
Heather A. Flynn, 
PhD Professor, FSU 

Behavioral Science and 
Social Medicine

Angel Montfort, PsyD 
Clinical Psychologist, 
Center for Maternal 

Mental Health



▪ Why learn about IPT?
▪ History

▪ Key Principles

▪ Phases of IPT
▪ Initial Phase

▪ Middle Phase

▪ Termination Phase 

▪ IPT strategies
▪ General (non-focal) IPT techniques

▪ IPT problem area-related strategies (focal area techniques)

▪ Continuing IPT learning and IPT Resources









IPT ENHANCES COMMUNICATION SKILLS



IPT IS AN EVIDENCE-BASED TREATMENT FOR 
DEPRESSION (CHILDHOOD THROUGH OLD AGE)

…and also for bulimia, binge eating disorder, PTSD, 

PMADs, and bipolar disorder





Meta-analysis 

of 

randomized 

controlled 

trials for 

depression: 

Hedges’ g 

number 

needed to 

treat NNT for 

pooled effect 

size= 3.05

Cuipers P. et al.  Interpersonal Psychotherapy for mental health problems.  American Journal of Psychiatry 2016; 173:680-687



The number needed to treat (NNT) in brackets indicates that the comparison condition 

had a better outcome than the IPT condition. Abbreviations: cc=collaborative care; 

Fft=family-focused therapy; tIPT=telephone based IPT; vIPt=videophone-based IPT.



•10-20% of perinatal women experience mood and 

anxiety disorders

•Perinatal period characterized by role transitions, conflicts, 

and unresolved grief

•Women show a strong preference for non-

pharmacological treatments in the perinatal period

•Perinatal women report distressing disruptions in social 

support and partner dissatisfaction

Sokol (2018); Flynn et al. (2010)



• IPT is efficacious for the prevention and treatment of 
Perinatal Depression

• Some review studies have found IPT to be superior to CBT 
or couples therapy

• Nearly 50 studies

• IPT shows improvement in anxiety and improved 
relationship quality, social adjustment and social support

• IPT may also be an effective preventive intervention 
for perinatal anxiety, but more research is needed

Sokol 2018; van Ravestayne 2017; Bledsoe and Grote 2006; Sokol 
2011
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Briefer versions of IPT have been 
developed for lay workers to deploy 
for persons suffering in high conflict 

areas and during natural disasters

• Haiti and China after 
earthquakes

• Depression following 
violence in Kenya 

• Bogotá - Displaced 
women refugees

• Syrian refugees in 
Lebanon 

• Darfur refugees in 
Cairo

• Improving nutrition 
outcomes for 
depression in 
Tanzania

• Grand Challenges –
Ethiopia, Haiti



▪ Overall studies find differential depression treatment response 
among African-American and Latinx patients

▪ African Americans (100%) than whites (76%) completed
the interpersonal therapy treatment; however, African
Americans' completion rates of the medication regimen
were quite low (35%) compared to whites (61%- Brown et all, 
1999)

▪ African Americans found to have preference for psychotherapy 
vs med, and do slightly better than whites with collaborative 
care

▪ IPT for Eating DO found slightly better response for non-white 
girls (Burke et al, 2017)

▪ Hankerson et al, 2017 – Initiative to integrate depression 
psychotherapy in AA churches deemed feasible and underway.



▪ Roots in Interpersonal School: Adolf Meyer & Harry Stack 
Sullivan

▪ Codified in the 1970’s: Gerald Klerman & Myrna Weissman

▪ “the kind of psychotherapy people do in real life”

▪ Expansion from research trials to clinical settings

▪ Expansion from depression to other disorders



▪ Alleviate suffering

▪ Remit symptoms, improve functioning

▪ Resolve current interpersonal problems

▪ Build support

▪ Improve communication & relationships



Interpersonal 

Experiences

Mood or 

symptoms



Depression is a biological illness but also has 
social determinants

Interpersonal problems can affect mood

Through IPT, we can identify a specific 
problem area that is associated with the onset 
or maintenance of the depressive episode

By resolving the interpersonal problem, the 
patient’s mood will improve



TIME-LIMITED 
PSYCHOTHERAPY

▪ Goals differ from long-term 
therapy

▪ Explicit focus

▪ Target symptoms

▪ Not character change

▪ Time as leverage

▪ Therapist Role

▪ Active

▪ Non-neutral



Elements 
of IPT

• Medical Model 
• You are a person with an illness, distress, 

symptoms, etc. 
• It is not your fault

• Sick Role
• Take care of yourself
• Who can help
• You are trying to solve problem bringing on 

symptoms

• Interpersonal Inventory
• Who is in your life (the good and the bad)

• Link symptom onset to problem
• Grief, Dispute, Transitions, Loneliness

• Target symptom reduction and improved 
social functioning, not personality

• Time limits specified 

• Current “Here and Now” focus



▪ Life Events associated with onset or perpetuation of major 
depressive episode:  

▪ recent, focused dispute with significant other

▪ social or communication problems

▪ recent role transition or significant life change

▪ complicated or prolonged grief 

▪ Available support network (responsiveness to environmental 
manipulation)



▪ Unipolar depression (MDD, depression NOS)

▪ Some kind of recent life event or change

▪ Is willing to come in once a week

▪ Willing to talk about himself/herself

▪ Interested in psychotherapy



▪ Psychosis

▪ Active substance abuse

▪ Severe suicidal or homicidal risk

▪ Severe cognitive deficits

▪ Severe interpersonal deficits



Initial (1-3 sessions) 

Form an alliance, assess, conduct interpersonal inventory, 
choose focus

Middle (8-12 sessions)

Use IPT focus-specific guidelines to work through losses, changes 
or disagreements

Ending or Termination (final 1-2 sessions or discharge) 

Review changes/gains & contingency plan (in the event of 
recurrence) with a ‘good goodbye’



▪ Complicated Grief

▪ Interpersonal Role Conflict / Dispute

▪ Interpersonal Role Transition

▪ “Interpersonal sensitivity” / “Interpersonal Deficits”





▪ Establish rapport

▪ Instill hope

▪ Diagnosis of depression

▪ Psychoeducation

▪ The Sick Role

▪ Interpersonal inventory

▪ Establish the problem area

▪ Interpersonal formulation

Therapeutic 

alliance

Mood-focused

Life Event-focused



▪ Adopt a warm, encouraging stance

▪ Listen actively

▪ Nod or smile to indicate that you are listening

▪ Be aware of your body language

▪ Listen more; talk less

▪ Create a safe therapeutic space

▪ Validate feelings without judgement

▪ Be empathic

▪ Think about the other person’s perspective

▪ Demonstrate genuine concern for the patient





DIAGNOSIS OF 
DEPRESSION

▪ Use PHQ-9 or EPDS to screen for 
probable depression

▪ Apply DSM 5 criteria to establish a 
diagnosis of MDD 

▪ Establish a time frame

▪ When did your symptoms start?

▪ Evaluate for past psychiatric history

▪ Has anything like this ever happened 
to you before?

▪ When? How was it treated?

▪ Evaluate family history

▪ Has anyone in your family 
experienced something similar?

▪ Parents? Siblings? Children?



▪ Discuss what is known about the epidemiology of depression 
(“One out of five women in her lifetime will experience an 
episode of Major Depression”)

▪ Explain the biological and social origins of depression (“We 
know that major depression is caused by many biological 
factors, including changes in the brain circuitry and 
biochemistry.  We also know that environmental factors, such 
as interpersonal events, can interact with biology to trigger 
episodes of depression”)

▪ Give the message that depression is treatable (“Like many 
other medical illness, depression is a very treatable 
condition”)



▪ Psychoeducation about Depression

▪ Removes blame from the patient

▪ Conveys hope (problem is well understood and treatable)

▪ Normalizes the problem (1 out of 5 women)

▪ Identifies the problem as time-limited

▪ Clarifies expectation that the patient will actively work to 
change



▪ Provide psychoeducation about nuances of Perinatal 
Depression

▪ Anxiety component

▪ Ability to maintain functioning for infant care

▪ Differentiate from normative pregnancy symptoms

▪ Differential dx between Baby Blues and PPD

▪ Risk factors

▪ Prevalence relative to other complications of pregnancy



Responsibilities

▪ Must care for self (sleep, 
eat, exercise)

▪ Identify and track 
symptoms

▪ Prepare for demands of 
therapy

▪ Attend therapy sessions*

▪ Pursue pleasure and activity 
as inherently antidepressant 
actions

Resources

▪ Who needs to know?

▪ How can they help you?

▪ How will you ask/tell? 

▪ Who should be able to 
come to your assistance?

▪ What will you need to 
TEMPORARILY 
suspend/defer?

*as a complication of pregnancy



the “who” of IPT



THE 
INTERPERSONAL 

INVENTORY

▪ Foundation for 
formulating depression 
in the interpersonal 
context & choosing a 
focus of treatment

▪ Involves the systematic 
review of current & past 
interpersonal 
relationships   

▪ Watch for affectively 
charged material

▪ Link interpersonal 
events to illness 
timeline





Who are the 
important 

people in your 
life?

Who raised you? 
Whom do you 

turn to for 
support?

Whom do you 
confide in?

Who turns to 
you?

How close do 
you get to other 

people?

How much do 
you trust others?

(How) do you 
get angry at 

other people?  

“Can you tell me 
about?...an 
example?”



• Reproductive History

• Attitude toward pregnancy

• Birth Story

• Relationship with baby

• Relationship with partner



• Place symptoms in an interpersonal context

• “many times people have problems in their relationships with 
others which affect their mood”

• For each significant other, the therapist should probe:

• Nature of interactions with the patient

• Expectations of each party

• Satisfactory and unsatisfactory aspects of the relationship

• Ways in which the patient would change the relationship



Self

Most 
involved

Moderately 
involved

Somewhat 
involved

Colleague

Daughter

Husband

Neighbor
Best Friend

X

X

X

X

X







• Select one of four possible problem areas

• Role Transitions

• Interpersonal Disputes

• Grief

• Interpersonal 
Deficits/Sensitivity/Loneliness

• Link problem area to illness onset and 
maintenance

• Patient and therapist agree to focus on the 
problem area for the remainder of IPT treatment



Role Transition: Examples I
(refers to changes in social context/roles)

• Life-Cycle Transitions
• Adolescence, Childbirth, Menopause, Decline of Physical 

Capacity

• Social Transitions
• Marriage, Divorce, Moving, Employment, 

Unemployment, Promotion, Demotion, Retirement, 
Military Service



Role Transition: Examples II

• Grief at Loss of Old Role
• Job Loss, Retirement, Moving

• Poor Adaptation to New Role
• Promotion at work or in school; Parenting difficulties

• Rejection of New Role
• Unemployment, Homemaking, Parenting, Leaving Home



INTERPERSONAL ROLE DISPUTE

• Non-reciprocal role expectations between patient 
and another important person in his/her life

• Romantic partners

• Parent-child

• Employer-employee

• Close friends

• Disputes can be overt or covert



GRIEF

• Recent death of an important person in the 
patient’s life and difficulty with the mourning 
process

• Also referred to as “Complicated Bereavement”



Interpersonal 
Deficits/Sensitivity/Loneliness

• Chronic history of
• Impoverished relationships

• Contentious relationships

• Problem area of last resort
• Many individual have deficits (especially when 

depressed), but it’s not a focus of treatment

• Predicts worse outcomes



• Helps to establish a time frame  for the most recent episode

• Identifies relevant interpersonal factors in that time frame

• Helps to clarify TEMPORAL link between depressive 
symptoms and interpersonal events

• Begins to identify potential focal area

• Collaborative exploration of patient’s story



Timeline

Onset of Episode (full criteria)

Seeks treatment

Mood drops againMood drops

Mood improves Sleep begins to deteriorate

JulyMay September October November

Morning sickness 
continuesLearns she 

is pregnant 
(unplanned) Tells her parents who are 

judgmental

Quits her job

Tells her friends who 
are supportive

She and her partner 
take a break due to 
disagreements about 
finances, living 
arrangements, and 
decisions about their 
baby’s care plan



▪ How do the stories of role and 
relationship change or difficulty and 
this episode of depression fit 
together?

▪ How does the person make sense of 
their experience of depression with 
reference to the focus options?  

▪ How  well does each possibility meet 
criteria for temporal continuity with 
maintenance and onset of current 
episode?

▪ Is this option affectively meaningful 
to patient?

▪ Is this option acceptable to the 
patient?



PICKING THE 
PROBLEM 
AREA: VIDEO



MIDDLE 
PHASE



▪ Weekly systematic assessment of depressive symptoms

▪ Standardized measure (i.e., PHQ9 or BDI)

▪ Link mood to current interpersonal events and vice versa

▪ “How have you been since we last met?”

▪ Attend to affect and the therapeutic alliance

▪ Stay focused on the selected problem area

▪ help patient clarify needs/wants 

▪ engage realistic social supports

▪ Increase patient responsibility/activity

▪ Interpersonal “homework “ assignments (may be implicit)



PAN-FOCAL 

▪ Focus on Affect

▪ Recruiting Social 
Supports

▪ Communication 
Analysis

▪ Generate Options

▪ Decisional Analysis

▪ Role plays

FOCUS-SPECIFIC

▪Role Transitions

▪Role Disputes

▪Grief

▪ Interpersonal 
Deficits/Sensitivitie
sLate 

Middle

Early 

Middle



▪ Facilitate acknowledgement and acceptance of affect

▪ Help patient use affective experiences in 
communication/bringing about desired interpersonal 
changes

▪ Encourage development of new and  unacknowledged 
desirable affects which, in turn, may facilitate growth and 
change



▪ Help patient develop an emotional 
vocabulary

▪ Using affect to reflect on experience

▪ Acknowledge the complexity and 
dynamic nature of emotional 
experience (ambivalence)

▪ Stay with painful affect

▪ Therapist models tolerating painful 
affect while the person learns to do this 
for him/herself



▪ Use affect to identify interpersonal problems

▪ Tolerating difficult affect may help the person to remain 
engaged with others

▪ Integrate accurate affect into effective communication

▪ Negotiate changes to prevent painful affect being provoked

▪ Facilitate better decisions about when to communicate based 
on affective state



▪ Check your own level of comfort with negative affect

▪ Factual questions dampen down expression

▪ Empathic, reflective statements, and open-ended questions 
facilitate expression of affect







Asking who-questions to facilitate 
reflection

▪ Who can help? 

▪ Who knows about your struggles or 
suffering, and how have they responded?  

▪ Who has been understanding and in what 
way? 

▪ Whom have you been helpful to as a 
support to others?

▪ With whom might you like to spend time?

▪ Brainstorming to engage direct or 
indirect psychosocial support or to do 
social activities





❑ Explore communication details of a recent, emotionally-
charged interaction & link to interpersonal problem area.

❑ Use affectively laden interchanges to explore

❑ Feelings

❑ Expectations (realistic? Reasonable?)

❑ Understanding

❑ (unintended) interpersonal impacts

❑ Communication (in detail)

❑ Sense of reciprocity/perspectives

Communication Analysis



▪ Communication involves:
▪ Verbal cues (what we say)

▪ Para-verbal cues (how we say it)

▪ Non-verbal cues ("body language")

▪ Para-verbal communication includes:
▪ Tone of voice (encouraging, warm, hostile, sarcastic)

▪ Pitch of voice (loud/demanding, soft/soothing)

▪ Non-verbal communication includes
▪ Eye contact

▪ Posture (erect and attentive; slumped and bored)

▪ Facial expression (smiles, frowns)

▪ Hand and arm gestures (pat on the back, folded arms)



Types of communication to notice 
and then target:

• Ambiguous messaging

• Incongruities between verbal 
and non-verbal communication

• Incongruities between feelings 
and text messages

• Lack of communication about 
feelings

• Unintended consequences of the 
communication content and style  



Where were you 
when this 

conversation  
occurred?

Who else was 
present? 

What exactly 
was said? 

How did you say 
it (body 

language, tone)?

What did you 
intend to 

communicate?

How did you 
feel? How did 

they feel?

What do you 
think they 

understood?

What would you 
like to change 

about the 
interaction?

What went well?



▪ Written communication is verbal communication without para-
verbal or non-verbal communication.

▪ Emojis, capital letters and emphatic punctuation (!!!; ???!!)

▪ make up for some of the missing para-verbal and non-verbal cue

▪ lack the range and specificity of human voice and body cues

▪ Electronic written communications (texts, WeChat, email)

▪ work well for factual information ("I will be there at 5 pm")

▪ are less effective for more subtle emotional dialogues





▪ ROLE COACHING

▪ ROLE PLAY

▪ DECISION ANALYSIS



▪ Ask patients what they want

▪ “What would you like to happen?”

▪ “What are your options?”

▪ Encourage patients to come up with ideas on their own

▪ Ask open ended questions first

▪ Then ask leading questions 

▪ Then pose hypothetical suggestions

▪ Direct suggestions are used as “last resort”—but sometimes 
they are necessary



▪ Ask patient to describe problematic 
situation

▪ Ask patient to “play” him/herself and 
therapist plays sig. other

▪ Patient is told to correct therapist if 
therapist does not approximate the 
responses of the sig. other

▪ Therapist initiates role play to 
minimize anxiety/resistance

▪ Switch roles (therapist plays patient 
and patient plays significant other)

▪ Therapist can “break character” to 
comment on the process and/or 
coach the patient







▪ Think through interpersonal implications—pros and cons—of 
each option

▪ Select one option

▪ implement, monitor, and revise as necessary

▪ patient leads selection process

▪ Generate potential solutions

▪ encourage creativity

▪ use of interpersonal network/social supports



DECISION ANALYSIS
▪ Similarities to problem-solving 

across other treatment 
approaches

▪ Frame CA and DA as techniques 
that patients will use in many 
situations throughout life

▪ Goals: 

▪ To help patient generate 
multiple solutions to the 
problem 

▪ To prevent feeling stuck with 
no other solutions

▪ To validate other person’s 
point of view



Good things about the current 

communication

Bad things about the current 

communication

Good things about changing the 

communication

Bad things about changing the 

communication



DECISION ANALYSIS

▪ Help patient decide best solution to try

▪ Discuss the pros and cons of the solutions

▪ Weigh the pros and cons of sharing feelings with the decision

▪ Help identify the one with the greatest likelihood of success  

DA Identify           Script conversation 
Solution             or make change in

behavior

Interpersonal 

Experiment: 

Conversation  to share 

solution with the other 

person or try a 

different 

behavior/interaction



Important points about Role Plays and 
Decision Analysis

Changing one small aspect of the communication could have big impact 
on relationship

Identify practice scenario:
Rework an unsuccessful communication         OR

Plan new conversation to follow-up on interpersonal 
problem

Script and role play new conversation –play both roles

Assign as experiment to do before next session

Think through barriers to doing the interpersonal experiment  



Tasks and Challenges



▪ Review positive and negative aspects of new social role or of life after the change

▪ explore feelings about the change

▪ explore opportunities in new role  and the need to develop some new skills

▪ Encourage the development of social support system and new skills called for in 
new role

▪ adjust expectations

▪ assertiveness training, 

▪ risk-taking



▪ Relate depressive symptoms to difficulty in coping with some 
recent life change

▪ Review positive and negative aspects of old and new roles

▪ Explore feelings about what is lost (both good & bad)

▪ Realistically assess what is lost and what is not lost

▪ Explore feelings about the change itself (both good and bad)

▪ Explore opportunities in new role

▪ Explore what skills or goals the patient can carry over the 
new situation



▪ Realistically evaluate what is lost

▪ Encourage appropriate release of affect

▪ Encourage development of social support system and new 
skills called for by new role



▪ Issues of mourning and loss

▪ Allow time in session to process affect

▪ Process of change and autonomy

▪ Acknowledge ambivalence

▪ Identify pros and cons

▪ Involvement of others

▪ Encourage use of social supports

▪ Circumstantial loss of resources

▪ Frame it as secondary to role transition

▪ Decision analysis



OLD ROLE

▪ POSITVES /NEGATIVES

NEW ROLE

▪ POSITIVES/NEGATIVES



OLD ROLE: Non-Parent

POSITIVE NEGATIVE

Freedom Felt left behind

Spontaneity Yearned to be a 
mother

More me time Questions from 
others

Familiar Worry about 
fertility 

Less expenses

More productive                                   
at work

NEW ROLE: Mother/Parent

NEGATIVE POSITIVE

Sleep deprivation  Enjoys time    
with baby

Unable to go out with         Bonding with               
friends as much other new moms  

Body changes                       Priorities have 
shifted/wiser

Identity changes                  Pride in your           
strength

Tension with partner           New sense of 
meaning/purpose



▪ Name role transition

▪ Label old role and new role

▪ List positive and negative aspects of old 

▪ List positive and negative aspects of new role



▪ Non-reciprocal role expectations between patient and 
another important person in his/her life

▪ Disputes can be overt or covert

▪ Goals

▪ Identify dispute

▪ Choose plan of action

▪ Modify expectations or faulty communication to bring about a 
satisfactory resolution



▪ Review depressive symptoms

▪ Relate symptom onset to overt or covert dispute with 
significant other with whom patient is currently involved

▪ Determine stage of dispute

▪ renegotiation (calm participants to facilitate resolution)

▪ Impasse (increase disharmony in order to reopen negotiation)

▪ dissolution (assist mourning)



▪ Understand how nonreciprocal role expectations relate to 
dispute

▪ What are the issues in the dispute

▪ What are the differences in expectations and values

▪ What are the options

▪ What is the likelihood of finding alternatives

▪ What resources are available to bring about change in the 
relationship



▪ Are there parallels in other relationships?

▪ What is the patient gaining?

▪ What unspoken assumptions lie behind the patient’s behavior?

▪ How is the dispute perpetuated?



▪ Intervening at the renegotiation stage

* may need to calm the situation down

* communication analysis – how are the 
patient and the other person communicating 
with each other?

* explore what has worked and not worked

* learning new ways of communicating –
assertiveness

* adjust expectations – get some needs met 
elsewhere



▪ Intervening at the impasse stage

▪ Determine feasibility of change 

▪ Evaluate chronicity

▪ Can some aspects of the dispute be changed?

▪ Try shifting from impasse to renegotiation 

▪ may increase tension/disharmony initially 

▪ rule out physical abuse

▪ renegotiation tasks



▪ Intervening at the dissolution stage
▪ One or both parties clearly wants to end the relationship

▪ Elicit sadness, anger, grief over actual or impending loss 
of the relationship

▪ Ask “what do you want in this situation?”

▪ Teach new ways of communicating and self-assertion

▪ Turns into a “role transition” case (use those strategies)



▪ Insufficient detail about dispute

▪ Attempting to fix the dispute in therapy rather than in the 
relationship

▪ Falling into taking sides and not developing desired negotiating 
skills

▪ Why THEY do not find a solution is more important than the 
solution itself

▪ Incomplete  communication analysis

▪ Exclusive focus on disputed relationship (attend to inventory, 
potential resources, parallel difficulties)

▪ Not including other partner (joint session, outside therapy)



▪ Also referred to as “Complicated Bereavement”

▪ Special case of Role Transitions

▪ Goals

▪ Facilitate the mourning process

▪ Help the patient reestablish interests and relationships to 
substitute for what has been lost



▪ Review depressive symptoms 

▪ Relate symptoms to onset of death of significant other

▪ Reconstruct patient’s relationship with the deceased

▪ Describe the sequence and consequences of  events just 
prior to, during, and after death.



▪ Explore associated feelings (negative  as well as positive)

▪ Consider ways of being involved with others



▪ Accepting finality of death (consider religious beliefs)

▪ The manner in which death occurred

▪ Coping with demands of change

▪ Instability as a consequence of death

▪ Loss of resources as a consequence

▪ Feeling responsible to maintain the memory

▪ Disloyal to move on

▪ Skills deficit revealed



▪ Reduce the patient’s social isolation

▪ Encourage formation of new relationships



▪ Review depressive symptoms

▪ Relate depressive symptoms to problems of social isolation 
or unfulfillment

▪ Review past significant relationships, including their negative 
and positive aspects

▪ Explore repetitive patterns in relationships

▪ Discuss patient’s positive and negative feelings about 
therapist and seek parallels in other relationships



▪ Characterize deficit/sensitivity

▪ Monitor/manage enactments in therapy

▪ Set reasonable expectations

▪ Work towards foundations for future change

▪ Explicit demands to take risks



▪ Adjust expectations

▪ Decision analysis or problem-solving

▪ Turn stumbling blocks into stepping stones

▪ Positive reinforcement

▪ Psychoeducation about depression



▪ “A good goodbye”

▪ Consolidation of gains

▪ Prevention of Relapse

▪ Graduation

▪ Addressing Non-response

▪ Continuation/booster sessions



isIPT is a non-profit multidisciplinary global organization dedicated

to promoting and disseminating training, research, and clinical practice 

in Interpersonal Psychotherapy (IPT).

Benefits                                           How to Join 
• Network with IPT colleagues around the world

• Access the global ISIPT listserv

• Research updates

• Discounted fees to conference/workshops

• Mentorship and training opportunities

• Access to Members Only section of website

• IPT Therapist and Supervisor Certification

1) Go to: www.InterpersonalPsychotherapy.org   

2) Click on “Join isIPT”

$100 General Members

$50 Students, Low/middle-income countries

Questions: info@interpersonalpsychotherapy.org



The Perinatal Mental Health Certification is available for 

three groups:

• Mental Health / Psychotherapy

• Psychopharmacology

• Affiliated Professions

Requirements

Practice

• 2 years’ work experience with the Perinatal population.

• Can be spread across multiple placements/agencies.

Education and Credentials

• Psychotherapy: Graduate degree

• Psychopharmacology: Medical Degree/Advanced Practice Nursing Degree

• Affiliated Professional: Professional Credential and/or Specialized Training

Perinatal Mental Health Training

Completion of evidence-based perinatal mental health certificate training:

• Perinatal Mood and Anxiety Certificate Course of at least 14 hours

• PLUS 6-hours advanced training in your specialty.

Completion of the Certification Exam


