- old male university student. He was born in Israel, grew up 
in a large Sephardi Haredi family, and was the first of his siblings to pursue a 
degree in higher education. Hillel was referred to the counseling center by a pro-
fessor due to concerns about his emotional state after Hillel handed in a blank 
exam. At the initial intake, Hillel endorsed symptoms of moderate depression. He 
described a pattern of short- term relationships, both with friends and in trying 
to find someone he could imagine marrying. Hillel disclosed that he often felt so-
cially awkward, like an “outsider.”

The first session of the intervention included reviewing Hillel’s symptoms 
of depression and social anxiety. The therapist provided psychoeducation and 
presented the “sick role.” She noted that the feeling of “being an outsider” might 
abate if Hillel acquired interpersonal skills that would improve both his mood and 
interpersonal connections. In the closeness circle and the interpersonal inventory, 
Hillel did not include people besides his family, his rabbi, and his new roommates 
and wrote them in groups rather than individuals (“siblings,” “roommates”). He 
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noticed that there were no people he felt he could really turn to when in dis-
tress. The therapist shared the interpersonal deficits problem area formulation 
and ensured that Hillel both understood and agreed with it.

Throughout one of the middle sessions, Hillel and the therapist engaged in a 
communication analysis about an incident in which Hillel avoided voicing his 
opinion during a small- group assignment. They broke down the conversation to 
learn how Hillel had expressed himself, how he felt during the conversation, and 
how he might try to respond differently next time. Hillel was invited to role- play 
a similar future situation with the therapist; this time, the therapist challenged 
Hillel to say something early on in a small- group setting to “break the ice.”

In the next session, Hillel reported that in another small- group session, he had 
been better able to tolerate his social anxiety and felt confident about trying to 
speak. He also reported he had spoken with his rabbi from home and said: “It 
helped so much to talk!” The therapist explained that it is common for people to 
isolate from those closest to them when their mood is low. She praised him for 
taking the initiative and expressed the importance of mobilizing social support 
when feeling depressed.

In the following session, Hillel’s mood was lower, and he was less engaged than 
usual. He and the therapist discussed his week and noticed here were no other 
Haredi students in his program. In addition, he recalled a phone conversation 
with his mother in which he told her about his last arranged date; he could tell she 
was disappointed that the date wasn’t more successful. At the end of this session, 
Hillel was encouraged to initiate another conversation with his mother, in which 
he would voice his feelings, the way he did in the session’s role play.

In the termination phase, Hillel and his therapist reviewed his progress, 
noticing an improvement reflected in the self- report measures and linking this 
progress to specific events and efforts. Hillel reported that, overall, his mood 
improved, and he noted better understanding of the links between his moods 
and the life situations that affect them and found practicing communication skills 
empowering despite the cultural gap he was struggling with between the Western- 
oriented environment at the university and his traditional isolated “Haredi” house 
he came from. IPT succeeded to bridge this gap in a powerful way without putting 
him in a potential conflictual situation that may force him to choose between the 
two cultures.

The second case example is IPT with a young Christian- Arab- Israeli woman 
with depression. With the patient’s consent, it is shared that changes were made 
to keep her privacy. It was clear that the IPT framework enables patients and 
clinicians to overcome various cultural and religious differences.

Ms. D., in her mid- 20s, was born and raised in a Christian- Arab family living 
in a rural village in Israel, in which religion is part of everyday life. Ms. D. began 
therapy in a public clinic setting during a significant depressive episode in which 
she did not leave her room for a few days, drank large quantities of alcohol, and 
experienced suicidal ideation. At the intake, Ms. D. described growing up in a vi-
olent traditionally oriented environment with almost no rights for women. For a 
few years, she had been trying to get promoted at the company in which she works.
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In the initial phase, her voice was soft, and she seemed to have very little en-
ergy, feeling as if she was not certain that she could trust the therapist. She was 
extremely harsh toward herself for not functioning at the level she expected, and 
so, the therapist proceeded to discuss the sick role. In the initial phase, the thera-
pist and Ms. D. mapped the most significant people in her life, such as her parents, 
a good friend, and a sister. Out of these, it seemed that her sister and friend were 
great sources of support, and that the conflict with her father was the problem 
area (interpersonal disputes).

In the middle phase, they did a communication analysis about a fight with her 
father. Ms. D. shared that she rarely asks her father for anything, although she 
wished to ask him for financial support. They decided that she would try speaking 
to her uncle, which she did after a few weeks. Contrary to her expectations, Ms. 
D.’s father and uncle decided to help her financially. Following a discussion on 
additional sources of help, she reached out to a friend and an organization that 
assists with financial planning. Outside of the session, she decided to speak to an-
other friend, engaging in positive social interactions throughout the week.

In the termination phase, Ms. D.’s depression was reduced, and they 
summarized the treatment and discussed ways in which she could apply the 
experiences and knowledge she gained to future situations. Although there were 
religious and cultural differences between Ms. D. and the therapist, IPT enabled 
them to focus on human interactions and relationships, a universal theme that 
connects everybody.

SUMMARY

Interpersonal psychotherapy in Israel has a few important adaptations, and it 
is growing. IPT in Israel can benefit people with a multitude of characteristics, 
cultures, religious backgrounds, and mental or emotional challenges. More local 
studies to examine its effectiveness are needed.
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for Lebanese and Syrian Refugees 

in Lebanon
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S R I S H T I  S A R D A N A ,  C E M I L E  C E R E N  S Ö N M E Z ,  A N D  

S A N D R A  P A R D I  M A R A D I A N  ■

OVERVIEW

Lebanon is a small, middle- income country of 6.7 million, with a long history 
of war and political unrest. It hosts the highest number of refugees per capita 
worldwide, including 1.5 million registered Syrian refugees and 13,715 refugees 
of other nationalities.1 The current context of collective stress and adversity 
in Lebanon is the culmination of more than 4 decades of continuous hard-
ship and instability. The populations residing in Lebanon withstood a 15- year 
civil war (1975– 1990); a series of bombings and assassinations from 2005 to 
2021; the July 2006 war; the impact of the exodus of Syrian refugees (since 
2011); the 2020 Beirut port blast2; and a spiraling economic crisis exacerbated 
by the COVID- 19 pandemic (2019– present). The United Nations Office for the 
Coordinator of Humanitarian Affairs stated that 82% of the Lebanese popula-
tion now lives in what is called multidimensional poverty.1 The country is cur-
rently scoring the lowest minimum wage in the world, and there are immense 
shortages in basic need services and products, including medicine, fuel, elec-
tricity and water cuts.3

The chronicity and magnitude of adversities have placed millions of Lebanese 
at a high risk for depression and post- traumatic stress disorder (PTSD), creating 
a complex collective trauma.4
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MENTAL HEALTH CARE CONTEXT IN LEBANON

Across Lebanon, the treatment gap is largely caused by the low availability of spe-
cialized mental health care resources and community- based mental health serv-
ices.5 Especially with the influx of displaced Syrians, local communities have been 
under unprecedented pressure to provide for the massive new and high- need 
population, overstretching resources and infrastructures already insufficient for 
the hosting communities. To address these needs, in 2015 the National Mental 
Health Program at the Ministry of Public Health (MoPH) of Lebanon, led by the 
psychiatrist Rabih El Chammay, initiated a 5- year mental health strategy (2015– 
2020), currently extended until 2030, to provide comprehensive, integrated, and 
responsive mental health services in community- based settings for vulnerable 
populations.6 The strategy, which emphasizes human rights and evidence- based, 
community- centered services, is currently being implemented nationally. It aims 
to benefit both Lebanese and displaced populations, thus avoiding the creation of 
parallel systems.

In 2015, as part of the MoPH in collaboration with the Global Mental Health 
Lab (GMHLab) at Teachers College (TC), Columbia University, set the founda-
tion for a sustainable national capacity- building in interpersonal psychotherapy 
(IPT) through the implementation of a series of trainings, with the aim of training 
psychologists working within the humanitarian response service system. Following 
consultations with Lebanese academic institutions, nongovernment organizations 
(NGOs), and mental health care practitioners and administrators, the MoPH be-
came keen on adopting and endorsing IPT as the recommended evidence- based 
treatment for depression for the following reasons: IPT has been recommended 
as a first- line treatment for depression by the World Health Organization (WHO) 
Mental Health Gap Action Program (mhGAP) Intervention Guide for mental, neu-
rological, and substance use disorders in nonspecialized health settings7; it has 
been adapted and tested with persons who have undergone severe adversities in a 
number of low-  and middle- income countries (LMICs) in both community and 
primary care settings and is being disseminated globally by WHO (the digital 
version of the group IPT manual written by Verdeli, Clougherty, and Weissman 
has been copyrighted by WHO and translated in 8 languages.8 Moreover, its focus 
on grief, life changes, disputes, and loneliness/ social isolation were deemed to be 
particularly well aligned with the core mental health needs of both the displaced 
and host populations.

APPROACH AND ADAPTATION OF IPT ADOPTION 
IN LEBANON

A training- of- trainers model was used in Lebanon, largely based on the “appren-
ticeship model” of psychotherapy training, initially articulated by Verdeli and 
Clougherty and adopted by other global mental health researchers.9,10 This 3- tier 
cascade model involves coordination on 3 levels of training: providers with direct 
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patient contact without prior exposure to IPT; supervisors with previous exposure 
to IPT; and master trainers with expertise in IPT.

The Lebanese IPT capacity- building project followed a competency- based 
training model that took place within a continuing education framework. It was 
implemented over 3 phases and funded by grants that the GMHLab team in col-
laboration with the MoPH received over the years. The team was systematically 
tracking provider and patient outcomes. Provider outcomes involved indicators 
of knowledge (IPT knowledge test); attitudes (attitudes toward evidence- based 
treatments, qualitative feedback on trainees’ perceptions of the training); and 
skills (adherence to and competence in the IPT model). In addition, attendance at 
the training workshop and supervisions were tracked. Patient outcomes included 
depression scores and, in the last 2 phases, PTSD and generalized anxiety disorder 
scores. The patients were Lebanese and Syrian and were referred by NGOs and 
primary care staff or were self- referred in private practice. For all 3 phases, ethical 
approval was obtained by TC, Columbia University Institutional Review Board, 
in the United States and Saint Joseph University Institutional Review Board in 
Lebanon.

Phase I, in collaboration with the International Medical Corps and funded 
by the International Development Firm (2016– 2017), explored the feasibility of 
training Lebanese providers in individual IPT. It started with a series of meetings 
of the GMHLab team with Dr. El Chammay’s team from the MoPH, Lebanese ac-
ademic institutions, the International Medical Corps and other NGOs. Selection 
criteria of the providers, informed by the discussions in these meetings, were 
drafted (Lebanese mental health care providers willing to make a 2- year commit-
ment). The training consisted of a 4- day didactic workshop and a 2- day advanced 
workshop 6 months later (described below), during which proposed adaptations 
in IPT content and delivery were solidified. Predetermined competency criteria 
(passing the knowledge test at 75%, 100% attendance in the workshop, and 
meeting competency in 3 individual IPT cases). In addition, suicide risk assess-
ment and safety planning adapted for contextual relevance were implemented. 
Provider and patient- level outcomes for all phases are described below.

Phase II, funded by the Grand Challenges Canada Transition- to- Scale grant 
mechanism (2018– 2020) involved the training of a new and larger group of 
providers as well as supervisors selected by the previous trained providers. In the 
beginning of this phase, a group of representatives from the MoPH, academia, 
mental health professional associations, research institutions, and primary care 
providers and administrators and NGO providers met with the GMHLab. This 
time, a larger group of 62 candidates applied to be trained in IPT, indicating 
greater knowledge about and acceptance of IPT among the Lebanese mental 
health community. A didactic workshop on group IPT was conducted, for which 
the team followed the same criteria of competency milestones of phase I. For the 
training of supervisors, additional competency criteria were developed by the 
GMHLab team. The IPT master trainers (Verdeli and Clougherty) cosupervised 
the new group of supervisors as they in turn supervised new providers, as the 
master trainers progressively phased out.11– 13 For phase II, the national VA 
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evidence- based psychotherapy dissemination and implementation model was 
followed, which tracked multilevel indicators (policy, provider, patient outcomes, 
local systems, and accountability mechanisms) of implementation and adoption 
in community clinics and primary care settings.12,14

For phase III, funded by the Economic and Social Research Council, UK 
Research and Innovation— R4HC MENA mechanism (2020– 2022), a number of 
the supervisors were trained as trainers.11,14 In this phase, following the newly 
established Order for Psychologists in Lebanon, a national initiative for the reg-
ulation of the practice was adopted, whereby only licensed clinical psychologists 
or psychiatrists were eligible for IPT training and certification. Therefore, the 
selection criteria for trainees in phase III included only licensed mental health 
professionals. There is increasing evidence on the importance of using a combina-
tion of active learning strategies, ongoing supervision, feedback, and coaching in 
sustaining skill acquisition and promoting adoption of newly learned treatments.15 
Thus, the training program was designed to start with a 4- day IPT didactic work-
shop where didactics were supplemented by video and live demonstrations, 
small-  and large- group discussions, role plays, and feedback. Weekly 90- minute 
online supervision sessions were held in groups of 4 to 5 providers, a master 
trainer, and a supervisor. Approximately 6 months into training (when most 
providers completed their first or second clinical cases), a 2- day advanced IPT 
workshop is conducted, serving as both a refresher and collaborative learning 
platform where providers can hone their IPT skills and have more in- depth clin-
ical discussions as a team. In this model, weekly supervision continues until all 
providers are deemed competent, dropped out, or withdrawn because they were 
deemed incompetent in IPT.

In addition to the manual, the IPT toolkit led by the first and second authors 
of this chapter also served as a guide for providers’ ongoing self- evaluation and 
supervisors’ discussion of the providers’ progress with their assigned master 
trainer. Adaptations in both the content and delivery of IPT were implemented 
across the 3 phases in Lebanon, such as IPT application as a treatment- to- target 
intervention and its implementation within primary care as part of the collabo-
rative care model. Predetermined criteria for patient- level improvement were de-
fined as response (50% reduction in total baseline score) and/ or remission (≤4) in 
depression scores as assessed on the Patient Health Questionnaire- 9. Additional 
adaptations such as contextualized communication strategies and family engage-
ment techniques are described elsewhere.12

RESULTS

Provider level

As part of the capacity- building work, from the series of trainings, we have 15 
(phase I), 25 (phase II), 28 (phase III) providers; 9 (phase II) and 9 (phase III) 
supervisors; and 7 trainers (phase III). Of these, so far, 31 clinicians are certified 

 

 



Interpersonal Psychotherapy for Lebanese and Syrian Refugees in Lebanon 321

321

by the International Society of Interpersonal Psychotherapy, with the rest pla-
nning for certification in the near future.

Patient level

Systematic tracking of patient- level outcomes was started at phase II. Eighty- eight 
accessed IPT, and 76 completed IPT, 3 were referred to higher care, and 9 were 
dropped due to relocation or lost to contact. Of the 88 that accessed, 72 patients 
(81.8%) met improvement criteria remission or response for depression, 1 pa-
tient (1.13%) was referred for higher care, and 3 patients (3.4%) were lost to con-
tact or relocated. The tracking of patient outcomes continued in phase III, and 
data are being analyzed. Patients across phases II and III also reported significant 
reductions in PTSD and generalized anxiety symptoms, and these outcomes will 
be reported elsewhere.12

MAJOR BARRIERS AND FACILITATORS 
OF IMPLEMENTATION

During the IPT capacity- building work in Lebanon, the unending series of 
hardships and traumatic events had a deep impact on both patients and providers. 
Specifically, IPT providers who were enrolled in the training were themselves 
the survivors of several adversities and tragedies. However, the close collabora-
tion with the GMHLab team over the years served as a contributing factor in 
establishing a nurturing environment and a nourishing network of support to pro-
vide stability, safety, and stimulation to the Lebanese community of IPT learners.

Finally, strained by the economic collapse in the country, some of the IPT- 
certified therapists in Lebanon have sought work opportunities in the gulf area, 
Europe, and the United States. Despite leaving the country, these therapists have 
continued offering their support to their home country through their active and 
close contribution throughout the different phases of the capacity- building work.

NEXT STEPS

Based on the IPT experience, the GMHLab and team and MoPH developed key 
recommendations for future work in Lebanon: The MoPH in collaboration with 
the GMHLab plans to link the capacity building of IPT to continuous mental 
health professional education in collaboration with the Ministry of Education. 
As a step forward, MoPH plans on integrating IPT within the curricula of post-
graduate clinical psychology programs at different public and private universities. 
As such, these efforts in research and service capacity building through academic 
programs aim to serve as a canvas for the generation of local researchers and 
ensure sustained IPT training of future generations of clinical psychologists. 
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For strengthening the network and provision of continuing education to IPT 
practitioners of all levels, trained across the 3 phases, a digital, interactive 
platform— IPT Learning Collaborative— funded in phase III is currently under 
development. GMHLab is currently collaborating with University College 
London in a randomized controlled trial in both Lebanon and Kenya that aims at 
testing IPT for perinatal depression, through the provision of group IPT to the in-
tervention arm of the study. Currently, several IPT therapists and supervisors are 
assisting the GMHLab in the dissemination of IPT in other regions worldwide, 
including in the Middle East/ North Africa region, Africa, and Latin America.
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Interpersonal Psychotherapy 
in Australia

R E B E C C A  E .  R E A Y  ■

Australia is the sixth largest country,1 yet it is one of the most sparsely populated 
countries in the world, creating a unique set of challenges for access to mental 
health care. An equally significant feature of our modern society is the broad 
spectrum of cultures, including First Nations people, immigrants, refugees, and 
asylum seekers. Some of the mental health challenges we face include the high 
levels of psychological distress and high suicide rate among Aboriginal and Torres 
Strait Islander people.2,3 People of migrant and refugee backgrounds are also at 
greater risk of mental health conditions due to trauma, racism, discrimination, 
loss of family ties, and unemployment. Young Australians are experiencing worse 
mental health outcomes and loneliness than they did prior to the COVID- 19 pan-
demic.4,5 Mental stress in parents also soared during COVID- 19 due to job losses, 
economic uncertainty, role conflicts, and disrupted family and social networks.6 
Interpersonal psychotherapy (IPT) is a natural fit for addressing a range of mental 
health problems that resulted from the social upheaval and isolation caused by 
these life events. Australian academics and researchers have worked to translate 
the original IPT manuals, developing user- friendly clinician guides or manuals for 
a range of client groups and specific disorders, which are highlighted throughout 
this chapter.

IPT:  EVOLVING AND EXPANDING

The pioneering work by Gerald Klerman, Myrna Weismann, and their colleagues7 
has had a significant impact on the field of psychotherapy. Australian clinicians 
were influenced by the strong empirical support of IPT for depression8 and 
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other disorders. IPT emphasized the central role of interpersonal and social 
relationships within which mental health problems develop and are maintained. 
This paradigm shift spurred clinician interest in training, supervision, and certifi-
cation in IPT. However, Australia is a large country and access to training and su-
pervision opportunities has been challenging. Fortunately, training opportunities 
have expanded, partly due to the pandemic, with greater access to online training 
and accreditation bodies, such as the International Society of Interpersonal 
Psychotherapy and the IPT Institute in the United States. Australian clinicians 
have enthusiastically participated in introductory and advanced workshops, 
sharing their real- world clinical experiences during follow- up supervision. This 
interactive learning process contributed to the first IPT clinician’s guide by Scott 
Stuart and Michael Robertson.9 They encouraged therapists to combine their 
experience and clinical judgment with the framework of IPT to meet the needs 
of their clients. Examples include changes to the length of treatment, frequency 
of sessions, use of terminology, and greater flexibility with IPT techniques and 
strategies.

IPT FOR ADOLESCENTS AND YOUNG ADULTS

Pioneering research by Laura Mufson and colleagues demonstrated the effi-
cacy and effectiveness of IPT with depressed adolescents aged 12– 18 years.10,11 
Their seminal work provided therapists with a detailed, manualized approach to 
IPT with adolescents (IPT- A).12 However, there were several major challenges 
to implementing IPT- A with our youth. Australian clinicians Robert McAlpine 
and Anthony Hillin gained extensive experience delivering and modifying the 
IPT- A model with youth from a diverse range of backgrounds. This included 
Indigenous; culturally and linguistically diverse; LGBTQIA (lesbian, gay, bi-
sexual, transgender, queer/ questioning, intersex, and asexual); homeless youth; 
and those in the criminal justice system. Their extensive clinical experiences pro-
vided the practice- based evidence that underpins their new book: Interpersonal 
Psychotherapy for Adolescents: A Clinician’s Guide.13

Modifications to the original manual include extending the biopsychosocial 
model to incorporate cultural and spiritual dimensions in the assessment and 
treatment phases. This holistic model also includes (where appropriate) the 
domains of historical, political, and environmental factors. Historical factors 
include a client’s experience of institutionalized and internalized oppres-
sion, including racism, homophobia, heterosexism, and sexism. Indigenous 
Australians view identity, culture, and connection to family, community, 
land, and sea as integral to their health and well- being.14 Thus, the environ-
mental domain can also encapsulate experiences of extreme weather events 
and concerns about the climate crisis. The authors underscore the impor-
tance of “access to country” and nature to promote well- being and greater 
resilience. Therapy sticking points related to culture can often be addressed 
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by consulting Aboriginal Elders. Aboriginal mental health stakeholders have 
endorsed their holistic model, which explicitly acknowledges their issues of 
historical and current trauma, ongoing discrimination, and connection to 
country.

The extension of IPT- A to include young adults is also consistent with modern 
Australian youth mental health service models, which cater to individuals aged 
12– 25. Indeed, many young adults (>18 years) continue to grapple with role 
transitions, relationship issues, and developmental dynamics that are ideally 
addressed by the IPT- A framework. The clinician’s guide underscores the im-
portance of assessing the adolescent’s attachment style to tailor treatment to 
help clients meet their attachment needs. LGBTQIA clients find the problem 
area of role transitions to be a helpful way to address significant changes in their 
life trajectory. The problem area of interpersonal gaps is preferred (rather than 
interpersonal deficits) as a less pejorative term for young people lacking confi-
dence in communication or self- esteem. Other revisions include to the (third) 
consolidation phase of treatment, whereby continuation and maintenance are 
considered core components of therapy. Flexibility, rather than a prescribed 
number of sessions, is emphasized. The authors have also substantially ex-
panded the range of IPT- A clinical tools and techniques, including the addition 
of mindfulness skills. Other IPT- A researchers have explored the mechanisms 
of therapeutic change in IPT for eating disorders (IPT- ED) in adolescents and 
young adults.15 Their evidence- based theoretical model highlights the detri-
mental role of negative social evaluation on self- esteem and the engagement in 
eating disorder behaviors as a means of regulating emotions. IPT- ED treatment 
provides an alternative to the eating disorder, where individuals are assisted 
to establish supportive relationships that help build self- esteem and regulate 
affect.

CASE EXAMPLE

Eddie, an 18- year- old Indigenous man, presented for treatment following the fu-
neral of a family member. Eddie reported nightly “visitations” by his deceased 
brother and 2 deceased friends. These experiences left him frightened and con-
fused, and he had begun to resist sleep. Eddie described several significant losses 
over recent months and collaboratively decided that complex grief was the most 
accurate problem area. Eddie was able to see the connection between the recent 
losses and his depressed mood. He described his losses as: “like going surfing and 
being dumped by one wave, then another, then another. It all happens so fast that 
you can’t get your breath back.” Eddie acknowledged that having the space to talk 
about the people he had lost seemed to “take a bit of the sting out of it.” However, 
the visitations continued to cause distress and discomfort talking about them. 
The therapist suggested talking to a local Aboriginal Elder (with whom the ther-
apist had a previous connection) about these visitations, which he agreed. The 
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following conversation took place after Eddie spoke to the Elder (referred to as 
Uncle).

Therapist: Eddie, were you able to see Uncle about your dreams?
Eddie: Yeah. Saw him Monday. He said not to worry— they’re from the 

Dreaming* –  they were just checking on me. They were worried –  
I’ve been a bit of a mess lately and they were just trying to straighten 
things out.

Therapist: So is that OK with you?
Eddie: Yeah. I talked to them a few times now. It’s all right now. Uncle said 

they’ll stay while I still need them.
Therapist: Are you going to talk to Uncle again?
Eddie: No. He said it’s OK. Just listen. And he said to tell you it’s OK.
Therapist: Are they helping you straighten things out?
Eddie: They will.

Once Eddy’s anxious distress lessened following consultation with a culturally ap-
propriate Elder from his community he was freed to focus on the losses within the 
problem area complex grief.

GROUP IPT FOR PERINATAL MENTAL HEALTH AND PTSD

A significant body of IPT research has focused on the treatment of perinatal de-
pression, a natural fit for IPT. Rates of depression are highest from the reproduc-
tive years to preschool period.16 Partner relationships become strained as well as 
friendships and social support. Depression can have profound effects on the infant, 
negatively influencing outcomes throughout their development.17 IPT is ideally 
suited to address the issues that depressed parents experience, including losses, 
life changes, relationship issues, conflicts, and social isolation. My colleagues and 
I published the first randomized controlled trial of group IPT (IPT- G) for post-
natal depression, establishing the feasibility and effectiveness of delivering a group 
intervention for mothers.18 IPT- G mothers’ depressive symptoms improved more 
rapidly in the short term and they were less likely to develop persistent symptoms, 
compared to the control group.19 Later research by Forman and colleagues20 in the 
United States revealed that treatment with individual IPT was not associated with 
improvements in child outcomes, recommending treatment should also target the 
mother- infant relationship. These findings posed significant challenges for those 
in the field. Grigoriadis and Ravitz21 suggested that an IPT protocol could focus on 
the relationship between the parent and infant, supporting parental attunement 
and responsiveness to their child’s needs and cues. In response, Australian 

* Dreaming is First Nations people’s understanding of the world and its creation, passed through 
storytelling. It represents the time when the Ancestral Spirits progressed over the land.
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researchers began to experiment with modifying IPT- G for perinatal depression 
to include infants in the sessions and incorporate approaches from attachment 
theory and maternal sensitivity literature.22 The changes closely overlapped with 
the IPT techniques of understanding and communicating needs and expecta-
tions, for example: (1) perceiving, interpreting, and responding to baby’s signals 
of emotional state and needs; (2) responding to emotional requests and providing 
emotional plus instructional support; and (3) ensuring communication is devel-
opmentally appropriate, nonintrusive, and consistent. The manuals for group IPT 
treatment for PND (IPT- G) and mother- baby relationship (IPT- MB) are available 
from the respective authors. We have emphasized the importance of using both 
manuals flexibly, adapting it to each unique ethnic or cultural setting. Other crea-
tive ways that Australian researchers have adapted IPT include pioneering group 
treatment for post- traumatic stress disorder (PTSD).23,24 Treatment consists of 10 
sessions with groups of 4 to 8 patients who have experienced trauma in adult life. 
Given how pervasive trauma is among clients who access mental health services, 
IPT- G for PTSD provides a practical and flexible approach to addressing their 
difficulties.

ACCESS TO INTERPERSONAL PSYCHOTHERAPY 
IN AUSTRALIA

In 2006, the Australian government introduced the “Better Access” to mental 
health care scheme enabling patients with mental health disorders to receive up 
to 10 individual and 10 group Medicare- rebated treatment sessions per calendar 
year.25 People experiencing mental health impacts from the pandemic can access 
an extra 10 sessions. The program aims to improve treatment and management for 
people experiencing mild- to- moderate mental health conditions with short- term, 
evidence- based interventions. The inclusion of psychological interventions under 
Medicare has been enormously successful in providing accessible, effective,26 and 
relatively low- cost services to the public. The 5 approved treatments include cog-
nitive behavioral therapy (CBT), IPT, psychoeducation, skills training, and relaxa-
tion training. Arguably, the inclusion of IPT and interpersonal counseling (IPC)27 
in this short list has accelerated demand for IPT training by psychiatrists, general 
practitioners, psychologists, and allied health professionals.

The framework of IPT, with its helpful problems areas, techniques, and 
strategies, has proven itself to be highly adaptable to a wide range of presenting 
problems. It is also easily compatible and effective when delivered via telehealth,28 
potentially extending its reach to underresourced, rural, and remote areas. New 
models of care in Australia propose less severe patients are directed to online, self- 
guided interventions as first- line treatments. Leading up to the pandemic, most 
of the digital psychological interventions on offer were based on CBT. Although 
there is a growing number of IPT self- help manuals available, Internet- delivered 
IPT has lagged behind CBT. Thus, one of the most creative areas of mental health 
research is likely to be the translation of IPT to online delivery, including guided 
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or self- guided therapy. More research is needed on specific subgroups, such as 
those with low incomes, LGBTQIA, Indigenous, and ethnic minorities. Last, al-
though IPT can still be improved and expanded, it has been remarkably successful 
at relieving aspects of human suffering and improving mental health.
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Interpersonal Psychotherapy 
in New Zealand

S U E  L U T Y  A N D  D A W N  N O L A N  ■

In this chapter the evolution of IPT in New Zealand is described from research to 
training and dissemination, culminating in a description of a cultural adaptation 
of IPT for Māori, the indigenous culture of New Zealand.

INTRODUCTION

New Zealand, Aotearoa, is an island nation situated to the east of Australia with 
a land mass of 268,021 square kilometers, making it similar in size to Great 
Britain. There is a growing population, currently standing at 5,127,000, made up 
of 875,300 Māori and 707,600 Asian, with the remainder being mainly European.1 
The population is evenly split between males and females, with a mean age of 37 
and 39 years, respectively. While the majority of the population are urban, those 
living rurally are thinly spread, with reduced access to services. New Zealand is 
considered to be a developed country with high rankings in civil liberties, educa-
tion, and health, with an overall ranking of 14 from 189 countries.2 It has a free 
trade economy with a focus on tourism, agriculture, and industry.

Originally a Polynesian nation, New Zealand developed a distinct Māori cul-
ture. Unique to New Zealand is the Treaty of Waitangi, signed by Māori chiefs in 
1840 and representatives of the British government at the time of colonization. 
The treaty is based on the principles of protection, participation, and partnership 
in all matters of the people, with the aim of making New Zealand a truly bicul-
tural society.

New Zealand has both private and publicly funded health services, with the ma-
jority of healthcare accessed through the public sector. The Health and Disability 
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Commission NZ (HDCNZ) reported that 1 in 5 New Zealanders experience 
mental health issues, increasing to almost 1 in 3 for Māori, with the most prev-
alent disorders being mood disorders, anxiety, mental distress, eating disorders, 
addictions, post- traumatic stress disorder, and schizophrenia.3 HDCNZ also 
noted access to mental health services has increased by 55% in the 10 years 
2009– 2019. However, the funding has increased by only 24%. This means an ever- 
increasing need to provide effective and efficient mental health services, including 
evidence- based talking therapies.

INTERPERSONAL PSYCHOTHERAPY RESEARCH 
IN NEW ZEALAND

Interpersonal psychotherapy (IPT) research and training initially developed at 
the Department of Psychological Medicine, University of Otago, Christchurch, 
in the South Island of New Zealand under the leadership of Professor Peter Joyce 
in the mid- 1990s after Professor Chris Fairburn ran a training workshop. Since 
then, there have been a number of successful studies that have used IPT and 
adaptations of IPT and interpersonal and social rhythm therapy (IPSRT) to in-
form clinical practice. Beginning in the late 1990s with standard IPT in the psy-
chotherapy for depression study (IPT vs. cognitive behavioral therapy [CBT])4 
and an adaptation for anorexia nervosa in the Anorexia Treatment Study,5 these 
two studies not only gave further support to the effectiveness for depression but 
also outlined the challenges in adapting IPT for an eating disorder such as ano-
rexia. Notable in this study was the increased length of therapy (20 sessions) and 
time taken to elicit the problem area with resultant improvement in functioning 
but less so the core features of the eating disorder. The suggestion was that further 
adaptations may be necessary.

After these, a number of projects have evaluated IPSRT with key investigators 
Dr. Marie Crowe, Maree Inder, and Katy Douglas, with several publications 
evolving from each. These include a randomized control trial of interpersonal 
psychotherapy in young people with bipolar disorder (2006); a randomized clin-
ical effectiveness trial of a bipolar disorder clinic (2011); a pilot study of cog-
nitively enhanced IPSRT for depression (2018); enhancing recovery for patients 
with recurrent mood disorders— IPSRT versus IPSRT plus cognitive remediation 
(2019); and the feasibility of delivering intensive rhythm stabilization therapy for 
patients with treatment- resistant bipolar disorder (2019); and teletherapy for re-
current mood disorders with IPSRT versus psychoeducation (2020).6– 14

A key feature of these studies has been the understanding of a new problem 
area in IPSRT: “sense of self in relation to others.” This replaces “grief for the loss 
of healthy self ” in the context of treating both bipolar disorder and major depres-
sive episode. Their experience suggested that there was less grief for loss of healthy 
self in depression and more problems associated with a sense of self in the context 
of here and now relationships with others (i.e., feelings of inadequacy, defective-
ness, and incompetence in comparing oneself with others). Dr. Sue Luty has also 
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led a small study evaluating the feasibility of delivering IPT by trained community 
support workers, proving its effectiveness and opening the possibility of further 
dissemination and training.15

Finally, a recent project under the leadership of Dr. Gary Cheung in Auckland is 
evaluating the effectiveness of group IPT for loneliness in the elderly. Unfortunately, 
COVID has both delayed this project and changed it to delivery via a Zoom plat-
form, but it is already proving to be positively received by participants.

TRAINING AND DISSEMINATION

As Christchurch is situated in the South Island of New Zealand, most of the 
training, supervision, and dissemination has been based there. Training in IPT 
initially tended to occur within local research groups and via some workshops. 
However, Dr. Luty developed a postgraduate program in IPT at the University of 
Otago in the early 2000s, which allowed for distance- based training and super-
vision in IPT in addition to an academic component. The dissemination of IPT 
clinically has been slow, but many of the therapists trained for the above studies, 
and graduates of the postgraduate program continue to use IPT in their clinical 
practice. Dr. Luty continues to practice IPT in her private clinic and in a perinatal 
psychiatry service, where she has run successful group treatment of postpartum 
depression with IPT and IPT with reflective functioning enhancement. Dawn 
Nolan continues to practice IPT in her private practice, offering supervision and 
therapy for a number of adaptations for depression, bipolar disorder, personality 
disorder, anxiety, trauma, and couples across an age range from adolescence to 
older persons and for individuals and couples. Furthermore, a number of the 
research- trained therapists continue to practice IPT across the public and private 
sectors.

As discussed, funding has not kept pace with the significant increase in people 
wanting to access mental health services, resulting in limitations of resources. In 
the NZ rural settings where access to healthcare is further limited by thinly spread 
resources and the capacity for long- distance travel, the need for effective treat-
ment that can be provided by clinicians from all disciplines has never been more 
relevant.

In 2007, clinical nurse specialist Dawn Nolan presented IPT to the Rural 
Specialist Mental Health Community Service in Canterbury as an evidence- 
based, time- limited treatment.

Supported by the Director of Nursing and senior management, IPT was slowly 
introduced, and a few clinicians in the service were funded to enroll for the 
University of Otago postgraduate IPT paper. IPT then became established in the 
service, with empirical and statistical data demonstrating that IPT- treated clients 
had a shorter length of stay and presented less frequently than clients offered a 
case management model alone.

Much of the success of the introduction of IPT in this Rural service may be 
attributed to the support of professional leads and the consultant psychiatrist 
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of the team, but despite this team embracing the model, the practice of IPT did 
not appear to be growing at the same rate in other sectors of the mental health 
service. This led Dawn Nolan16 to investigate “Factors That Influence the Uptake 
and Continuing Practice of Interpersonal Psychotherapy by Frontline Clinicians 
Following Formal Training” for her doctoral dissertation, in which she identified 
3 areas of influence:

 1. The therapist’s experience of psychotherapeutic interventions in prior 
training

 2. Team involvement and the role of senior clinicians in the 
implementation and dissemination of psychotherapeutic interventions 
in clinical practice

 3. The perception and definition of roles across professional disciplines

Over the last 5 years, there has been a small increase in uptake of local training and 
practice across Canterbury, notably in the Child, Adolescent, and Family Service. 
In other areas of New Zealand, many of the students who have undertaken formal 
training continue to practice IPT and regularly attend a monthly peer supervision 
group set up as part of the training. Of the last 3 cohorts of IPT students, more 
than 80% have embedded IPT into their practice, with the majority choosing to 
leave the public sector to work in private practice, where they have more oppor-
tunity to offer IPT.

ADAPTATION OF IPT FOR MĀORI

In 2016, there was a devastating earthquake of 7.8 magnitude in Kaikoura, New 
Zealand, cutting off the town and limiting service access for more than a year. The 
Kaikoura district is served by the Rural Mental Health Community Team, who 
focused efforts to support the population, flying in a team and increasing the use 
of telehealth for IPT clients. Kaikoura has a higher- than- average population of 
Māori at 17.1%, as opposed to 14.6% throughout the rest of the country.1 As previ-
ously outlined, mental health issues were already higher for the Indigenous popu-
lation. Experience of the Christchurch earthquakes of 2010– 2012 forewarned that 
access to mental health care would initially drop off but then spike rapidly 2 years 
later. It was essential to adapt IPT for Māori to uphold the Treaty of Waitangi 
principles of respect between Māori and non- Māori in partnership, participation, 
and protection.

Attending to cultural safety with Māori requires a respect and understanding of 
the connection between the people and land and acknowledgment of the impor-
tance of the unique concept of health and well- being. This was of particular sig-
nificance to the community of rural Kaikoura, where many people live with their 
Iwi (tribe) and Hapu (kinship group of large families descended from common 
ancestors). Adapting IPT for Māori began with a consultation process, which 
followed the principles of the Treaty of Waitangi above. It was clear when talking 
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with Māori cultural advisors, clinicians, and clients that colonization had left 
scars on the Indigenous population, which resulted in a lack of trust for Western 
medicine and stigma. This had become a barrier to accessing mental health care, 
particularly for talking therapies whose efficacy is dependent on a client’s trust. 
Working in partnership with Pukenga Atawhai (Māori mental health workers) 
and Kaumatua (Elders) experienced in mental health, an adaptation of IPT for 
Māori was developed to incorporate the protocols of greeting, opening and 
closing the session.

Te Whare Tapa Wha (Māori model of well- being) was used as the foun-
dation throughout all stages of IPT. This model incorporates 4 elements of 
health: spiritual connection with ancestors, the land, or spirits; physical well- 
being; Whanau, being family and community connection or reconnection; and 
mental, where health is only achieved when thoughts and feelings are integral 
components of body and soul. An example of how this was incorporated into 
the sessions was that the client brought in a number of rocks from the Kaikoura 
beach and discussed how their spirituality assisted her to deal with her family 
relationships.

Working with Māori also incorporated some practical differences. First, an 
aspect of Māori culture is establishing connection as part of developing a rela-
tionship, sharing details of ones Iwi and Hapu on first meeting, with an expecta-
tion that health workers will do the same. In Western health settings, this would 
be seen as a transgression of boundaries. Second, inviting Whanau (family) and 
Pukenga Atawhai into the session is highly desirable but raises issues of confiden-
tiality, particularly in small communities when there has been a history of abuse. 
During the introduction and development of the model, clients were generous 
in their feedback and indicated areas that may be framed in a more cultural way. 
Permission was also sought to discuss aspects of therapy with the Kaumatua for 
cultural supervision.

In summary, the journey of IPT in New Zealand has been slow and steady with 
a strong localized focus on expert research in Christchurch. Pockets of training 
and clinical practice have been predominantly limited by access to accredited 
supervisors such as Sue and Dawn, but plans are underway to begin training more 
supervisors to extend the reach further across New Zealand. An adaptation for 
Māori with cultural consultation has been promising in its initial stages.
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Interpersonal Counseling in Brazil:  
A Task Shift Experience

M A R C E L O  F E I J Ó  M E L L O ,  C A M I L A  M A T S U Z A K A ,  A N D  

A N N I K A  C .  S W E E T L A N D  ■

Brazil is the fifth largest country in the world, with more than 214 million inhabitants 
(https:// www.ibge.gov.br/ apps/ popula cao/ proje cao/ index.html). Despite being the 
thirteenth strongest economy in the world, inequality is significant. Brazil is the 
seventh most unequal country, where 10% of the wealthiest have 41.9% of the entire 
country’s income, and 1% of the richest have 28.3% of the total income. An official 
survey from the Brazilian government reported in 2019 that more than 13 million 
Brazilians lived in extreme poverty (living with less than $1.9/ day).1 There is ine-
quality between different regions. The North and Northeast regions are poorer than 
the wealthy Southeast. These disparities are a risk factor for psychiatric disorders 
in Brazil. Providing access to healthcare, specifically mental health services, is 
imperative.

The latest Global Health Estimates by the World Health Organization (WHO)2 
found that globally, depressive disorders ranked as the single largest contributor 
and anxiety disorders as the sixth most significant contributor to nonfatal health 
loss of all years living with a disability (YLD). In the WHO study, Brazil had the 
highest prevalence of depression and anxiety in the regions of the Americas. The 
current annual prevalence rate for depressive disorders was 5.8%, 9.3% for anxiety 
disorders, with a percentage YLD of 10.3% for depressive disorders and 8.3% for 
anxiety disorders.3 Although there are effective treatments for both conditions, 
fewer than half of those affected receive such treatment.4 The primary care serv-
ices in Brazil have a scarcity of specialized mental health providers. The treatment 
coverage for depression is low.5
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INTERPERSONAL PSYCHOTHERAPY IN BRAZIL

The history of interpersonal psychotherapy (IPt) in Brazil began in the mid- 
1990s with Professor Dr. Feijó de Mello, an expert on chronic depression and 
post- traumatic stress disorder (PtSD), who applied IPt to both disorders. 
Having read the manuals and reviewed the literature, he took 2 IPt workshops 
with Dr. John Markowitz and 1 with Roy Mackenzie on group IPt at American 
Psychiatric Association meetings. He invited Prof. Markowitz to Sao Paulo for 
the first of several IPt workshops and began training IPt therapists himself. He 
subsequently received funding for a grant testing IPt as an adjunct to pharmaco-
therapy for chronic depression.6

Since 2005, Dr. Mello has organized IPt supervision and training with other 
mental health professionals. From 2007 to 2011, he coordinated a 63- hour IPt 
training course at the Federal University of Sao Paulo (UNIFESP), which in-
cluded participation in seminars and 2 completed and supervised cases. Sixty- 
eight trainees completed the course during those years. to facilitate the access 
to IPt in Brazilian Portuguese, he published the IPt Brazilian manual in 2009 
Psicoterapia Interpessoal: Teoria e Prática (by Aline Ferri Schoedl, Fernando Sargo 
Lacaz, Marcelo Feijó de Mello, Mariana Cadrobbi Pupo, and Rosaly F. Braga 
Campanini).

Since 2016, the UNIFESP IPt group (coordinated by Dr. Rosaly F. Braga 
Campanini and Dr. Euthymia Brandao de Almeida Prado) created a web- based 
IPt training for psychologists and organized a supervision group. Parallel to IPt 
training, another group of PtSD adaptation research7 and IPt adaptation for 
patients with schizophrenia were developed.8 Dr. Mello is carrying out a study 
examining IPt as a treatment for PtSD associated with sexual violence.9

BRAZILIAN IPT ADAPTATION FOR PRIMARY 
CARE: INTERPERSONAL COUNSELING

Brazil’s Family Health Strategy (FHS) has made remarkable progress toward uni-
versal coverage of its population in primary care in the last decades, but only 
limited investments in mental health.10 Specialized community- based psycho-
social care centers were established to treat individuals with severe mental ill-
ness.11 Community health workers (CHWs) are an essential human resource for 
health in Brazil. Still, no strategies were developed to integrate the treatment 
of common mental disorders within primary care. CHWs are employees of the 
public health system; each one is assigned to approximately 150 households 
within the catchment area of a given FHS outreach clinic. They visit each family 
monthly and gather information about health- promotion activities and primary 
clinical care.10 They are also tasked with identifying potential warning signs of 
violence, neglect, truancy, or drug use. However, they receive no mental health 
training.12
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There is strong evidence that the return on an investment after depression 
treatment is $5.3 for each dollar invested.13 Also, the investment must overcome 
human resources and infrastructure problems. The lack of specialized mental 
health professionals in primary care leads to a task- shifting or task- sharing so-
lution that reassures specific mental health assessment and treatment procedures 
with abbreviated training and ongoing supervision to nonspecialists. There is ev-
idence that trained and supervised nonspecialists can effectively deliver psycho-
pharmacological and psychological treatments for mental disorders.14,15 Globally, 
there is an increased focus on using lay CHWs to meet mental health needs.16 
training these professionals to detect depressive disorders and offering an inter-
vention can significantly decrease the mental health gap. Given the lack of mental 
health specialists in primary care and the unlikelihood of being able to engage 
individuals for an extended course of IPt, our team explored training CHWs in 
primary care to deliver the briefer and simpler version of IPt, interpersonal coun-
seling (IPC).17 IPC uses the same principles and techniques as IPt, but the lan-
guage is simplified, and the format is considerably briefer (3– 5 sessions), although 
the length can vary.

We carried out a randomized clinical trial (RCt) to test IPC administered by 
CHWs and compared it to enhanced treatment as usual (E- tAU). E- tAU in-
volved referral to existing services and a follow- up call from a psychologist to fur-
ther assist with the referral. We trained 42 CHWs to administer IPC using the IPC 
manual.17,18 IPC comprised 3– 4 weekly hourly sessions. Based on the individual’s 
preference, sessions were provided at the clinic or during household visits. During 
the COVID pandemic, patients have been offered telephone sessions instead of a 
home visit. Delivering IPC in people’s homes enhanced participation and reten-
tion care.

Interpersonal counseling training

The intensive 3- day training was delivered by two IPt therapists (Rosaly 
Campanini and Camila t. Matsuzaka). It included seminars on ethics and con-
fidentiality, depressive disorders and symptoms, and IPC techniques described 
in the IPC manual.17 The training process for the RCt is described in detail else-
where.19 CHWs were assigned to catchment areas that differed from their primary 
practice to avoid conflicts with usual work responsibilities and to enhance patient 
confidentiality. The trainers provided in- person clinical supervision for 2 hours 
twice a month and were available throughout the 23- month study period.

The RCt included 86 patients diagnosed with major depressive disorder con-
firmed by the Mini International Neuropsychiatric Interview MINI20 and were 
randomized to receive either IPC or E- tAU. Assessment of depressive symptom 
severity using the Hamilton Depression Rating Scale (HDRS) occurred at base-
line, end of the IPC, and 2 months after the end. Intention- to- treat analysis 
showed significant improvement in symptoms for both groups over 2 months, 
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without significant treatment differences. However, there were significantly fewer 
symptoms on the HDRS- 17 in the IPC group.

These preliminary results demonstrated feasibility and that IPC could be a low- 
cost and effective alternative to reduce the burden of depression in a setting that 
has inadequate specialist- led services. Our RCt was included in a recent global 
metanalysis21 that showed a more robust finding for task sharing of psychological 
interventions across different groups of patients with depression.22– 24

We also conducted a qualitative study using the research action qualitative 
method that collected data through focus groups and individual interviews with 
the CHWs. The data were collected 1 year after the end of the RCt. Discourse 
analysis was used based on the transcription of the focus group recording, organ-
ized into discourse and meaning analysis categories. The qualitative evaluation 
revealed that task shifting was acceptable to CHWs. They felt capable of detecting 
and managing mild- to- moderate depressive symptoms in primary care following 
a strict protocol under supervision. Regular supervision by a trained psychother-
apist is essential following training.

In 2018– 2019, we conducted another pilot study among primary care workers 
in Itaboraí, a midsize city located outside of Rio de Janeiro, to explore the accept-
ability and feasibility of implementing IPC in primary care for people with tu-
berculosis (tB) and depression. In this implementation pilot, we offered a 2- day 
workshop based on Mental Health Gap Action Program (mhGAP) (depression 
and suicide modules) and a 3- day training on IPC delivered by 2 IPt specialists 
(Camila Matsuzaka and Fatima de Silva), a psychiatrist and a psychiatric nurse, 
using the same methods described above. These trainings were open to all staff 
members (any level or role) in 2 FHS health outreach posts and the centralized 
tB program. Since this was an implementation science study seeking to explore 
the acceptability and feasibility of training existing primary care staff to deliver 
IPC, no incentives beyond transportation costs and refreshments were provided 
for either training or implementation throughout the 1- year pilot. Despite this, 
participation rates were high— including administrators, CHWs, nurses, and 
doctors— with 36 providers participating in both trainings. Over the course of 
1 year, these primary care workers and tB providers were given weekly group 
supervision by 2 psychiatric nurses to implement IPC among their patients. 
Approximately one- third of the trainees (all levels) self- selected to deliver IPC 
with at least 1 patient (total ~ 40), often in pairs. Although clinical outcomes were 
not a focus of the study, it was notable that most patients (~80%) completed all 4 
sessions, and of those, nearly all experienced depression remission.

Qualitative observations and interviews during and after the pilot revealed 
IPC as a highly acceptable and feasible intervention for patients and providers. 
Increased mental health sensitization at the clinic level and routine implemen-
tation of the Patient Health Questionnaire- 9 (PHQ- 9) as a screening tool had 
downstream implications as well; primary care providers were better able to more 
confidently identify patients that could be treated at the clinic level using IPC and 
more clearly refer patients with higher severity to specialists (using the PHQ- 9 as a 
referral tool). Several providers even continued implementing IPC over a year after 
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the pilot ended, providing peer supervision to one another. One physician was so 
excited about the work, she went on to pursue a master’s degree in mental health.

The main limitations in implementing IPC were structural; Brazil’s health system 
is significantly underresourced. Despite strong interest and perceived benefit, 
providers did not have time to conduct four 45- minute IPC sessions with patients. 
Frequent staff rotation at the nurse and doctor levels in the health outposts made 
it challenging to ensure continuity of care and retain IPC competencies. A more 
robust and stable workforce would be needed to bring the approach to scale. That 
said, if sufficiently resourced, the structure of the Brazilian Health System lends 
itself well to a task- shifting IPC approach at the primary care level, with clinical 
supervision potentially possible through nucleus of psychosocial support teams of 
specialists (including psychologists) that rotate among primary care facilities to 
provide consultation and supervision.25

In summary, some barriers to the IPC adaptation in this Brazilian study were 
identified:

 1. Of the cases, 40.7% had severe depression at baseline (HDRS score ≥ 19), 
which was considered high for a primary care population. This points to 
the need for mental health treatment access in the primary care system.

 2. Sustainability: In the Sao Paulo pilot study, the research grant provided 
weekly supervision and a small monetary compensation for the CHW 
to get involved valuing the time of work. CHW received 50 Brazilian 
reais (~US $15 by 2015) for each session completed as the provider. 
Political interests to develop a sustainable CHW specialization in mental 
health care is needed. In the Itaboraí pilot, while effective, weekly in- 
person supervision by 2 specialists was not replicable and scalable, and 
alternatives for clinical supervision using technology (e.g., WhatsApp, 
Zoom) would need to be explored.

Perceived facilitators were the following:

 1. CHWs frequently reported feeling empowered during the research.
 2. There was improved ability of CHWs to recognize depression, promoting 

assess to treatment and reducing stigma in the community.
 3. The patients had an excellent adherence to IPC sessions: The mean 

number of IPC sessions completed was 2.26 ± 1.26.
 4. Positive results received the attention of the stakeholders.

CASE EXAMPLES

Case 1

Maria is a 35- year- old woman, married, with incomplete primary school educa-
tion, treated by clinician (general practitioner) for obesity and hypertension with 
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a history of poor adherence to treatment. She complained of anxiety, unhappi-
ness, loneliness, and a fear of dying. She could not identify when the depression 
symptoms had begun but suggested that it was since her son was born 10 years 
ago. As she grew into her new role as a mother, she found herself become in-
creasingly overprotective of him. Maria attended 3 weeks of consecutive sessions. 
In the first session, the CHW observed that Maria had recently become more 
concerned about herself and her physical health. When exploring Maria’s cur-
rent relationships, the CHW learned about marital distance. In the second ses-
sion, Maria elaborated further about her difficulties talking to her husband and 
blamed him for her depression symptoms. They had not spoken in a long time, 
except when he occasionally drank alcohol. Maria and the CHW jointly chose 
“role transition” as the relevant problem area since the birth of her son coincided 
with distance from her husband. together, they thought of strategies to improve 
communication with the husband. In the third session, Maria still reported sim-
ilar communication challenges, but during the session, Maria realized that she 
was not actually “in dispute” with her husband but wanted more closeness with 
him. She decided to change some attitudes toward her husband and her son.

Case 2

Lucia, a 45- year- old divorced woman with incomplete primary school education, 
was working for a company that went bankrupt. At the time of the first session, she 
had been unemployed for 7 months and had been experiencing mild symptoms 
of depression. She had a difficult life story, which included 2 failed marriages; 
however, her job and financial independence from her ex- spouses was extremely 
important to her. She lived with her 9- year- old son, who had recently been acting 
out at school. She still reported pain and limited movements from a car accident 
4 years ago. She had recently tried some informal jobs as a house cleaner or baby-
sitter but was unable to fulfill them because of her physical limitations. The CHW 
met her for 3 consecutive weekly sessions. Lucia was actively searching for a new 
job and meeting with a social worker from the Health Unit for assistance. She 
described feelings of sadness and crying but developed quick attachment to the 
CHW, which enabled her to share her feelings. Lucia and the CHW identified the 
primary problem area related to her transition after the unemployment. Lucia was 
also encouraged to get closer to her 21- year- old daughter and significant others. 
Lucia presented the therapist with a Christmas cake at the last session, expressing 
her gratitude for the assistance.
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Internally Displaced Women 

in Bogotá, Colombia
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OVERVIEW

In the Western Hemisphere, conflict- induced internal displacement has been 
focalized in Colombia, South America.1,2 No other nation throughout the Americas 
has experienced internal displacement on a scale comparable to Colombia.1– 3 The 
Internal Displacement Monitoring Center estimated that, in 2021, there were 
5.2 million internally displaced persons (IDPs) in Colombia, representing 84% 
of IDPs in the Americas and almost 9% of all IDPs worldwide.4 About 2 in 3 
Colombian IDPs are women and children.1,5

Colombian IDPs have a high prevalence of trauma exposure and correspond-
ingly high rates of common mental disorders (CMDs),2,5– 9 especially among 
women.10 We conducted a feasibility and acceptability pilot study to examine the 
potential efficacy of an evidence- based, stepped- care intervention adapted for de-
pression, anxiety, and post- traumatic disorder (PtSD) in IDP women residing in 
Bogotá.5 The study was named OSITA (meaning “little teddy bear” in Spanish), 
an acronym for Outreach, Screening, and Intervention for trauma. OSItA 
implemented a brief version of interpersonal therapy (ItP)— interpersonal coun-
seling (IPC)— as the mental health and psychosocial support intervention for the 
IDP women participants.5
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CONFLICT- INDUCED INTERNAL DISPLACEMENT 
IN COLOMBIA

The driver behind Colombia’s burgeoning numbers of IDPs is the prolonged in-
surgency, dating from the 1960s, involving multiple armed actors, including left- 
wing guerrilla factions and right- wing paramilitary battling each other and the 
Colombian National Police and armed forces.1– 3 From the 1970s through the early 
2000s, Colombia became a veritable geographic checkerboard of shifting control. 
Power and leadership of towns and municipalities changed hands frequently. 
People were displaced, at the level of the household or the community, as new 
armed groups took charge or new codes of conduct were issued by armed groups 
coming into power.11 Most IDPs have not been able to return to their homes. As 
internal displacement has been ongoing for multiple decades at a variable pace, 
the total numbers of IDPs have continuously accrued.

to date, the armed conflict is estimated to have claimed 260,000 lives and to 
have displaced almost 7 million individuals. The government of Colombia has of-
ficially designated IDPs as “victims of the armed conflict”— protected citizens who 
are eligible for medical, mental health, social, and legal services, as well as support 
for reclaiming their properties (“restitution of the lands”).12 The reality is that the 
vast majority of IDPs, most of whom originally resided in rural communities, 
have resettled in large urban centers and adapted to a new lifestyle. Among the 
7 million IDPs ever displaced over multiple decades, some have died and a small 
proportion have returned to their homes, but most live displaced and adapted to 
their new environs, as the 2021 estimate of 5.2 million IDPs makes clear.4

Following years of negotiations, the government of Colombia and the largest 
guerrilla group, the Revolutionary Armed Forces of Colombia signed “the Peace” 
in 2016. The Nobel Prize was awarded to Colombian President Juan Manuel 
Santos for this achievement. With peace declared, Colombia officially ushered in 
the “postconflict” era. Indeed, the level of internecine violence has diminished. 
Nevertheless, internal displacement has continued even after the peace accords 
because other nonstate armed groups, including the National Liberation Army— 
nonsignatories to “the Peace”— have remained intact and active, particularly 
along Colombia’s Pacific coast.8,9,13

TESTING INTERPERSONAL COUNSELING TO WOMEN 
IDPS IN COLOMBIA

Methods

With funding from Grand Challenges Canada, OSItA aimed to recruit and enroll 
women IDPs residing in Bogota and assess their displacement- related trauma/ loss 
exposures across all phases of displacement, screen for CMDs (major depressive 
disorder, generalized anxiety disorder, and PtSD), and using validated Spanish 
language measures, intervene using a locally adapted version of IPC, follow up 
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participants, ideally to the point of symptom resolution, and refer women with 
severe symptoms or suicidality to specialized services.

Team

Expert researchers from multiple international universities (Columbia University, 
London School of Hygiene and tropical Medicine, University of Miami Miller 
School of Medicine) identified a Colombian university partner to be the local re-
search partner and recipient of the grant funding.

Over the course of the study, 3 types of counselors were hired. The univer-
sity partner originally stipulated the hiring of public health graduate students to 
act as OSItA counselors. to increase sustainability, community- connected IDP 
women were added as counselors. These IDP women had no health background. 
Following review of counselor performance 6 months into the implementation 
phase, OSItA’s original contingent of student counselors was replaced with expe-
rienced outreach workers and medical students (to fulfill university expectations); 
all of them met competency criteria. The IDP women continued for the full dura-
tion of the intervention and were found to be effective counselors.

Participants

The OSItA team worked intensively, ultimately using 18 recruitment sources, to 
identify and enroll 279 eligible IDP women. Some of the more productive recruit-
ment sources included vocational education centers, community health centers, 
public sector hospitals, and governmental “victims of the armed conflict” pro-
cessing centers. OSItA participants were women IDPs with a mean age of 37 years. 
About half (53%) had completed secondary education, and an additional 18% had 
vocational or higher education beyond the secondary level. Approximately half 
of the participants (50%) were single (never married, separated, divorced); 31% 
lived with a partner in civil union; and 10% were married. Eleven percent were 
indigenous, and 18% were Afro- Colombian.

Goals

OSItA goals were to assess ease of participant recruitment and retention, ability 
to deliver IPC with fidelity, efficacy of IPC in reducing symptom levels of CMDs, 
and sustainability of the intervention.

Language

All OSItA components, and delivery of IPC sessions, were conducted in Spanish.
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Intervention

Multiple forms of IPt, including IPC, are interventions with proven effectiveness 
for populations of adults and youth experiencing CMD symptom elevations re-
lated to potentially traumatizing exposures (PtEs) in humanitarian emergency 
situations worldwide.14,15 IPC’s focus on loss, conflict, and disruption of social 
networks fit well for the Colombian context and the forced migration experiences 
of IDP women participants in the OSItA study.

OSITA COUNSELORS: SELECTION, TRAINING, 
AND SUPERVISION

The OSItA counselors, along with Bogotá government psychosocial 
professionals working with victim populations, were trained for a week on site 
in Bogotá by an IPC master trainer and supervisor from Columbia University 
(H. V.). Subsequently, counselors were supervised weekly, in person or online, 
by 2 IPC- certified professionals, 1 based in the United States (H. V.), and the 
other a Spanish- fluent supervisor, who provided periodic on- site supervision 
in Bogotá.

TRAUMA/ LOSS EXPOSURES AND CMD 
SYMPTOM ELEVATIONS

Data from the OSItA baseline assessment and initial intervention visit revealed 
a very high prevalence of CMD symptom elevations. Symptom elevations were 
related to the extraordinary magnitude of trauma/ loss exposures experienced by 
the IDP women participants.

CMD symptom elevations

In our targeted recruitment sample, 177 participants (63.4%) had symptoms in 
the moderate/ severe range for at least 1 CMD at baseline assessment. Half of the 
participants (50.9%) had moderate or severe symptom levels for depression at 
baseline, as measured by the Patient Health Questionnaire- 9 (PHQ- 9), which 
has been locally validated. Forty percent had moderate or severe levels of anx-
iety symptoms (measured by the Generalized Anxiety Disorder- 7), and 39.4% 
had post- traumatic stress symptoms (measured by PtSD Checklist— Civilian 
Version). Among these 177 participants with CMD symptom elevations, mod-
erate/ severe scores were found on a single CMD measure for 61 participants, on 2 
CMD measures for 44, and on all 3 CMD measures for 72. These 177 participants 
with symptom elevations were referred for IPC.
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Trauma/ loss exposures

Colombian IDPs have experienced extreme adversities throughout each phase 
in the trajectory of forced migration, most simply conceived as predisplacement, 
characterized by PtEs to extreme violence and brutality; peridisplacement is de-
fined by cascades of losses (of their homes, land, livestock, community, status); 
and postdisplacement, during which they had to navigate a place both foreign and 
frigid, living in poverty, and trying to adapt to the urban life, unable to rely on job 
skills acquired and refined over their rural lifetimes.

In sequence, the principal types of stressors encountered during each of the 
3 phases of displacement can be summarized as exposures to predisplacement 
trauma, peridisplacement loss, and postdisplacement life change. On average, 
these women had experienced throughout these phases 2 dozen exposures of such 
impact that a single such event could have enduring, life- changing impact.

ADAPTATION OF IPC

Feedback from IPC trainees and participants confirmed that the 4 therapeutic 
foci of IPC were highly relevant to the target population. The participants had 
frequently experienced multiple violent deaths of loved ones, which were at times 
not accompanied by community rituals given the circumstances of the displace-
ment; cascades of role transitions (life changes) from their former identity and 
place in the community of origin to the current impoverished and marginalized 
urban life; disputes with family members that included instances of domestic vio-
lence by and toward the participants, as well as covert disputes with the host com-
munity around incidents of exploitation or humiliation that were not expressed 
openly due to the power differential; and loneliness and social isolation that was 
fueled by suspicion related to the political backdrop. IPC was implemented as 
designed.14,15 Mobilization of resources, which is an integral part of assigning the 
sick role in the initial sessions, played a prominent role: In addition to persons 
in the participants’ environment, the counselor made them aware of networks 
of designated victim support centers for registered IDPs, offering economic, 
health, vocational, and educational support. Stress inoculation and grounding 
techniques were added for those participants with significant anxiety. Another 
type of adaptation was related to the delivery of IPC: The protocol specified that 
the participants would be followed until they had 2 consecutive sessions at or 
below subsyndromal threshold cutoff (treatment to target).5

OUTCOMES

Analyses of symptom changes in the sample of completers with baseline, last 
session, and follow- up data points revealed significant decreases over time in 
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depression, anxiety, and PtSD symptom levels from baseline to last IPC ses-
sion and further significant decreases in depression from last IPC session to 
follow- up. IDP women who were referred for second and subsequent IPC ses-
sions were those with moderate/ severe symptom levels on 1 or more measures at 
baseline. By the last IPC session and the follow- up session, the great majority of 
these women scored in the subsyndromal range, below the moderate symptom 
cutoff point.

MAJOR BARRIERS TO AND FACILITATORS 
OF IMPLEMENTATION

As a feasibility pilot study, OSItA encountered several challenges that precluded 
the possibility of scaling the intervention for broader dissemination in its orig-
inal form. First, participant recruitment proved to be much more problematic 
than foreseen by our local collaborators. Their government contacts who were 
charged with working with conflict victims were reluctant to provide access to 
women IDPs as had been anticipated. Seeking alternative recruitment sources 
was unsystematic and inefficient. OSItA fell short of the recruitment goal of 300 
participants. Recruitment was hampered by the understandable lack of trust on 
the part of IDPs, who were reticent to enroll, layers of governance barriers, and 
lack of protocols for accessing IDPs.

Second, the insistence on the part of the university partner to hire graduate 
students as counselors in the first year limited the geographic scope of recruit-
ment to near- campus areas, and safety concerns further restricted outreach.

Third, referrals for psychiatric consultation services for women participants 
with severe CMD symptoms and high suicidal risk was very problematic. Six 
separate referral sources and pathways were sought and employed, ranging from 
government programs to hospitals with mental health services, to individual 
practitioners, yet only one- quarter of OSItA’s high suicide risk participants re-
ceived a professional consultation. Therefore, developing a safety plan for partici-
pant follow- up was essential.

Fourth, participant attrition and loss to follow- up were a major issue. Although 
some of the dropouts may have been related to participants feeling better after 
several IPC sessions and not returning, practical impediments were prominent. 
Many women participants were unable to return for follow- up IPC sessions due 
to lack of time, bus fare, or childcare. Other barriers included family interference 
or failure to receive employer permission as well as stigma and discrimination for 
seeking mental health support.

CONCLUSIONS AND RECOMMENDATIONS

One of the most powerful findings from the OSItA study was confirmation 
that IDP women participants had extremely high levels of trauma exposure that 
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were likely causally related to the burden of psychological symptoms consistent 
with CMDs. Almost two- thirds presented at baseline with moderate or severe 
symptoms.

The OSItA intervention appeared to be feasible as a stepped- care intervention 
for this high- risk population, but any future version would need to be adapted 
in terms of partner selection, counselor selection, recruitment mechanisms, ac-
tive outreach to participants, and safety precautions for those who have severe 
or suicidal symptoms. Using validated screening instruments for CMDs was ef-
fective for being able to detect baseline levels of CMD symptoms for IPC eligi-
bility and to track progress on symptom reduction and resolution over time, in 
part for determining when to terminate the IPC intervention. The overall trend of 
marked declines in CMD symptoms among those receiving the intervention was 
extremely encouraging but needs to be confirmed with a more definitive applica-
tion of IPC that achieves a high level of participant retention.

Based on the OSItA experience, key recommendations for future work in 
Colombia are as follows:

 1. IDPs should be reached directly instead of going through government 
intermediaries.

 2. Since IDP women have firsthand knowledge of forced migration and 
have the potential to build rapport and trust among participants, they 
can be trained to effectively assume the counselor role. With adequate 
training and supervision, IDP women do not need a mental health/ 
health background to deliver IPC effectively.

 3. to minimize attrition, online or telephone or telehealth consultations 
can be provided to IDP participants.

 4. Interventions should be linked to sustainability and scalability from the 
beginning.
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Family- Based Interpersonal 
Psychotherapy (FB- IPT) for  
Depressed Preadolescents

L A U R A  D I E T Z  ■

Sixty years ago, the psychiatric community widely accepted the understanding 
that depression in prepubertal children (e.g., ages 12 and under) was develop-
mentally inconsistent with the deep- rooted psychodynamic theory that chil-
dren lacked the meta- cognitive and self- reflective skills to experience many of 
the depressive symptoms seen in adults. Pioneering work by clinical scientists1– 3 
documented the phenomenology of depressive symptoms in children and the 
developmental sequelae of these symptoms that contributed to validating the 
relevance of depressive disorders in children. This research spurred further explo-
ration of the ways that preadolescent depression may present and the constellation 
of risk factors that may contribute to its onset. Developmental psychopathologists 
hypothesized that early onset depressive disorders in children often went “undiag-
nosed and undertreated” and argued for future treatment models that addressed 
family risk factors and interpersonal impairment with peers as targets for re-
ducing symptoms and teaching skills that could reduce the likelihood or delay the 
onset of a more severe depression in adolescence.4,5

As the validity and acceptance of depression in children increased, so did the 
lack of effective treatments and best practices for addressing preadolescent de-
pression. The first studies of psychological treatments for preadolescents with de-
pression focused on downward extension models of cognitive behavior therapy 
(CBT) in community samples of youth with elevated depressive symptoms. While 
CBT demonstrated effective symptom reduction compared to wait list or no treat-
ment, it surprisingly did not outperform less sophisticated interventions, such as 
relaxation exercises and attention control support from school nurses or other 
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professionals not trained in mental health.6– 8 These findings halted the progress 
of evidence- based treatments for prepubertal depression and left mostly unstruc-
tured supportive and individual models of psychotherapy to fill the void as the 
standard of treatment for depression in children under 12 years.

Psychological interventions for depression in preadolescent children continued 
to lag behind the growing need for evidence- based treatments at the approach of 
the millennium. Although psychotherapy for depressive disorders in preadoles-
cent children was regarded as the first line of treatment, some children with depres-
sion were treated with medications, most notably the selective serotonin reuptake 
inhibitors (SSRis), which were effective in treating depression in adults and were 
beginning to be studied in depressed adolescents. The “black box” warning on 
SSRis in 2004 in the United States was related to concerns of increasing suicidality 
in children under 18 and resulted in a dramatic decrease in physicians’ willingness 
to prescribe SSRis to children. At the same time, outpatient mental health services 
began seeing an increase in children under 12 presenting for psychological treat-
ment with depressive symptoms and/ or suicidality and again highlighted the lack 
of evidence- based interventions for this population.9– 11

in 2008, Drs. Laura Dietz and Laura Mufson published an open- trial pilot study 
of family- based interpersonal psychotherapy (FB- iPT),12 a 14- session psycholog-
ical intervention for depressed children ages 12 and under that used the concep-
tual framework and structure of interpersonal psychotherapy for adolescents 
(iPT- A)13 while incorporating developmentally appropriate techniques and 
approaches germane to addressing the risk factors associated with preadolescent 
depression. The rationale behind FB- iPT is to reduce preadolescents depressive 
symptoms by increasing social support, to reflect on affective changes associated 
with interpersonal events, and to improve communication and problem- solving 
skills in interpersonal relationships.

Both adult and adolescent models of iPT provided a conceptual founda-
tion for understanding preadolescents’ developmental transitions and for 
addressing their interpersonal contexts, namely their family relationships, that 
may contribute to emotional distress and difficulties. inherent to iPT is the 
understanding that role transitions are often related to depressive symptoms, 
and treatment focuses on helping clients recognize how changes in routines, 
circumstances, and social/ developmental roles necessitate changes in behavior 
to meet new challenges and responsibilities that come with the new role. This 
treatment focus is particularly germane to preadolescents, who are in the pro-
cess of developmental transitions as they move from childhood to adolescence. 
important role transitions seen in preadolescents include balancing changes in 
their relationships with parents, as they are becoming more independent and 
need to take on more responsibilities, the experience of moving from primary 
to secondary schools, the beginning of physical changes associated with puberty, 
and the associated social and emotional experiences of becoming an adolescent, 
including changes in peer relationships. Preadolescents’ peer relationships be-
come increasingly important during this period of development, and there are 
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increased expectations for more skilled behavior in friendships. Bullying peaks 
during this period, and the consequences of peer rejection and exclusion are par-
ticularly difficult for preadolescents. Acceptance by friends becomes increasingly 
important for preadolescents’ emotional well- being, and often preadolescents 
need to learn more mature interpersonal skills for communicating their feelings 
and managing conflict.

in this chapter, we review the clinical adaptations present in the FB- iPT psycho-
therapy model used with depressed preadolescents as related to both the original 
adult model of iPT and modifications to iPT- A. Next, we provide an overview of 
the model and a brief review of the empirical evidence that supports FB- IPT, which 
includes an open study and 2 randomized controlled trials.

AN OVERVIEW OF FB- IPT ADAPTATIONS AND 
MODIFICATIONS TO ADULT AND ADOLESCENT 
MODELS OF IPT

Family- based iPT is conceptually rooted in an interpersonal model of depres-
sion14 and in developmental research on the antecedents of depression in youth. 
FB- iPT focuses on improving 2 domains of interpersonal impairment in de-
pressed preadolescents, parent- child conflict and peer impairment, as a means 
to decrease preadolescents’ depressive symptoms. We focus on improving com-
munication and problem- solving skills in the parent- child relationship, the pri-
mary context for children’s social and emotional development, to model effective 
interpersonal behavior with peers and to improve the quality of the parent- child 
relationship to buffer depressed preadolescents from the effects of peer stress.

Family0- based iPT is a developmental adaptation of the adult model of iPT 
and a modification of iPT- A.15 As in the adult model, FB- iPT divides treatment 
into 3 phases and structures treatment around 1 of 4 “problem areas” tempo-
rally associated with the onset of depressive symptoms (loss, role disputes, role 
transitions, and interpersonal deficits). Many of the core clinical activities in 
the adult model of iPT are retained and incorporated into FB- iPT, including 
the interpersonal inventory, sharing the problem area formulation with the 
client, and utilizing strategies such as communication analysis and decision 
analysis in the middle phase of treatment to improve interpersonal interactions 
and find ways to increase social support networks. FB- iPT also includes a ter-
mination phase.

Although the content across the 3 phases of treatment is retained with 
modifications, FB- iPT differs from the adult and adolescent models in structure 
of the sessions across phases. Most notably, sessions are structured to involve in-
dividual meeting time with the preadolescent, as well as individual meeting time 
with the parent or dyadic meeting time with the preadolescent and parent. Below 
we outline the structure of sessions in FB- iPT that provide a foundation for other 
developmental modifications to facilitate treatment with preadolescent children.
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Initial phase of FB- IPT

in the initial phase of FB- iPT (sessions 1– 5), the therapist “checks in” with 
the preadolescent and parent for 10 minutes, before dividing the remainder of 
the session into individual meetings with the preadolescent (approximately 20 
minutes) and then the parent (20 minutes). in meetings with preadolescents, FB- 
iPT therapists explore the relationship between depressive symptoms and neg-
ative experiences in family and peer relationships and complete the Closeness 
Circle and interpersonal inventory, an interactive mapping of preadolescents’ 
relationships. Parent meetings focus on psychoeducation about depression, 
helping preadolescents maintain routines with reasonable expectations for their 
performance, and parenting strategies for responding to increased irritability, 
interpersonal avoidance, and/ or anergia in preadolescents (“Parenting Tips”). 
Session 5, when the interpersonal problem area is identified and case formulation 
shared with the preadolescent and parent, begins with the dyad together for 25 
minutes and then the therapist meeting individually with the preadolescent for 25 
minutes to ensure understanding of the identified problem area and goals for the 
middle phase of treatment.

Middle phase (sessions 6– 10)

Therapists meet individually with the preadolescent (25 minutes) and then with 
the parent- child dyad (25 minutes). The primary interventions of FB- iPT in-
clude teaching communication and problem- solving skills to preadolescents and 
parents. During dyadic sessions, preadolescents and parents role- play communi-
cation skills that are relevant to the identified problem area. Parent- child problem- 
solving is facilitated by the therapist to help parent- child dyads negotiate solutions 
to difficulties. Dyadic sessions also focus on increasing preadolescents’ positive 
experiences with peers. Preadolescents are coached to initiate social experiences 
with peers and rehearse new communication skills for interpersonal approach 
with both therapists and parents. Parents engage in problem- solving with the pre-
adolescent to increase opportunities for peer interaction; with preadolescents’ ap-
proval, parents are sometimes enlisted to initiate peer initiation for their children.

Termination phase (sessions 10– 12)

Therapists meet individually with preadolescents (35 minutes) and then with the 
dyad (25 minutes). Preadolescents and parents reflect on the progress in treatment 
and, in collaboration with the FB- iPT therapist, discuss next steps in treatment 
planning, as well as consolidate skills, discuss prevention strategies, and identify 
a plan for depression recurrence. Both the preadolescent and parent reflect on 
their feelings in ending the treatment relationship with the FB- iPT therapist, who 
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models a “good” good- bye for both while maintaining the ability for the family to 
reach out again should the need arise.

Family- based iPT incorporates several developmental modifications for 7-  to 
12- year- olds as compared to iPT- A, which include (1) increased parental in-
volvement and structured dyadic sessions, (2) visual representations of the mood 
ratings and communication analysis, and (3) an increased focus on comorbid 
anxiety in the problem area of interpersonal deficits. We elaborate on these 
modifications below:

Increased parental involvement and structured 
dyadic sessions

Family- based iPT actively involves parents in both conjoint and dyadic sessions 
with preadolescents during different phases of treatment. individual meetings 
with parents address psychoeducation about preadolescent depression and the 
challenges experienced in parenting their depressed preadolescent. As in iPT- A, 
the limited sick role is a primary theme for conjoint sessions with parents during 
the initial phase of treatment (sessions 1– 5), with the goal of placing the blame 
for the preadolescent’s problems in functioning and behavior on the depression. 
The therapist enlists the parent to support the preadolescent to try to engage 
in as many of their normal activities as possible with revised expectations. The 
expanded limited sick role focuses on the challenges in parenting a depressed 
preadolescent and is personalized to the specific struggles within a parent- child 
dyad. in FB- iPT, we have developed a complementary set of Parent Tips to guide 
parents to interact with their depressed preadolescents in ways that reduce nega-
tive emotionality and parent- child escalation. The FB- iPT uses the Parent Tips to 
personalize strategies for reducing parenting challenges during the initial phase 
of treatment to stabilize conflict in the family and promote increased support for 
the preadolescent.

During the middle phase of FB- iPT (sessions 6– 11), therapists introduce and 
role- play new communication skills and problem- solving strategies in individual 
meetings with the preadolescent and then in dyadic meeting with the preadoles-
cent and parent. FB- iPT utilizes the skills presented in iPT- A but has streamlined 
and simplified them for use with preadolescents who often present with less so-
phisticated abstract reasoning and perspective taking skills (“Tween Tips”). The 
Tween Tips often are presented as directives for behavior in interactions with 
parents and peers (“use good timing” or make “i feel” statements) in order re-
mind preadolescents of the skills and how they are employed in interpersonal 
interactions. Similarly, aspects of problem- solving have been expanded into 
more specific guidelines for how preadolescents can use compromise (“meet in 
the middle”) or negotiation (“let’s make a deal”). in individual meetings with 
preadolescents, the FB- iPT therapist introduces these communication skills and 
provides an example of how the preadolescent could use them in interactions with 
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family members or peers. The communication is often scripted and role- played 
during individual meetings with preadolescents. in dyadic meetings, parents learn 
the same skills as their preadolescents and engage in practice utilizing different 
Tween Tips in role plays with both the FB- iPT therapist and their preadolescents. 
These dyadic sessions are used to increase the parents’ communication skills and 
give the parent- preadolescent dyad a common language for using different ways 
of communicating or solving problems. it also allows the FB- iPT therapist to di-
rectly address any concerns between the dyad that may be contributing to conflict 
in the family.

Mood rating scale, communication analysis, and 
communication skills

Family- based iPT relies heavily on visual materials to help preadolescents at dif-
ferent cognitive levels synthesize and integrate both concrete and abstract in-
formation from interpersonal interactions (e.g., event information, affective 
responses, perspective taking about the other’s experience of the event) for later 
problem- solving. Preadolescents learn to track changes in their mood using a 
mood thermometer, a 1– 10 rating scale anchored at 3 points with emotional faces 
(see Figure 43.1).

Communication analysis is mapped out on paper helping depressed 
preadolescents identify events in recent interactions and their affective 
consequences. Communication skills are presented sequentially in the middle 
phase of treatment, accompanied by visual reminders of these communication 
strategies for rehearsal outside of therapy sessions.

Focus on comorbid anxiety

Family- based iPT is also rooted in an understanding of the phenomenology of 
preadolescent depression; specifically, that comorbid anxiety disorders, particu-
larly those related to separation or social anxiety, are associated with early- onset 
depression. Some preadolescents have anxious temperaments that predispose 
them to anxiety disorders that involve social or interpersonal contexts, such as 
social phobia and separation anxiety, and usually involve avoidance of anxiety- 
producing interpersonal situations. Other preadolescents experience anxiety 
that is secondary to the social withdrawal and anhedonia that often accompanies 
depression. interpersonal avoidance is a common feature among depressed 
preadolescents with comorbid anxiety. When preadolescents stop socializing, 
their friendships suffer, which may make approaching friends more difficult in 
the future. interpersonal avoidance also can stem from co- occurring anxiety asso-
ciated with the identified problem area. Losses, transitions, and conflict also pro-
duce anxiety in preadolescents, who are more affected by changes and/ or distress 
in family environments. in addition, preadolescents with interpersonal deficits 
also frequently experience anxiety in social contexts.
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Family- based iPT seeks to increase preadolescents’ social interaction with peers 
by teaching them new communication and problem- solving skills for initiating 
social interactions and handling conflict, as well as encouraging them to prac-
tice these strategies with peers outside of sessions in “interpersonal experiments.” 
Like in an experiment, preadolescents initiate a previously rehearsed social in-
teraction with a peer to determine whether the strategy is helpful in producing 
a positive social outcome. While engaging in interpersonal experiments and 
practicing interpersonal approach strategies aim to reduce preadolescents’ de-
pressive symptoms and social isolation, it also decreases preadolescents’ anxiety 
about initiating interactions with peers. With increased practice, preadolescents 
develop increased confidence and less discomfort in approaching friends. With 
improved communication skills, depressed preadolescents may experience pos-
itive social interactions and subsequently may demonstrate increased interper-
sonal approach behaviors. With increased confidence and renewed motivation 
for social engagement, depressed preadolescents may be more likely to increase 
their social contacts and successes, which results in improved mood and the 
preadolescents may be less apt to avoid interpersonal situations in the future.

Figure 43.1 Mood thermometer. 
Credit: Laura Dietz, PhD, asked Oxford University Press permission to reproduce for 
this chapter.
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During the initial phase of FB- iPT, therapists discuss with families how co-
morbid anxiety may exacerbate social isolation in depressed preadolescents, par-
ticularly in their peer relationships. First, FB- iPT therapists work with parents 
to reduce preadolescents’ interpersonal avoidance through the expanded limited 
sick role. Preadolescents are encouraged to remain involved in essential routines, 
such as school and extracurricular activities, even if at a lower level of engage-
ment than prior to the depression. Many parents struggle with pushing anxious 
preadolescents to engage in social interactions. Parents are encouraged to support 
and reinforce preadolescents maintaining these routines and to support them 
when re- engaging with these activities cause distress.

During the middle phase of treatment, we introduce interpersonal approach 
strategies to increase social interactions for depressed preadolescents. These 
focus on outlining ways that preadolescents can increase their child’s initiation 
of interpersonal experiences with peers. We work with preadolescents to iden-
tify peers that they could approach or social activities that they could partici-
pate in. in sessions, preadolescents rehearse communication skills for initiating 
conversations or interactions with peers and enlist parents’ assistance to sup-
port their child’s increased engagement with peers outside of school. Therapists 
and parents encourage preadolescents to engage in interpersonal experiments, 
wherein they implement the approach strategies that they have rehearsed in ses-
sions. The goal is to have the preadolescents try to initiate with peers as practiced 
in session and to assess the outcomes and effects of these engagement efforts on 
their mood.

EMPIRICAL EVIDENCE FOR FB- IPT

Support for FB- iPT as an efficacious treatment for preadolescents diagnosed as 
having depression includes an open treatment trial,12 a randomized controlled 
trial,16 and a small randomized controlled trial among overweight and obese 
preadolescents with loss- of- control (LOC) eating.17 The results from the open 
treatment trial of FB- iPT (N =  20) demonstrated the feasibility and acceptability 
of FB- iPT as a psychosocial intervention for preadolescents with depression and 
their parents, as evidenced by high treatment compliance, low attrition rates, 
and favorable clinical outcomes for preadolescents completing treatment. The 
trial also demonstrated that preadolescents who received FB- iPT by itself were 
as likely as those receiving combination treatment (SSRi and FB- iPT) to have 
significant reductions in depressive and anxiety symptoms and to experience sig-
nificant improvement in global functioning.12

in a follow- up study,16 42 treatment- seeking preadolescents who met 
Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM- IV)17 
criteria for a depressive disorder were randomly selected to FB- iPT or child- 
centered therapy (CCT), a supportive and nondirective treatment that closely 
approximates the standard of care for pediatric depression in community mental 
health. Preadolescents receiving FB- iPT were more likely to have achieved re-
mission posttreatment than those receiving CCT (66% vs. 31%) and evidenced 
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greater reductions in anxiety symptoms and interpersonal impairment across 
treatment. A significant indirect effect for decreased social impairment mediated 
the association between the FB- iPT and the preadolescents’ depressive symptoms 
posttreatment. This result suggests that reducing social impairment is one mech-
anism by which FB- iPT may decrease preadolescents’ depressive symptoms.16

Most recently, FB- iPT was tested as an effective intervention for reducing de-
pressive and anxiety symptoms in overweight and/ or obese preadolescents with 
monthly episodes of LOC eating.18 Compared with those treated with family- 
based health education, those randomized to receive FB- iPT demonstrated 
greater decreases in depressive and anxiety symptoms after a 12- week course 
of treatment, and the reductions in depressive symptoms were maintained at 
the 1- year follow- up. Although no differences in weight- related outcomes were 
found, preadolescents receiving FB- iPT were less likely to endorse LOC eating 
posttreatment and evidenced greater reductions in disordered- eating attitudes 
at the 6- month follow- up.18 Although these preadolescents’ depressive and anx-
iety symptoms did not reach diagnostic levels, the reduction of these comorbid 
symptoms may be significant in improving their LOC eating as they enter adoles-
cence. Taken together, these findings support FB- iPT as a promising and effective 
treatment for anxiety and depression in preadolescents.

SUMMARY

Family- based FB- iPT is an adaptation of iPT that has been developmentally mod-
ified for use with preadolescent children between the ages of 7 and 12 who are 
seeking treatment for clinically significant depressive symptoms. The model of 
treatment aligns conceptually with adult iPT and includes three phases of treat-
ment, treatment formulation around 1 of 4 problem areas, and techniques such 
as communication analysis. Differences between FB- iPT and the adult model of 
psychological treatment include the way sessions are structured and the dyadic 
nature of parental involvement in sessions. Developmental modifications to iPT- 
A allow for increased parental involvement in sessions with structured tasks for 
working with parents, visual representations of mood rating and communication 
analysis, and an increased focus on developmental transitions and comorbid anx-
iety in depressed preadolescents. empirical studies in depressed preadolescents 
and those with LOC eating support the efficacy of FB- iPT to reduce depressive 
and anxiety symptoms in this age group.
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Interpersonal Psychotherapy 
for Adolescents (IPT- A)

L A U R A  M U F S O N ,  A N A T  B R U N S T E I N  K L O M E K ,  

G L E N D A  G A R C I A ,  A N D  V A L A S Í A  M A K R I D I S  ■

Depression in adolescence is common and if untreated can result in impairment 
in functioning across multiple domains.1,2 Rates of depression in adolescents are 
increasing, so it is more important than ever to disseminate effective treatments 
for adolescent depression.

INTERPERSONAL PSYCHOTHERAPY FOR ADOLESCENTS

interpersonal psychotherapy for adolescents (iPT- A) maintains the same 
premise and problem areas and adapts them developmentally to treat adolescents 
ages 12 through 18 years of age with unipolar depression.3 Developmental 
adaptations were undertaken to address the parental role in treatment, ado-
lescent tasks of individuation and establishing autonomy from parents, and 
describe transitions such as parental divorce, changing schools or childhood 
home, as well as initial experiences with grief. Specific adaptations include 
(1) family involvement in all 3 phases of treatment, (2) delineation of a limited 
sick role, (3) inclusion of the closeness circle, (4) more focus on skills training 
in the middle phase, and (5) the codification of the Teen Tips, a set of commu-
nication strategies taught to the adolescent and sometimes parents/ caretakers 
as well.
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IPT- A ADAPTATIONS

Family involvement

in iPT- A, parent/ caretaker involvement is recommended in the initial and ter-
mination phase, with middle phase involvement dependent on the identified 
problem area. in the initial phase, parents/ caretakers are educated about depres-
sion and its impact on adolescent functioning and the parameters of iPT- A treat-
ment. At the end of treatment, parents/ caretakers learn about the adolescent’s 
progress in treatment, impact of treatment on their relationships, warning signs of 
depression and strategies for managing potential recurrence. in the middle phase, 
their participation provides adolescents with opportunities to practice skills with 
their parents/ caretakers or for the clinician to update them on how they can con-
tinue to support their adolescent.

Limited sick role

iPT- A psychoeducation includes acknowledging the impact that depression has 
on functioning and how the context of the illness may also contribute to symptoms, 
thereby removing blame from the adolescent. The adolescent is encouraged to do 
as many of their normal activities as possible (e.g., attending school) with the rec-
ognition that they may not perform them as well while depressed, and that their 
performance and motivation will improve as they begin to feel better. it is very 
important to share this concept with parents/ caretakers to enlist their support for 
their teen.3

Closeness circle

in iPT- A, the closeness circle provides a visual diagram of the adolescent’s sig-
nificant relationships as the starting point for the interpersonal inventory.3 The 
adolescent is asked to identify the most important people in their life, both posi-
tive and negative, specifically those people who feature in their current story that 
includes their depression. The adolescent identifies 4 or 5 people who would be 
most important to discuss to understand the role they may play in the adolescent’s 
depression, including both supportive and stressful relationships, to set the stage 
for the interpersonal inventory.3

Teen Tips

in the middle phase of treatment, the therapist uses the problem area as the con-
text for teaching new interpersonal skills. One focus is on how communicating 
differently might have resulted in more positive interactions and conversations, 
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which could have led to less negative emotions. The clinician identifies specific 
interactions to teach new communication skills that have been codified as Teen 
Tips in iPT- A.3 The Teen Tips are practiced during session role plays so the ad-
olescent will be successful in implementing them during their interpersonal 
experiments conducted outside of sessions to create new more positive interper-
sonal interactions.

IPT- A EMPIRICAL SUPPORT

interpersonal psychotherapy for adolescents has been demonstrated to be effective 
in reducing depression and improving social and global functioning in studies of 
depressed adolescents in the United States, Puerto Rico, and Australia.4,5– 8 Recently, 
a meta- analysis and systematic review of the effectiveness of psychotherapies for 
treating depression in youth found that iPT- A was significantly more effective 
than control conditions.9,10 Additionally, a significantly larger effect size for iPT- A 
in comparison to cognitive behavioral therapy (CBT)was reported.9 iPT- A also 
has been found to be particularly effective for older adolescents and those who 
report high levels of parent- adolescent conflict.4,11 When using iPT- A with eth-
nically diverse low- income adolescent girls with a history of depression and child 
maltreatment, iPT- A was more effective at reducing depressive symptoms when 
compared to other methods of treatment.12 Additionally, iPT has been adapted 
to target different cultural factors that play a role in the treatment of depressed 
adolescents.6,7

IPT- A FOR GROUPS

interpersonal psychotherapy for adolescents was adapted to be delivered in a 
group format in a hospital- based outpatient clinic setting.13 Group iPT- A (iPT- 
AG) consists of a combination of individual and group therapy sessions delivered 
over the course of 14 weeks, including 12 group sessions and 2 to 3 individual 
pregroup sessions with each adolescent and parent/ caretaker participating in part 
of these sessions.13 The group provides a place for adolescents to practice their 
communication and problem- solving skills with their peers. in addition to the 
initial iPT- AG model,13 a World Health Organization (WHO) version of group 
iPT14 has been used to treat depressed adolescents in several countries, including 
Nepal and Uganda.15– 17

Empirical support

Group iPT- A has been more frequently adapted and disseminated internation-
ally. in Australia, adolescents treated with iPT- AG reported significant reductions 
in depression severity, internalizing problems, anxiety symptoms, number of 
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comorbid diagnoses, and number of depressed adolescents no longer meeting full 
criteria for depression at posttreatment.8 iPT- AG has been adapted for adoles-
cent populations in Africa.18,19 in a qualitative study in Nepal, participants related 
depression to interpersonal problem areas of grief, dispute, role transition, and 
social isolation. Sharing one’s experiences and relationships were more culturally 
consistent as the first step in alleviating distress.17

INTERPERSONAL PSYCHOTHERAPY— ADOLESCENT 
SKILLS TRAINING

Adolescent skills training for iPT (iPT- AST) was adapted from the group model 
and designed as an indicated preventive intervention for adolescents with ele-
vated symptoms of depression.20 it is typically delivered in the school setting and 
includes the 3 phases of treatment: 1 or 2 individual pregroup sessions, 8 group 
sessions, and an individual midgroup session. The adolescent is not assigned a 
particular problem area and instead may set a goal for improving a specific set of 
skills that can be applied to different relationships.20 Parents/ caretakers are invited 
to participate in a pregroup session as well as the midgroup session to practice the 
interpersonal strategies with their adolescent. iPT- AST also has been delivered 
as a universal prevention program,21 as well as for adolescents who are at risk for 
depression based on high parent- child conflict or low peer support.22

Empirical support

School- based trials that compare iPT- AST to group counseling have also 
demonstrated its efficacy as a school- based depression prevention program.23,24 
iPT- AST also showed significant reduction in adolescent reported conflict with 
mothers at postintervention and 12- month follow- up.25 Research on iPT- AST in 
an urban primary care setting found patients to have high fidelity, high attend-
ance rates, high rates of satisfaction, and modest improvements in depression 
and anxiety symptoms.26 Similarly, an adaptation of iPT- AST that incorporates 
strategies for dealing with social anxiety and peer victimization demonstrated 
significant declines in adolescent and evaluator- rated social anxiety, depression, 
and reports of peer victimization.27 iPT- AST has been implemented primarily 
in the United States but is currently being used in the United Kingdom and in 
schools in india.

ADAPTATIONS AND IMPLEMENTATION 
FOR DIFFERENT SETTINGS

interpersonal psychotherapy for adolescents also has been adapted for other 
healthcare delivery settings, cultural populations, and diagnostic profiles.
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School context

iPT- A has been adapted and delivered in school- based health clinics4 modified 
to be delivered as 12 sessions in 16 weeks to accommodate the school schedule. 
There is decreased parental involvement along with flexibility to include parents 
by telephone rather than in person. iPT- AST also was designed for delivery in the 
school context.20 Students at risk are identified from classroom screenings for el-
evated depression symptoms. iPT- AST has been delivered by expert clinicians as 
well as by existing school personnel and been shown to be effective in preventing 
the development of depression diagnoses28– 30 and had preliminary effectiveness in 
a pediatric primary care setting.26

Primary care setting

iPT- A has been adapted for delivery in the pediatric primary care setting as a 
stepped- care model. The sessions focus on the same content but in stepped 
fashion: 8 sessions in the initial phase (step 1) and another 8 sessions in step 2 
if not significantly improved after step 1. Step 1 sessions focus on the initial and 
middle phase of iPT- A, including psychoeducation about depression, an abbre-
viated interpersonal inventory, and teaching interpersonal skills. if significantly 
improved after step 1, step 2 would be 3 maintenance sessions over the next 8 
weeks to provide support and consolidation of skills. if not significantly improved 
after step 1, step 2 sessions continue the work of the middle phase, providing 
the opportunity for ongoing practice of communication and problem- solving 
skills as well as relapse prevention. Parent involvement remains flexible. iPT- A 
appears feasible, acceptable, and potentially beneficial to this sample of urban, 
mostly Latino adolescents who typically experience significant barriers to re-
ceiving care.31

IPT- AG for lay providers

Group iPT has been adapted for use in low-  and middle- income countries to 
be delivered by lay providers due to a shortage of trained mental health care 
professionals in these countries. One of the initial studies of group iPT with 
adolescents was conducted in Uganda.15 A second study examined the adaptation 
of the group model of iPT for use with depressed adolescents in Nepal.16,17 This 
experience suggested a number of modifications, such as involvement of parents/ 
caregivers, extension of group duration from 8 to 12 sessions, single- gender groups, 
and reframing the intervention as a life skills training program to destigmatize 
the treatment.16 Studies are needed to fully assess feasibility and effectiveness of 
the adapted intervention. Most recently, Mufson and colleagues have undertaken 
an adaptation of the WHO Group iPT manual for adults (used in Uganda and 
Nepal) for the treatment of adolescents with depression in Mozambique. Working 
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with people familiar with the culture and healthcare systems in Mozambique, 
experts in iPT- A revised the manual to structure it for delivery by lay community 
providers, with implementation details included in the manual. The manual was 
then reviewed by mental health providers in Mozambique to identify aspects that 
needed additional cultural adaptations. Last, a cohort of mental health providers 
and lay providers will be trained in the intervention and several initial groups will 
be conducted, followed by a manual review for additional adaptations that may 
be needed to make the treatment most culturally relevant and beneficial for the 
community.

ADAPTATIONS FOR DIFFERENT POPULATIONS

IPT- A for PTSD (post- traumatic stress disorder)

There are new efforts to examine the efficacy of iPT- A for adolescents with PTSD 
or subsyndromal symptoms of PTSD in both the United States32 and the United 
Kingdom.33 The general adaptation of iPT- A for PTSD follows the same tenets 
as the adult model.34 in the United States, treatment modifications also include 
(1) extended duration of treatment to 14– 16 individual sessions with an op-
tion for up to 4 additional collateral parent or family sessions within 16 weeks; 
(2) psychoeducation focused on trauma and trauma reactions and the concept of 
affective attunement; and (3) weekly ratings for depression and for anxiety, irrita-
bility, or anger as it pertains to the particular adolescent’s trauma profile. Parents/ 
caregivers are provided with psychoeducation about the intergenerational trans-
mission of trauma and involved in safety planning as needed.

interpersonal psychotherapy for adolescents with trauma in the United 
Kingdom includes a greater focus on the elucidation of the brain, emotion, and in-
terpersonal behavior connection. The focus is on strengthening attachments and 
formation of trusting relationships, identifying the physiological underpinnings 
of their emotions, and improving physiological reactivity to increase the feeling 
of safety, which ultimately leads to increased social engagement and regulation of 
emotions.33

Across both implementation settings, considerations are being made to address 
safety concerns, potential need for longer duration of care, as well as the impact of 
the adolescent’s familial context to support the use of new skills. More studies and 
specifically randomized control studies of iPT- A for PTSD are needed.

IPT- A adapted for suicide

The first adaptation of iPT- A for suicide prevention was in Taiwan.35 Mufson 
and colleagues later adapted the iPT- A manual for adolescents recruited from 
the emergency room after suicidal behavior or significant ideation that required 
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treatment in an intensive day program; treatment was delivered as a twice- a- 
week intervention for 8 weeks and then weekly for next 12 weeks for a total of 20 
weeks.36 The depression clinic at Schneider’s Children Medical Center in israel 
initiated work with both a 12- week iPT- A adaptation for suicide as well as Ultra- 
Brief Crisis iPT- A Based intervention for Suicidal Children and Adolescents 
(iPT- A- SCi)37 with the same 3 goals: reducing suicide risk; building a treatment 
plan based on understanding the emotional and interpersonal aspects underlying 
suicidal behavior; and increasing hope among patients and their parents.

intended for children and adolescents ages 6– 18 years old, iPT- A- SCi comprises 
an intensive phase of 5 weekly sessions and a follow- up phase consisting of 4 
emails across a 3- month period. We require parental attendance at the first and 
final sessions and invite parents to attend additional sessions as needed. For chil-
dren under 10 years of age, parents are present during all 5 sessions. The emails 
are sent to both the adolescent and their parents. The intensive phase is based on 
iPT- A with the addition of some elements adapted from CBT for suicide pre-
vention38 and dialectical behavioral therapy,39 including an interpersonal safety 
plan,40 additional work with parents, and a greater focus on affective work.

IMPLEMENTATION

interpersonal psychotherapy for adolescents is designed to be delivered once a 
week for 12 weeks in an outpatient setting, although the treatment schedule can 
be more flexible if necessary. iPT- A has been delivered in schools in a 16- week 
model, which allows for changes in frequency to accommodate school vacations 
and events as well as clinician choice to meet less frequently after week 8 if indi-
cated. Similarly, duration can be extended or sessions can be temporarily sched-
uled more frequently than once a week if necessary. However, it is important to 
keep the time- limited nature of the intervention by explicitly resetting the treat-
ment contract with the modified timetable of sessions.

TRAINING AND SUPERVISION

Training and supervision vary depending on setting and providers. The training 
workshop can vary from 1 to 2 full days of training or 4our half- days of training; 
in settings such as primary care or school- based clinics, it was done in 1 day or 
2 half- days. in all settings, it generally is best to have a weekly supervision in 
which to discuss clinicians’ cases with 3– 4 people per group to have time to re-
view each person’s session. However, depending on the setting, the group can be 
larger if necessary due to the cost constraints of an organization supporting the 
work. ideally, ongoing supervision and consultation of treatment cases includes 
monitoring audio recordings of sessions. When recording is not possible, it is 
more important to do role playing in sessions to have clinicians demonstrate 
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their skills as well as have them write out their problem area formulation to en-
sure appropriate case conceptualization. There is less experience in training and 
supervising lay providers in iPT- A. This is important future work as lay providers 
are a potential solution to address the shortage of mental health providers in the 
United States and other countries.

it also is crucial to consider the cultural context in which the intervention is 
being implemented, especially when providing psychoeducation about depres-
sion and discussing styles and strategies for communication and problem- solving. 
Using a stance of cultural humility is recommended— ask the adolescent how they 
feel their parent/ caretaker would respond to certain strategies. Similarly, when 
meeting with parents, clinicians should ask about their beliefs regarding family 
roles, communication styles, and expectations, as well as assess their openness to 
new forms of communication and problem- solving. Role playing during training 
and supervision can help to clarify the cultural differences that may impact imple-
mentation of the strategies.

CASE EXAMPLE

in treating a 14- year- old adolescent girl from a religiously observant family, 
the therapist formulated the problem area as a role transition since the ado-
lescent wanted gradually to become secular. The work with the adolescent and 
her parents included working on accepting the adolescents’ new role and level 
of observance within the family and validating the significance of this transi-
tion within their culture and community. in addition, the therapist focused on 
allowing both the adolescent and the parents to express the various feelings, 
which were both negative (anger, shame, frustration) and positive (pride that 
she knows what she wants) toward one another. The therapist also worked with 
the parents on directly and openly communicating to the adolescent what they 
wanted her to do (respect the house rules) and avoid doing (try to convince her 
younger sister to be like her). Since many daily situations became very chal-
lenging, the work included practicing the process of decision analysis so that 
they could engage in constructive problem- solving and find solutions to their 
differences.

SUMMARY

The efficacy and effectiveness studies demonstrate iPT- A and its adaptations’ ac-
ceptability, efficacy and effectiveness for diverse populations of adolescents from 
the United States to Japan, Australia, and Africa. Work in progress focuses on 
adapting the intervention for new populations, including adolescents with trauma 
and those at risk for suicide. To address the worldwide shortage of mental health 
providers, new initiatives emphasize training lay providers to deliver existing and 
new models of interpersonal psychotherapy for adolescents.
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for the Prevention of Excess 
Weight Gain in Black/ African 

American Adolescent Girls

N A T A S H A  L .  B U R K E ,  T R A C Y  S B R O C C O ,  L A U R E N  B . 

S H O M A K E R ,  A N D  M A R I A N  T A N O F S K Y-  K R A F F  ■

interpersonal psychotherapy (iPT) may be especially salient for Black/ African 
American adolescent girls with high weight and disordered eating. This chapter 
reviews the rationale for preventing adult obesity in Black/ African American 
teenagers and the preliminary research supporting iPT for this underrepresented 
group. Then, we provide an overview of a culturally adapted iPT program for the 
prevention of excess weight gain in Black/ African American teenagers. We pre-
sent the adaptations proposed as well as their foundation on empirically derived 
data. Finally, we present a brief case example.

HEALTH DISPARITIES FOR BLACK/ AFRICAN 
AMERICAN ADOLESCENTS

There are major health disparities in obesity and cardiometabolic health 
among Black/ African American individuals. Prior to the COViD- 19 pan-
demic, population- wide stabilization of obesity rates were not observed among 
Black/ African American females.1 Though overweight/ obesity rates are high for 
adolescents and adults across the United States, the prevalence for Black/ African 
American individuals is disproportionately high due to myriad reasons, including 
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enduring structural factors (e.g., structural racism), chronic stress, and related 
biospsychosocial factors.2 indeed, 43% of Black/ African American adolescent 
girls are estimated to have overweight/ obesity (body mass index, BMi, kg/ m2, 
≥85th percentile for age and gender), in contrast to 31% of non- Hispanic White 
adolescent girls.3,4 Prevalence of high weight concerns rises dramatically by adult-
hood, with 82% of Black/ African American women having overweight or obesity, 
compared to the US adult average of 67%.4 Having about 10%– 20% higher rates 
of overweight/ obesity puts Black/ African American females at disproportionate 
risk for serious adverse health outcomes, including cardiovascular disease, type 2 
diabetes, and multiple cancers.2,5 However, most weight- based interventions have 
not been successful for this population, with attrition particularly problematic.2 
As obesity in adolescence predicts obesity in adulthood,6 and the risk of con-
tinued excess weight gain into adulthood increases with age and degree of excess 
weight,7,8 adolescence offers a crucial window for the prevention of excess weight 
gain and its associated adverse health concerns for Black/ African American girls.9

OBESITY MANAGEMENT IN ADOLESCENTS

The standard approach to prevent excess weight gain is lifestyle- based interven-
tion to decrease total caloric intake and increase energy expenditures.10 Yet, life-
style interventions unfortunately have been insufficiently effective in adolescents, 
and they particularly have fallen short with youth identifying as underrepre-
sented racial/ ethnic groups.11– 15 To date, Black/ African American girls/ families 
are largely missing from the efficacy studies that make up the evidence base for 
treatments. Because of this omission, questions arise about whether it is appro-
priate to advocate for using an evidence base for this population when they were 
not part of efficacy trials and whether resulting treatments generalize to this pop-
ulation. For instance, lifestyle approaches are plagued by much higher attrition 
for Black/ African American youth as compared with their White peers.16,17 it is 
likely that such programs are not ideal or may not be acceptable to many Black/ 
African American adolescents and their families.18 Reasons for this lack of ac-
ceptance vary and can include minimal cultural tailoring of program rationale 
and materials as well as convenience of treatment approaches, as commonly cited 
barriers to engagement include time constraints, transportation, and lack of child 
care. Consequently, to date, there is no gold standard weight loss/ stabilization ap-
proach for Black/ African American adolescents.

IPT FOR EATING AND WEIGHT ISSUES 
IN UNDERREPRESENTED RACIAL/ ETHNIC 
MINORITY GROUPS

interpersonal psychotherapy may be an alternative that addresses culturally sa-
lient enablers and barriers to effective weight stabilization in Black/ African 
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American adolescent girls at risk for adult obesity. While no research has specif-
ically tested iPT for weight loss in samples of Black/ African American teenagers, 
a small body of preliminary data in adults with eating disorders supports this 
general notion. The majority of iPT treatments for disordered eating have been 
conducted with samples of White adults. in a multisite study testing a variety of 
treatments for recurrent binge eating among adults with heterogeneous ethnic/ 
racial identities, attrition for racial/ ethnic minority adults in treatments other 
than iPT was higher than for White adults.19 There was a pattern for substantially 
better retention among those identifying as an underrepresented ethnic/ racial 
group in iPT in contrast to the other treatment modalities of cognitive behav-
ioral guided self- help or behavioral weight loss treatment. Findings from another 
study suggest that iPT may be especially effective for Black/ African American 
adults with bulimia nervosa.20 Chui and colleagues20 reported that adults with 
bulimia nervosa in a large multicenter trial responded, overall, with higher ab-
stinence rates when randomized to cognitive behavioral therapy as opposed to 
iPT. However, Black/ African American participants specifically showed greater 
reductions in binge- eating episode frequency when treated with iPT compared 
to cognitive behavioral therapy. These initial findings in adults with binge- type 
eating disorders suggest that it is possible that iPT might be a preferred treatment 
of choice for underrepresented ethnic/ racial groups.

IPT FOR THE PREVENTION OF EXCESS WEIGHT GAIN

For over a decade, we have been studying an adapted iPT program for the pre-
vention of excess iPT for adolescents (iPT- A) weight gain in a group format for 
adolescents at risk for adult obesity. This adaptation was based on iPT Adolescent 
Skills Training for the prevention of depression21 and iPT for binge- eating dis-
order.22 Aspects taken from Adolescent Skills Training21 included the prevention 
(of full- syndrome) aspect of treatment with removal of the “sick role”; the de-
velopmental tailoring of treatment to adolescents (e.g., including interpersonal 
aspects such as peer pressure, developing autonomy, etc.); and the general struc-
ture of the program. Similar to iPT for binge- eating disorder,22 however, the focus 
of the adapted iPT program was eating disorder behaviors, with rationale for 
therapy focusing on the interpersonal mechanisms leading to eating disorder 
behaviors and structuring the group therapy sessions as an “interpersonal labora-
tory.” However, the focus of the adapted program was not binge eating itself, but 
loss- of- control (LOC) eating, a behavior commonly reported by adolescents with 
high weight. LOC eating, the hallmark feature of binge eating, refers to episodes 
characterized by a subjective lack of control over eating regardless of the amount 
of food consumed.23 While full- syndrome binge- eating disorder affects only ap-
proximately 1% of adolescents, subthreshold LOC, referring to LOC eating that 
does not meet full- syndrome frequency and/ or duration criteria, is far more 
common.23 Further, a greater proportion of Black/ African American youth and 
a greater proportion of adolescent girls report LOC eating in comparison to 
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those identifying as White and males, respectively.24– 26 in community samples 
of varying weight, LOC is endorsed by approximately 25% of Black/ African 
American girls,27 with higher estimates (40%– 50%) among those with overweight 
or obesity.23 Our group and others have demonstrated that subthreshold LOC 
eating is a prospective risk factor for gaining excess body weight and excess body 
fat or adiposity over time as youth grow.23,28– 32 Mechanistically, reported LOC 
eating episodes likely represent a propensity for recurring excess caloric intake in 
an effort to cope with a variety of life stressors.27,33– 35 As iPT for binge- eating dis-
order has resulted in weight stabilization or modest weight loss in those who are 
effectively treated,19,36 reducing LOC eating via iPT has been proposed to prevent 
excess weight gain.37

in a single- site randomized controlled trial, we compared our adaptation 
of iPT to a standard- of- care health education group, matched for time/ at-
tention (twelve 90- minute adolescent group sessions) and facilitator exper-
tise (psychologists), in adolescent girls of all ethnic/ racial backgrounds who 
were generally healthy, but had above- average BMi (≥75th percentile for age) 
and endorsed LOC eating. LOC eating and BMi outcomes were equivocal.38,39 
However, in post hoc analyses, ethnic/ racial minority adolescents, the majority 
(60%) of whom identified as Black/ African American, evidenced lower odds of 
LOC eating 3 years later after iPT, as compared to health education.40 Moreover, 
we observed a signal that Black/ African American participants in iPT also 
stabilized BMi gain 3 years later, as compared to those assigned to health educa-
tion. One possible interpretation is that promoting positive social relationships 
and healthy social functioning through delivery of iPT positively impacts eating 
behavior and weight over time as adolescents develop because interpersonal 
connection affects many dimensions of health, including eating, obesity, and as-
sociated health comorbidities.41 Based on these data, we have proposed further 
culturally adapting iPT to decrease LOC eating through strengthening social ties 
to stabilize BMi and body fat gain in Black/ African American adolescent girls. To 
date, our preliminary quantitative data and clinical experience have supported 
this approach.

CULTURALLY ADAPTED IPT FOR BLACK/ AFRICAN 
AMERICAN ADOLESCENT GIRLS

We have used a team science approach and partnerships to address the obe-
sity inequities faced by Black/ African American youth. This has included 
transdisciplinary partnerships (e.g., experts from public health, psychology, med-
icine, policy, nutrition) in addition to academic- community partnerships.42 Of 
note, in contrast to the prevailing, White cultural framework that views LOC eating 
as occurring in response to individualized failed dieting attempts to achieve thin-
ness,43,44 Black/ African American adolescents and parents perceived LOC eating 
as precipitated by, in part, sociocultural barriers to healthy eating. Specifically, 
these barriers included psychological distress that can arise in response to racism, 
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discrimination, changes in family structure, social isolation, and interpersonal 
conflict,45,46 which are recognized social determinants of health that dispropor-
tionately affect Black/ African American communities.47– 53

Recognizing important structural, environmental, and cultural differences 
among Black/ African American families, we sought to further adapt iPT, an ap-
proach already suggesting promising outcomes with this population. Following 
the literature suggesting the importance of family involvement in working to im-
prove the health of Black/ African American youth with high weight,54,55 we used 
focus groups to identify parameters of iPT to be culturally adapted (Table 45.1). 
in doing so, we expect to be better positioned to encourage this demographic 
group to enter and engage in care to produce outcomes similar to our findings 
from our larger, mixed race/ ethnicity trial.

Key themes across 14 focus groups45,46 with Black/ African American girls, 
parents, and community leaders demonstrated 4 messages pertinent to de-
livery of iPT with Black/ African American adolescent girls. First, though 

Table 45.1 Culturally informed modifications to  
culturally adapted iPT programa

Key qualitative themes Culturally informed iPT program 
adaptations for adolescents identifying as 
Black or African American

-  Focus on social stress (not dieting) 
as precipitant of LOC eating (i.e., 
“being greedy,” “pigging out,” 
“throwin’ down”)

-  Aversion to stigma of weight loss 
program

-  Advertise program as a way to improve 
relationships and eating habits for 
healthy growth

-  incorporate Black/ African American 
cultural vernacular terms for LOC eating 
in recruitment, assessment, manual, and 
clinical vignettes

-  Parental desire to improve parent/ 
caregiver- daughter relationships

-  Adolescents uncertain about how 
parents will receive more direct 
communication about conflict/ 
disagreement

-  Addition of a parallel parent group 
at the first iPT session to provide 
information on nutrition, behavioral 
weight management, and relationship 
skills that adolescents will learn to 
promote more positive parent- adolescent 
communication

-  Most compelling program offers 
foundational nutrition- activity 
knowledge and relationship skills

-  inclusion of standard behavioral 
recommendations for nutrition and 
physical activity at start of intervention

-  Call for ideal program facilitator 
with expertise in Black/ African 
American culture, but not from 
immediate community

-  Psychologist facilitator identifying as 
Black/ African American with personal 
and professional knowledge of obesity 
and the culture

a Data from References 45 and 46.
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dietary restriction in response to interpersonal conflict is common for some ra-
cial/ ethnic groups,56 Black/ African American individuals in our focus groups 
noted that LOC eating in response to interpersonal conflict is common. The con-
cept of LOC eating highly resonated with Black/ African American girls. Girls 
emphasized eating in response to conflicts with relatives and others in their so-
cial milieu. Factors such as sociocultural isolation and a lack of self- efficacy also 
were raised as risk factors for LOC eating. Second, it is not about thinness/ dieting. 
Responses centered on relationships and reducing LOC eating as it relates to 
the sociocultural/ physical isolation that can be eliciting of psychological distress, 
with little commentary on body size. Of import, focus group participants did 
not articulate a desire for thinness, an explicit and implicit element of many 
programs for obesity or LOC eating. Reducing stress or distress is a component 
of some existing programs, yet a primary focus on sociocultural/ interpersonal 
stressors as triggers of LOC eating is a departure from the norm and central to 
adapted iPT. Approaches (e.g., cognitive behavioral therapy) predicated on the 
notion that body dissatisfaction and dietary restraint trigger LOC eating have 
been less effective in racial/ ethnic minorities.57 Third, parental involvement is im-
portant. Black/ African American adolescents desired an informational session 
preparing parents to understand communication skills (e.g., “i feel” statements) 
so that new dialogue would not be interpreted as disrespectful. Also, Black/ 
African American parents expressed a desire for a parent session providing 
core nutrition and behavioral guidance. Fourth, group leaders’ identities matter. 
Girls expressed that group leaders should be female, identify as Black/ African 
American, young, and ideally someone who had lost weight successfully herself. 
Leaders should be someone from outside of the immediate community to allow 
girls to speak more freely.

Responding to focus group themes and concerns, we culturally tailored the ex-
isting adapted iPT program for delivery to Black/ African American families as it 
is well suited to address the LOC eating, a behavioral phenotype for obesity, that 
occurs in response to interpersonal conflict and communication difficulties.45,46

CASE EXAMPLE

Katia was a 14- year- old African American girl who reported LOC eating. During 
the pregroup interpersonal inventory, Katia noted that her first LOC eating 
episodes occurred in response to her soccer coach’s ongoing comments about her 
body shape and size relative to her smaller framed White and Asian teammates. 
Though Katia was an excellent soccer player, she felt ashamed, sad, and angry for 
being singled out for her bigger, curvier shape and used food as a coping mech-
anism by “pigging out” after each soccer practice. Recent news events focused 
on police violence against Black/ African American people in the United States 
already had Katia and her family on edge and exacerbated her LOC eating of late. 
She felt isolated as well, feeling that she could not talk with her teammates about 
the issues she was facing as they would “not understand.” During the pregroup 
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meeting (and again in the initial phase of group), Katia was educated about the 
mechanisms through which LOC eating occurs in an interpersonal framework 
(i.e., in response to interpersonal conflicts to deal with negative emotions), and 
goals were set focusing on interpersonal role disputes and interpersonal deficits. 
Through iPT with a Black, female therapist and group members similarly af-
fected by recent sociopolitically publicized events against Black individuals, Katia 
found a safe space to articulate her concerns and learned to use communication 
skills— specifically focusing on the communication skills21 of “What you don’t say 
speaks volumes,” “i” statements, and “Strike while the iron is cold”— to address 
her goals. She also learned through the group that comparisons of Black female 
bodies to other racial/ ethnic groups is not uncommon, helping her to feel less 
isolated. Through in- group role plays and using the group as an interpersonal 
laboratory during the middle phase of group, she successfully utilized communi-
cation strategies for speaking with her mother for emotional support and with her 
coach to respectfully address the issue that led to her initial LOC eating episodes, 
leading to a significant reduction in LOC eating over time.

in this case, the interpersonal role conflict was situated within race- based body 
comparisons and exacerbated by race- based current events, highlighting cultur-
ally specific stressors (vs. thinness/ dieting concerns) precipitating LOC eating.45,46 
Though sociocultural matching does not account fully account for therapeutic 
outcomes,58,59 having a Black/ African American therapist45,46 was particularly sa-
lient given the stressors and conflicts Katia and other girls in her group faced. 
involving Katia’s mother as an emotional support, such as versus her friends, was 
in line with focus groups that highlighted the importance of family in interven-
tion.45,46 indeed, this support helped both Katia and her mother to speak openly 
about current sociopolitical events and address issues with Katia’s coach.

CONCLUSION

Though one specific type of individual- level intervention will not stem the tide 
of obesity and mental/ physical health inequities, culturally adapted iPT may 
be especially effective for preventing excess weight gain among Black/ African 
American youth. it is feasible, acceptable, and flexible enough to address cultur-
ally specific interpersonal issues that lead to LOC eating and excess weight gain. 
Future research will include randomized clinical trials to examine the efficacy of 
culturally adapted iPT for Black/ African American families.

DISCLAIMER

The opinions and assertions expressed herein are those of the authors and are 
not to be construed as reflecting the views of the United States Department of 
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Interpersonal Psychotherapy 
in Older Adults With 

Major Depression

C H A R L E S  F.  R E Y N O L D S  I I I  ■

SPECIAL POPULATIONS AND MAJOR FINDINGS

Over the past 3 decades, starting in 1989, my research group at the University 
of Pittsburgh Department of Psychiatry has conducted randomized clinical trials 
sponsored by the National institute of Mental Health using interpersonal psycho-
therapy (iPT) for the treatment of older adults living with major depression. We 
have addressed acute and maintenance treatment with iPT,1,2 treatment of depres-
sion in primary care settings,3 and treatment of bereavement- related depression.4 
We have also addressed the impact of iPT on social role performance in older 
adults with major depression.5 We have found that monthly maintenance iPT in 
“young older” adults (mean age 68) with recurrent major depressive episodes is 
effective in preventing recurrence over a 3- year period, as compared with sup-
portive care and pill placebo.1 Combined pharmacotherapy and iPT was also supe-
rior to monotherapy in maintaining social adjustment and health- related quality 
of life over 1 year.5 in a second maintenance trial involving an older sample (mean 
age 78), we did not see evidence of iPT efficacy against recurrence—  possibly be-
cause of cognitive impairment involving executive functions.2 in primary care 
settings, we have seen that iPT combined with antidepressant pharmacotherapy 
is superior to care as usual in bringing about response of major depression and 
in more quickly reducing suicidal ideation.3 Older patients in primary care re-
ceiving combination treatment with iPT and antidepressant medication also 
experienced a 24% reduction in mortality risk over an 8-  to 9- year period, as 
compared with patients in usual care, reflecting reduced cancer- related mortality.6 
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Finally, patients with bereavement- related major depression responded well to 
combined iPT and antidepressant pharmacotherapy, but continued to show some 
unresolved grief symptoms. This observation led to the construct of prolonged 
grief disorder, as distinct from major depression7 and to randomized clinical trials 
investigating treatment with a grief- specific psychotherapy (prolonged grief dis-
order therapy, PGDT) which incorporated some iPT elements.8

By way of further context, the hallmarks of major depression in older adults 
are its co- occurrence with medical disorders and increasing frailty; mild cogni-
tive impairment (particularly of executive functioning); social determinants of 
illness (e.g., bereavement, transitions in major social roles, loneliness, and social 
isolation); exposure to polypharmacy; and increased risk for suicide. Late- life de-
pression is also a risk factor for dementia and may in some cases be an early or 
prodromal expression of dementia, particularly after the age of 75 or 80. Major 
depression in older adults also occasions considerable caregiver burden in family 
members.

We have found that older adults with major depression readily engage with iPT, 
which addresses the interpersonal and social contexts of depression, related vari-
ously to bereavement and grief, transitions in social roles such as retirement and 
the concurrent need to establish new purpose in life, interpersonal conflict, and 
loneliness and social isolation. A major strength of iPT in late- life depression is 
that it fosters personalization of treatment and does so at a deep, existential level, 
allowing patient and therapist to engage in problem- solving where patients are 
suffering the most. in addition, our studies with iPT have also involved the use 
of antidepressant pharmacotherapy. Because iPT encourages the acceptance of 
the patient role and therewith adherence to the use of antidepressant medication, 
research participants in our randomized controlled trials have typically received 
combination treatment— both to get well during acute treatment and then to stay 
well during maintenance treatment for up to 3 years.

ADAPTATIONS OF IPT AND OF TRAINING AND 
SUPERVISION IN THE CONTEXT OF LATE- LIFE 
MAJOR DEPRESSION

Our iPT therapists have come from diverse clinical backgrounds, including clinical 
psychology with expertise in psychodynamic psychotherapy, psychiatric nursing, 
and social work. Although we have encountered no insurmountable challenges in 
the use of iPT for older depressed patients, iPT therapists have occasionally found 
it necessary to slow the pace of iPT work to accommodate patients with slowing 
of information- processing speed and mild executive impairments (common in 
late- life depression and a hallmark of more treatment- resistant forms of depres-
sion). it may be that executive function deficits in older adults after the age of 75 
pose obstacles to iPT efficacy because of impairments in working memory and 
cognitive flexibility. We have also found that repetition of key messages and spe-
cific behavioral strategies across therapy sessions are useful in reinforcing learning 
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how to cope with depression and with bereavement. Review and repetition of key 
messages in consecutive iPT sessions helps to reinforce learning, together with 
encouragement to practice new coping and communication strategies between 
sessions. engaging family caregivers to encourage new communication strategies 
is also helpful in strengthening the therapeutic alliance. Our iPT therapists have 
typically engaged family members early during treatment by means of a con-
joint or dyadic interview, with follow- up dyadic sessions if felt to be needed or 
requested. This strategy has proved helpful where the major problem focus of iPT 
dealt with interpersonal conflict or changes in social roles. Brief telephone calls 
between sessions can be a useful way of offering encouragement and is welcomed 
by patients. Our therapists have encouraged patients to call, if needed, or call 
patients to check in and encourage continued focus on issues raised during in- 
person therapy sessions. We have found that the use of such strategies— dyadic 
interviews and telephone calls— have supported engagement with iPT and helped 
to build a supportive therapeutic alliance. Patients have frequently told us that 
they value their iPT sessions and the relationship with iPT therapists. And iPT 
therapists themselves enjoy administering the treatment with older adults.

We have used weekly group- based supervision of iPT therapists to ensure ad-
herence to manualized iPT protocols. These groups have matured into collabora-
tive sessions in which therapists learn from each other, while working under the 
supervision of faculty investigators in case- based discussion to address strategies 
for deepening engagement in therapy. iPT naturally encourages such learning 
processes grounded in interactions among therapists.

CHALLENGES OF IMPLEMENTATION AND  
HOW CHALLENGES WERE ADDRESSED

We audio- record iPT sessions, and approximately 10%– 20% of the sessions are 
rated by blinded research assistants for the presence of iPT strategies and for 
focus on specific iPT problem areas, such as bereavement, social role transitions, 
interpersonal conflict, or social isolation. These ratings inform supervision of iPT 
therapists, allowing supervisors to correct drift and to strengthen focus on spe-
cific iPT problem areas. Specific problem focus is key to iPT’s efficacy in both 
acute and maintenance treatment.1 Ratings are also used to document differenti-
ation of iPT sessions from supportive medication- clinic visits.

CASE EXAMPLE

The patient is a 75- year- old Black woman who serves as a caregiver for her hus-
band, now living with moderately severe dementia, motor disturbances, and psy-
chotic symptoms diagnosed as Parkinson disease (PD). Our patient presented 
with a Structured Clinical interview for DSM Disorders diagnosis of recurrent 
major depression and a Hamilton Depression Rating Scale score of 21 on the 
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17- item scale, indicating moderate severity. She endorsed suicidal ideation (with 
no history of attempt), feelings of caregiver burnout, and complaints of conflicts 
with her husband, who required but resisted her help with many activities of daily 
living (ADL). (He had been a fiercely independent man before coming down 
with PD.) The iPT therapist had a background in geropsychiatric social work and 
carried out several interventions: (1) neurologic consultation (which resulted in 
a medication change for the spouse with PD, including the use of pimavanserin 
for psychotic symptoms); (2) a house call to observe the patient’s communica-
tion with her spouse and supervision of his ADL; and (3) arrangements for res-
pite care to provide a breather for the patient several times a week. As a result of 
the iPT therapist’s house call and psychoeducational intervention, addressing a 
simpler, more focused, and slower communication style, the patient was better 
able to regulate her own emotional responses to her husband’s difficult behaviors 
and, also importantly, to acknowledge and cope with feelings of grief over the 
gradual loss of her partner. The patient accepted a course of antidepressant phar-
macotherapy with sertraline. Over the course of 16 weeks of iPT and medication, 
she reported feeling better, with a decrease in her Hamilton Depression Rating to 
6. She described far fewer conflicts with her dementing husband, attributing ben-
efit to her increased understanding of and patience with his disabilities.

FUTURE PLANS

Our use of iPT in the context to bereavement- related major depression led to ad-
ditional research into complicated or chronic grieving. in collaboration with Holly 
Prigerson, we developed diagnostic criteria for prolonged grief disorder (now 
recognized in the Diagnostic and Statistical Manual of Mental Disorders, Fifth 
Edition Text Revision, DSM- 5- TR), which is distinct from but often accompanied 
by major depressive disorder (MDD).7 iPT is part of the foundation of PGDT, de-
veloped by Katherine Shear and colleagues. PGDT is highly effective in treating 
prolonged grief disorder.8,9 PGDT combines elements of iPT, cognitive behavioral 
therapy, and other strategies from exposure- based treatment and motivational 
interviewing. Like iPT, PGDT helps grieving depressed patients to both accept the 
finality of loss and engage in restoration- focused coping. An important compo-
nent of PGDT is the focus on reestablishing interpersonal relationships as bereaved 
older adults come to terms with their loss and work to rebuild a life of purpose and 
meaning. PGDT is superior to iPT in relieving the symptoms and suffering of pro-
longed grief disorder in older adults, which is distinct from bereavement- related 
major depression.8 iPT is an appropriate treatment for the latter.4 Differential treat-
ment response of PGD to PGDT and to iPT has helped to validate the construct 
of prolonged grief disorder as a stress disorder in DSM- 5- TR, distinct from MDD.

Going forward, we plan to use iPT and PGDT as probes of underlying brain 
changes seen in chronic grieving among older adults, to identify via functional 
magnetic imaging biomarkers of risk for chronic grieving and mediators and 
moderators of successful treatment outcomes. This work will address theories of 
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attachment in grief, issues of emotion dysregulation, the role of the brain’s reward 
circuitry (nucleus accumbens) in chronic grieving symptoms such as yearning, 
and the interplay with such neuromodulators as the endocannabinoid system and 
hormones such as vasopressin and oxytocin.10– 12

in conclusion, both iPT and PGDT are essentially learning- based treatments 
that help patients cope adaptively and actively with loss- focused and restoration- 
focused challenges.12 Because MDD is increasingly recognized as a risk factor for 
prolonged grief disorder, treating bereavement- related MDD with iPT soon after 
the loss may serve to prevent the subsequent development of prolonged grief dis-
order and its complications.

REFERENCES

 1. Reynolds CF iii, Frank e, Perel JM, et al. Nortriptyline and interpersonal psycho-
therapy as maintenance therapies for recurrent major depression: a randomized 
controlled trial in patients older than 59 years. JAMA. 1999;281(1):39– 45.

 2. Reynolds CF iii, Dew MA, Pollock BG, et al. Maintenance treatment of major de-
pression in old age. N Engl J Med. 2006;354(11):1130– 1138.

 3. Bruce ML, Ten Have TR, Reynolds CF, et al. Reducing suicidal ideation and depres-
sive symptoms in depressed older primary care patients: a randomized controlled 
trial. JAMA. 2004;291(9):1081– 1090.

 4. Reynolds CF, Miller MD, Pasternak Re, et al. Treatment of bereavement- related 
major depressive episodes in later life: a controlled study of acute and continuation 
treatment with nortriptyline and interpersonal psychotherapy. Am J Psychiatry. 
1999b;156(2):202– 208.

 5. Lenze eJ, Dew MA, Mazumdar S, et al. Combined pharmacotherapy and psycho-
therapy as maintenance treatment for late life depression: effects on social adjust-
ment. Am J Psychiatry. 2002;159(3):466– 468.

 6. Gallo JJ, Morales KH, Bogner HR, et al. Long term effect of depression care man-
agement on mortality in older adults: follow- up of cluster randomized clinical trial 
in primary care. BMJ, 2013;346:f2570.

 7. Prigerson HG, Boelen PA, Xu J, Smith KV, Maciejewski PK. Validation of the new 
DSM- 5- TR criteria for prolonged grief disorder and the PG- 13- revised (PG- 13- R) 
scale. World Psychiatry. 2021;20(1):96– 106.

 8. Shear MK, Wang Y, Skritskaya N, Duan N, Mauro C, Ghesquiere A. Treatment of 
complicated grief in elderly persons: a randomized clinical trial. JAMA Psychiatry. 
2014;71(11):1287– 1295.

 9. Shear MK, Reynolds CF, Simon NM, et al. Optimizing treatment of complicated 
grief: a randomized clinical trial. JAMA Psychiatry. 2016;73(7): 685– 694.

 10. Reiland H, Banerjee A, Claesges SA, et al. The influence of depression on the re-
lationship between loneliness and grief trajectories in bereaved older adults. 
Psychiatry Res Commun. 2021;1:100006.

 11. Kang M, Bohorquez- Montoya L, McAuliffe T, et al. Loneliness, circulating 
endocannabinoid concentrations and grief trajectories in bereaved older adults: a 
longitudinal study. Front Psychiatry. 2021;12:783187.

 12. O’Connor M- F. The Grieving Brain. Harper Collins Publishers; 2022.

 



398

Maria Yellow Horse Brave Heart, Josephine Chase, Jennifer Elkins, and Jennifer Martin, A Culturally Grounded Interpersonal 
Psychotherapy With American Indians/ Alaska Natives In: Interpersonal Psychotherapy. Edited by: Myrna M. Weissman and 
Jennifer J. Mootz, Oxford University Press. © Oxford University Press 2024. DOI: 10.1093/ oso/ 9780197652084.003.0048

47

A Culturally Grounded 
Interpersonal Psychotherapy With 
American Indians/ Alaska Natives

M A R I A  Y E L L O W  H O R S E  B R A V E  H E A R T,  J O S E P H I N E  C H A S E , 

J E N N I F E R  E L K I N S ,  A N D  J E N N I F E R  M A R T I N  ■

BACKGROUND

American indians and Alaska Natives (AiANs) face pervasive trauma expo-
sure, collective histories of communal suffering, and elevated risk for depres-
sion and post- traumatic stress disorder (PTSD). Few evidence- based treatments 
exist,1– 3 and access to culturally grounded treatment is limited. AiANs also face 
disproportionate socioeconomic barriers (e.g., unemployment, limited income, 
lack of health insurance, lower educational attainment, limited indian Health 
Service funding) and sociocultural barriers (e.g., few AiAN therapists, distrust of 
Western interventions, cultural differences in symptoms) that complicate treat-
ment engagement.

The health, well- being, and service utilization of AiANs should be understood 
within the context of historical trauma (HT), the cumulative emotional and psy-
chological wounding across generations. HT provides context for current trauma, 
grief, and loss across the life span by rooting it in the collective psychosocial suf-
fering across generations. This empowers AiAN survivors by reducing stigma 
and isolation. The historical trauma response (HTR) refers to the constellation of 
features that have been observed among massively traumatized populations, in-
cluding depression, psychic numbing, self- destructive behavior, and identifica-
tion with the dead. individual trauma responses are viewed as emerging from 
genocide, oppression, and racism. Historical unresolved grief is a component of 
HTR that includes the generational collective experience of unresolved grief.
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Selected as a tribal best practice,4 the historical trauma and unresolved grief in-
tervention (HTUG) is a short- term, culturally grounded intervention for grief 
resolution and trauma mastery. HTUG was developed as a group intervention 
incorporating traditional culture, language, ceremonies, and clinical intervention 
strategies in a 4- day psychoeducational experience in the Black Hills of South 
Dakota.5

The iwankapiya (healing) study combined HTUG with group interpersonal 
psychotherapy (iPT) and compared it to iPT. iPT focuses on the interpersonal 
context for depression, and the relationship of current life events to mood6 is ef-
fective for treating depression and PTSD in diverse non- AiAN groups.6– 10

ADAPTATIONS

The IPT Uganda model10 was selected for modification due to its congruence 
with AiAN cultures (e.g., collectivist societies, rural populations, valuing inter-
dependency, and strong kinship bonds). Most AiAN healing practices take place 
in a group setting, with family and other tribal members providing support. iPT’s 
focus on interpersonal triggers for depression aligns with AiAN cultural values 
and the emphasis on interdependence. Additional modifications were made to 
tailor this for AiAN communities.

The HTUG model comprises 4 components: (a) addressing collective trauma 
history, along with the historical underpinning grounded in current reality, (b) of-
fering psychoeducation regarding grief and trauma, (c) focusing on trauma and 
grief resolution in the group format, and (d) experiential practices incorporating 
traditional healing and therapeutic modalities, including smudging with sage and 
sweetgrass, traditional song, prayer, and talking circles.11 HTUG incorporates the 
HTR, which does not pathologize the features. This leads to more support, reduc-
tion in depression and anxiety, opportunities to reach out to others, and decreased 
isolation and stigma. The “sick role” in iPT was modified to derive from HTR be-
cause it is experienced by tribal communities as pathologizing. By contrast, HTR 
was not stigmatizing. Because of this, some participants eagerly stated: “i have 
that,” “Me too,” and they spoke freely and openly about their trauma response 
features.

Because AiANs are pathologized, it is important that HTR are normalized as 
a reaction to the history of genocide. For example, in the response to the orig-
inal implementation of HTUG, one elder (a leader of the Sitting Bull and Big 
Foot Memorial Ride) expressed that he had sacrificed for the 4 previous years to 
prepare for the final ride in 1990 to heal from the assassination of Sitting Bull, 
Big Foot, and the Wounded Knee Massacre. The ride was a traditional way to 
mourn and heal from the massacre— until that day no one had ever wiped his 
tears. Acceptance of HT in AiAN communities is widespread and plays a critical 
role in facilitating engagement with evidence- based interventions such as iPT. 
As exhibited in Table 47.1, the required additional cultural- related content from 
HTUG enhanced iPT, but the time frame was the same.
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Table 47.1 Session topics

Session IPT HTUG +  IPT
1– 5  • Sick Role orientation 

re: depression and not the 
person’s fault

 • Diagnose primary 
interpersonal problem area

 • Focus on interpersonal 
issues and their influence 
on mood

 • Help participants 
externalize depression

 • establish group safety and 
cohesion

 • Sharing about symptoms 
and relationship issues

 • Listening and sharing 
about symptoms and 
relationship issues

 • HTR orientation
 • Confronting the history
 • Group processing
 • Psychoeducation about trauma, grief, 

and depression, use of AiAN videos
 • Foster group identity/ cohesion, safety
 • Traditional cultural review of protective 

factors and indigenous ways of dealing 
with trauma, grief, and depression

 • Diagnose primary HTR and 
interpersonal problem area

 • interpersonal issues and historical 
trauma and influence on mood

 • Help member see mental health 
symptoms as part of HTR and not the 
individual’s “fault”

 • Cultural emphasis on listening 
and sharing about symptoms and 
relationship issues

6– 10  • Group problem- solving 
and practice about 
interpersonal conflicts

 • Work through grief 
and loss

 • increasing capacity to 
address role transitions

 • Members help one another
 • Members focus on 

changing what they can in 
their lives

 • Releasing the pain: trauma graph 
exercise

 • Group problem- solving and practice 
about interpersonal conflicts

 • Work through grief and loss
 • Facilitating increased capacity to 

address role transitions
 • Traditional cultural releasing
 • Members help one another
 • Members focus on changing what they 

can in their lives
11, 12  • Group ending, summarize 

changes in symptoms and 
problems

 • Review relationship losses
 • Discuss possible new 

issues that could trigger 
depression and how to 
cope with these

 • Review group process and 
experiences

 • Discuss feelings about 
ending and continued 
group member support

 • Group ending, summarize changes in 
symptoms and problems

 • Reviewing relationship losses
 • Discuss possible new issues that could 

trigger depression and how to cope 
with these

 • Review group process and experiences
 • Discuss feelings about ending and 

continued group member support
 • Transcending the trauma: Wiping the 

Tears traditional practice and formation 
of extended family kinship bond

Abbreviation: HTUG, Historical Trauma and Unresolved Grief intervention.
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CHALLENGES

HTUG +  iPT facilitators received additional training and education. This aspect 
presented challenges in terms of additional time and a unique set of dynamics to 
the concept of the wounded healer. This approach required group cofacilitators 
to address their own traumatic tribal, family, and individual history to support 
other traumatized individuals in their healing process. Coming from the same 
background of wounding offers both challenges and strengths: Traditionally, 
healers approached other healers for help, acknowledging that healers need 
help as well as validating the value of healing. Another issue during the study 
was the ongoing trauma that occurred in the community that affected both the 
participants and the facilitators. in addition to seeking approval from multiple 
internal review boards, challenges included remoteness, long distances, lack of 
structural facilities, scarcity of reliable services such as no child care, unreliable 
cell phone coverage, lack of transportation, and the endemic effects of intergen-
erational trauma experienced in the daily lives of participants and sometimes the 
researchers themselves.

The lack of basic infrastructure made finding suitable spaces to meet scarce. 
in addition, limited cell phone coverage made communication difficult. 
Nonexistent child care resources made it impossible for some women to attend. 
Due to not having reliable public or personal transportation, it was common 
for participants to drive long distances, have frequent vehicle breakdowns, and 
encounter bad road conditions. Project staff faced challenges of trauma expo-
sure and grief and loss. Group members and staff experienced trauma within 
their communities, such as having to withdraw from the project to reflect on 
personal trauma. Unfortunately, domestic violence is not uncommon and can 
be traced back to the boarding school era, with the legacy of violence, abuse, 
and neglect.12

Some recommended strategies to help support and engage successfully with 
AiAN communities are to practice cultural humility, become aware of one’s 
bias and privilege, and employ decolonizing research strategies. Use the prac-
tice of your own cultural experience and theoretical and cultural wisdom 
practices, such as ceremonies and culture, to guide healing work. Respect and 
recognize the intelligence and wisdom of AiAN people. Prepare for contin-
gency plans, be able to leverage resources in poverty settings in creative ways, 
adapt, and be prepared to play multiple roles. Be flexible and patient, as remote 
rural settings with high rates of traumatic exposure often need rescheduling, 
crisis intervention outreach, and compassionate sensitivity. Community loss 
and trauma will impact research. Add trauma- informed care into the research 
framework. Try to create some form of sustainability. Once the research work 
has been implemented, there is a need for continuation of care and support for 
participants who live in communities with limited resources. Starting a peer 
group for ongoing support or encouraging traditional cultural resources is also 
helpful.13
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NEXT STEPS

As stated above, the HTUG model is a stand- alone model that has been developed 
over 30 years.13,14 The recommendations for continuing work with HTUG, and 
HTUG +  iPT are as follows:

 • Continue training and education regarding HT with diverse tribal 
populations.

 • Conduct further research to determine the efficacy of HTUG compared 
to the efficacy of HTUG +  iPT. This is especially important because 
qualitative feedback from group facilitators indicated a particular 
relevance and preference for HTUG. Future research will focus on 
comparing HTUG +  iPT, HTUG, and iPT to tease out the unique 
effects of each intervention. Further research should also examine the 
contributing role of group facilitator demographics (i.e., gender, race, 
age, prior trauma history).

 • Possible replication of the Iwankapiya study to build the evidence base 
for the applicability of HTUG +  iPT with tribal populations.

 • Publish the HTUG Model Training Manual to ensure fidelity to 
the model.

 • Train- the- Trainers. Given the unique nature and impact of the HTUG 
model, and the importance in fidelity to the model when using it, we are 
establishing a formal certification for HTUG.

 • Further development of HTUG and HTUG +  IPT. Next steps include 
tailoring these interventions to address parenting given the unique 
impact of HT and complex boarding school legacy on parenting.

 • Advocacy on continuing awareness and healing efforts. This is 
especially important given the increased awareness and attention to 
boarding school trauma and violence in the news.

CASE EXAMPLE

John (pseudonym) is an AiAN male military veteran and a boarding school sur-
vivor who is in his 80s. He has been in recovery from substance abuse and in 
counseling for many years. John disclosed experiencing grief for his family when 
he was placed in boarding school at a young age, where he also suffered neglect 
and physical abuse. John shared that the HTUG +  iPT intervention was his first 
opportunity to share his traumatic history and begin to process how it was a sig-
nificant contributor to his traumatic history, depression, and subsequent self- 
medicating with substances.

John shared that he feels HTUG is the missing link in therapy for AiANs. John 
felt that in addition to the assessments in HTUG that ask about boarding school 
experiences and other HTR features, and the education that HTUG provides about 
HT effects that allowed him the opportunity and support to discuss his traumatic 
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past. Additionally, John felt the support and understanding of the group members 
gave him the encouragement to address these issues. The integration of HTUG 
with iPT enhanced the efficacy and relevancy of both models for addressing de-
pression, trauma, and anxiety. However, HTUG added a distinct and important 
component related to the intergenerational trauma and HT in AiANs that was not 
present in iPT.

implementing evidence- based interventions in AiAN communities can be 
challenging for myriad reasons. This study validated that centering a culturally 
tailored approach of HTUG— developed by and for AiANs— is the most effective 
strategy. Our work demonstrates the potential for lasting healing when traditional 
practices are respected and acknowledged at the same level as evidence- based 
Western practices. AiAN practitioners and researchers have been historically 
mandated to approach evidence- based practice through a Western lens, and our 
work reveals that traditional tribal healing practices are just as effective.

ACKNOWLEDGMENTS

We acknowledge Oglala Sioux Tribe Research Review Board, Oglala Lakota 
College institutional Review Board, Great Plains Area indian Health Service 
institutional Review Board, First Nations Community Health Source Behavioral 
Health, and the University of New Mexico Human Research Protection Office.

REFERENCES

 1. Beitel M, Myhra LL, Gone JP, et al. Psychotherapy with American indians: an 
exploration of therapist- rated techniques in three urban clinics. Psychotherapy. 
2018;55(1):45.

 2. Pearson CR, Parker M, zhou C, Donald C, Fisher CB. A culturally tailored research 
ethics training curriculum for American indian and Alaska Native communities: a 
randomized comparison trial. Crit Public Health. 2019;29(1):27– 39.

 3. Pomerville A, Burrage RL, Gone JP. empirical findings from psychotherapy re-
search with indigenous populations: a systematic review. J Consult Clin Psychol. 
2016;84(12):1023.

 4. echo- Hawk H, erickson J, Naquin V, et al. Compendium of Behavioral Health 
Best Practices for Indigenous American India/ Alaska Native and Pacific Island 
Populations: A Description of Selected Best Practices and Cultural Analysis of Local 
Evidence Building. First Nations Behavioral Health Association; 2011.

 5. Heart MY. Oyate Ptayela. Rebuilding the Lakota Nation through addressing histor-
ical trauma among Lakota parents. J Hum Behav Soc Environ. 1999;2(1– 2):109– 126.

 6. Weissman MM, Markowitz JC, Klerman G. Comprehensive Guide to Interpersonal 
Psychotherapy. New York: Basic Books; 2008.

 7. Krupnick JL, Green BL, Stockton P, Miranda J, Krause e, Mete M. Group interper-
sonal psychotherapy for low- income women with posttraumatic stress disorder. 
Psychotherapy Res. 2008;18(5):497– 507.

 

 



404 B R AV e  H e A R T  e T  A L .

404

 8. Markowitz JC, Patel SR, Balan iC, et al. Toward an adaptation of interpersonal psy-
chotherapy for Hispanic patients with DSM- IV major depressive disorder. J Clin 
Psychiatry. 2009;70(2):214.

 9. Markowitz JC, Petkova e, Neria Y, et al. is exposure necessary? A randomized 
clinical trial of interpersonal psychotherapy for PTSD. Am J Psychiatry. 
2015;172(5):430– 440.

 10. Verdeli H, Clougherty K, Bolton P, et al. Adapting group interpersonal psycho-
therapy for a developing country: experience in rural Uganda. World Psychiatry. 
2003;2(2):114– 120.

 11. Brave Heart MY, Chase J, Myers O, et al. iwankapiya American indian pilot clin-
ical trial: historical trauma and group interpersonal psychotherapy. Psychotherapy. 
2020;57(2):184– 196.

 12. Brave Heart MYH. The return to the sacred path: healing the historical trauma and 
historical unresolved grief response among the Lakota through a psychoeducational 
group intervention. Smith College Stud Soc Work. 1998;68(3):287– 305.

 13. Heart MY, Chase J, elkins J, Martin MJ, Nanez MJ, Mootz JJ. Women finding 
the way: American indian women leading intervention research in Native 
communities. Am Indian Alask Native Men Health Res. 2016;23(3):24.

 14. Chase JA. Native American Elders’ Perceptions of the Boarding School Experience on 
Native American Parenting: an Exploratory Study. 2012. Unpublished doctoral dis-
sertation; Smith College, Northampton, MA. https:// schol arwo rks.smith.edu/ the 
ses/ 390. Accessed September 17, 2023.

https://scholarworks.smith.edu/theses/390
https://scholarworks.smith.edu/theses/390


405

Sapana R. Patel, Laura Mufson, and Roberto Lewis- Fernández, Interpersonal Psychotherapy With Hispanic/ Latinx Individuals 
In: Interpersonal Psychotherapy. Edited by: Myrna M. Weissman and Jennifer J. Mootz, Oxford University Press.  
© Oxford University Press 2024. DOI: 10.1093/ oso/ 9780197652084.003.0049

48

Interpersonal Psychotherapy With 
Hispanic/ Latinx Individuals

S A P A N A  R .  P A T E L ,  L A U R A  M U F S O N ,  A N D  

R O B E R T O  L E W I S -  F E R N Á N D E Z  ■

HISPANIC/ LATINX INDIVIDUALS

individuals of Hispanic/ Latinx descent comprise 8.9% of the world population1 
and 18.7% of the national population, representing the largest US minoritized 
ethnoracial group.2 Relative to non- Hispanic Whites, and considering their own 
mental health needs, Hispanics/ Latinxs experience disparities in care, including 
underutilization of mental health services3– 5 involving both entry and retention 
in care.6 Strategies to mitigate these disparities include enhancing the cultural fit 
between clients and treatments, as attending to treatment preferences and cultural 
alignment between the therapy and the client’s views and practices influence en-
gagement and retention.7– 10 Responding to minimal involvement of Hispanics/ 
Latinxs in psychotherapy studies,11– 14 evidence- based interventions (eBis) such as 
interpersonal psychotherapy (iPT) have been adapted to this population to deter-
mine fit and effectiveness for Hispanic/ Latinx adolescents and adults.14,15

HISPANIC/ LATINX INDIVIDUALS AND 
INTERPERSONAL PSYCHOTHERAPY

The term Hispanic/ Latinx refers to multiple cultural groups originating from the 
Spanish- speaking countries of Central and South America, as well as Mexico, the 
Caribbean, and Spain. in the United States, the term refers to an ethnicity that 
has common attributes but encompasses diverse cultural backgrounds varying 
in sociopolitical histories, practices, and values.16 Given this diversity, clinicians 
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are expected to develop knowledge about, and skill interacting with, their clients’ 
health- related views and practices (cultural competence) and evidence curiosity 
and genuine interest when exploring clients’ identities while remaining aware of 
their own possible biases (cultural humility).

Based on experience implementing iPT with Hispanic/ Latinx adults and 
adolescents in New York City,17– 22 we discuss evidence on cultural fit and clinical 
effectiveness of iPT for this population. Several initial points are warranted. First, 
research suggests that Hispanic/ Latinx individuals tend to value their ability to 
function, contribute to society, and engage in interpersonal relationships beyond 
symptom remission.23– 25 These goals are highly congruent with the iPT focus on in-
terpersonal relations and psychosocial functioning and on linking improvements 
in those domains to symptom reduction. Second, the typical Hispanic/ Latinx em-
phasis on interpersonal relatedness in social interactions makes iPT a well- suited 
treatment modality. interpersonal conflicts in marriage and the family are common 
issues in psychotherapy for this population.26– 28 For instance, parent- child genera-
tional gaps regarding acculturating to US society may result in acculturative stress 
that contributes to role disputes.17– 19,22 Third, the iPT emphasis on maintaining a 
personal and emotionally expressive clinical relationship is congruent with typical 
Hispanic/ Latinx value of personalismo,28 a value for interacting with persons with 
whom one has a warm, caring, and trusting personal relationship.

ADAPTATIONS TO IPT FOR HISPANIC/ LATINX  
INDIVIDUALS

Cultural adaptation of eBis involves the modification of intervention protocols 
to consider language, cultural background, and social context to better align 
with the client’s cultural views and practices.29 Several meta- analyses have found 
cultural adaptations more efficacious and effective than the parent, unadapted 
interventions.30 in our work treating Hispanic/ Latinx adults with major depres-
sion in New York City, we conducted a preliminary adaptation of iPT to address 
the stressors, views, and coping strategies of this population based on focus groups 
with iPT clinicians and their Hispanic/ Latinx clients.22

We made several adaptations to iPT based on these qualitative data. First, 
we integrated an abbreviated cultural assessment based on the Diagnostic and 
Statistical Manual of Mental Disorders (DSM- V)31 Cultural Formulation (CF) ap-
proach32,33 into the initial evaluation and treatment- planning sessions of iPT. The 
CF informed the interpersonal inventory and iPT formulation, allowing the clini-
cian to present the formulation using the client’s language and notions of illness.27 
Second, we focused on interpersonal relationships and de- emphasized depression 
as a treatable medical illness. This follows general iPT practice of tailoring the 
treatment focus to the client’s perspective, such as by de- emphasizing the medical 
model for a client who believes that depression is a test from God. Third, given that 
Hispanic/ Latinx clients usually rely strongly on their families for psychological, 
social, and security needs, usually termed familismo,34 we highlighted the family 
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as a source of motivation for solving problems in interpersonal functioning; we 
also noted that the family can serve as a treatment barrier, such as when relatives 
oppose a client’s behaviors that seem to run counter to family needs. Last, since 
therapy was viewed as a relationship that was not expected to end in the short 
term and some clients perceived the time limit as a form of abandonment, we pro-
vided education about time- limited psychotherapy and acknowledged that this 
approach differed from usual handling of problems in their social network.

interpersonal psychotherapy for adolescents (iPT- A) was also developed and 
evaluated in the context of community- based outpatient mental health services 
while working with a Hispanic/ Latinx immigrant population in New York City.17– 

19 The adaptation took a culturally humble and iterative approach by working di-
rectly with adolescents and families to explore how iPT problem- solving strategies 
and techniques might be adapted to align with Hispanic/ Latinx cultural views 
and practices. After treating 14 adolescents with the first manual draft, additional 
refinements were made in response to clinical experiences.

The focus of iPT- A on role transitions and role disputes provides a natural 
framework for addressing acculturative stresses.17 Clinicians can use the frame-
work to help adolescents communicate with family members about culturally 
based differences in expectations for behavior. it can also guide negotiation of 
conflicts stemming from differences between parents’ more traditional viewpoints 
and adolescents’ desire for greater assimilation into the usually more permissive 
and individualistic New York City society.17– 19 These conflicts often present over 
issues such as curfews, dating, sexuality, gender roles, and difficulties explaining 
family behavior to peers if it is considered by them to be antiquated or oppressive. 
iPT- A clinicians work with adolescents to develop communication and problem- 
solving strategies to help navigate this interpersonal terrain while remaining re-
spectful of Hispanic/ Latinx values and customs.17– 19

IPT RESEARCH WITH HISPANIC/ LATINX INDIVIDUALS

Research shows that iPT reduces depressive symptoms among Hispanic/ Latinx 
adults.35,36 Five randomized controlled trials on the effectiveness of iPT have been 
conducted among Hispanic/ Latinx youth in outpatient clinics in the United States 
and Puerto Rico and in US school- based health and primary care clinics.17– 21 
iPT- A was found to be effective largely in Hispanic/ Latinx samples of depressed 
adolescents.17– 19 in the school- based effectiveness study treatment, iPT- A resulted 
in better outcomes in depression symptom reduction (Cohen’s d =  0.50), improved 
social functioning (d =  0.55), and global functioning (d =  0.54) compared to treat-
ment as usual (supportive psychotherapy).18 Clinical trials in Puerto Rico20,21 used 
a different iPT manual than the US studies but similarly showed support for iPT 
as an effective treatment for Hispanic/ Latinx youth. One of the 2 studies showed 
mixed findings for iPT, possibly due to low iPT fidelity and client adherence.21

in the school- based study, US- born Hispanic/ Latinx adolescents had signifi-
cantly greater depression symptoms and worse social and overall functioning 
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posttreatment than foreign- born adolescents,18 suggesting poorer outcomes for 
these youth, who likely have experienced greater acculturative stress and been 
aware of discrimination than more recent immigrants, a consistent research 
finding.37– 39 We also found that family interpersonal functioning accounted 
for a larger proportion of the indirect effect of iPT- A on depression than peer 
functioning, suggesting that family and peer functioning are key targets of psy-
chotherapy for depressed Hispanic/ Latinx youth.40 iPT- A’s fit with the cultural 
priorities of familismo and personalismo28,34 provides a positive therapeutic con-
text in which to address the roles of acculturation and family cohesion in adoles-
cent depression and interpersonal adjustment.18,40

IMPLEMENTATION OF IPT FOR HISPANIC/ 
LATINX ADOLESCENTS

Hispanic/ Latinx adolescents have the lowest utilization of clinical services for depres-
sion among US ethnoracial groups, based on data from the National Comorbidity 
Survey Adolescent Supplement (NCS- A).41 Reasons for this include logistical access 
barriers (e.g., limited transportation, child care, and english proficiency), stigma of 
mental health services (usually leading to lack of support from family and peers), 
and mistrust of formal services due to previous negative experiences with therapy.42

Logistical and stigma- related barriers may be reduced by implementing 
treatments in youth- serving settings, such as schools or primary care clinics, 
which are more accessible and less stigmatizing.43– 45 However, despite increased 
availability of school- based mental health care,46 Hispanic/ Latinx youth, es-
pecially those with Spanish- monolingual parents,47 are less likely than non- 
Hispanic/ Latinx White and Black students to attend schools that provide these 
services or to obtain treatment even when the schools do provide services.48– 51 in 
this context, it is particularly meaningful that iPT- A demonstrated good session 
attendance by students and was effective in decreasing depression and improving 
social and global functioning when delivered in school- based health clinics in 
urban Hispanic/ Latinx communities.18

implemented in pediatric primary care clinics, the stepped- care model of iPT- 
A (SCiPT- A) consists of beginning with 8 weekly sessions of iPT- A followed by 
either 3 maintenance sessions of iPT- A if significantly improved at 8 weeks or, if 
not improved, followed by 8 more weekly iPT- A sessions combined with the initi-
ation of medication treatment. When implemented, Hispanic/ Latinx adolescents 
demonstrated high session attendance (82%), including their parents (>50%), who 
participated in at least 1 phone or individual session; all participants reported that 
treatment duration was adequate and that they derived benefit from treatment.19 
Depressive symptom reduction and overall illness severity improvement showed 
medium- to- large effect sizes relative to treatment as usual (Cohen’s d =  0.35 and 
d =  0.85, respectively), suggesting that SCiPT- A can be feasibly and acceptably 
implemented in a pediatric primary care setting serving Hispanic/ Latinx youth 
and families.19
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CASE EXAMPLE

The conflicting expectations in Hispanic/ Latinx families between adolescent girls 
and their parents are a frequent precipitant of role disputes associated with depres-
sive symptoms in teens. This “problem area” is illustrated by the case of Ana, a 15- 
year- old US- born young woman of Dominican descent who lives with her parents 
and her 14- year- old brother. During the interpersonal inventory, Ana expressed 
being upset about the markedly different family expectations regarding chores 
between her and her brother. She felt that her mother, Altagracia, did not under-
stand how the fact that Ana has many more chores than her brother makes her 
feel, so she withdrew from interacting, feeling unsupported and misunderstood. 
in the middle phase of treatment, the goal became to help clarify Ana’s and 
Altagracia’s expectations for Ana’s role in the home and for their relationship. 
Using the Teen Tips, a set of communication strategies (e.g., using “i statements,” 
aim for the right timing),52 the clinician helped Ana to clarify that she wanted her 
mother to treat her and her brother more equally. The therapist also helped Ana 
to explore with her family whether her mother’s parenting approach is typical of 
traditional Hispanic/ Latinx gender roles whereby Dominican daughters are ex-
pected to do more around the house than sons. During collateral sessions with 
Altagracia, the clinician helped her clarify the acculturation differences between 
her and her daughter, given the fact that younger members of immigrant families, 
especially when they are US born, typically acculturate to US society more quickly 
and fully than older members.53 This led to clarification of Altagracia’s expecta-
tions for Ana, including perceived differences in gender roles between Ana and 
her son, and to consider how Altagracia could be responsive to Ana’s emotions 
without completely abandoning her expectations of filial behavior. Once expecta-
tions were clarified, the clinician brought Ana and Altagracia together in two dy-
adic sessions to coach them on communicating their expectations and associated 
feelings to negotiate their different perspectives. Coaching on how to verbalize the 
other person’s perspective (“Give to Get”) and on one’s own feelings (i statement) 
allowed them to feel more validated and empowered. This led them to identify po-
tential solutions, such as Altagracia sharing information equally with the siblings 
and expecting Ana’s brother to clean his own room instead of Ana. Over time, 
Ana reported improvements in mood and in her relationship with her mother. 
The dyadic sessions allowed Ana and Altagracia to communicate more clearly and 
openly, an approach they continued to practice until the end of treatment.

RECOMMENDATIONS

Given workforce limitations, linguistic, ethnoracial, and/ or cultural matching be-
tween clinician and client is often unavailable. For groups seeking to train and 
supervise clinicians in using iPT with Hispanic/ Latinx clients, we propose sev-
eral recommendations. First, provide training in methods for cultural assessment 
using brief interviews like the CF interview (e.g., see https:// nycul tura lcom pete 
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nce.org/ cfio nlin emod ule/ ). This taps clients’ expectations of care, clarifying their 
illness models and cultural practices. Second, help clinicians access culturally 
adapted forms of iPT, preferably manualized interventions that enable fidelity 
assessment. Third, encourage clinicians to reflect on their own biases, especially 
when encountering cultural differences regarding gender roles, filial expecta-
tions, and other aspects of interpersonal relationships. Fourth, include atten-
tion to structural and systemic elements in identifying causes and precipitants 
of mental health problems and barriers to improvement. Attention to all these 
factors allows clinicians to respond sensitively and flexibly— and to iteratively 
adapt and personalize treatment— to the cultural views and circumstances of 
each client.
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Brief Interpersonal Psychotherapy 
(IPT- B) for Perinatal Depression

H O L LY  A .  S W A R T Z ,  M A R Y  C U R R A N ,  A N D  

N A N C Y  K .  G R O T E  ( D E C E A S E D )  ■

INTRODUCTION

Depression is a prevalent illness affecting 20% of individuals over their life-
time1; however, few receive adequate treatment.2– 4 This problem is magnified for 
women, who are twice as likely as men to experience a depressive episode5 and 
are unlikely to engage in care.6 Depression during pregnancy is common7 and the 
most potent predictor of postpartum depression.8 it is linked to low birth weight 
and prematurity, especially for socioeconomically disadvantaged women in the 
United States.9 Maternal postpartum depression, in turn, has potential lasting ad-
verse effects on maternal, infant, and child well- being.10– 13 Thus, detecting and 
treating depression during pregnancy is essential to the health of both mothers 
and children.12,14

Fortunately, treating maternal depression has downstream benefits for 
families.15– 17 interpersonal psychotherapy (iPT), an excellent treatment for de-
pression,18 has demonstrated efficacy for postpartum depression.19,20 Depressed 
women of childbearing age, however, are often overwhelmed by the demands 
of caring for their families and therefore may have difficulty engaging in treat-
ment.21– 23 Putting their own needs behind those of everyone else for whom they 
feel responsible, many mothers do not prioritize their own mental health and are 
less likely to commit to a full course of psychotherapy.24,25 These challenges are 
compounded when mothers are living on low incomes.1,26 Thus, adapting iPT 
to meet the needs of depressed women of childbearing age, especially those on 
low incomes, requires systematic attention to practical and psychological barriers 
to care.
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ADAPTING IPT FOR DEPRESSED MOTHERS 
ON LOW INCOMES

To address practical barriers to care, our team developed a shorter version of 
iPT,27 Brief iPT (iPT- B),28,29 which is designed to deliver a full course of iPT in 
8 sessions, roughly half the length of “full- dose” 16- session iPT.28 iPT- B offers 
the dual advantages of rapid relief from suffering and reduced practical barriers 
(time commitment) for overwhelmed populations. in iPT- B, time limits enhance 
intrinsic motivation for change by activating both therapist and patient to move 
quickly toward a resolution of interpersonal difficulties. Although encouragement 
to make rapid changes is part of standard iPT, in iPT- B the process is intensified 
and emphasized because of the foreshortened time course. The initial phase of iPT 
is limited to 2 (rather than 3) sessions, and the middle phase of treatment focuses 
on 1 of 3 (rather than 4) possible iPT problem areas. More so than in standard iPT, 
the iPT- B therapist moves quickly to explore potential avenues to help patients re- 
engage in positive interpersonally focused activities, often working on these tasks 
before addressing the complexities of the interpersonal problem area. Achieving 
a small amount of relief from depression (presumably by re- engaging in pleasur-
able activities) makes it easier for patients to then undertake the more challenging 
tasks required to resolve their interpersonal problems in 8 sessions.

THE ENGAGEMENT SESSION

We typically pair iPT- B with an engagement session based on principles of moti-
vational interviewing (Mi)30 and ethnographic interviewing.31 it precedes the first 
session of iPT- B and focuses on both the patient’s perceptions of her problem(s) 
and specific impediments (psychological and practical) to participation in psy-
chotherapy.21,32 in the engagement session, therapists explore practical, psycho-
logical, and cultural barriers to depression treatment. engagement session goals 
are to address and resolve ambivalence about treatment seeking and to increase 
motivation for change. it assumes patients will be more receptive to treatment 
when therapists communicate understanding of their individual and culturally 
embedded needs, perspectives, and experiences.

During the engagement session and iPT- B that follows, therapists use open- 
ended questions to build an alliance and create a person- centered therapeutic 
experience. Clinicians suspend their cultural biases and assumptions, adopt a 
stance of cultural humility,33 and respect patients’ autonomy and right of self- 
determination, even if some patient choices conflict with clinicians’ core personal 
beliefs. This stance allows clinicians to develop an accurate understanding of the 
patient’s experience from her own perspective.

The engagement session is organized into 5 sections that can be administered 
in a sequence that makes sense for each patient- clinician dyad: (1) The Story: The 
clinician explores the central dilemma as conceptualized by the patient, with spe-
cial attention paid to the patient’s mood symptoms (and how they impact her life) 
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and the social context in which the story is unfolding (i.e., the impact of poverty, 
racism, etc. on her experiences); (2) Treatment History and Hopes for Treatment: 
Because so many patients have had prior experiences with treatment— both good 
and bad— it is imperative to explore these prior experiences and help patients 
voice their hopes for current treatment, either as a contrast to prior negative 
experiences or as follow- up to prior favorable experiences. it includes an explo-
ration of formal mental health treatment as well as help- seeking activities such as 
pastoral support, traditional healers, or self- directed remedies; (3) Feedback and 
Psychoeducation: Using the Mi strategy of elicit- provide- elicit (i.e., asking patients’ 
permission before offering information and eliciting their reaction to the mate-
rial once the information is given), the clinician summarizes information derived 
from the story, treatment hopes, and a standardized depression inventory such as 
the Patient Health Questionnaire- 9 (PHQ- 9)34; (4) Barriers to Treatment Seeking: 
includes a systematic exploration of potential barriers to treatment seeking, with 
a focus on psychological and cultural factors; and (5) Elicit Commitment: The ses-
sion ends with an outline of the next steps in seeking treatment.

Paired with an engagement session, iPT- B has been tested for depressed 
mothers of children with psychiatric disorders.17 it was subsequently adapted by 
Nancy Grote and colleagues as an intervention for depressed pregnant women.27 
Further adaptations include delivering care in obstetrics and gynecology offices, 
flexible scheduling of treatment sessions at the clinic or on the phone, facilitation 
of access to social services, and use of maintenance iPT during the postpartum 
period to reduce risk for recurrence of depression.35 This comprehensive ap-
proach to caring for depressed, low- income, women during the perinatal period 
is described below.

MOMCARE INTERVENTION

MOMCare, developed and tested by Nancy K. Grote, is a collaborative care inter-
vention for perinatal depression delivered in public health clinics where women 
received social and maternity support services.36 The MOMCare model focuses 
on the social context of current interpersonal functioning, chronic stressors as-
sociated with living in poverty, and biologic and psychological factors that con-
tribute to perinatal depression. Women enter MOMCare while pregnant and 
are followed longitudinally for a year postdelivery. MOMCare includes the en-
gagement session described above to help resolve practical, psychological, and 
cultural barriers to care; patient choice of iPT- B and/ or pharmacotherapy from 
her obstetrics or primary care provider for acute treatment; telephone sessions 
in addition to in- person visits; outreach for women missing sessions, including 
texting, telephone calls; and utilizing depression care specialists (DCSs), who are 
part of the routine care team. The DCS follows participants every 1– 2 weeks (in 
person or by telephone) during the acute phase of treatment (about 3– 6 months 
postbaseline) and monthly during the maintenance phase of treatment (about 
1 year postpartum) once a clinical response has been achieved.
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Participants in the MOMCare study were depressed, pregnant women living 
on low incomes. Compared to usual care, MOMCare showed significant im-
provement in quality of care, depression severity, and remission rates from before 
birth to 18 months postbaseline for socioeconomically disadvantaged women.36 
MOMCare also mitigated the risk of postpartum depressive symptoms and im-
paired functioning among those with an adverse birth event.37 investigators fur-
ther showed that MOMCare had an even greater impact on perinatal depressive 
outcomes for socioeconomically disadvantaged women with comorbid post- 
traumatic stress disorder (PTSD) than for those without PTSD.38

CASE EXAMPLE

Amika (name and identifying features changed to protect patient privacy) was a 
20- year- old, first- time parent, 18 weeks pregnant, who identified as mixed race 
(African American/ Hispanic). Amika worked full time at a pharmacy chain and 
lived with the father of the baby (FOB). A maternity support services (MSS) social 
worker referred her to MOMCare after she screened positive for depression on 
the PHQ- 9, with a score of 15 (moderate severity).

During the engagement session, Amika endorsed feeling stressed with low en-
ergy, low mood, poor sleep, and worries about how her feelings might impact 
her baby. Stressors included an unplanned pregnancy, precarious finances, FOB 
unemployed, car breaking down, and conflict with FOB and her father around 
religious differences. Amika described a prior history of depression, which she 
managed through drawing, being in school, and prayer. She outlined barriers 
to treatment, such as time, unreliable transportation, and FOB not wanting her 
“talking about their business to other people.” She had an unhelpful experience 
with counseling following a sexual assault, where the “counselor didn’t under-
stand [her]” and “just wanted to diagnose and medicate [her].” Amika and the 
therapist collaboratively addressed barriers to care, identifying need for flexibility 
in scheduling due to work and unreliable transportation as well as a preference 
for treatment by phone or at the clinic where she was receiving MSS. The therapist 
affirmed her wish to feel better before the baby was born and honored her self- 
efficacy in choosing whether to participate in treatment.

initial iPT- B sessions focused on gathering a biopsychosocial- cultural history, 
understanding Amika’s depression timeline, conducting the interpersonal in-
ventory, and determining the iPT problem area. Amika’s mood worsened after 
learning she was pregnant, compounded by financial worries and increased 
fighting with the FOB. The therapist and Amika explored supportive and stressful 
people in her life. Amika indicated that the FOB was supportive at times and 
hoped to be part of the baby’s life. Amika’s relationship with her parents, who 
divorced in her early teens, was tenuous. They also had financial challenges. Her 
dad, who was a devout Christian, provided practical support but wished Amika 
to return to the church, which was a source of conflict. Amika was unable to rely 
consistently on her mom, who also suffered from depression. Amika was close 
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with her maternal grandmother, who helped raise her but was now deceased. The 
FOB’s family was supportive. Amika identified coworkers and old high school 
friends as potential sources of support.

“Complicated pregnancy” is an additional iPT problem area relevant to some 
pregnant women and considered a subtype of role transition.39 it was origi-
nally described by Spinelli and colleagues and refers to “unplanned, untimely, or 
overvalued pregnancy.”40 For Amika, the identified iPT problem area was a compli-
cated pregnancy involving an unplanned pregnancy and limited social/ financial re-
sources. Treatment focused on helping Amika explore her feelings around the role 
transition, realistically assess what was lost, build social supports, connect with her 
baby, and learn ways to ask for what she wanted and needed to better manage the 
new social role. To build social support, Amika was encouraged to call old friends 
as a between- session homework assignment. Problem- solving around chronic 
stressors was integrated into each session by asking: “Who in your life might be 
helpful and in what ways?” Amika decided to ask her dad to help her fix her car and 
apply for a free cell phone and minutes. Amika identified her grandma as a source 
of strength, and she was sad that her grandma would not meet this baby. Amika 
identified supportive strategies her grandma might have recommended, such as 
“slow down, take one thing at a time, save money, and think before you act.” Amika 
found her grandma’s imagined words comforting, and they allowed her to feel less 
alone. As treatment progressed, she focused on the goals of feeling better, reducing 
stress, building support, and joining with the FOB around preparing for the baby. 
To promote treatment engagement and retention, we communicated with Amika 
regularly by text messages and offered flexible scheduling in the public health set-
ting, which she found less stigmatizing than a mental health center.

Amika completed a full course of iPT- B (8 sessions), and her PHQ- 9 score 
dropped to a 4 (not depressed range) before giving birth to a healthy, full- term 
baby boy, with the FOB and her mom in attendance. She engaged well with her 
baby and continued monthly maintenance sessions during the first postpartum 
year. Through iPT- B, she realized her feelings gave her important information 
about what she needed and helped her feel more able to ask for help from appro-
priate people. Though the FOB was not supportive of her decision, she decided 
to go back to school for a technical degree with the encouragement of the FOB’s 
mother and grandmother. During the first postpartum year, she navigated nu-
merous stressors without a recurrence of depression. This included an incident 
where the FOB physically assaulted her, leading to their breakup and eviction from 
their apartment. Despite these challenges, she completed her schooling, safely 
negotiated visitations with the FOB, managed expectations from her parents, and 
reconnected with supportive friends.

SUMMARY

The MOMCare pragmatic adaption of iPT- B strives to meet the needs of 
underserved communities, specifically socioeconomically disadvantaged, 
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depressed individuals during the perinatal period. Significant adjustments to 
iPT include decreased duration of treatment, flexible delivery of care, the addi-
tion of maintenance iPT sessions in the postpartum period, and systematic at-
tention to barriers to care and chronic stressors. Therapists employ engagement 
strategies throughout treatment, adopting a stance of cultural humility33 to pri-
oritize patients’ lay expertise, culturally informed practices, and patient- centered 
strengths and resources. The MOMCare adaptation of iPT advances the health 
and well- being of those least likely to receive treatment.

ACKNOWLEDGMENTS

We would like to acknowledge the contributions of Nancy K. Grote, PhD. 
Dr. Grote was a seminal contributor to the work described in this chapter. She was 
the principal investigator for several projects funded by the National institute of 
Mental Health to develop, test, and disseminate brief iPT for perinatal depression, 
especially for women on low incomes. Her wisdom and compassion continue to 
inspire many.

REFERENCES

 1. Hasin DS, Sarvet AL, Meyers JL, et al. epidemiology of adult DSM- 5 major de-
pressive disorder and its specifiers in the United States. JAMA Psychiatry. 
2018;75(4):336– 346.

 2. Kessler RC, Chiu WT, Demler O, Merikangas KR, Walters ee. Prevalence, severity, 
and comorbidity of 12- month DSM- IV disorders in the National Comorbidity 
Survey Replication. Arch Gen Psychiatry. 2005;62(6):617– 627.

 3. Moitra M, Santomauro D, Collins PY, et al. The global gap in treatment coverage 
for major depressive disorder in 84 countries from 2000– 2019: a systematic review 
and Bayesian meta- regression analysis. PLoS Med. 2022;19(2):e1003901

 4. Wang PS, Lane M, Olfson M, Pincus HA, Wells KB, Kessler RC. Twelve- month 
use of mental health services in the United States: results from the National 
Comorbidity Survey Replication. Arch Gen Psychiatry. 2005;62(6):629– 640.

 5. Kessler RC. epidemiology of women and depression. J Affect Disord. 
2003;74(1):5– 13.

 6. Swartz H, Shear M, Wren F, et al. Depression and anxiety among mothers 
who bring their children to a pediatric mental health clinic. Psychiatric Serv. 
2005;56(9):1077– 1083.

 7. Norhayati MN, Hazlina NH, Asrenee AR, emilin WM. Magnitude and risk factors 
for postpartum symptoms: a literature review. J Affect Disord. 2015;175:34– 52.

 8. O’Hara MW, McCabe Je. Postpartum depression: current status and future 
directions. Annu Rev Clin Psychol. 2013;9:379– 407.

 9. Grote NK, Bridge JA, Gavin AR, Melville JL, iyengar S, Katon WJ. A meta- analysis 
of depression during pregnancy and the risk of preterm birth, low birth weight, 
and intrauterine growth restriction. Arch Gen Psychiatry. 2010;67(10):1012– 1024.

 

 



420 S WA R T z  e T  A L .

420

 10. Slomian J, Honvo G, emonts P, Reginster JY, Bruyere O. Consequences of maternal 
postpartum depression: a systematic review of maternal and infant outcomes. 
Womens Health (Lond). 2019;15:1745506519844044.

 11. Weissman MM, Gammon GD, John K, et al. Children of depressed parents: increased 
psychopathology and early onset of major depression. Arch Gen Psychiatry. 
1987;44(10):847– 853.

 12. Weissman MM, Olfson M. Translating intergenerational research on depression 
into clinical practice. JAMA. 2009;302(24):2695– 2696.

 13. Field TM. infants of depressed mothers. in Johnson SL, Hayes AM, eds. Stress, 
coping, and depression. Lawrence erlbaum Associates Publishers; 2000:3– 22.

 14. O’Hara MW, engeldinger J. Treatment of postpartum depression: recommendations 
for the clinician. Clin Obstet Gynecol. 2018;61(3):604– 614.

 15. Weissman MM, Pilowsky DJ, Wickramaratne PJ, et al. Remissions in ma-
ternal depression and child psychopathology: a STAR*D- child report. JAMA. 
2006;295(12):1389– 1398.

 16. Swartz HA, Frank e, zuckoff A, et al. Brief interpersonal psychotherapy for de-
pressed mothers whose children are receiving psychiatric treatment. Am J 
Psychiatry. 2008;165(9):1155– 1162.

 17. Swartz HA, Cyranowski JM, Cheng Y, et al. Brief psychotherapy for maternal de-
pression: impact on mothers and children. J Am Acad Child Adolesc Psychiatry. 
2016;55(6):495– 503.

 18. Weissman MM, Markowitz JC, Klerman GL. The Guide to Interpersonal 
Psychotherapy. Oxford University Press; 2018.

 19. O’Hara MW, Pearlstein T, Stuart S, Long JD, Mills JA, zlotnick C. A placebo 
controlled treatment trial of sertraline and interpersonal psychotherapy for post-
partum depression. J Affect Disord. 2019;245:524– 532.

 20. O’Hara MW, Stuart S, Gorman LL, Wenzel A. efficacy of interpersonal psycho-
therapy for postpartum depression. Arch Gen Psychiatry. 2000;57(11):1039– 1045.

 21. Swartz HA, zuckoff A, Grote NK, et al. engaging depressed patients in psycho-
therapy: integrating techniques from motivational interviewing and ethno-
graphic interviewing to improve treatment participation. Prof Psychol Res Pract. 
2007;38(4):430– 439.

 22. Ferro T, Verdeli H, Pierre F, Weissman MM. Screening for depression in mothers 
bringing their offspring for evaluation or treatment of depression. Am J Psychiatry. 
2000;157(3):375– 379.

 23. Swartz HA, Shear MK, Greeno C, et al. Depression and anxiety among mothers 
bringing their children to a pediatric mental health clinic. Psychiatric Serv. 
2005;56:1077– 1083.

 24. Swartz HA, Shear MK, Frank e, Cherry CR, Scholle SH, Kupfer DJ. A pilot study of 
community mental health care for depression in a supermarket setting. Psychiatr 
Serv. 2002;53(9):1132– 1137.

 25. Swartz HA, Shear MK, Wren FJ, et al. Depression and anxiety among mothers 
who bring their children to a pediatric mental health clinic. Psychiatr Serv. 
2005;56(9):1077– 1083.

 26. Marmot M, Bell R. Fair society, healthy lives. Public Health. 2012;126(suppl 1):  
S4– S10.



Brief iPT (iPT-B) for Perinatal Depression 421

421

 27. Grote NK, Bledsoe Se, Swartz HA, Frank e. Feasibility of providing culturally rel-
evant, brief interpersonal psychotherapy for antenatal depression in an obstetrics 
clinic: a pilot study. Res Soc Work Pract. 2016;14(6):397– 407.

 28. Swartz HA, Grote NK, Graham P. Brief interpersonal psychotherapy (iPT- B): over-
view and review of the evidence. Am J Psychother. 2014;68(4):443– 462.

 29. Swartz HA, Frank e, Shear MK, Thase Me, Fleming MAD, Scott J. A pilot study 
of brief interpersonal psychotherapy for depression in women. Psychiatr Serv. 
2004;55:448– 450.

 30. Miller WR, Rollnick S. Motivational Interviewing: Helping People Change. 3rd ed. 
Guilford Press; 2013.

 31. Schensul SL, Schensul JJ, LeCompte MD. Essential Ethnographic Methods: 
observations, Interviews, and Questionnaires. Ethnographer’s Toolkit 2. Alta Mira 
Press; 1999.

 32. Grote NK, zuckoff A, Swartz HA, Bledsoe Se, Geibel SL. engaging women who 
are depressed and economically disadvantaged in mental health treatment. Social 
Work. 2007;52(4):295– 308.

 33. Lekas HM, Pahl K, Fuller Lewis C. Rethinking cultural competence: shifting to 
cultural humility. Health Serv Insights. 2020;13:1178632920970580.

 34. Kroenke K, Spitzer RL, Williams JB. The PHQ- 9: validity of a brief depression se-
verity measure. J Gen Intern Med. 2001;16(9):606– 613.

 35. Grote NK, Bledsoe Se, Swartz HA, Frank e. Culturally relevant psychotherapy 
for perinatal depression in low- income Ob/ Gyn patients. Clin Soc Work J. 
2004;32(3):327– 347.

 36. Grote NK, Katon WJ, Russo Je, et al. Collaborative care for perinatal depression 
in socioeconomically disadvantaged women: a randomized trial. Depress Anxiety. 
2015;32(11):821– 834.

 37. Bhat A, Grote NK, Russo J, et al. Collaborative care for perinatal depression among 
socioeconomically disadvantaged women: adverse neonatal birth events and treat-
ment response. Psychiatr Serv. 2017;68(1):17– 24.

 38. Grote NK, Katon WJ, Russo Je, et al. A randomized trial of collaborative care for 
perinatal depression in socioeconomically disadvantaged women: the impact of 
comorbid posttraumatic stress disorder. J Clin Psychiatry. 2016;77(11):1527– 1537.

 39. Spinelli MG, endicott J. Controlled clinical trial of interpersonal psychotherapy 
versus parenting education program for depressed pregnant women. Am J 
Psychiatry. 2003;160(3):555– 562.

 40. Spinelli MG. Interpersonal Psychotherapy for Perinatal Depression. CreateSpace 
independent Publishing Platform; 2017.



422

Sophie Grigoriadis, Cindy- Lee Dennis, and Paula Ravitz, Telephone Interpersonal Psychotherapy Delivered by Nurses for 
Postpartum Depression In: Interpersonal Psychotherapy. Edited by: Myrna M. Weissman and Jennifer J. Mootz,  
Oxford University Press. © Oxford University Press 2024. DOI: 10.1093/ oso/ 9780197652084.003.0051

50

Telephone Interpersonal 
Psychotherapy Delivered  

by Nurses for Postpartum  
Depression

S O P H I E  G R I G O R I A D I S ,  C I N D Y-  L E E  D E N N I S ,  

A N D  P A U L A  R A V I T Z  ■

THE CONTEXT OF THE WORK, INCLUDING GEOGRAPHIC 
AREA AND POPULATION

Our team conducted a randomized controlled trial (RCT) to evaluate interper-
sonal psychotherapy (iPT) delivered over the telephone by nurses for postpartum 
depression (PPD). PPD is a long- standing, global public health concern that 
affects the whole family unit.1– 3 Women prefer psychotherapy over pharmaco-
logical treatments.4 Despite this, many do not seek psychotherapy as only 20% of 
those referred uptake psychotherapy treatment, and many drop out.5 Numerous 
barriers limit access to psychotherapies for PPD, including the availability of mental 
health specialists and geographic barriers, especially in underserved rural areas.6 
Telephone delivery is an underutilized format that has demonstrated depression 
treatment efficacy.7 it has flexibly in its delivery, is private and nonstigmatizing, 
and has the potential to reduce costs and the barriers to care access. Although 
advances in technology, such as the internet, have enhanced the range of options 
available for communication, the telephone remains the most accessible to the 
majority of individuals.8 iPT is recommend as a first- line treatment for PPD9 
given its demonstrated effectiveness.10 Several telephone- iPT studies have showed 
promising results.11– 13 To address a gap in psychotherapy uptake, we adapted iPT 
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to be delivered by nonspecialist health workers over the telephone. To improve 
clinical utility, scalability, and accessibility of iPT for PPD, we changed both the 
specialized provider to trained nurses and the medium to telephone delivery and 
conducted an RCT to determine the effect of telephone- delivered iPT by trained 
public health nurses on PPD following 12 weeks of treatment. Our hypothesis 
was that fewer women who received nurse- delivered telephone- iPT would re-
main clinically depressed at 12 weeks than those who received standard PPD care 
in their community, with follow- up at 24 and 36 weeks.

The participants in the RCT were mothers who were between 2 and 24 weeks’ 
postpartum and clinically depressed. They were recruited from across Canada, a 
multicultural country with vast rural areas where specialized healthcare is often 
difficult to access. Almost all Canadians, however, have access to a telephone.14 
Although Canada is a bilingual country, the trial was only offered in english as 
we did not have the funds for a bilingual trial, and it was conducted out of the 
University of Toronto.

We received 961 referrals between January 2009 and May 2012, with 241 women 
eligible and randomized. Public health departments from 36 health regions in 6 
provinces across Canada screened and referred postpartum women, and women 
were also accepted following self- referral from advertisements. The majority 
(93.8%) of the participants were referrals from public health nurses and other 
health professionals (e.g., social workers, lactation consultants). We recruited our 
sample from across Canada, so we demonstrated the feasibility of providing the 
intervention nationally. Participants identified themselves as diverse in ethnicity. 
A third had low-  or poverty- level annual household income, and a quarter had an 
educational level of high school or less. Thus, the generalizability of this study was 
excellent. Women were recruited on average at 12 weeks’ postpartum (SD =  6.74). 
At 12 weeks’ postrandomization, 204 (84.7%) participants completed the follow- 
up telephone interview, with 202 (83.8%) at 24 weeks and 197 (81.7%) at 36 weeks.

We found nurse- delivered telephone- iPT to be an effective treatment for di-
verse urban and rural postpartum women with clinical depression that can 
improve treatment access disparities. Compared to standard local care, nurse- 
delivered telephone- iPT significantly improved PPD, anxiety, and partner rela-
tionship quality at 12 weeks’ postrandomization, with between group- differences 
in symptoms sustained to 36 weeks.

THE IPT TECHNOLOGY AND DELIVERY METHODS

Women allocated to the intervention group received 12 weekly 1- hour iPT ses-
sions delivered by a trained nurse, with the first contact to initiate treatment 
occurring within 72 hours after trial enrollment. The 3 phases of iPT were 
administered according to the manual by Weissman et al.15,16 in early sessions, the 
iPT nurses established a therapeutic alliance, provided psychoeducation about de-
pression and iPT, placed the depression in an interpersonal context, reviewed the 
mother’s current and past interpersonal relationships, identified the interpersonal 
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problem area(s) most related to the current depressive episode, and set treatment 
goals. During the middle phase, treatment focused on resolving interpersonal 
difficulties, such as conflicts with a partner or extended family (interpersonal 
disputes) and changes in social roles associated with the challenges of new par-
enthood and needed support (role transitions). The concluding phase reinforced 
the mother’s efforts, gains, and competence in working through the interpersonal 
problems and overcoming depression, with contingency planning in the event of 
depression recurrence. This trial defined intervention compliance as completing 
an iPT course of at least ten 30-  to 60- minute sessions within 16 weeks.

The intervention was delivered over the telephone and digitally audio recorded 
to enable supervision and adherence. Women had no travel time to the session 
and could be anywhere to receive treatment, although we asked them to be in a 
private area away from distractions. Thus, they could receive the therapy in the 
comfort of their own home. The sessions were scheduled at a mutually convenient 
time for the mother and research nurse- therapist. Mothers came to describe the 
nurses as the “safe voice.”

ADAPTATIONS MADE FOR DELIVERY THROUGH THE 
TECHNOLOGY AND FOR TRAINING AND SUPERVISION

IPT adaptation for nurse- delivered telephone delivery

As the telephone provides only an auditory medium, the lack of visual cues was a 
challenge. The therapists could not “see” the mother’s emotions and whether she 
was close to tears or her behavior (i.e., sudden increased agitation or restlessness). 
Psychotherapy involves the pursuit of affect, and we needed to teach the nurses 
how to actively listen and ask for any cues. For example, the nurses asked the 
mothers what they were feeling when they heard a change in the mother’s tone 
of voice and/ or when discussing a potentially emotionally charged experience, 
such as struggles with breastfeeding, sleep, or marital conflict. in addition, nurses 
are skilled at problem- solving, and it was important not to automatically give ad-
vice. Alternatively, the nurses guided the mothers to reflect on the challenges of 
role transitions and/ or role disputes and support them in generating their own 
ideas and options for coping. Although being in one’s home provides an advan-
tage to the mother of not having to hire child care, this often worked as a disad-
vantage for us as she may have had to interrupt therapy to attend to a child, which 
may have delayed the session. Once again, listening carefully during these times 
was used as a source of further psychosocial information. Confidentiality could 
not be guaranteed by us, and this could have affected the mother’s willingness or 
ability to safely participate. At the outset, the nurses were instructed to inform 
the mothers to ensure no other adult was in the room, and the therapist had to 
learn to recognize signs that others, including family members with whom they 
may have been in conflict, with were present (e.g., pauses, one- word answers). 
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Silences, which are often useful in therapy, were more difficult to be patient with, 
and we trained the nurses to resist asking: “Are you still there?”

Safety was a potential issue, as is the case in all clinical care. We ensured the 
nurses had access to one of the supervisors 24 hours per day, and we needed to 
lower our threshold to make use of the public emergency response system if nec-
essary. The trial being national made it challenging to keep the nurses abreast of 
community resources to inform the mothers in the termination phases for follow- 
up support if needed. Thus, our research assistant engaged in frequent searches 
to ensure we were up to date. One of the benefits of mental health experts pro-
viding in- person care from an office is that our credentials are displayed for our 
participants to be reminded, and thus the therapist has instant face validity of 
“expert.” The telephone delivery, combined with the use of trained nurses, lacked 
this inherent positive attribute, which can work as a positive placebo. However, 
the nurses may have been alternatively experienced by the mothers as trustworthy 
and caring with less of a power differential, enabling them to feel safe to openly 
speak of their emotional experiences. Overall, we believe that the adaptations 
made to overcome the barriers strengthened the nurses’ delivery of iPT.

IPT training and supervision

Seven registered female nurses based in Toronto were trained to provide the iPT 
intervention. The nurses were selected based on references and clinical experi-
ence initially. Only the public health nurses had clinical experience working with 
women with PPD; however, they did not use structured psychotherapies in their 
practice. The 3 mental health nurses had some experience of using psychotherapy 
in practice, but not for PPD. None of the nurses had clinical expertise in iPT. 
What was pivotal in the selection process was the nurse completing a telephone 
mock engagement session with an actor who portrayed a depressed mother. in 
this session, it was important that they conveyed empathy and understanding as 
this capacity is vital for an effective therapist. The nurses were then trained and 
clinically supervised by us, of which 2 were subsequently trained to become peer 
supervisors. each nurse attended 8 hours of didactics followed by conducting 
two 12- session, clinically supervised telephone- iPT training cases with women 
experiencing PPD who were not involved in the trial. The nurses were required 
to achieve satisfactory competence and adherence prior to treating any trial 
participants, with adherence ratings on use of required iPT techniques.17,18 During 
the trial, to enhance treatment fidelity, the nurses were continuously monitored 
for iPT adherence and used treatment- tracking forms with iPT phase-  and 
focus- specific practice checklists. examples of phase- specific checklist practice 
reminders included the following:

 • conducting an interpersonal inventory with attention to the inclusion of 
the relationship with the baby (beginning phase)
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 • exploring the role transition changes, challenges, and what the mothers 
missed; conducting communication analyses in role disputes; recruiting 
or connecting with social supports (middle phase)

 • reviewing progress, takeaways, and contingency plans in the event of 
relapse (termination phase).

Over the course of the trial, the nurse- therapists noted specific wording of 
questions and expressions of empathy for “just- in- time” practice reminders to aid 
them in their own “role transitions” from being nurses to being iPT therapists 
(see Figure 50.1).

Telephone- iPT sessions were digitally audio recorded to guide supervision and 
for adherence ratings. in- person or teleconferenced group supervision occurred 
weekly to uphold competence and the quality of the iPT being delivered. in ad-
dition, 25% of iPT session recordings were randomly selected from each of the 3 

Interpersonal Inventory

Reflecting on relationships in the Interpersonal Inventory helps us to understand how havinga baby
has impacted your life and your relationships. 

•

•

•

•

•

•

•

•

•

Who: are the important people in your life? do you turn to or turns to you for comfort, help,orsupport? 
How has the relationship changed with the baby’s birth, or been affected by your depression?

What about with your relationship with you baby? and their states of feeling settled, happy, or not; how do
you respond, and how does this affect your mood? 

RoleTransitions

You're experiencing a different side of yourself as a new mother along with a different sense of your
partner as a co-parent.

Ask/explore: how have things changed or affected you (ask for examples to tell you more about the
changes they noticed). 

Ask/explore: how were things before the baby was born? what do you miss?

To enhance therapeutic process, elicit affect and express empathy

It seems like you are really struggling to figure out how to adjust to being a parentof your son/daughter. 

I encourage you to be patient with yourself; people rarely snap out of depression; they gradually feel
better with increasing connection to supportive others. Our goal is to actively work to ward helping you
remit this depression.  Tell me more about your struggles…

If client is tearing-up, ask: What are in you in touch with right now? What's behind the tears? 

Figure 50.1 Practice examples of just- in- time reminders. 
Credit: Adapted from training manual co- created with public health nurses, and baby 
image adapted from https:// stock.adobe.com/ sk/ sea rch/ ima ges?k= baby+ dia per+ cart 
oon&asset _ id= 295396 603
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treatment phases, and nurses were reviewed by an independent iPT- trained rater 
for treatment fidelity using an iPT adherence checklist. The rater was trained 
to achieve over 90% agreement with an iPT expert trainer on the adherence 
scale used for this trial. iPT nurses documented all intervention activities (tele-
phone discussions, left messages, missed sessions) in an activity log. Strict safety 
protocols were developed, and adverse events were assessed through weekly iPT 
nurse discussions and a review of completed questionnaires by the trial coordi-
nator. All these steps were taken to ensure the nurses delivered high- fidelity iPT.

BARRIERS TO AND FACILITATORS OF IMPLEMENTATION

Barriers

Out of the 120 women randomized to telephone- iPT, 104 (86.7%) complied 
by receiving 10 or more sessions lasting more than 30 minutes. There were 16 
noncompliers, of which 7 received no sessions, 4 had 1– 3 sessions, and 5 completed 
4– 6 sessions. Stated reasons for disinterest or inability to continue from partici-
pant interviews conducted by the trial coordinator included starting in- person 
therapy (n =  1), being too busy (n =  1), feeling better (n =  2), inability to connect 
with participants after repeated attempts (n =  6), repeated missed appointments 
(n =  3), and maternal choice to discontinue after an iPT nurse contacted a provin-
cial child welfare agency as required by law due to safety concerns for the infant 
(n =  3). Of the 1216 iPT sessions provided in the trial, 909 (74.8%) were initiated 
as scheduled. Once initiated, 1189 (97.8%) sessions were completed.

Our most crucial challenge was to ensure the nurse became a proficient thera-
pist. We recognized the core therapeutic foundational skills required empathy and 
understanding of the mother’s life stage and devised our mock interview for the 
selection of the study therapists for this ability. Regardless, the nurse selection and 
training processes were initially labor intensive, and the supervisors’ needed to be 
available constantly; developing 2 of the nurses into peer supervisors eased some 
of the workload and increased feasibility and scalability.

Facilitators

There was high treatment fidelity, as demonstrated through the intervention ad-
herence ratings (86%). Of the 98 (81.7%) women who evaluated their iPT experi-
ence with a satisfaction questionnaire, the majority reported liking the telephone 
treatment (97.9%) and finding it to be convenient (94.9%). They also perceived 
the iPT nurses to be competent and well trained (99%) and the quality of the iPT 
sessions to be excellent (99%). They endorsed that iPT helped with their problems 
(96.9%), and that they would like to receive it again if they became depressed in 
the future (96%). interestingly, 57 (58.2%) women indicated that they would have 
liked more than the planned 12 iPT sessions. The telephone- based intervention 
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was thus highly acceptable to women, with a low dropout rate of less than 14%. in 
addition, we were able to access women from across the country through our use 
of the public health system.

FUTURE PLANS AND RECOMMENDATIONS

Future research should address questions regarding infant and interparental 
outcomes and potential moderators and mediators of acute and long- term treat-
ment outcomes. We know that treatment is essential to prevent untoward infant 
outcomes, and demonstrating this for telephone delivered iPT will further in-
crease its dissemination.

PUBLICATIONS RESULTING FROM THE WORK

The work based on the trial can be found in 3 sources. The first is the paper where 
our trial protocol was published. The second is the results of our trial, which were 
published in the British Journal of Psychiatry.19,20 Our work was presented in many 
workshops in local venues to international scientific meetings. Currently, there are 
no translations, but our unpublished treatment manual, co- authored with some of 
the study nurses, was adopted by the Toronto Public Health organization, where 
nurses were subsequently trained to deliver iPT.21 in summary, telephone- based 
iPT delivered by trained nurses for the treatment of clinically depressed mothers 
recruited across Canada was found to overcome many barriers to treatment ac-
cess and to be highly effective with exemplary levels of patient satisfaction.
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Interpersonal Psychotherapy 
Delivered by Nurses

D A N I E L  W E S E M A N N  A N D  T E R E S A  J U D G E -  E L L I S  ■

INTRODUCTION

interpersonal psychotherapy (iPT) has been closely linked to nursing since its 
inception. Hildegard Peplau has been referred to as the mother of psychiatric- 
mental health nursing by developing one of the first advanced practice nursing 
programs in the 1950s.1,2 Peplau tailored her educational program around her 
theory of nursing (theory of interpersonal relations).3 For Peplau, one of the prin-
ciples of nursing is that interpersonal relationships are foundational to the overall 
health of the individual.1,3 Along with the emphasis away from the intrapersonal 
to the interpersonal, the phases of treatment are similar between the theories.

Other nurse theorists (i.e., Martha Rogers and Jean Watson) can also be 
connected to iPT as sharing theoretical foundations (i.e., Harry Sullivan) and 
focusing on the importance of the nurse- patient relationship as being transfor-
mational in the process of providing therapy and overcoming the challenges 
of clients.1 Over time, nursing’s use of iPT within practice and research has 
continued.

POSTPARTUM DEPRESSION TREATMENT

Postpartum depression can affect between 7% and 13% of all childbearing women 
and can have negative effects for the mother, child, and entire family system.4,5 
Caring for postpartum depression can be complicated as pharmacological 
interventions can be problematic for women wishing to breastfeed their infants 
since most psychopharmacological agents are expressed in the breast milk.6 iPT 
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has a long- standing history of addressing the needs of women with postpartum 
depression due to multiple issues with iPT’s core focus of treatment (interpersonal 
disputes, role transitions, grief, and interpersonal deficits) in this population.1,7 
iPT has continued to have a high level of evidence in treating postpartum depres-
sion. A meta- analysis of depressed mothers with infants in neonatal intensive care 
units found that multiple nursing interventions were beneficial in providing sup-
port. One of the interventions that was most effective was iPT.8 Nurses have begun 
using iPT remotely to provide telehealth treatment to effectively care for women 
with postpartum depression. With the COViD- 19 pandemic forcing many to pro-
vide treatment remotely, nurse and nurse midwives used remote training methods 
effectively to employ psychological interventions such as iPT.9 Dennis et al.4 used 
registered nurses to provide iPT to new mothers with postpartum depression and 
found that the group receiving iPT was 4.5 times less likely to have depression. 
This study has significant impact due to the nurses coming from various clinical 
backgrounds (e.g., public health, emergency room, and pediatric) and none were 
from mental health. This underscores the ability of iPT to be trained to nurses 
without graduate education as a cost- effective intervention. Posmontier et al.5 also 
provided iPT remotely using telephones and facilitated by nurse- midwives. This 
study found that the nurse midwives adhered to the iPT protocol and overcame 
the apprehension of the women engaging in iPT to use psychotherapy and not 
medication for their postpartum depression. The study found statistically signifi-
cant improvement with depression levels but did not find improvement with their 
global assessment of functioning and mother- infant bonding scores. While post-
partum depression can affect women across the socioeconomic spectrum, low- 
income women can have more restrictions to access to care and worse outcomes 
even into the child’s early developmental years. A randomized controlled study led 
by a nurse researcher demonstrated using iPT as effective in increasing bonding 
between low- income mothers and their infant and toddler children.10

INTERPERSONAL COUNSELING

interpersonal counseling (iPC) was developed in 2000 for medical providers who 
do not have mental health expertise.11 iPC has been effective as depressed patients 
have reported a preference for iPC over taking psychotropic medications for their 
depression.12 A recent study has also shown that iPC compared to iPT can be 
effectively implemented by psychiatric nurses at a primary care clinic, who then 
refer patients to psychologists providing iPT after using iPC as an initial phase 
treatment alternative.13 The implications for nurses using iPC are significant as 
nurses are already working within medical clinics, and an estimated 60% of mental 
health care delivery is within the primary care provider office.14 There is also a 
growing number of primary care nurse practitioners (family nurse practitioners, 
adult- gerontology nurse practitioners, and pediatric nurse practitioners) who are 
seeking dual certification within primary care and psychiatric- mental health.15 
These dually certified nurse practitioners provide integrated medical and mental 
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health services within their practice. iPC could have a significant impact for these 
dually certified nurse practitioners. The case example in this chapter provides 
greater context for this clinical application.

EDUCATION OF NURSES PERFORMING IPT

in 1979, the American Nurses Association developed certification for the 
psychiatric- mental health certified nurse specialist (PMHCNS).16 The PMHCNS 
was to use psychotherapy as the primary intervention in graduate nursing 
programs and the advance practiced registered nurses (APRNs) to receive pri-
mary training as psychotherapists. in 2014, the PMHCNS certification was dis-
continued, and the psychiatric- mental health nurse practitioner (PMHNP) 
certification became the only path for APRNs wanting psychiatric- mental health 
certification.2 This left PMHNP programs with the difficult task of teaching their 
students how to prescribe medications and provide psychotherapy to their clients 
without significantly increasing their plans of study and clinical requirements.17

The PMHNPs have been moving away from the role of psychotherapist en-
gaging in more prescriber roles enticed by allure of higher salaries related to 
higher billing for medication management appointments.2,17 According to the 
Centers for Medicare Services (CMS) reimbursement rates, in 2019 the differ-
ence between doing just medication management and psychotherapy for 1 hour is 
around $170 in favor of prescribing medications (99213 =  $61.93 per 15 minutes 
and 90834 =  $78.69 per 45– 0 minutes, respectively).

The 2019 CMS reimbursement rates for PMHNPs18– 20 caused concern that PMHNP 
programs were emphasizing the psychopharmacology content over the psycho-
therapy content due to graduates going into prescribing- only roles. in 2022, a national 
survey found that PMHNP programs were still providing psychotherapy content 
within their program but with significant variance. PMHNP program directors who 
responded (N =  39; 26%) to the survey reported that they were most often teaching 
cognitive behavioral therapy and motivational interviewing as their top two psy-
chotherapy theories. iPT was found to be in third place with 59% of the PMHNP 
programs teaching their students iPT to a level of competency21 (Figure 51.1).

The PMHNP programs continue to struggle with either providing in- depth 
education and experience to 2 psychotherapy theories or providing a broad ap-
proach to psychotherapy education and teaching several theories to a basic level 
of competency.21 One strategy that PMHNP programs could use to ensure their 
students would have a strong background in performing iPT would be to offer an 
intensive weekend course of iPT training. The course would be for 16 hours over 
2 days and provided by an iPT- certified supervisor or certified trainer (level D or 
e). The PMHNP student would then be at level A certification and could move 
into advanced supervision and work toward level B certification and higher once 
the PMHNP student graduates from their respective PMHNP program. The dif-
ficulty with this is finding an iPT supervisor or trainer to do this for the students. 
The financial difficulties are several as well with either having the trainer volunteer 
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their time or adding an expense to PMHNP students to attend this training. if 
PMHNP programs can navigate this complication, then their program can grad-
uate PMHNPs into the workforce with an appreciation and understanding for the 
evidence- based approach of iPT.

CASE EXAMPLE

The following case study illustrates the use of iPT in a nurse- led integrated pri-
mary care/ psychiatry practice in a rural Midwestern town. The nurse therapist in 
this case study is a dually certified family nurse practitioner and PMHNP.

Assessment phase

B. N., a 78- year- old woman, presented to the clinic with the chief complaint of 
urinary incontinence. This was her first visit to the dually certified nurse practi-
tioner (hereafter referred to as NP).
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Figure 51.1 Psychotherapy theories reported to be taught by PMHNP program 
directors.21 CBT, cognitive behavioral therapy; DBT, dialectical behavioral therapy; Mi, 
motivational interviewing. 
Credit: Wesemann D (the first author of this chapter), Convoy S, Goldstein D, Melino 
K. How PMHNP program directors facilitate psychotherapeutic skill acquisition. Journal 
of the American Psychiatric Nurses Association. 2022:10783903221091980.
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B. N. stated that her friends from church had told her that the NP was easy to 
talk to and a good listener. even though B. N. had a “regular doctor” in town 25 
miles away, NP listened to and processed B. N.’s symptoms about her urinary is-
sues. Throughout the interview, NP noted B. N.’s affect to be blunted, her speech 
slow and of normal volume, and her thoughts linear, however not quick to ini-
tiate or clearly define their character, needing mild direction to narrow the uri-
nary incontinence symptoms and give a clear history of symptom progression. 
Through gentle clarification, it appeared that the urinary incontinence symptoms 
were chronic in nature. NP noted that B. N. had chosen not to fill out any of the 
previsit paperwork, which included a Patient Health Questionnaire- 2 screen for 
depression.

NP assessed that other health issues might have been driving B. N.’s visit. First, 
she had been referred to NP because she was a “good listener.” Second, B. N.’s 
symptoms were not pointing to an acute exacerbation or dramatic change of a 
chronic condition. Third, although this was the first visit with B. N., her mental 
status exam along with an unfinished depression screening tool pointed toward 
the need for further evaluation of B. N.’s mental health.

NP: B. N., it sounds as though you have a chronic issue with urinary incon-
tinence and that these symptoms have remained constant, meaning there 
has not been a pattern change in the past several months.

B. N.: Yes, i suppose that is accurate.
NP: OK, well we can revisit these symptoms and do a further exam or work 

up in the future at any time.
B. N.: [nods in agreement]
NP: i am interested in how else you are doing. What have you been up to 

these days?
 Long silence
B. N.: Not much. Usually i am more excited about Christmas.
NP: [silence]
B. N.: i can’t think about it, but my son died last November. Things won’t be 

the same and i just can’t think about it.
 [B.N. disclosed that her son, previously healthy, had died suddenly of a pul-

monary embolus the day before Thanksgiving just over 1 year ago.]
 [NP noted that there were no thoughts of suicide or passive death wish and 

confirmed this with B. N. NP also included B. N. in the process of naming 
her symptoms as those of depression and grief.]

B. N.: i came in for urinary incontinence and now i have depression 
and grief?

NP: You feel confused because you hadn’t considered that we would end up 
talking about mental health.

B. N.: Yes, now what do i do?
NP: We could work on this together, address this as another health issue.
B. N.: What would that look like? Could you do that? i don’t have a lot of 

time to travel out of town for more visits.
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NP asked B. N. to return to the clinic within the next week for another visit fo-
cused on her depression and grief. B. N. was adamantly opposed to psychiatric 
medications and chose to begin therapy sessions with the NP.

Middle phase

The following two sessions focused on B. N.’s memories at the time of her son’s 
death. iPT techniques and goals of facilitating the grief process and increasing 
socialization became an agreed on focus. B. N. had been out shopping when her 
son had died. She was told of his death by her son’s wife, Lisa. B. N. recalled this as 
a loving experience with Lisa, however, was frustrated with herself that she then 
became “numb” throughout the rest of the immediate grieving time. She felt guilty 
that she hadn’t thanked Lisa. NP engaged B. N. in the process of gaining courage 
to meet with Lisa and visualizing the encounter as one to help B. N. with her goal 
of “thanking” Lisa for her support. Together NP and B. N. worked on the “script” 
for the phone call and did small role play conversations.

B. N. returned for the fifth session after a successful visit with Lisa.

B. N.: i feel like a veil is lifted and i can have a good relationship with her 
again. That was a good decision. Lisa said she was glad that i called her! 
She had been sad too and so we talked a lot about that.

NP: While at times uncomfortable, sharing an intimate, painful experience 
can be worth the risk as it increases intimacy and enhances relationships.

  [B. N. agreed that she felt improved mood. The positive encounter and 
sharing with Lisa provided an opportunity to learn more about B. N.’s other 
relationships.]

  [B. N.’s main social outlet was her church’s women’s group, which met 
monthly. Through that, B. N. knew 3 other women, all widows, who were 
her closest friends. They met weekly to sew and have lunch.]

 [B. N. said that she had cut back and had missed the last monthly group 
meeting. B. N. acknowledged that it might be helpful to speak with her 
friends about her grief.]

B. N.: We just don’t talk about this. We all know that it’s hard. We support 
one another; we just don’t talk like this.

Termination phase

Three weeks passed before B. N. was able to get in for her sixth session. each ses-
sion started with: “What have you been up to since the last time you were here?” 
in earlier sessions, B. N. had a difficult time retrieving activities to report, often 
saying: “i am watching TV” or “i’m not sure, i went to church and the grocery 
store.”
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B. N. (sixth session): Well, you won’t believe it, but i did it. it was very 
scary. You know we don’t talk about this sort of thing. We were in our 
sewing time, and i said that i was still very sad about my son’s death. 
We all kept sewing. i asked them what they remembered about the fu-
neral. They each told me something different. i know i started to cry, 
but i just focused on my sewing. We didn’t talk about this for a long 
time; we talked about other things, too. But as we were leaving, 2 of 
my friends stayed back and each gave me a hug and told me that it was 
good to talk like that and that they missed me in the group and were 
glad i was back.

B. N.: Grief is hard. it does help me to get back to my activities, and i’m so 
glad that i can talk to my daughter- in- law again. That has been helpful.

 [NP offered a return appointment for follow up, and B. N. declined. NP 
asked B. N. whether she had any overall concerns about her health to re-
view. B. N. said no and that the urinary incontinence was no longer a 
major concern, but that she would follow up with NP about this.]

NP: B. N., i’m glad that you came in.
B. N.: Thank you. it’s good that people like you exist to help people like me.
NP: You worked hard. Grief work is hard.
B. N.: i’m glad i talked to the people i did. Thank you for your help.
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Interpersonal Psychotherapy 
for Post- traumatic Stress 

Disorder (PTSD)

J O H N  C .  M A R K O W I T Z  ■

We live in a violent world beset by all too many natural and human traumas. 
A significant percentage of these traumas result in post- traumatic stress dis-
order (PTSD), a debilitating syndrome of rising prevalence.1,2 Patients with PTSD 
suffer from anxiety, mistrust, depressive symptoms, emotional detachment, 
and reexperiencing of painful memories.3 They often try to ignore or suppress 
these traumatic memories, feelings, and symptoms, leading to delay in seeking 
treatment.4

Post- traumatic stress disorder is treatable. evidence- based treatments include 
pharmacotherapy with serotonin reuptake inhibitors and other medications and 
principally with exposure- based treatments. exposure, based on simple behav-
ioral principles, requires patients to face their fears of traumas that they have des-
perately tried to avoid, so much so that almost everything has come to remind 
them of it. Facing one’s fears leads to habituation, with decreased anxiety and 
recognition that one has experienced something horrible, but that the memory 
and its associated cues are not themselves dangerous. exposure- based therapy 
is the best studied approach to PTSD, benefits many people, and gets primary 
recommendations in PTSD guidelines. On the other hand, this grueling, painful 
treatment has high rates of patient refusal and high dropout. Moreover, no treat-
ment approach benefits all patients.

Two decades ago, we began to explore the expansion of interpersonal psycho-
therapy (iPT) to anxiety disorders, a Diagnostic and Statistical Manual of Mental 
Disorders (DSM)3 category that then included PTSD. in fact, PTSD appeared the 
ideal target for a therapy that focuses on the connection between mood symptoms 
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and life events. PTSD was the only DSM disorder specifically defined by a trau-
matic life event (Criterion A), and patients with PTSD clearly have affect- related 
difficulties. They characteristically show little or no affect, reporting that they 
feel numb, as they actively detach themselves from their emotions. Further, re-
search had shown that social support is both a risk factor for and at risk from 
PTSD: Patients, feeling frightened and unsafe, mistrust other people and isolate 
themselves, whereas social support is an important protective factor against de-
veloping PTSD and an aid in recovery. Because iPT addresses affect in the con-
text of a distressing life event and has been shown to mobilize social support, it 
appeared a good fit for PTSD.5

it was clear from the outset that iPT, as an affect- focused therapy, would ap-
proach PTSD differently from exposure- based treatments. There would be no 
homework or exposure exercises. The goal would not be to relive the details of the 
trauma, but rather to explore how the trauma had affected the patient’s feelings 
and social life. To do this, it was necessary to first elicit how patients felt, to re-
claim feelings patients were pushing out of their awareness. We suggested that 
“feelings are powerful, but not dangerous,” and that a key to determining whom 
one could trust was knowing how you felt about another person.5

early sessions were spent in large part on “affective attunement,” helping 
benumbed patients to let upsetting feelings (negative affects) register in social 
situations, and then to parse that “upset” into specific emotions, such as anxiety, 
sadness, and anger. Having elicited these emotions, the therapist let the patient 
sit with them and helped to normalize them. This led to exploring why a patient 
might be annoyed by another person and what options he or she had to detail with 
it. A key sequence often arose wherein a patient would initially reluctantly ac-
knowledge anger toward someone, then agree that the anger made sense, role play 
expressing it, and later confront the offending person. This confrontation often 
led to an apology and knowledge that the other person might be trustworthy; or a 
brushoff and evidence of untrustworthiness. So iPT for PTSD focused on the pre-
sent, not the traumatic past, and on how the traumatized patient could optimally 
interact to test and build trust with other people. We incorporated this adapta-
tion of iPT, a radical departure from exposure- based therapies, into a treatment 
manual.5 Aside from the need for affective attunement of patients, the therapist 
needs background knowledge of PTSD and a tolerance of strong negative affect. 
Otherwise, this is standard iPT.

even in the immediate aftermath of September 11, 2001, when the National 
institute of Mental Health (NiMH) was issuing emergency trauma grants to deal 
with PTSD, grant reviewers were skeptical. The dogma in the field was that expo-
sure was necessary to treat PTSD. “How will iPT handle flashbacks?” one grant 
reviewer wanted to know. Despite our argument that most disorders responded to 
more than one treatment approach, and that relieving symptoms in one (here, in-
terpersonal) domain led to generalized syndromal improvement, NiMH declined 
to fund an iPT study.

in collaboration with Kathryn Bleiberg, PhD, in New York, i conducted a 
small open trial of iPT for PTSD, which yielded highly positive results (including 
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improvement in flashbacks).6 This led to NiMH funding our 14- week randomized 
controlled trial comparing iPT to prolonged exposure (Pe), the best tested expo-
sure therapy; and to relaxation therapy (RT), an active control condition, for 110 
unmedicated patients with chronic PTSD. We found iPT improved PTSD symptoms 
more than did RT and no less well than Pe.7 Moreover, patients preferred8 and 
were (nonsignificantly) less likely to drop out of iPT.7 iPT also had advantages for 
the 50% of patients who had comorbid major depression7 and for patients whose 
trauma involved sexual abuse.9 Patients who responded (≥30% improvement) or 
remitted after 14 weeks of iPT were likely to remain better at 3- month follow- up.10

One controlled trial is encouraging, but demonstrating efficacy requires mul-
tiple trials from multiple research groups. Thankfully, this has been forthcoming. 
Janice Krupnick, PhD, and colleagues published the first randomized controlled 
trial of iPT, in group format, and found it more efficacious than a waiting list 
control for multiply traumatized, non- treatment- seeking women in medical and 
gynecological clinics.11 Marcelo Feijo de Mello, MD, PhD, and his group have 
now published 2 related studies: in the first, iPT showed benefit for patients who 
received it in addition to antidepressant medication, compared to medication 
alone.12 They have just published a randomized controlled trial finding iPT and 
sertraline equally effective for patients with PTSD following a recent sexual as-
sault.13 Our group published an open trial of iPT for combat veterans with PTSD, 
a high- risk group for PTSD with historically poor response to exposure therapy, 
and we again found encouraging results.14 We await the first controlled trial for 
veterans, a comparison of iPT with Pe,15 which Drs. M. Tracie Shea, Krupnick, 
and colleagues are on the verge of publishing. it also purportedly shows iPT to be 
no less effective than exposure therapy, with possible advantages.

it has taken 2 decades, but iPT has now been mentioned in the latest US 
Department of Defense/ Veterans Administration treatment guidelines as a treat-
ment for PTSD.16 How does iPT help patients? it may work by repairing disrupted 
attachment and affect dysregulation17 and possibly through effects in the anterior 
hippocampus.18 iPT provides a more comfortable, patient- preferred alternative 
to exposure- based treatments and to medication, and it is likely to be accepted 
in cultures that might find exposure therapy inimical or off- putting, as Dr. Susan 
Meffert and colleagues have found.19,20 iPT may also help address the new or 
reawakened PTSD symptoms many patients have suffered under the stresses of 
the COViD- 19 pandemic.21

We hope that further research will test iPT for PTSD in different settings, 
formats, and different treatment populations, and that this now evidence- based 
treatment can be disseminated around the world for populations in need.
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OVERVIEW AND DEFINITION OF TERMS

Sexual minority (SM) includes lesbian, gay, bisexual, queer, or any otherwise 
nonheterosexual people. Gender minority (GM) refers to transgender, nonbinary, 
and gender diverse people whose gender identity (i.e., internal sense of being 
a man, woman, another gender, or no gender) differs from the sex they were 
assigned at birth. Cisgender, cisman, and ciswoman describe people whose gender 
identity aligns with sex assigned at birth. importantly, SM and GM are not always 
mutually exclusive because sexual and gender identity are distinct concepts (e.g., 
GM individuals might also identify as sexual minority).

We begin with a brief overview of the epidemiology of mental illness among 
SGM (sexual and gender minority) populations. Next, we discuss minority 
stress, a major contributor to SGM health disparities that is often interpersonally 
mediated. We then propose strategies for delivering interpersonal psychotherapy 
(iPT) to SGM clients.

MENTAL HEALTH DISPARITIES AMONG 
SGM POPULATIONS

The National institutes of Health has identified SGM people as a health 
disparities population.1 SM adults are more likely than heterosexual adults to 
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meet Diagnostic and Statistical Manual of Mental Disorders: DSM- 52 criteria for 
major depressive disorder, bipolar disorder, anxiety disorders, post- traumatic 
stress disorder, eating disorders,3– 7 and substance use disorders.8,9 Compared to 
other SM subgroups, bisexual people are even more heavily impacted by mental 
health problems. For example, bisexual individuals have higher risk of depres-
sive and anxiety symptoms and heavy drinking than lesbian or gay people.5,6,10,11 
While most population- based, representative sample studies do not ask about 
gender identity, multiple studies have reported higher levels of depression, anx-
iety disorders, and disordered eating among GM people, compared to cisgender 
people.3,4,12– 14 For example, one study of over 120,000 adolescents found that GM 
youth were more likely to have attempted suicide than cisgender youth: 51% 
transgender boys, 30% transgender girls, and 42% nonbinary adolescents versus 
10%– 18% cisgender adolescents.15 Despite these alarming statistics, the ma-
jority of SGM individuals are mentally healthy, highlighting individual and 
community- level resilience factors such as social support14,16,17 that can serve as 
a focus in iPT.

MINORITY STRESS AS THE MAJOR CONTRIBUTOR 
TO SGM HEALTH DISPARITIES

Researchers and public health experts often use minority stress theory to explain 
SGM health disparities.18– 20 in this framework, people with marginalized identities 
experience unique stressors derived from identity- based stigma and discrimina-
tion, which are often interpersonal (e.g., medical discrimination, verbal or physical 
harassment). This can lead to internalized stigma, identity concealment, and an-
ticipatory fear of mistreatment. These further increase minority stress and worsen 
health outcomes. SGM people with multiple marginalized identities (e.g., SGM 
people of color) often experience even greater levels of minority stress, which may 
relate to the confluence and interaction of minority stressors.21,22 Minority stress 
also occurs via systems that privilege heterosexuality and being cisgender over 
SGM identities (e.g., implicitly assuming clients are heterosexual and cisgender 
unless they say otherwise, health systems’ lack of attention to SGM people and 
their health needs).

Chronic exposure to minority stress increases vulnerability to poorer health. 
For example, among GM individuals, minority stress is associated with increased 
risk for depression and suicidality23,24and physical health problems.25 in critiquing 
minority stress theory, Diamond and colleagues26 noted that SGM people who 
experience everyday discrimination report less social safety and connectedness, 
factors that are associated with poorer health and well- being. This suggests that 
interventions are needed to alleviate minority stress and increase social safety— 
aims that iPT is well suited to accomplish.
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EXISTING IPT RESEARCH WITH SGM AND 
RELATED POPULATIONS

To our knowledge, there is no published research on iPT with SGM people, apart 
from a few studies that evaluated iPT in the treatment of depression among 
cisgender men living with HiV, many of whom identified as gay or bisexual. 
These studies provided insight into how iPT might be applied more broadly with 
SM individuals. For example, between 1993 and 1998, Markowitz and colleagues 
conducted two pilot trials27,28 and a randomized controlled trial (RCT)29 in which 
they modified standard iPT for men living with HiV. First, they expanded the “sick 
role” to include depression and HiV (e.g., “The difficulties you’re experiencing 
are due to having depression and a chronic medical condition.”). Second, they 
utilized the “here- and- now” focus of iPT to help clients shift from counterfactual, 
ruminative thinking about past events that may have led to HiV infection. Third, 
they distinguished between normative distress after HiV diagnosis and depres-
sive symptoms that arose due to interpersonal problems related to the diagnosis 
(e.g., sexual stigma). Finally, they allowed case formulations to include multiple 
interpersonal problem areas. For example, for participants with depression who 
tested positive for HiV after a partner died of AiDS, iPT would focus on both 
grief and role transition (i.e., the HiV diagnosis). in a 4- arm RCT,29 participants 
who received tailored iPT or supportive therapy with imipramine experienced 
greater reductions in depressive symptoms than participants who received cogni-
tive behavioral therapy r supportive therapy alone. Although these trials30– 32 fo-
cused on a subgroup of SM individuals, they can inform adaptations of iPT for 
SGM individuals more broadly.

THEORY- DRIVEN CONSIDERATIONS 
WHEN CONDUCTING IPT WITH SGM CLIENTS

The previous section and more general SGM health research support several 
modifications that could improve iPT’s acceptability with SGM clients. First, we 
discuss adaptations to the interpersonal inventory, sick role, and interpersonal 
case formulation. We then review universal principles of SGM- affirming psycho-
therapy. We then propose strategies to help clients identify sources of identity 
affirmation, which can mitigate the negative impact of minority stress.

Expanding the Interpersonal Inventory

At the beginning of treatment, iPT therapists complete the interpersonal 
inventory to understand the client’s current relationships and how they relate 
to the presenting concern. This inventory includes questions about the same 
types of relationships (e.g., friends, family, coworkers) for SGM and cisgender 
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heterosexual people, with several additional considerations. For SGM clients, 
important “family” relationships may extend beyond their childhood family 
(i.e., family of origin), particularly because it is still common for parents 
to be unsupportive or even hostile toward their SGM child. Consequently, 
nonfamilial relationships are often important supports for SGM people (i.e., 
chosen family).33– 35 SGM individuals might even refer to specific friends as 
“mother,” “sister,” or “brother.” While romantic and sexual partners are often 
important sources of support, SGM clients’ relationships may be subjected to 
social stigma or lack legal recognition. Research suggests that nonmonogamous 
relationships may be more common among SGM people than cisgender heter-
osexual people.36,37

When completing the interpersonal inventory, therapists should strive to un-
derstand how relationships have been impacted by the client’s sexual/ gender 
identity and minority stress. For example, if a transgender woman states that her 
parents do not know she is transgender, the therapist could ask how not being able 
to live authentically affects how she feels when spending time with her parents.

Reconceptualizing the sick role

interpersonal psychotherapy therapists use the sick role to emphasize that a 
client’s current emotional state and functional impairment are attributable to a 
“disease” (e.g., major depressive disorder) rather than personal failings or immu-
table personality traits. While externalizing blame is a helpful approach for SGM 
clients, modifications to this paradigm may improve acceptability. For example, 
our preliminary research indicated that many SGM people disapprove of lan-
guage that places them in a passive position vis- à- vis their health. Such framing 
overlooks the ways that SGM people overcome obstacles daily to live authentically 
in a society that systematically marginalizes them. it also runs counter to research 
that suggests that, for some SGM individuals, taking an active role in promoting 
the health and well- being of the SGM community (e.g., advocacy) is protec-
tive against negative mental health outcomes.38 Furthermore, given psychiatry’s 
role in pathologizing SGM individuals,39– 41 clients may bristle at the sick role 
conceptualization.

Minority stress theory18– 20 offers a dialectical approach to the sick role that 
combines externalizing the source of impairment and promoting agency to ad-
dress it. For example, an iPT therapist might formulate a client’s depressed mood 
as resulting from conflict with a family member after “coming out” as bisexual 
(role dispute). in our adapted sick role, the therapist would attribute the client’s 
symptoms to their family’s stigmatizing attitudes (externalizing) and ask the 
client to consider times in the past when they experienced stigma and how they 
responded (promoting agency). This preserves the original intent of the sick role 
while avoiding pathologizing SGM status and recognizing the everyday resilience 
of SGM people.
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“Coming out” and gender transition: Culturally tailored 
case formulations

A key element of iPT is the interpersonal case formulation, in which a therapist 
assigns the client’s symptoms to a problem area: grief, role transition, role dispute, 
or interpersonal deficits. Therapists typically choose a single problem area on 
which to focus. However, this approach may not encapsulate the life experiences 
of SGM clients. in this section, we consider sexual and gender identity/ expression 
disclosure as examples of the dynamic interplay between role transitions and role 
disputes.

in Western society, it is generally assumed from birth that an individual will be 
heterosexual and cisgender.42,43 This assumption is so pervasive that we internalize 
it as children, expecting that these characterizations will describe our identities. 
Being SGM means actively challenging these assumptions on intrapersonal and 
interpersonal levels. even before SGM people share their identities with others, 
they often spend a substantial amount of time considering how their sexuality-  or 
gender- related feelings differ from what is expected of them. Understanding and 
accepting a SGM identity for oneself is a role transition and can be stressful. 
Longitudinal research with SM youth showed that earlier identity awareness is 
associated with better mental health outcomes,44 but only when others react with 
support and validation.45,46 Role disputes may arise when a client’s SGM iden-
tity conflicts with what was expected by others. For example, when a bisexual 
woman’s coworkers learn that she has a girlfriend, their reactions could range 
from surprise to rejection to hostility. Navigating these situations increases inter-
personal stress. There is a dynamic relationship between role transitions and role 
disputes. For example, a transgender man who has resolved the role transition- 
related stress of accepting his own identity may experience another role transition 
if he begins to view himself as inferior (i.e., internalized stigma) after a series of 
role disputes with transphobic family members. For the iPT therapist to accu-
rately conceptualize this, the case formulation needs to reflect the relationships 
among multiple iPT focus areas. Because coming out is an iterative process for 
SGM individuals as they meet new people and adopt new social roles (e.g., parent, 
spouse, coworker), this approach can have enduring benefits. Conversely, some 
GM individuals may not need or want their transgender history to be known and 
choose to live “stealth,” so there may be variability in what information is shared 
and with whom. However, that does not minimize the need to adapt to new so-
cial roles.

Beyond coming out there are multiple transition- related stressors that GM 
individuals face that are different from those faced by cisgender SM clients. These 
include asking others to use one’s gender pronouns and correcting them if they do 
not, negotiating gender- segregated spaces, adjusting to physical changes resulting 
from hormonal/ surgical interventions, or adapting to the interpersonal and soci-
etal expectations of one’s affirmed gender.25 For instance, a Black trans man might 
struggle with a role dispute due to racist stereotypes his neighbor holds about 
Black men, whereby the neighbor conflates assertiveness with aggressiveness. 
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Therapy may involve survival- focused coping47 by practicing new assertiveness 
skills that allow him to live more safely in a society that can be dangerous for men 
of color. Several articles are available that discuss other considerations for the iPT 
therapist working with GM clients.48,49

Universal affirmation

At the start of treatment, iPT therapists can reduce stigma by asking all clients 
their sexual and gender identity. This signals to clients an interest and openness to 
discussing identity- related topics. Therapists can ask on intake forms or verbally 
alongside other demographic questions. Similarly, therapists can establish rap-
port and communicate respect by offering their own gender pronouns (e.g., he, 
she, they) and then asking clients about theirs. Once a therapist knows a client’s 
name and pronouns, it is important to use them consistently when speaking to 
or about that person. This includes clinical documentation. Using a client’s cor-
rect name can itself be an intervention to reduce depressive symptoms and su-
icidality.50 Therapists may slip and forget to use correct pronouns. When that 
happens, we should correct ourselves and continue the conversation. The goal is 
to do better next time and be prepared that it may create a rupture in the thera-
peutic alliance.

it is also important to avoid assuming the gender of other people in a client’s life 
(e.g., spouse, partner, friends). Use either the person’s name or the pronoun “they” 
until the client states their gender. Similarly, remember that the words someone 
uses to describe their sexual identity may not correlate with current or past beha-
vior. For example, a gay man may have sexual partners who are nonbinary. When 
discussing children and pregnancy, remember that some nonbinary individuals 
and transgender men can become pregnant, and that there are multiple pathways 
to building a family (e.g., adoption, surrogacy). By maintaining a nonassuming 
and nonjudgmental stance, therapists will better understand clients’ lives and 
experiences, a key ingredient in successful psychotherapy.

Facilitating identity affirmation

One key strategy for helping SGM clients manage minority stress- related 
role transitions and disputes is increasing access to affirming social support. 
Developing relationships with other SGM people can decrease isolation and pro-
vide a counternarrative to the societal privileging of heterosexual and cisgender 
identities.14,16,17 iPT is well suited for this because it encourages therapists to ac-
tively assist clients to identify practical solutions to interpersonal problems (e.g., 
applying for jobs, creating a date app profile). For SGM people, this might include 
joining community support groups or other SGM- focused activities (e.g., sports 
teams, book clubs). Online SGM communities can also be useful, particularly 
for clients who are not “out” or who live in areas without an established SGM 
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community (e.g., rural areas). Some clients (e.g., SGM older adults, SGM people 
of color) may desire support that reflects their intersectional identities.

Gender- affirming medical and social interventions can be an important part 
of gender transition for some GM individuals. For those who need them, they 
are associated with improved mental health and quality of life, including reduced 
risk of suicide.51– 54 Similar to the active role that iPT therapists take with clients 
who are applying for jobs (e.g., reviewing resumes, role- playing interviews), 
therapists can help GM clients navigate interactions with medical providers and 
health systems as well as with partners and families. Clients may need to advocate 
for themselves, assert their needs, or educate medical providers (many providers 
lack education regarding trans health), or develop questions about procedures for 
surgical consultations. Additionally, a client may need to negotiate the timing of 
medical or social interventions with a partner who is adjusting to the physical and 
social changes. Providers need to remember not to reinforce gender stereotypes 
about appearance and behavior related to gender roles and expression, taking a 
nuanced and client- centered approach to clients’ individualized goals and how 
they express their gender.55

CONCLUSION

interpersonal psychotherapy therapists are well positioned to address SGM 
mental health disparities, which are substantially attributable to interpersonal 
stigma and discrimination. The adaptations proposed in this chapter are intended 
to generate hypotheses for future studies and to assist iPT therapists in increasing 
social safety and mitigating the impact of minority stress on SGM clients.
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Telephone Interpersonal 
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Comorbid Depression
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THE NEED FOR TELE- IPT FOR RURAL PERSONS LIVING 
WITH HIV AND COMORBID DEPRESSION

in December 2020, there were 58,898 persons living with HiV (PLWH) infection 
in nonmetropolitan areas of the United States, for a rate of 129.4 infections per 
100,000 persons.1 Rural areas of the southern United States have been particularly 
hard hit by HiV, largely because the opioid epidemic has gone unchecked in this 
region.2

HiV- related stigma, HiV criminalization laws, the lack of transportation, 
and a shortage of mental health practitioners in rural areas exacerbate psychi-
atric disorders and prevent many rural PLWH from obtaining mental health care 
and adhering to medical treatments.3 Unfortunately, compared to their urban 
counterparts, rural PLWH are less likely to have seen a mental health provider in 
the past year4 and make fewer annual visits to mental health professionals in ge-
neral.5 Because of these barriers and the lack of social supports, it is not surprising 
that rural PLWH are 1.3 times more likely to be diagnosed with depression than 
their metropolitan counterparts,6 and mortality is significantly higher in rural 
(10.4%) than urban PLWH (6.0%).7
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TECHNOLOGY AND METHODS USED TO DELIVER TELE- 
IPT TO RURAL PLWH

in response to high rates of depressive disorders and geographic and psycholog-
ical barriers to mental health care, and in light of the depression treatment effi-
cacy of interpersonal psychotherapy (iPT) in a variety of clinical populations,8 
a randomized clinical trial was conducted to determine if brief telephone- 
administered iPT (tele- iPT) provided depressive symptom relief in rural PLWH 
and comorbid depressive disorders compared to usual care (UC). The clinical 
trial’s inclusion criteria were (1) 18 years of age or older; (2) a self- reported diag-
nosis of HiV infection or AiDS; (3) residence in a county with US Department of 
Agriculture Rural- Urban Continuum Code of 4 through 9; (4) diagnosis of major 
depressive disorder (MDD), MDD in partial remission, or dysthymic disorder 
based on the Mood Module of the PRiMe- MD (per the Diagnostic and Statistical 
Manual of Mental Disorders, Fourth Edition); and (5) written informed consent.

The first patient was enrolled into the clinical trial in August 2010, and in-
tervention outcome data were collected through December 2015. A total of 147 
patients completed the trial. The average patient was 52.0 years of age, Caucasian 
(74%), and self- identified as gay/ bisexual (50.3%). Slightly more than one- third 
lived in a county with a population of 2500 to 19,999 that was adjacent to a metro-
politan area. Approximately 15% of patients were attending self- help groups, and 
30% were receiving services from healthcare professionals in their community 
during their participation in the clinical trial.

Tele- iPT patients received 9 weekly 1- hour tele- iPT sessions. Sessions 1 and 2 
consisted of patient- therapist introductions and an overview of the therapy pro-
tocol. Teletherapists and patients also explored patients’ depressive symptoms 
and discussed the nature of depression and the iPT sick role. Therapists also 
collaborated with patients, via the interpersonal inventory, to link their depres-
sive distress with their current interpersonal relationships, leading to identifying 
the most central problematic relationship(s) or circumstance that served as the 
interpersonal focus for the remainder of treatment.

Applying core iPT treatment principles,9 therapists framed each patient’s pri-
mary interpersonal concern using 1 of 4 focal areas: interpersonal role dispute 
(e.g., conflict with partner); role transition (e.g., loss of employment, moving from 
an urban to a rural environment); grief (death of loved one); or interpersonal 
sensitivities (chronic difficulties forming or maintaining close relationships). 
Sessions 3 through 9 addressed the problematic relationship/ issue identified in 
sessions 1 and 2. Sessions 8 and 9 addressed issues of therapy termination and 
maintenance of treatment gains. On average, tele- iPT patients participated in 7.8 
of the 9 teletherapy sessions; 82% attended all 9 sessions. The primary interper-
sonal focal problems identified in patients were role transition (54%), interper-
sonal sensitivity (16%), interpersonal role disputes (15%), and unresolved grief/ 
bereavement (15%). Role transitions commonly voiced by patients included a 
sudden shift from full- time employment to being unemployed (either through 
retirement or involuntary separation), becoming single or divorced after being in 

 



456 H e C K M A N  e T  A L .

456

a serious long- term committed relationship, and vacillating between periods of 
good and poor health.

initial intervention- outcome analyses that focused on short- term changes on 
the Beck Depression inventory (BDi) found that tele- iPT patients reported sig-
nificant reductions in depressive symptoms from preintervention (M =  26.0) 
through postintervention (M =  20.2), whereas UC controls reported no signif-
icant reductions in BDi values from pre-  (M =  27.0) through postintervention 
(M =  25.6), t =  2.84, P < .005, d =  0.53 (Heckman et al., 2017). Analyses of longer 
term changes found that between- group difference on the BDi at 4- month follow- 
up were marginally significant (tele- iPT =  21.71, UC controls =  25.08, Cohen 
d =  0.41, P =  .058), and that, at 8- month follow- up, tele- iPT patients reported 
significantly fewer depressive symptoms than UC controls (tele- iPT =  20.55, UC 
controls =  24.43, Cohen d =  0.47, P =  .029; Heckman et al., 2018).10 Taken to-
gether, the clinical trial found that 9 sessions of tele- iPT produced significant and 
sustained reductions in depressive symptoms in rural PLWH compared to UC, 
with “medium” treatment effect sizes.

ADAPTING IPT FOR TELEPHONE ADMINISTRATION 
WITH HIV- INFECTED PERSONS WITH DEPRESSION

Our choice of tele- iPT for use with rural PLWH was based on several reasons, in-
cluding (1) iPT is time limited, not long- term; (2) iPT is focused, not open ended; 
(3) iPT addresses current interpersonal relationships, not past ones; (4) iPT takes 
an interpersonal rather than intrapsychic approach; (5) iPT takes an interpersonal 
rather than cognitive behavioral approach; and (6) while personality is recognized, 
it is not the focus of iPT.11 Given the lack of social supports in rural areas, iPT 
was considered an appropriate treatment that was intended to enable patients to 
maintain or repair ruptured relationships. it was also surmised that providing iPT 
to rural PLWH via standard or cellular telephones would make the treatment ac-
cessible to a greater number of persons and negate any requirements for patients 
to have high- speed broadband, internet connectivity, or other necessities associ-
ated with videoconferencing (e.g., zoom or Skype).12,13

initial sessions focused on working with tele- iPT patients to create an envi-
ronment during therapy that optimized privacy/ confidentiality and reduced the 
likelihood of technical complications. These measures included (1) identifying 
a location where privacy was heightened and distractions were unlikely (e.g., a 
setting in which there was no television or other computer devices); (2) weekly 
therapy sessions were scheduled at times when distractions were unlikely; 
(3) having a plan to manage call waiting during therapy sessions; (4) identifying 
and eliminating potential multitasking activities (e.g., driving during therapy 
sessions) that would be distracting or hazardous for the patient; (5) when pos-
sible, using traditional landline telephones to reduce the likelihood of “dropped” 
calls; (6) avoiding use of the speakerphone feature; and (7) if using a cell phone, 
ensuring a fully charged battery.
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ADAPTATIONS TO THE REMOTE IPT INTERVENTION

Our decades- long work with rural PLWH10 advised that tele- iPT would have 
greater depression treatment efficacy if contextualized for the unique life 
circumstances of this group. Many rural PLWH report that HiV infection is not 
their primary life stressor; it is just one of many challenges they routinely con-
front. Family crises (e.g., unresolved family conflict, domestic violence, etc.), 
personal financial difficulties, and living with other comorbid health conditions, 
such as hypertension, migraine headaches, active alcohol/ substance use disorders 
are common struggles for many rural PLWH. As such, teletherapists focused 
on the patient’s focal point of treatment (most often role transitions) within the 
larger context of unpredictable life events, financial challenges, and other health 
concerns.

Regarding technology, all sessions were delivered via audio- only telephone 
for teletherapy. Because all patients lived in geographically remote regions, there 
were significant obstacles to transportation, and many patients had not previously 
received mental health services. Furthermore, patients often lacked high- speed 
internet, which made video- based teletherapy impossible. Our group had pilot 
tested video- based iPT14 but discovered that videoconferenced iPT was imprac-
tical for rural areas. Specifically, “dropped” videoconference calls were common, 
and a significant lag time between what the therapist appeared to be saying and 
what the patient was hearing was too disruptive to the therapeutic alliance. 
Additionally, significant delays in video- feed interfered with clients’ processing 
their emotional reactions to interpersonal events during iPT- based communica-
tion analysis. We discovered that maintaining continuity of experiential processes 
was better maintained during a clear audio form of teletherapy connection for 
remotely located patients.

in our randomized clinical trial of tele- iPT,15 all tele- iPT therapists were PhD- 
level clinical psychologists, licensed in one or more states, and experienced in 
administering treatments via telephone. Specifically, therapists had administered 
iPT, motivational interviewing, supportive- expressive therapy, and coping effec-
tiveness training to individuals and/ or groups living with HiV as part of previous 
clinical trials. All tele- iPT sessions were audio recorded and reviewed to verify 
fidelity to tele- iPT protocol. On a regular basis, teletherapists convened through 
standard conference calls to discuss current patients, challenges to conducting 
therapy over the telephone, and other issues relevant to the tele- iPT treatment.

BARRIERS TO AND FACILITATORS OF IMPLEMENTATION

There were minor challenges to conducting tele- iPT with rural PLWH, but these 
challenges were not insurmountable. Some patients had limited data plans and 
were reluctant to allocate a significant proportion of their cellular data plan to the 
tele- iPT treatment. For these few patients, additional funds were added to their 
incentive payments to defray additional costs to their data plans. Understanding 
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patient data plan barriers prior to initiating teletherapy is crucial so that support 
can be provided to mitigate or eliminate this barrier. One goal of iPT is to in-
crease social support resources. in many rural areas, however, there are very few 
(and sometimes no) in- person social support resources. Given the lack of social 
supports in rural areas, patients and teletherapists often discussed the use of re-
mote support systems, such as social media platforms (e.g., Facebook). Remote 
support is likely preferable to no support for persons living with a chronic health 
condition and depression. Finally, while working remotely with any vulnerable 
group, articulated threats of harm to self or others were monitored carefully by 
teletherapists. in this clinical trial, teletherapists always had in their possession 
contact information for patients’ family members, friends, and local emergency 
departments in the event that immediate intervention was necessary. While no 
adverse events were reported during the project clinical trial, for the teletherapist 
conducting therapy in rural areas, it is critical to have a thorough understanding 
of available local crises resources in the rural community in which their patient 
resides.

issues of privacy and confidentiality were somewhat common. Some patients 
were participating in tele- iPT with significant others or family members in close 
proximity, while others received tele- iPT while in public settings. These instances, 
however, tended to be exceptions and even provided in vivo situations to work 
through patients’ privacy concerns. Other relational treatments (e.g., psychody-
namic) might have considered these relational situations as transference, but we 
worked with these barriers to privacy as part of needed privacy and boundaries 
for effective interpersonal communication. Similar to in- person iPT, some 
patients were not responsive to tele- iPT because their problems with interper-
sonal sensitivity were more severe and left them isolated and without meaningful 
relationships. However, the tele- iPT format seemed to work well for other per-
sons with few relationships and otherwise interpersonally avoidant tendencies. 
We found that accompanying changes in unique interpersonal problems occurred 
during tele- iPT; specifically, changes in socially avoidant interpersonal problems 
were significantly and uniquely co- occurring with decreases in depressive 
symptoms.16

While rural PLWH have significant confidentiality concerns, the anonymity of 
the tele- iPT treatment gave most patients an increased and immediate sense of 
safety. As such, teletherapists reported that many clients actively engaged in treat-
ment from the very first session. The flexibility of tele- iPT enabled clients to en-
gage in therapy from most any location, resulting in high session attendance rates. 
in addition to geographic remoteness, some patients displayed long- standing ago-
raphobic symptoms, and tele- iPT provided needed therapeutic services and hope 
to find new ways to re- engage and initiate social relationships within their more 
limited social environment.

Tele- iPT was also effective for PLWH in remote communities because of the 
significant experience of stigma surrounding one’s HiV status. Relatedly, some 
patients were even concerned about receiving other medical services for fear 
that their medical information was not truly private in their small community 
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(regardless of Health insurance Portablity and Accountability Act assurances). 
Some patients felt judged and stigmatized by community and family members 
for their HiV infection. This stigma could be multiplied for some clients with 
lesbian, gay, bisexual, transgender, queer/ questioning, and other sexuality iden-
tity (LGBTQ+  sexual identity), as well as other ways in which they experienced 
rejection and shame for their personhood. Tele- iPT worked well during these 
unfortunate, even dire, social circumstances because the treatment focused on 
discovering hopeful avenues for positive interpersonal support and addressing 
their fears and concerns with trusted others.

The treatment also benefited patients who were more socially gregarious but 
had felt repeatedly damaged in past interpersonal relationships. The seclusion of 
remote telecommunicating provided a safe space to explore these interpersonal 
disputes. Because these clients were so highly emotionally activated by these 
relational conflicts, tele- iPT provided a safe space to consider their relational 
experiences. Some patients also reported they were able to immediately apply role 
plays from tele- iPT because the context of the sessions had greater proximity to 
the persons involved with conflicts.

FUTURE PLANS FOR TELE- IPT

interpersonal psychotherapy administered via telephone is an efficacious treat-
ment for depression8 and appears to be a particularly apt treatment for rural 
PLWH.15 As the evidence base for iPT (and tele- iPT) continues to grow, fu-
ture implementation science research should investigate how tele- iPT can be 
scaled up and offered to large numbers of individuals in need of brief and easily 
accessible depressive symptom relief. Future efforts should also formally train 
students in mental health professions (e.g., psychiatry, psychology, and so-
cial work) to provide remotely administered treatments early in their careers. 
This is important because mental health practitioners who receive training or 
have real- world experiences in teletherapy feel more self- efficacious and pre-
pared to administer remote therapies than those without formal or experiential 
training.17

Formal training in teletherapy can naturally intersect with tele- iPT training 
because therapists worry that their interpersonal skills are less effective during 
teletherapy than during in- person therapy.12 Furthermore, a significant problem 
for therapists who conduct teletherapy involves processing emotional communi-
cation.18 Because teletherapy patient outcomes are no different from in- person 
therapy during RCT studies,17 training therapists to accept and translate their ex-
isting skills within a tele- iPT context is recommended. Training therapists in both 
interpersonal skills and emotional communication processes could help boost 
effective communication analysis techniques within tele- iPT. As the number of 
rural PLWH continues to increase, and as additional research highlights tele- iPT’s 
depression treatment efficacy, it is critically important to transition this promising 
treatment from the research arena into community settings.
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Interpersonal Psychotherapy 
in Prisons and Jails for  

Major Depression

J E N N I F E R  E .  J O H N S O N  ■

HIGH MENTAL HEALTH NEEDS AND LOW MENTAL 
HEALTH RESOURCES IN CORRECTIONAL SETTINGS

The United States has the highest incarceration rate in the world, with almost 2 
million adults incarcerated on any given day.1 individuals who are incarcerated 
report high rates of past year substance use disorders (66%)2 and mental health 
problems, including major depressive episode (24%– 30%)2; post- traumatic stress 
disorder (28%– 29%)3; antisocial personality disorder (35%)4; borderline person-
ality disorder (17%– 32%)5; psychosis (15%– 24%)2; mania or hypomania (7%– 
14%+ )2,6– 8; chronic health conditions9,10; stressful life events (e.g., death of loved 
ones, divorce, job loss, loss of rights to children)11– 15; prolonged stress (abuse,16,17 
assault, racism,18 violent neighborhoods)19; low social belongingness20,21; and su-
icidal ideation or behavior (40%– 50%).22– 27 in addition to causing distress, major 
depressive disorder (MDD) increases risk of victimization,28 prison recidivism,29 
and substance use relapse.30,31

individuals with MDD who are incarcerated often have severe, treatment- 
resistant depression and multiple comorbidities.20,32 The largest randomized trial 
of any MDD treatment in an incarcerated population (n =  181) tested interper-
sonal psychotherapy (iPT) versus prison treatment as usual.20 The average intake 
Hamilton Depression Rating Scale score of participants was in the “severe” range, 
despite more than 70% already receiving prison mental health treatment (in-
cluding medications). The median number of past depressive episodes was “too 
many to count”; 6% were experiencing a psychotic depressive episode.20 A majority 
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(72%) of participants met criteria for antisocial personality disorder, and 38% 
met criteria for borderline personality disorder.20 Many (42%) participants had 
attempted suicide in their lifetime.20 Most (87%) had experience lifetime physical 
assault, and more than half (58%) had experienced sexual assault.20 Nationally, 
individuals who are male, are low income, did not complete high school, and 
come from racial and ethnic minority groups are overrepresented in the justice 
system.33

Because correctional systems have a primary goal of public safety (i.e., to keep 
the public safe from harm) rather than public health, resources for health and 
behavioral health services in correctional settings tend to be sparse. Less than 
10% of justice- involved individuals are able to access mental health or sub-
stance use services (including medication) on any given day.34 Few incarcerated 
individuals receive individual psychotherapy (or psychotherapy at all), and the 
few licensed mental health providers at the facilities are typically busy addressing 
acute psychiatric crises. Prison treatment as usual typically consists of antide-
pressant medications, if anything.35 One of our goals in adapting, testing, and 
implementing iPT in prisons was to find an inexpensive way to provide a com-
munity standard dose of psychosocial MDD treatment (i.e., group iPT delivered 
by available prison providers) that was effective and low cost enough to promote 
its widespread adoption in prisons.20

IPT PROBLEM AREAS ARE A GOOD FIT BUT LOGISTICAL 
ADAPTATIONS FOR LOW- RESOURCE SETTINGS 
ARE NEEDED

interpersonal psychotherapy problem areas are a good fit for individuals who are 
incarcerated because life stressors, relationship challenges, and social isolation are 
common and salient in this population.20,32,36 Role disputes (or conflicts) include 
aggressive confrontations by others in prison; conflictual, abusive, or exploita-
tive relationships outside prison; and negotiation with caretakers to ensure their 
children’s well- being.37 individuals who are incarcerated are also attempting to 
make several role transitions: from the community to the prison and back again, 
to being away from loved ones, from a criminally involved or drug- abusing to 
a crime- free lifestyle, and sometimes to or from jobs or providing primary care 
for their children.14,38 The average “life change unit” score of individuals newly 
sentenced to prison was more than twice the clinical cutoff.11 individuals who 
are incarcerated are also disproportionately likely to have lost a friend or family 
member through suicide or homicide (grief).11,13,14 Bereavement- related distress 
may be exacerbated by other loss- related life transitions, such as family disso-
lution and loss of parental rights to children.15 in our studies, acceptability of 
iPT to prison patients and providers was high.20,39 iPT’s relational focus was 
seen as a good fit.40,41 individuals in prison often receive highly structured, 
psychoeducational interventions (i.e., “classes”), if anything. However, it is our ex-
perience that it is the relational and life change issues that keep them up at night. 
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Unlike a class, group iPT (a semistructured group therapy) gave them a place to 
have their feelings and address these issues.

The primary adaptations made to iPT and to our iPT manual over a series 
of studies20,32,36,39,42,43 related to limited prison mental health resources. We used 
group iPT. We used both master’s level mental health counselors and non- 
mental health- trained prison health services staff, such as re- entry planners, as 
iPT counselors. At the request of prison counselors who were not mental health 
treatment specialists, we created a more detailed, structured, plain- language 
iPT manual from principles in published iPT manuals.44,45 We added sections 
describing reflective listening in detail. We changed the names of the iPT problem 
areas to “grief, life changes, conflicts, and problem patterns” rather than “grief, 
role transitions, role conflicts, and interpersonal deficits.” We scripted group ses-
sions in each of these areas (4 grief sessions, 4 life changes sessions, 6 conflicts 
sessions, 4 problem patterns sessions, plus opening and closing group sessions) to 
be delivered in a flexible order to help counselors cover relevant iPT steps for each 
group member’s iPT problem area (see Table 55.1).

Group iPT consisted of twenty 90- minute sessions over 10 weeks, with 4 in-
dividual (pregroup, midgroup, postgroup, and 1 month booster) sessions.20 The 
individual sessions were used to orient patients to iPT, collaboratively set treat-
ment goals, prepare patients to use group effectively, and keep group members 
focused on their interpersonal goals. All participants set treatment goals in 1 or 2 
iPT problem areas in the first pregroup session. Counselors summarized the goals 
in writing, gave them to participants at the first group session, and referenced 
them periodically during group treatment. instructions for creating the written 
goals summaries and examples are provided in Table 55.2. Some refinement of 
group members’ treatment goals took place during the first 5 group sessions. 
Group members practiced supporting others during sessions unrelated to their 
own problem area/ s.

in creating the more detailed manual, we also fleshed out how to apply iPT 
problem areas to individuals experiencing incarceration.42 We added examples 
relevant to individuals in prison (e.g., loss of children, loss of partner) to grief and 
life changes sessions. We included sections on managing anger during conflicts, 
how to handle getting bad news from others, and avoiding physical confrontations 
in conflict sessions. Similar to others,46,47 we adapted the interpersonal deficits to 
address current problematic relationship patterns (including isolation) that often 
result from trauma, including isolation and attachment to abusive relationships. 
efforts to improve social support were aimed at supports outside and inside the 
prison. Treatment heavily utilized iPT techniques of empathy and encourage-
ment/ acceptance of affect given high rates of interpersonal trauma, negative life 
events, and Axis ii disorders. Non- mental health counselors (i.e., reentry workers 
and bachelor’s- level prison substance use counselors) and master’s- level mental 
health professionals were able to conduct iPT adherently, competently, and effec-
tively using this manual.20,39,42 The manual is available at no cost by contacting the 
chapter author.48
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EFFECTIVENESS

The 2 largest randomized trials of any treatment (including medications) for 
MDD in an incarcerated population evaluated iPT. The first (smaller) trial of 38 
incarcerated women with MDD who were attending prison substance use treat-
ment found that iPT significantly reduced in- prison depressive symptoms rela-
tive to an attention- matched control condition.32 The subsequent (larger) study20 
found that iPT reduced depressive symptoms, hopelessness, and post- traumatic 
stress disorder symptoms, and increased rates of MDD remission relative to 

Table 55.1 Organization of sessions for group iPT for MDD  
among individuals in prison

Week 0 Individual pregroup interviews
(write up goals sheets for first group session)

Week 1 Group introduction session
Grief session 1 (Tell the story and feel the feelings)

Week 2 Conflicts session 1 (Learning about the disagreement)
Life Changes session 1 (Tell the story and feel the feelings)

Week 3 Problem Patterns session 1 (isolation)
Grief session 2 (Revisit the relationship and feel the feelings)

Week 4 Conflicts session 2 (exploring and practicing communication)
Life Changes session 2 (What was lost)

Week 5 Problem Patterns session 2 (Healthy and unhealthy ways to fight 
isolation part 1)

Grief session 3 (Revisit the relationship)
Midgroup individual sessions

Week 6 Conflicts session 3 (exploring and practicing communication)
Conflicts session 4 (exploring relationship options)

Week 7 Problem Patterns session 3 (Healthy and unhealthy ways to fight 
isolation part 2)

Life Changes session 3 (What was gained, lessons learned, new 
opportunities)

Week 8 Grief session 4 (Going forward)
Life Changes session 4 (Succeeding in the new situation)

Week 9 Conflicts session 5 (Practicing changes)
Problem Patterns session 4 (identifying positive sources of social 

support)
Week 10 Conflicts session 6 (Handling difficult situations)

Closing group session
Postgroup Individual postgroup interviews

Individual booster session 1 month later
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Table 55.2 Steps for creating and case examples of written  
iPT treatment goals summaries

Steps for 
creating the 
summary

it is important to have a mutually agreed- on written case 
conceptualization/ treatment contract (“goals summary”) before the 
beginning of group. The goals summary is written for the patient in 
lay terms. it provides a brief description of the problem leading to the 
current depressive episode and ways of using the iPT group to address it.

in the pregroup individual session: (1) Determine when the person’s 
most recent (not first) depressive episode started. (2) Ask open- ended 
questions about what was going on in the person’s life around that 
time. Ask about their relationships, any losses, any changes in their 
circumstances. (3) Listen carefully for interpersonal conflicts, life 
changes, grief, and isolation. With individuals in prison, there are 
usually many potential triggers. (4) Reflect potential triggers for the 
depressive episode back to the patient: “So, it seems like there were a 
lot of stressful things going on in your life at the time”; list them, then 
ask: “Which of them bothered you or is currently bothering you the 
most?” (5) Discuss the most salient triggers for the current depressive 
episode, and then once 1 (or 2) are identified, ask: “Would you like to 
work on that issue in group?” (6) Once a troublesome issue that the 
person would like to work on is identified, describe the iPT steps for 
working with that issue, how s/ he could use the group, and ask him/ her 
if that makes sense. (7) Negotiate and renegotiate as necessary.

After the individual session, write up a user- friendly paragraph describing 
the issue and another short paragraph describing how to address it. 
Bring the statement to the first group, run it by the patient for accuracy 
and fit, and revise as necessary.

example 
treatment goal 
in life change 
problem area

Steve,
You told me that your depression gets bad when major things change in 

your life. From what you told me, it sounds like a lot has changed for 
you in the past year and a half. First, your wife split up with you and 
filed a restraining order. Second, you told me that this year you lost your 
apartment, your job, and your life because you started using more after 
your wife left and because she seems to be trying to make your life hard. 
Being back in prison is tough for you because you worked very hard 
over the last 10 years to put your life back together. it is discouraging to 
think about starting over again.

Goal: As you said, major life changes can trigger depression. Your goal 
will be to come to terms with what has happened to you over the 
last year, including letting yourself express guilt, anger, and loss. You 
understandably have a lot of mixed feelings about what has happened. 
After you have let yourself have these feelings, we can start thinking 
about what you can get from this experience that is positive and what 
might be good about your new life going forward. We can also talk about 
the steps you will need to take and help you get the positive support you 
will need to succeed in rebuilding a productive, positive life.
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Table 55.2 Continued

prison treatment alone. effects on hopelessness were particularly strong.20 The 
trial concluded that iPT is effective and cost- effective and recommended to treat 
MDD among prisoners.20 it is currently the only treatment of any kind (including 
psychosocial or pharmacological) for MDD evaluated among incarcerated 
individuals.20

IPT IMPLEMENTATION

Facilitators and barriers were identified through a planned quantitative and 
qualitative analysis.39 Analyses were guided by the Consolidated Framework 
for implementation Research,49 a common implementation science conceptual 
framework. intervention- related implementation facilitators included iPT’s ac-
ceptability to prisoner participants and to prison study counselors. Both groups 
were enthusiastic about iPT. They described iPT as a good fit for the needs of 
individuals in prison because it allowed for affectively laden discussion of personal 
issues in safety, and it was time limited, practical, and solution focused. Potential 
inner setting implementation facilitators included unmet mental health needs 
among prisoners and the priority that prisoners, providers, and administrators 

example 
treatment goal 
in conflicts 
problem area

Jennifer,
You describe your current depression as being directly connected to your 

relationship with your boyfriend, about which you have mixed feelings. 
On the one hand, even after all you’ve been through with him, you do 
still love him, and you are afraid of being able to support yourself and 
your children if you leave. On the other hand, you are angry with him 
for selling your car, cheating on you, and not communicating with you. 
You also admit to doing things that hurt him, too. You wonder whether 
there is too much water under the bridge for the 2 of you to ever be 
happy together. You feel stuck and afraid, unsure what to do when you 
leave prison, and this uncertainty affects your feelings about yourself and 
your future.

Goal: No one can make this decision for you, but it may be helpful to work 
through what you hope to do when you leave here. This may involve 
steps you will try to take to improve the relationship, or it may include 
steps you can take to leave the relationship. it is important to get out of 
the stuck position in which you have felt yourself trapped for the last 
several years. The group will provide an opportunity to explore the basis 
of this relationship, the emotions it creates within you, and different 
ways to either try to improve the relationship or leave it. Talking about 
the implications of the 2 alternatives and getting ideas from others in 
the group may help you in your decision. Having a clear plan will help 
reduce your worry and depression.
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put on improving prisoner mental health. individual- level facilitators of iPT 
implementation included prison administrators and providers who were inter-
ested in evidence- based practices for MDD, open to feedback and to learning 
new treatments, committed to helping their clients, viewed rehabilitation (vs. 
punishment) as the prison’s primary goal, and were competent in many of the 
skills needed to deliver iPT (e.g., helping clients set goals and respecting client 
preferences). Prison providers and administrators also described large mental 
health needs in their facilities and limited resources to address them; some were 
motivated to the point of being almost desperate to improve services. There was 
high tension for change and high relative priority.

Barriers to iPT implementation in prisons may include mental health stigma 
(i.e., prisoners not wanting to be labeled as having MDD).39 Another may be the 
need to help counselors, who are used to highly structured interventions, learn 
reflective listening and balance listening and addressing goals in a semistructured 
intervention. Counselors were able to learn these strategies and reported liking 
them once they learned them, but mastery and comfort took time.39 Potential 
inner setting barriers include a shortage of treatment staff (which is why we 
developed a group intervention that could be used by non- mental health spe-
cialist counselors), challenges obtaining additional resources, stressful collegial 
relationships, space shortages, and varied organizational readiness.39 Potential 
outer setting barriers included rules that led some prisoners to deny mental health 
symptoms for fear they would not be paroled. Finally, although there was no dif-
ferential effectiveness of iPT by sex,20 men’s groups often took longer than did 
women’s groups to become comfortable discussing emotionally sensitive issues 
(which some were concerned would be seen as “admitting weakness”) in front of 
the other group members.39 Addressing mental health stigma (especially in men’s 
facilities and with parole boards), scalable provider training models, strategies 
to improve organizational and implementation climate, and financial strategies 
(to provide resources to hire additional providers, provide additional supervision, 
and reduce stress on existing providers) may help address these barriers.39

Cost- effectiveness

Cost- effectiveness analyses in the largest trial of iPT for MDD in prison20 pro-
vided insights into the costs and benefits of newer versus more established iPT 
programs. effects of iPT, though significant in the overall sample, were driven 
by differences observed in iPT participants who were assigned to (mental health 
specialist and nonspecialist) counselors on their second or subsequent set of iPT 
groups.20 Counselors (regardless of their level of prior mental health training) un-
derstood iPT and how it works much better on their second and subsequent sets 
of groups, rather than their first. However, most (72%) of the costs of iPT were 
training and supervision costs.20 Cost per patient for the entire iPT treatment was 
$2,054, including costs for iPT training and supervision or $575 without these 
costs.20 For providers running their second or subsequent iPT group, cost per 
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additional patient week in remission from MDD (relative to treatment as usual 
alone) was $524 ($148 excluding training and supervision costs, which would not 
be needed for established programs).20

Training needs and recommendations

The most challenging skills for prison counselors (with or without previous 
therapy training) to learn were getting an initial iPT case conceptualization and 
treatment contract in the first pregroup session and holding on to the iPT frame 
in terms of managing structure and flexibility of discussion topics over group 
sessions. The group setting required counselors to track work on multiple group 
members’ goals simultaneously, which could be challenging. Managing group 
processes (e.g., group conflicts with Axis ii comorbidity in more than half of 
participants) could also be challenging. Despite these challenges, group iPT was 
effective,20 and group work may be the only option in some settings.

Based on our experiences training prison counselors,20,32,36,39,42,43 we recom-
mend an initial training and a refresher training 6 months later that focus on 
(1) the steps of iPT case conceptualization (e.g., how to involve patients in treat-
ment planning while still guiding treatment; understanding which components 
should be counselor contributions and which should be patient contributions to 
the plan, making a written iPT goals summary with each patient); (2) how the 
steps of addressing each problem area (e.g., tell the story, feel the feelings, ex-
plore what is gained and what is lost, hold the memory, and find new supports 
in the present) guide when to change gears or stay on course in a planned ses-
sion; and (3) psychotherapy basics (reflective listening, open- ended questions, 
getting specifics of experiences, and communication). Given the centrality of the 
written case conceptualization for group iPT, we have provided 2 de- identified 
examples of these written case conceptualizations in Table 55.2. We recommend 
providing supervision for the first 2 rounds of groups, including review of written 
case conceptualizations and at least some audio recordings. However, given this 
initial investment in supervision, our results suggest that cost- effectiveness of 
iPT programs will improve with more established iPT programs versus newer 
programs because (a) counselors would have led at least 1 set of iPT groups, and 
(b) training and supervision costs, which accounted for 72% of the costs of iPT,20 
would diminish or end with time as therapists became more experienced in iPT.

FUTURE PLANS AND RECOMMENDATIONS

Given the motivation and enthusiasm expressed by administrators, providers, 
and clients for iPT for MDD in prison, a primary iPT implementation task for 
the future is finding scalable training and supervision models for resource- poor 
prison systems.39 Ongoing supervision by the study team cost more than study 
counselor time to provide iPT.20 Prisons can sometimes afford a 1-  or 2- day 
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training, but ongoing consultation and supervision are harder.39 Unfortunately, 
studies of implementation of other psychosocial interventions found that single 
workshops typically have little effect on provider competence.50 Therefore, 
efforts to implement iPT in prisons may benefit from examining scalable on-
going training models.39 Low- cost, scalable methods of training professional 
and paraprofessional counselors are needed to help get mental health treatment 
to individuals who need it most in many settings. This is a mental health ac-
cess and equity issue. From a systemic perspective, incarcerating fewer people 
and better funding criminal justice and affiliated community treatment settings 
(e.g., community mental health centers) would also help to reduce unnecessary 
mental health- related morbidity, mortality, and continuing mental health- related 
incarceration.

Explanation of session structure

Group sessions are organized around themes: building social support and then 
doing work on each of the interpersonal problem areas (grief, conflicts, transitions, 
and problem patterns). The suggested schedule of sessions was chosen because it 
rotates work on problem areas, giving each group member a turn to work on the 
issues most salient to them and time to do interpersonal homework between ses-
sions related to that problem area. This is a suggested order for the group sessions. 
Leaders may want to adjust this order, including to more directly address crises 
as they arise.

if you have a group with no members with goals in 1 of the topic areas, we rec-
ommend not using those sessions and spending more time on the issues/ sessions 
relevant to group members’ goals. if you plan to stretch out some sessions, make a 
tentative schedule ahead of time about how that will happen, knowing that it can 
change based on what is salient in group members’ lives at the time.
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INTRODUCTION

Mental illnesses constitute a major health burden in the United States.1 While 
around half of the people living in the United States will be diagnosed with a 
mental illness in their lifetime, only half of those diagnosed will have access 
to treatment, and a fraction will receive high- quality evidence- based care.1– 3 
Underserved communities, including racial and ethnic minorities, have long faced 
significant disparities in treatment access, service utilization, and mental health 
outcomes compared to the general population.4 These disparities, exacerbated 
during the COViD- 19 pandemic, have shed light on the many challenges of the 
current mental health treatment system nationwide.5

The US mental health treatment system has struggled to address these crit-
ical disparities in access and quality of care. Preexisting challenges, including 
workforce shortages, limited access to services, and variable availability and 
quality of community- based services, have worsened since the pandemic’s onset.5 
These challenges are amplified by additional barriers to service access among 
underserved groups, such as inadequate insurance coverage and mistrust of the 
healthcare system.6– 8 Collaborative care for depression involves primary care 
physician referral to on- site mental health care managers who recommend anti-
depressant medications, track adherence, or offer evidence- based psychotherapy 
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(e.g., problem- solving). even though collaborative care for depression studies 
have shown important improvements in treatment access for depressed patients 
from racial and ethnic minority groups,9– 12 in real- world settings collabora-
tive care has exhibited low enrollment of minority populations, perhaps due to 
stigma, low awareness, and a lack of client and community engagement.13 There 
is, therefore, a dire need to innovate the existing mental health treatment system 
to achieve more equitable access and outcomes for underserved communities in 
the United States.

Task sharing (i.e., moving responsibility for certain elements of care delivery 
to individuals who do not have specialized training in mental health care de-
livery) with lay providers is a successful approach that is commonly employed 
in low-  and middle- income countries (LMiCs) to address workforce shortages 
for mental health specialists.14 Historically, uptake of a task- sharing approach in 
the United States had been limited due to licensure regulatory requirements and 
scope of practice. Yet, the increased disparities and clinical needs resulting from 
the pandemic highlight the potential value of utilizing such an approach.15

The Columbia University/ New York State Psychiatric institute educational, 
training, clinical, and research Mental Wellness equity Center established by 
Dr. Milton Wainberg in 2020 aims to end the mental and substance use disorders 
disparity gap among populations designated by the National institutes of Health 
that experience these disparities in the United States. To do so, the Mental Wellness 
equity Center introduces innovative solutions to ensure that clinically and cultur-
ally effective care is available, addresses social determinants of health (SDoH; i.e., 
nonmedical factors, such as unemployment, that can contribute to mental distress 
and impact mental health outcomes16), and promotes policies that create and sus-
tain a scalable blueprint for the nation.

in January 2022, the Mental Wellness equity Center launched eNGAGe 
(Engaging CommuNities to Gain MentAl WellbeinG and Equity), an initiative 
funded by and developed with the New York State Office of Mental Health (NYS- 
OMH). eNGAGe seeks to train a new cadre of lay workers (“Community Wellness 
Workforce”) to deliver accessible and high- quality mental health assessments and 
interventions, as well as address SDoH among New York State residents. The 
model of eNGAGe builds on a successful community health initiative developed 
in Mozambique (led by Dr. Milton Wainberg; see Chapter 19 on Mozambique) 
that utilized task sharing and a digitized measurement- based application to opti-
mize resource allocation, enhance rigor, and match interventions with needs.17,18 
Taking the lessons learned from this work, eNGAGe aims to leverage digital tools 
to reduce mental health disparities, thereby facilitating the transformation of the 
public mental health system locally and nationally.

Currently in its pilot implementation phase, eNGAGe has partnered with 
2 community- based organizations, each with 2 clinic sites, to serve residents 
in 4 underserved urban areas in New York City: Harlem, Brooklyn, Bronx, 
and Washington Heights (northern Manhattan). in the eNGAGe model, lay 
providers will reduce wait lists for care by engaging and screening clients with 
the electronic Mental Wellness Tool, a validated brief tool used to guide stratified 
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care.19 Lay providers will also offer brief evidence- based interventions to address 
common mental health concerns, hazardous alcohol and substance use, suicide 
risk, and SDoH. in this chapter, we discuss the training and credentialing process 
of teaching lay providers (community wellness workers; CwWs), as well as their 
supervisors with mental health licensure, within the 2 partner agencies to de-
liver interpersonal counseling (iPC) for the treatment of common mental health 
conditions.

THREE- DAY IPC TRAINING WORKSHOP

The first cohort of CwWs began their iPC training in September 2022. Two iPC 
expert trainers, Kathleen Clougherty, MSW, and Jennifer Mootz, PhD, facilitated 
a 3- day in- person workshop with 14 CwWs from eNGAGe’s 2 partner organiza-
tions. The CwWs had diverse professional backgrounds, having worked previously 
as peer specialists, crisis counselors, case managers, and employment specialists. 
Three clinical supervisors who are licensed mental health clinicians with master’s 
degrees were also trained. Most of the CwWs represented the communities their 
agencies serve (i.e., Latinx, Black/ African American, LGBTQ+  [lesbian, gay, bi-
sexual, transgender, queer/ questioning], etc.), a feature that has been critical in 
enhancing workforce diversity and cultural relevance of care delivery.15

eNGAGe’s iPC training follows the apprenticeship model for teaching lay 
providers to offer mental health treatments in LMiCs.20 This includes a 3- day in-
tensive workshop (9 hours of didactic learning and 6 hours of experiential prac-
tice in small groups), followed by weekly group supervision, during which time 
trainees discuss their cases, practice their skills, and get feedback from certified 
iPC supervisors. The CwWs are credentialed in iPC when they have completed 
and received supervision on a minimum of 3 training cases.

During the in- person workshop, CwWs discussed the cultural beliefs and 
norms of mental health and interpersonal struggles faced by Latinx and Black/ 
African American communities. in addition, they considered COViD- 19’s im-
pact on mental well- being and interpersonal relationships among communities in 
Brooklyn, Harlem, Bronx, and Washington Heights. For instance, CwWs shared 
that many immigrants, including those from the Dominican Republic, could not 
return to their home countries to perform funeral rituals for deceased loved ones 
because of travel restrictions.

Several features of the iPC workshop contributed to its success. To promote 
active learning, facilitators included the use of case examples that reflected the 
communities that CwWs serve, and experiential practice was woven into iPC 
didactic content. To explore the nuances of offering iPC by bilingual staff in 
Spanish- speaking communities, 5 Spanish- speaking CwWs formed a single 
breakout group and role- played iPC in both english and Spanish. Additionally, 
since this iPC cohort included both supervisors and supervisees, a designated 
breakout group for supervisors was created to prevent supervisees from feeling 
self- conscious role- playing in front of their supervisors. CwWs exhibited strong 
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enthusiasm about eNGAGe’s vision to achieve mental health care equity, re-
flected through their active engagement during training.

After CwWs completed the 3- day workshop, they moved into the apprentice-
ship phase to become credentialed in iPC. Five weekly clinical supervision groups, 
facilitated by iPC expert trainers Kathleen Clougherty, MSW, and Jennifer Steele, 
LCSW, were formed. each group included 2 to 4 CwWs, and each supervision 
spanned 60 to 90 minutes.

TAILORING IPC TO THE ENGAGE CONTEXT

Through the eNGAGe initiative, iPC is delivered by CwWs to address common 
mental health conditions such as depression, anxiety, and post- traumatic stress. 
in 4 weekly sessions and a follow- up fifth session 1 month later, CwWs work with 
clients to address interpersonal events linked with distress. The goal is to reduce 
symptoms and manage the identified problem area. in the context of the current 
initiative, there are several advantages to having a lay workforce offer iPC. First, 
it helps overcome structural barriers to receiving care in traditional settings and 
enables clients to get immediate help for transient reactions to life stressors (e.g., 
COViD- 19) linked with common mental health problems. iPC also meets many 
individuals’ preference for talk therapy over medication while circumventing high 
dropout rates with long- term talk therapy.21 Additionally, having community 
members deliver iPC enhances the quality and cultural relevance of service de-
livery.15 Finally, a lay workforce can help expand and diversify the current mental 
health field by encouraging more individuals to pursue mental health care as a ca-
reer path. Several CwWs in our first iPC cohort have already expressed an interest 
in being guided to pursue additional mental health and social work training.

Given the increased demand and acceptability of telehealth, eNGAGe has tai-
lored iPC by piloting hybrid services (i.e., a mixture of in- person and remote 
care) to broaden the reach and accessibility of this intervention.22 To ensure the 
smooth administration of iPC via telehealth, iPC supervisors have emphasized 
the importance for CwWs to establish ground rules (e.g., engaging in sessions in 
a private space and keeping distractions to a minimum) for remote services with 
clients. in addition, we created and distributed electronically fillable PDFs of iPC 
assessment tools (e.g., the mood rating scale) to CwWs, such that they can share 
their computer screens on videoconferencing platforms to collaboratively com-
plete assessments with their clients.

Before starting their first training cases, several CwWs expressed nervous-
ness about learning iPC didactic material and applying it with their first clients. 
To mitigate anxiety and increase intervention fidelity, we introduced provider- 
guided checklists that offer step- by- step instructions on the tasks a provider must 
complete in each iPC session (e.g., offer psychoeducation), along with some ex-
ample dialogues (e.g., “depression is treatable”), and time allocation guidelines for 
each task (e.g., spend around 10 minutes on psychoeducation). These checklists 
also provide instructions on triaging and iPC assessment tools and concepts 
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CwWs should review prior to each session. Preliminary feedback from CwWs 
has suggested that these checklists have been beneficial in helping them navigate 
the delivery of iPC. CwWs have also shared that they typically study and bring 
printouts of the checklists to sessions they offer and check off iPC tasks as they 
progress through them.

IPC CREDENTIALING PROCESS:  
IMPLEMENTATION CHALLENGES

We have faced several challenges in the iPC credentialing process. First, identifying 
iPC training clients within agencies instead of research laboratories requires 
proper planning. To add, clients with comorbidities and suicidality are common 
in real- world settings, but they are not suitable as training clients. To facilitate 
the case selection process, we created a working group with iPC supervisors 
and developed a detailed iPC agency guide for eNGAGe. This guide clearly 
documented the criteria for training clients (e.g., Patient Health Questionnaire- 
9 [PHQ- 9] scores) and other important features of implementation (e.g., iPC 
credentialing requirements). After circulating this guide to agencies for feedback, 
iPC supervisors also met with agency clinical supervisors to support the case se-
lection process.

Client engagement was another initial challenge that required attention. Several 
training clients did not show up, attended sessions sporadically, canceled sched-
uled appointments, and eventually dropped out after expressing a lack of interest 
in participating in iPC. To address these challenges, we worked with agencies to 
generate a script with sample language CwWs can use during initial outreach to 
potential clients that could boost interest in iPC. We have also modified processes 
such that CwWs can contact 2 potential clients at once to ensure a supply of iPC 
training clients. Last, to ensure that CwWs make steady progress toward be-
coming credentialed, we worked with agencies to develop guidelines for client at-
tendance (i.e., reminder calls) and iPC termination. if a client does not follow up 
with 3 consecutive iPC sessions, they are referred for other services, which then 
allows the CwW to start working with a new training client.

Another challenge of the iPC credentialing process has been technical issues 
associated with telehealth. CwWs expressed that some of their clients prefer to 
engage with iPC remotely, as doing so allows for increased flexibility in their daily 
schedules. Yet, technical difficulties with telehealth within agencies and clients’ 
limited knowledge of or access to remote communication platforms hampered 
the implementation of iPC. Working closely with the agency leadership teams has 
helped problem- solve some of these technical challenges.

Finally, the novelty of eNGAGe, which simultaneously assesses and addresses 
common mental health concerns, hazardous alcohol and substance use, suicide 
risk, and SDoH, is an important implementation challenge for any agency and 
its providers, including CwWs, their supervisors, and administrators. Training 
in each of the eNGAGe evidence- based interventions (e.g., motivational 
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interviewing for hazardous alcohol and substance use, safety planning interven-
tion for suicide risk, and financial wellness for SDoH) is offered separately, and 
the integration of these interventions within an agency requires thoughtful pla-
nning specific to the agency’s established procedures. This is because agencies 
must ensure that these interventions do not disrupt their current services and are 
offered in a safe and rigorous manner. To support eNGAGe and iPC’s integration 
within agencies’ services, we completed site visits to each organization to better 
understand its internal processes and co- develop ways to integrate our model 
into existing systems. We also reviewed and discussed with agency leadership 
teams during weekly meetings and CwWs during subsequent trainings how we 
can weave eNGAGe into their services. Adjustments and clarifications on how 
significant elements (e.g., completing iPC case notes in the context of an already 
demanding workload and clarifying the role difference between iPC supervisors 
and agency clinical supervisors) fit with agency processes have been included in 
the iPC agency guide for eNGAGe.

IPC CREDENTIALING PROCESS:  
IMPLEMENTATION FACILITATORS

The Mental Wellness equity Center, the 2 community- based organizations’ lead-
ership teams, CwWs, and New York States’ policymakers share eNGAGe’s vision 
of improving access to mental health services by using a task- sharing approach 
to offer effective and time- limited interventions. Our common goal facilitates the 
iPC training and credentialing process by encouraging open communication, 
active problem- solving, co- development of approaches to implementation, and 
close collaboration in resolving challenges as they arise.

Additional facilitators of the iPC credentialing process have included small 
group sizes for weekly supervision that help foster productive group dynamics. 
iPC supervisors’ support and warmth during supervision also encourage CwWs 
to freely discuss their reactions to and challenges with training clients. Moreover, 
CwWs have been enthusiastic and proactive, reflected in their active partici-
pation, consistent attendance, and preparedness to present their training cases 
during weekly supervision.

in addition to CwWs’ engagement during weekly supervision, a few took the 
initiative to develop material to support the delivery of iPC. For instance, one 
CwW created a spreadsheet template that helps graph clients’ PHQ- 9 and mood 
rating scores across weekly sessions. This digital template was later circulated 
to other CwWs and has been beneficial in visually illustrating to clients their 
symptoms and mood progress throughout iPC. One CwW also translated iPC 
dialogues in the session checklists into Spanish. This translation effort spurred 
discussion about the best ways to provide iPC in Spanish, and Spanish- speaking 
CwWs and staff from the Mental Wellness equity Center collaborated to tailor 
existing Spanish iPC material for the eNGAGe context. Last, 1 CwW shared that 
during an iPC termination session, they documented their client’s key takeaways 
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(e.g., iPC skills learned) in writing for them to take home. This prompted the de-
velopment of a termination pamphlet clients can take home after completing iPC.

Six months after the initial 3- day training in September 2022, we offered a half- 
day iPC advanced booster workshop for the first cohort of CwWs. This 4- hour, 
in- person session was facilitated by Kathleen Clougherty, MSW, who also led the 
initial 3- day training. During the workshop, which was structured as an interac-
tive seminar with guiding prompts, CwWs asked questions, demonstrated how 
they performed various iPC skills, exchanged reflections, and discussed barriers 
experienced in completing iPC with their clients. For example, several CwWs 
shared that it was challenging to get their clients to engage in role play during iPC 
telehealth sessions. When this topic was raised, the iPC trainer and other CwWs 
provided useful suggestions on how to resolve challenges with navigating this iPC 
technique (e.g., ask the client to look into a mirror during role- play activities). 
CwWs also asked for additional help on how to conduct the communication anal-
ysis. CwWs discussed how much they had learned, celebrated how far they have 
progressed since the initial training, and encouraged each other in completing the 
remaining training clients required for iPC credentialing.

CASE EXAMPLE

e. M. was a 32- year- old Dominican woman living alone with her young child in 
Washington Heights. She was placed on a wait list at one of our partner agencies 
and was contacted by the CwW to offer iPC. e. M. presented with anhedonia, 
insomnia, feelings of hopelessness, a lack of motivation, and anxiety. The CwW 
conducted weekly iPC sessions with e. M. in Spanish, and they met through a mix 
of in- person and phone telehealth appointments.

in the first iPC session, e. M. scored an 11 on the PHQ- 9, indicating moderate 
depression. Through administering the timeline, the CwW learned that e. M.’s 
husband left their marriage and 2 children 1 year ago without an explanation or 
notice. Since her husband’s departure, e. M. had been depressed, isolated, and 
unable to enjoy activities she used to like. e. M. struggled with anxiety related to 
adjusting as a single parent and wished to know why her husband left their mar-
riage. in the second session, the CwW and e. M. jointly decided on “life change,” 
resulting from a shift in her marital status and the ensuing loneliness, as the rele-
vant problem area.

Throughout the working phase, the CwW followed the strategies for life change, 
which included helping e. M. mourn her broken marriage and look ahead for 
opportunities. The CwW also assigned e. M. work at home to re- engage in activi-
ties she enjoyed before becoming depressed, which included running, socializing 
at work, and spending time with her younger child. After resuming these activ-
ities and exploring what she had lost, e. M.’s mood improved, and she reported 
feeling less isolated. The CwW helped link e. M.’s mood to events.

During the working phase, the CwW also used iPC techniques of role play and 
decision analysis to help e. M. gauge whether she wanted to reconnect with her 
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husband or proceed with a formal separation. in the third session, e. M. shared 
that she had come to terms with the fact that her husband will not return to their 
marriage and become more involved with their younger child. The CwW and 
e. M. explored her fears about being a single parent and how e. M. could find 
support in this new role. e. M. decided that she would talk to her older child, 
who is attending college away from home, about her worries. This initial conver-
sation went smoothly, and e. M.’s depression symptoms continued to improve. 
During iPC termination, e. M. scored a 4 on the PHQ- 9. She expressed that she 
was eternamente agradecida (“eternally grateful”) to have participated in iPC with 
the CwW.

FUTURE DIRECTIONS

important elements of eNGAGe’s long- term plan include establishing sustain-
ability of the Community Wellness Workforce overtime; maintaining the rigor 
of training, credentialing, supervision, and clinical services; increasing capacity 
building of new trainers; and informing policy changes.

The Mental Wellness equity Center is also developing a versatile digitized 
training and services platform that guides CwWs and their agency systems 
in delivering high- quality, high- fidelity, evidence- based assessment, and 
measurement- based interventions, including iPC. This scalable digital plat-
form, which will be capable of tracking intervention fidelity and quality, clinical 
outcomes, and other indicators of impact, will interface with electronic health 
records and is simple to use in diverse clinical and community settings. This plat-
form will also use an open source that can be securely accessed across multiple 
types of devices (e.g., cell phones, tablets, laptops, and computers) and different 
users (e.g., clients, providers, and supervisors) to address care- related issues. De- 
identified data from this platform can also be made available to administrators, 
researchers, and government actors following Health insurance Portablity and 
Accountability Act (HiPAA) protection guidelines. Last, this platform will be 
built in a modular and standards- based approach, which will make adding new 
evidence- based interventions as modules to the platform accessible. eNGAGe 
has already begun incorporating iPC for adolescent populations as the next inter-
vention it will implement.

Currently, we are also working with the 2 partner agencies to identify and train 
a pipeline of supervisors to provide clinical oversight for iPC within each orga-
nization, including recruitment and training of second- year master’s students 
from 3 local social work schools as part of the NYS- OMH Schools of Social 
Work Project for evidence- Based Practice in Mental Health. in this project, 
students will complete their second- year practica in our partner agencies with 
field supervision provided by eNGAGe. The goal for trainees is to learn to de-
liver eNGAGe interventions and prepare to serve as future licensed supervisors 
on graduation.
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Additionally, we are working with NYS- OMH to explore reimbursement 
mechanisms for the delivery of brief interventions offered by nonlicensed lay 
providers in both a traditional Medicaid or fee- for- service context and more ad-
vanced payment models such as Certified Community Behavioral Health Clinics 
and Federally Qualified Health Centers (FQHCs).

Finally, we are exploring potential opportunities to expand the eNGAGe 
model to other clinical sites and nontraditional community- based settings (e.g., 
churches). in addition, we will use the implementation pilot described here to in-
form the tailoring of a provider- guided iPC application for scale- up in New York 
State. Piloting iPC under eNGAGe has yielded fruitful learnings. Our first co-
hort of CwWs continue to increase their iPC knowledge and be empowered 
by eNGAGe’s mission to transform care and improve mental health equity in 
New York State and the nation.
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Reflection In: Interpersonal Psychotherapy. Edited by: Myrna M. Weissman and Jennifer J. Mootz, Oxford University Press.  
© Oxford University Press 2024. DOI: 10.1093/ oso/ 9780197652084.003.0058

Reflection

Before we predict the future, let’s reflect on this unexpected book journey. We 
began thinking that our request to learn about interpersonal psychotherapy (iPT) 
from others around the world would have modest returns. We had little idea of 
the number of countries where iPT was being used. We were overwhelmed in the 
enthusiasm, the extent, and quantity of response and the quality of information. 
Our book doubled, then tripled in size and could have kept going. it was about 
halfway through writing the book that we realized this enthusiasm should be met 
with full book access. We explored changing our contract with Oxford University 
Press, who agreed that both a bound book as well as open access should become 
available.

Many of the chapters are by clinicians, not researchers, and their ideas may not 
have been captured in print elsewhere. We believe this information will enrich 
both the clinical implementation and the research. While we were involved in 
the clinical trial of iPT in Uganda around 2003, we had little idea of iPT’s inde-
pendent clinical extension in many different parts of Africa: ethiopia, zambia, 
Senegal, Kenya, and more. China had not shown an interest in psychotherapy as a 
treatment in the past, so the change and massive iPT training there and in Hong 
Kong were a surprise, as was the use of iPT in Malaysia and Nepal.

We were grateful for the contribution from countries, where, at the time, com-
munication was not easy. We expected to see dissemination efforts progress in 
the european countries as they were the early users of evidence- based psycho-
therapy and anticipated the problem of reimbursement for psychotherapy from 
countries without a generous national health plan, especially in the United States. 
New zealand was one of the early users of iPT and the groundwork for the inter-
national organization. We welcomed their continued development despite their 
own countries’ natural disaster, a massive earthquake.

The reader will note there is no chapter for the United States except on training. 
The US work is subsumed inadvertently in the chapters on iPT among diverse 
populations. Since the early developers of iPT were in the United States they were 
by now working on specialized adaptations with populations of different ages, life 
situations, diagnoses, and races/ ethnicities. There were some possible generation 
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differences noted within a country. The Netherlands indicated that iPT was pop-
ular mostly among the older generation and not so in the younger and questioned 
its future. At the same time, a new group in the Netherlands enthusiastically re-
ported on a new iPT delivery that combined face- to- face and online sessions for 
major depression. The reader will need to determine common messages across 
the globe. We start with a few core concepts.

Most authors described iPT and the interpersonal problem area conceptualiza-
tion as culturally syntonic, especially in countries where relationships are pivotal to 
understanding of well- being. in China, for example, Confucianism centralizes the 
concept of interdependence through interpersonal relationships. in iran, we were 
told that people first understand themselves in relation to others before they see 
themselves as individuals. iPT’s premise that distress is grounded in interpersonal 
disruptions is congruent with cultures where community plays an intricate role in 
daily lives (ethiopia). There are settings in Africa that have long harnessed com-
munity and the wisdom of interconnectedness to improve the lives of individuals 
through collective savings groups, extended kinship networks, church organiza-
tions, and other community structures (Kenya). While high- income countries 
might traditionally have tended to uphold individualism more than other global 
settings, these cultures are far from monolithic. Many populations within high- 
income countries likewise centralize the value of relational connectedness. Patel 
et al. in Chapter 48 explained, for instance, that Latin(x) people in the United 
States have long relied on strong family networks to support well- being, a concept 
known as familismo.

Many contributions that highlighted iPT’s congruence with cultural values of 
relational interdependence also described considerations needed to account for 
the sophistication of social networks, intricate hierarchies, and varied social roles 
that people play. in China, providers spent more time exploring problem areas 
and formulating the problem to account for the complexity of relationships and 
social roles. Strategies for resolving disputes respected and leveraged hierarchies 
within networks and tailored communication to fit with social norms and role 
expectations. in some settings, elders were an important part of the therapy and 
helped resolve disputes or carry the message of resolution. This was especially 
true in African countries, indigenous populations in Australia and New zealand, 
and iran. in ethiopia, for example, a well- established community- based approach 
called shemegelena has involved respected community members in the conflict 
resolution process. in Japan, parents were routinely part of the treatment as many 
children lived at home into young adulthood, and parents were important figures 
in their daily lives. Several authors noted that communication involving direct 
confrontation was culturally unacceptable. Dissolution as the resolution of an in-
terpersonal dispute with a family member was a limited option in several places 
(e.g., Hong Kong and iran). The potential outcomes of a dispute were resolution 
or an intent to live with a role transition rather than dissolution.

For the problem area of grief, authors tailored iPT to align with cul-
tural expressions of mourning and honoring the deceased. in Mozambique, 
nonspecialized providers are trained to follow clients’ lead about mourning the 
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deceased given the numerous ethnic groups and cultural variations for rituals 
associated with death. There were several settings where expressing affect was 
incongruent with cultural expectations. These authors tailored the delivery in dif-
ferent ways to include techniques that could help. in a Senegalese predominantly 
Muslim population, crying is understood to hurt the deceased. Other activities, 
such as prayer and bringing in objects that remind the person of the loved one, 
are preferable in Senegal. Forced migration was noted in Malaysia to complicate 
experiences of grief due to the traumatic nature of deaths and inability to be pre-
sent for mourning rituals.

The problem area of role transition had a broad application. Authors working 
in various contexts found it useful to encompass integral and unique life 
experiences that included developmental milestones (Dietz, Chapter 43; Mufson 
et al., Chapter 44; and Reynolds, Chapter 46); sexual and gender identity devel-
opment (Kidd et al., Chapter 53); living with HiV (Heckman et al., Chapter 54); 
the perinatal period (Swartz et al., Chapter 49); incarceration in the United States 
(Johnson, Chapter 55); and migration and acculturation stressors (Patel et al., 
Chapter 48; Pereira and Verghis, Chapter 25). Developmentally, for example, 
Dietz and Mufson et al. explained how children’s and adolescents’ lives are full 
of transition both physically and environmentally (schools, friends, family struc-
ture, individuation from parents) and helping them build interpersonal skills 
to navigate these transitions with use of concrete and visual tools was essential. 
Older age is also a time when people are susceptible to physical changes and so-
cial role transitions (Reynolds). When working with perinatal women, Swartz and 
colleagues have considered life events, such as complicated pregnancy, as a sub-
type of role transition.

Role transitions also were relevant for migration experiences and minority iden-
tity development. Patel et al. surmised that role transition was useful to account 
for acculturation among Latin(x) people in the United States, and that accultur-
ation differences among children and parents were often connected to disputes. 
Reay (Australia; Chapter 39) and Kidd et al. (United States) likewise explained 
that role transition could encompass disclosure of a sexual or gender minority 
identity among LGBTQ individuals. Sexual identity disclosures, which Kidd et al. 
pointed out are continuous and recurring, could be met with disapproval from 
others and serve as a central reason for disrupted relationships. Because of the 
interconnectedness of problem areas, some authors have recommended devel-
oping interpersonal formulations that acknowledge the interconnectedness.

Those who worked with marginalized populations highlighted structural 
inequities and the harmful effects of racism, discrimination, heterosexism, col-
onization, and forced migration. They were careful to root distress outside of in-
dividual pathology. Brave Heart et al. (Chapter 47), for example, integrated the 
concept of historical trauma, the psychological suffering across generations, into 
their facilitation of iPT among American indians. They linked experiences of his-
torical trauma to mood and normalized mental health problems as a part of the 
historical trauma response rather than a person’s “fault” or deficit. in working with 
indigenous Australians, Reay extended the biopsychosocial explanatory model 
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for mental illness to include historical and structural factors, such as experiences 
of institutionalized oppression, homophobia, heterosexism, and sexism. Host 
country recognition of refugee status impacted mental health of refugees in 
Malaysia, where refugees lived with the persistent threat of arrest and deportation 
and were unable to work to provide for their families (Pereira et al.). in adapting 
iPT to work with Black/ African American adolescents to reduce loss- of - control 
eating, Burke et al. (Chapter 45) incorporated a framework that connected loss of 
control eating to structurally induced pain of exposure to racism and discrimina-
tion as opposed to the dominant White framework that eating habits and dieting 
reflect merit through strength of individual will. in the Netherlands, Peeters 
et al. (Chapter 31) documented much higher attrition rates among those with an 
ethnic minority status and have tailored iPT to be more acceptable for diverse 
populations.

Many authors expanded conceptualization of wellness and connection to 
be more holistic, extend beyond human attachment, and fit better with local 
conceptions. For indigenous populations in both Australia (Reay) and New 
zealand (Luty & Nolan), connection to family and community expanded to in-
clude connection to land and sea (Australia and New zealand) and spiritual con-
nection with ancestors or spirits (New zealand). Luty and Nolan (Chapter 40) 
provided a tangible example of how iPT could include bringing in or naming 
objects representative of the earth and sea, describing connection to these 
elements, and considering how this connection can support relationships with 
family and community. The authors from different countries reminded us that 
religions in some communities were an important part of communal activity, for 
example, shared prayer and adding God to the interpersonal inventory among 
refugees in Malaysia and using the church as a resource in parts of Kenya. in 
israel, iPT helped ultra- Orthodox young men function in a secular college.

The title “sick role” was almost universally disliked and thought to be 
stigmatizing. There was no dispute about the concept behind the sick role, in 
essence take time and care to recover and get help while symptomatic, but al-
ternative titles were offered. One we liked was “the recovery role,” especially as 
described in the Veterans Administration, where the idea of the veteran having an 
impairing medical condition did not go over well (Clougherty et al., Chapter 15). 
Brave Heart et al. and Kidd et al. stressed that given pathologized experiences of 
underrepresented groups, language like the sick role may be particularly unwel-
come. Brave Heart et al. recommended to contextualize distress as part of the 
historical trauma response. Kidd and colleagues noted that minority stress theory 
can be applied to externalize distress while supporting agency. Patel et al. gave 
a practical example of how the cultural formulation interview, which inquires 
about cultural conceptions of the problem and cultural factors that influence help 
seeking, could be used to incorporate use of the client’s language and meaning 
within the interpersonal formulation.

The other disliked term was “interpersonal deficits.” We had already changed 
the name of this problem area to “loneliness and social isolation.” There is no claim 
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about cause and that this problem area is due to a person’s deficits. The problem 
area is for situations that leave the person with minimal, if any, social contacts 
and support. it was helpful for practitioners working with veterans in the United 
States, for example, to assess whether loneliness was present before deployment or 
resulting from deployment experiences (Clougherty et al., Chapter 15). isolation 
can be long term and due to a specific situation like death, moves, or change in 
status. Suggestions for changing the language of deficits were “interpersonal gaps” 
and “interpersonal sensitivities.”

IMPLEMENTATION OF IPT

Most countries wanted briefer duration of iPT treatment, especially those in low- 
resource settings. We agree for many settings making efficient use of available 
resources is imperative. For patients who must find transportation, childcare, 
manage costs, and overcome other barriers to participation; the desire for briefer 
interventions also holds true. However, not all places wanted shorter durations. 
Nepal felt that they needed more time for patients to define the problem, “tell 
their story,” and develop a plan that could be used. They also call iPT a treatment 
for “distress,” not depression, to reduce the stigma of a mental illness. Others, 
such as those in israel and italy, described needing additional sessions to address 
comorbidities.

The use of professionals trained in psychological treatment— psychiatrists, 
psychologists, and social workers— has moved to task- shifted care, delivery of 
mental health services by nonspecialized providers. There was interest and expe-
rience in training community health workers (CHWs) in many parts of the world. 
CHWs included persons with varying levels of education. Careful selection of the 
trainees and formal training in iPT produced some very favorable results. Task 
shifting was also covered by new methods of guided and self- guided iPT and by 
digital online approaches. While these won’t cover all needs, they may fill gaps for 
those who are mildly or moderately distressed.

There was also interest in more training of primary care and family practice 
doctors in methods of iPT. These professionals often encounter patients who 
come for a medical problem, but one which is driven by underlying distress and 
depression. Case examples, such as those from Mozambique and iran, offer astute 
examples of how clients present for medical care before psychiatric care.

We are working on a simple, 1- session iPT. This will be mainly a guide on what 
to cover in 1 session. it may be used for the clinician in primary care or for patients 
in distress who seek clarification but do not want to enter regular psychotherapy 
and want to work things out on their own. it might also be useful for patients in 
remission who have a breakthrough in symptoms. it is too early to tell. iPT may 
be used as the language that covers these problems and frames a direction of care 
when the doctor is told in training to “be supportive.” Training rarely includes 
what to cover and what to say during the supportive meeting.
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Training in iPT as part of regular graduate programs in psychotherapy (psy-
chiatrist, psychologist, social workers, counselors) would take care of many 
training needs. However, we learned that, at least in the United States (Flores 
et al., Chapter 14), this training remains minimal in graduate residency programs 
and has changed little over the last decade in the United States, except for a new 
program in the Veterans Administration. However, this is not the case in some 
countries, which have increased training (e.g., United Kingdom, Switzerland, 
France, and Finland). There was a real need expressed for certification, and some 
countries, such as Turkey, have developed their own. The international Society of 
interpersonal Psychotherapy (iSiPT) has begun this, and much more is needed. 
Hopefully, 1- day training and even certification will be handled mainly in the 
programs that train the professionals, leaving outside training for CHWs or as 
refreshers or updates as new methods are developed.

We have also seen continued expansion of iPT for treatment of other disorders. 
in several countries in Africa, iPT/ iPC (interpersonal counseling) is being used 
to treat more comprehensively all common mental disorders, not just depression. 
in italy, iPT has been used to treat borderline personality disorder by extending 
duration of sessions to 10 months with an additional 8- month maintenance phase 
and offering iPC for family members. Markowitz (Chapter 53) gave an update on 
the use and testing of iPT for post- traumatic stress disorder, an approach without 
an exposure component (i.e., describing the traumatic event in detail), among 
veterans, those experiencing sexual assault, and other populations. Graham and 
Fitzpatrick (Chapter 33) outlined how iPT has been used across Scotland to treat 
veterans and teach them about connecting both to people and spaces. They incor-
porated motivational enhancement to improve engagement and trained veteran 
peer support workers to deliver the intervention, as these workers carried more 
credibility with veterans. Given high suicide rates among the veteran population, 
the specialized veteran program in Scotland adapted iPT to respond to acute 
self- harm or suicidal crisis (iPT- Acute Crisis) by leveraging social networks, con-
necting to resources, and engaging in problem- solving. Other settings, such as in 
israel, have also adapted iPT for adolescents to address acute and suicidal crises 
and other comorbidities.

The use of telephones and video for delivery of iPT accelerated during the 
global pandemic and has been found to be effective and acceptable. While some 
barriers may be uniquely present for telephone delivery (e.g., lacking privacy or 
patients needing to multitask for childcare), this mode of therapy can reduce lo-
gistical barriers to access. Telehealth may be a permanent feature of delivery. in 
Germany, Mozambique, and the Netherlands, advances toward digitizing delivery 
of iPC/ iPT have occurred through websites and apps. Some countries added 
devices to facilitate in- person treatment. For example, China added games and 
WeChat. StrongMinds in Uganda developed a chatbot (texting communication 
tool) to provide psychoeducation about depression and help connect people to 
care. Several settings brought in phones for group members to show pictures 
while discussing problem areas. Some countries, such as Nepal, used pictures to 
show how inner feelings might differ from outer expression.
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THE FUTURE

We cannot predict the future, but of course will try. With this caveat, we sur-
mise that the move toward continued expansion of the use of lay health workers 
will increase access to services. While the increase may be partially due to the 
new onsets of previously treated persons, it will largely come from new and long- 
needed efforts to treat the underserved not only in the United States and other 
high- income countries, but also countries where services never before existed.

in many societies, technology has become an integral medium for interpersonal 
connection and communication. Surely these developments will permeate the 
training of practitioners, the delivery of treatment, and assessment of outcomes, 
for both the participant and the provider. in- person office visits, the predomi-
nant access mode of training, and treatment will be increasingly administered 
remotely using cloud- based applications across many different platforms and 
operating systems with devices, including computers and smartphones to wear-
able devices and other virtual reality approaches for assessment of outcome. How 
these deliveries will be assessed for safety and accuracy in many cases will be 
standard evaluations like clinical trials, and in others, situations will present clear 
challenges (see Reference 1 for the most recent discussion). What is clear as this 
book goes to press is that the number of technology- based interventions of psy-
chiatric disorders at the training, treatment, or assessment level are increasing. 
The scope and possibilities provided by technology are dazzling. However, it is 
critical to recall that technology is a vehicle to ease the delivery and assessment of 
content. When used for iPT, the basic contents remain the same, only altered in 
the extent or detail to meet the particular situation.

COViD- 19 has partially helped us to realize that we are globally interconnected 
and has accelerated efforts to make treatments more accessible. Quarantine and 
our need to communicate virtually and not in person, facilitated by the increas-
ingly available electronic methods, has brought the world closer in recognition of 
the importance of attachments. The latter is firmly backed up by research. in 1938, 
researchers at Harvard set out to learn what makes a person thrive. They recruited 
700 participants, including Harvard students and boys from low- income families, 
following them up with in- depth interviews, surveys, brain scans, and DNA 
samples every 2 years and in later years. As years went on, they expanded to 3 
generations and 1300 descendants of the original group. Reported recently in 
the New York Times “Welcome to the 7- Day Happiness Challenge,” Jancee Dunn 
noted 1 very clear finding emerged for this study. Strong social relationships are 
what make a happy life more than wealth, iQ, or social class. The strength of our 
bonds determines whether we feel fulfilled.2

efforts to understand susceptibility are a very different line of psychiatric re-
search. These efforts have moved from success in defining the risks, symptoms, 
onset, and clinical course of psychiatric disorders, that is its epidemiology, to 
tackling the mechanism of the disorders through sophisticated research in neu-
roscience and the available tools of magnetic resonance imaging and electroen-
cephalography. The recent efforts to increase global genetic studies will include 
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more than the US and european populations. in 2023, both the World Psychiatric 
Association and the Psychiatric Genetic Consortium have accelerated genetic 
sample collection in Africa. Similar efforts augmented by the electronic com-
munication success of COViD- 19 have begun elsewhere. At the same time, “Big 
Data” has become a new scientific name. Large diverse data sets, with both clin-
ical and biological assessments, are being collected and have become available to 
scientists all over the world. iPT and other psychotherapies are part of the global-
ization, as illustrated in this book.

The need for therapist certification through formal institutions, such as the in-
ternational iPT organization (iSiPT) or several other formats, will increase. it 
is hoped, the training in iPT will become part of educational programs offering 
undergraduate and/ or graduate counseling degrees. This will ease the need for 
stand- alone training and should standardize the content and quality of training.

A consistent concern across contributions was the cost of training and super-
vision. Along with the need for trainers and supervisors fluent in local languages, 
cost is likely the biggest impediment to scaling up and providing access to care. 
Johnson highlighted that training and supervision consumed 72% of total im-
plementation costs in prison settings. Law (Chapter 27) described that a bar-
rier to scale- up of iPC- A in Finland was having experienced and knowledgeable 
supervisors. Settings such as Hong Kong and Japan noted difficulties of having 
international, often english- speaking, experts leading training and supervision 
efforts. France and Mozambique provided examples of how building a cadre of 
national trainers and supervisors could promote scale- up.

Future work must examine scalable, cost- effective solutions that use implemen-
tation science methods to better understand and harness organizational processes. 
From a research perspective, part of this work may explore the minimum effec-
tive dose of sessions needed for a reduction in symptoms and maintenance of 
reduction, given the numerous preferences for briefer versions of iPT. Regarding 
opportunities for improving policy, cost- effectiveness also needs to consider ac-
cess to care. Reimbursement for iPT and healthcare coverage emerged as a barrier 
or facilitator, depending on the context and national level policy. Wesemann and 
Judge- ellis in Chapter 51 pointed out how reimbursement for medical treatment 
is higher than reimbursement for psychotherapy and financial reality affects how 
nurse practitioners are trained and the treatments they offer (e.g., emphasizing 
prescription of medications).

While communication has increased, there is little evidence that the rates of 
distress and suffering from common psychiatric disorders has diminished. Rather, 
efforts to reach underserved populations have hastened. The need has increased. 
A recently released report from data collected in 2021 by the Centers for Disease 
Control in the United States showed that 57% of adolescent girls felt persistently 
sad or hopeless, 30% had seriously considered attempting suicide, and 18% ex-
perienced sexual violence in the past year, all alarming increases from previous 
surveys.3 There still will be a need to handle the disabling symptoms of disorders 
brought on by common situations of stress, grief, disputes, life changes, and lone-
liness, and great opportunities remain for expansion of care in settings outside of 
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traditional therapeutic ones. For example, some authors have begun implementing 
iPT in school settings. We should be able to make the simplified and improved 
evidence- based methods available to the large masses of underserved people 
globally and consider how the iPT model could be used preventively as standard 
education teaching the foundational tenets of well- being.

The contributions also highlighted persistent stigma about mental health 
problems and the need to combat it. More public health efforts and campaigns 
are needed to provide awareness to populations of mental health problems and 
how to seek help. These messages could be integrated into other public health 
programming, such as HiV, maternal/ child health, and more. Authors working 
with special populations, such as those living with HiV, noted additional layers 
of stigma for medical problems or discriminated against sexual and gender mi-
nority statuses. Some settings (e.g., ethiopia, Kenya, Scotland) gave examples of 
rolling out educational antistigma messages and recovery videos as a part of the 
dissemination of iPT. As scale- up and dissemination of iPT continues to happen, 
incorporating antistigma information that provides facts and normalizes mental 
health challenges will be critical.

There is so much new in iPT in the expansion into new countries and populations 
and new adaptations. This book has captured an exciting point in time but not the 
endpoint, and the good news is that it will be outdated by the time it is published. 
iPT is at least one, among many other methods, to repair human fractures in 
attachments. We are hopeful that the realization of our common humanity and 
need for attachments in many forms will continue to grow.
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