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Effectiveness of Telephone-based Interpersonal Psychotherapy on Antenatal Depressive 

Symptoms: A Prospective Randomized Controlled Trial in The Kingdom of Jordan  

Abstract 

Background: Jordanian pregnant women report high prevalence of antenatal depressive 

symptoms, compared to their counterparts internationally. One potential non-pharmacological 

intervention is Interpersonal Psychotherapy (IPT), accessed by telephone. 

Aim: To compare symptom level in pregnant women with depressive symptoms who received 

IPT treatment with those who received routine care. 

Design: A prospective randomized controlled trial design was used. Following ethical approval, 

a sample of pregnant women (N=100, 50 in each group), at 24 to 37 weeks gestation, was drawn 

from one governmental public hospital, which was randomly selected from the list of maternity 

hospitals in Jordan.  

Intervention: Seven sessions (each half an hour) of telephone-based IPT were offered twice 

weekly to those assigned to the intervention arm: one pre-therapy orientation, up to five 

intermediates, and one closing session. The Edinburgh Postnatal Depression Scale was 

administered before and after the intervention. Analysis of covariance was used to detect effects. 

Findings: The two groups were matched for demographic and health characteristics. Compared 

to the controls, pregnant women who received the intervention reported fewer depressive 

symptoms. 

Implications for practice and policymakers: Midwives should screen all pregnant women for 

symptoms of depression. The provision of brief supportive interventions by midwives, trained in 

psycho-educational counseling techniques, could be effective in reducing the risk of depression. 

Policymakers should make psychotherapists available and accessible in antenatal care units and 
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ensure that staff have adequate training via continuing education programs to screen for antenatal 

depressive symptoms. 

Key words: antenatal depression; interpersonal psychotherapy; Jordan 
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BACKGROUND 

Whilst pregnancy can bring much joy, the antenatal period is fraught with challenges 

including increased incidence of depression (Biaggi et al., 2016). Antenatal depressive symptoms 

can remain unnoticed and are often under-diagnosed globally (Manikkam & Burns, 2013). In 

addition, women with antenatal depressive symptoms were more likely to present with postnatal 

depression  (Zejnullahu et al., 2021).  

The incidence of antenatal depressive symptoms differs from one country to another, 

with higher rates reported in developing countries (Dadi et al., 2020). This is most likely linked 

with poverty, a social risk factor commonly seen in developing countries (Hartley et al., 2011). 

In fact, a recent umbrella review revealed that the prevalence of antenatal depressive symptoms 

is higher among lower-income countries compared to middle-income countries (Dadi et al., 

2020). Jordanian pregnant women report higher prevalence rates of antenatal depressive 

symptoms compared to their counterparts internationally with rates varying between 36.7% 

(Abujilban et al., 2022)  and 57% (Abujilban et al., 2014). This high prevalence rate has led 

stakeholders and decision-makers to design a strategic plan to prevent and treat antenatal 

depressive symptoms and mitigate the negative impacts on mother and baby. 

In Jordan, antenatal depressive symptoms were more prevalent among women with low-

income status, low educational level, higher parity, problems with their mother-in-law, low 

perceived parenting knowledge, unplanned pregnancy, and low self-efficacy. It was also more 

prevalent among women who suffer from stress and anxiety and were current smokers 

(Mohammad et al., 2011). These factors are similar to international studies, in which antenatal 

depressive symptoms are more prevalent in women with poor social support, difficult financial 

status, younger age, previous history of depression, prior stressful life events, previous prenatal 
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loss, low self-esteem, single marital status, intimate partner violence, and unplanned pregnancy 

(Manikkam & Burns, 2013; Redshaw & Henderson, 2013).  

If left untreated, antenatal depressive symptoms can affect both the mother and infant 

negatively. During the antenatal period, mothers with depression reported having thoughts of 

self-harm (Gausia et al., 2009), were more likely to experience preterm birth (Smith et al., 2011), 

experienced higher risk of inadequate prenatal care, less weight gain, sleep difficulties, substance 

misuse (Hartley et al., 2011; Manikkam & Burns, 2013), and increased nausea and vomiting, as 

well as an increased number of visits to the doctor, longer periods of sick leave, and higher rates 

of planned cesarean birth and epidural analgesia during labor (Andersson et al., 2004). Likewise, 

babies born to mothers who suffered from depression during pregnancy had increased risk of 

maltreatment and psychopathology (Goodman, 2012), low birth weight (Kim & Jung, 2012; 

Smith et al., 2011), sleep problems (Swanson et al., 2010), disorganized attachment (Hayes et al., 

2012), increased risk of lower respiratory tract and gastrointestinal infections (Ban et al., 2010), 

as well as a greater chance of becoming violent by the age of 16 years (Hay et al., 2010).  

Worldwide, antenatal depression is treated with pharmacological and non-

pharmacological interventions. The most common pharmacological treatment is the 

administration of selective serotonin reuptake inhibitors (SSRI) such as Fluoxetine, Sertraline 

and Citalopram (Bandoli et al., 2020; Domingues et al., 2022). On the other hand, non-

pharmacological interventions consist of interpersonal psychotherapy (IPT), Computer-Assisted 

Cognitive Behavioral Therapy (CCBT) (Kim et al., 2014), modified CBT (O'Mahen et al., 2013), 

acupuncture (Ormsby et al., 2020), and Prenatal Yoga (Lin et al., 2022).  

Although it is known that the benefit of pharmacological treatment in pregnancy 

outweighs the potential risks (Diav-Citrin & Ornoy, 2012), most women prefer not to take 
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medication while they are pregnant (Kim et al., 2011). Furthermore, some women may not seek 

care for their depressive symptoms because of stigma, logistical barriers, decisional conflict, or 

concerns about teratogenic effects on their babies (Battle et al., 2012). As a result, health care 

providers are expected to consider effective and efficient non-pharmacological methods of 

treatment for antenatal depression for all women in general, and Arab women specifically, as 

they have higher rates of antenatal depressive symptoms (Abujilban et al., 2022) . 

Of the non-pharmacological interventions, interpersonal psychotherapy is commonly 

used for antenatal depression worldwide. International research studies have shown that in 

randomized clinical trials and open trials IPT was an effective treatment for depression during 

pregnancy. In fact, some researchers recommend IPT as the first line of treatment for antenatal 

depression (Grote et al., 2009; Leung & Lam, 2012; Miller et al., 2008; Sockol et al., 2011; 

Spinelli & Endicott, 2003; Spinelli et al., 2013; Stuart & Koleva, 2014).  

In Jordan, antenatal depressive symptoms screening and treatment are not part of the 

routine antenatal care provided for pregnant women (Department of Statistics(DOS) & ICF., 

2019)  Thus, women with depressive symptoms are going through their pregnancies without 

being identified and consequently, not treated. Identifying pregnant women with depressive 

symptoms and treating them should be a priority in primary health care to prevent the negative 

consequences associated with antenatal depressive symptoms. Therefore, for the health and 

wellbeing of mothers and their babies, early intervention is crucial (Lenze & Potts, 2017). 

Aims 

Previous research conducted in Jordan has examined the prevalence, associated factors 

and predictors of antenatal depressive symptoms (Abuidhail & Abujilban, 2014; Abujilban et al., 

2014; Mohammad et al., 2011). However, to the authors’ knowledge no study has yet examined 
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the efficacy of brief IPT for antenatal depressive symptoms in Jordan. Therefore, this study 

aimed to compare symptoms in Jordanian pregnant women with depressed symptoms who 

received IPT with those in receipt of usual care in order to address the hypothesis: Jordanian 

pregnant women with depressive symptoms who have received IPT will report lower levels of 

depressive symptoms, compared to pregnant women with depressive symptoms who have not 

received IPT. 

Ethical consideration  

The protocol for the study was approved by the Institutional Review Board of XXX 

University (#9/2014/2015). The Board confirmed the protection of fundamental human rights. 

The principle of informed consent was applied. Researchers were available at all times while the 

women completed the questionnaire in order to answer their questions. The women were assured 

that their participation in the study was voluntary and that they had the right to withdraw from 

the study at any time without their decision affecting their care.  

METHODS 

Design 

A prospective randomized controlled trial (RCT) was adopted (German Clinical Trials 

Register: DRKS 00022905) to test the effect of  treatment and rule out alternative hypotheses 

(Polit & Beck, 2011). Pregnant women were screened for depressive symptoms using the Arabic 

version of the Edinburgh Postnatal Depression Scale (EPDS) (Cox et al., 1987). Women with 

depressive symptoms who scored 12 points and above (Mohammad et al., 2018) were randomly 

assigned to one of the two study groups: (1) the planned treatment of IPT (intervention group) 

and (2) the routine Jordanian antenatal care (control group). Depressive symptom scores were 

measured one month later for both the intervention group and the control group. In the case of 
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the intervention group, the posttest was administered at the end of IPT treatment, which was one 

month later. For both groups, the posttest was administered via telephone. 

Setting  

One Jordanian governmental hospital in the middle region was selected at random from a 

list of hospitals with more than 6,000 annual births,   based on data from the Jordanian Ministry 

of Health ([MOH], 2011), who were contacted to obtain approval to access the participants as 

they are the accountable body (Health Law No. 47 of 2008). In Jordan, the MOH provides free 

health insurance for all pregnant women and is responsible for all levels of care (from primary to 

tertiary care) delivered in all public and private health sectors (Department-of-Statistics[Jordan] 

& ICF-Macro, 2010).  

Sample 

A minimum power of 0.80 was set to enable the detection of between-group differences 

(Polit & Beck, 2011).  Based on an α of 0.05, an effect size of 0.65 (Sockol et al., 2011), and an 

estimated attrition rate of 20%, a sample of 100 participants (50 per group) was required.  The 

inclusion criteria consisted of: (1) Jordanian pregnant women in their 24th to 37th gestational 

week; (2) currently experiencing depressive symptoms; (3) between the age of 18 and 42 years 

old; (4) multiparous and singleton pregnancy; and currently married. Meanwhile, the exclusion 

criteria consisted of: (1) women with any previously diagnosed mental health problems 

(including anxiety); (2) who were receiving antidepressant medication; (3) who were receiving 

psychotherapy or supportive therapy for their depressive symptoms; or (4) currently not living 

with their husbands. These criteria were employed to decrease the effect of gestational age, 

parity and risky pregnancies on the findings (Abuidhail & Abujilban, 2014; Mohammad et al., 

2011; Sockol et al., 2011).  
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Flow of participants through the trial is reported below (figure 1) as recommended by the 

CONSORT group (Moher et al., 2012). All pregnant women who visited the antenatal clinics 

(consecutive sampling) during the data collection time were screened for eligibility via 

interview. Women who met the inclusion criteria and scored 12 and above on the EPDS were 

randomly assigned to either the intervention group who received the IPT or control group who 

received the routine care. Three women from the intervention group and one woman from the 

control group were excluded due to lost communication during the follow up period. Given that 

the number of participants lost to follow-up were 3.84 % (4 out of 104), and based on the 

literature recommendation for handling missing data (Dong & Peng, 2013) and multiple 

imputation decisions (Madley-Dowd et al., 2019), only completed data were included in the final 

analysis.  

---- Insert Figure 1 ---- 

Intervention 

The content of the telephone-based IPT intervention was guided by an adapted manual, 

developed by a qualified primary clinical psychological therapist, used to facilitate designing 

interpersonal therapy protocols and session contents based on the worldwide protocols used in 

general practice among patients experiencing depressive symptoms (Weissman et al., 2000). The 

manual provided guidance in explaining the IPT phase therapy, problem areas, techniques used 

in therapy, and strategies utilized in addressing specific IPT problem areas.  Intervention plans 

were validated by three independent experts and subsequently provided by a team of three 

qualified psychotherapists by telephone (Dennis et al., 2012). To ensure fidelity, the primary 

therapist trained and supervised the other two psychotherapists on how to apply the program 

throughout the treatment period. The therapy consisted of three phases: initial (pre-therapy 
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orientation), intermediate and closing. Each woman in the intervention group received an 

individual telephone session twice weekly (up to seven sessions) for a period of one month with 

each session lasting approximately 30 minutes. For more information on the structure and 

content of the IPT sessions see Table 1.  

---- Insert Table 1 ---- 

Instruments 

Two instruments were used for data collection: 

Women’s information questionnaire (Abuidhail & Abujilban, 2014; Clark et al., 2009). 

Socio-demographical and health characteristics were examined using a self-report questionnaire, 

which was validated by three academic nursing faculty members who agreed on face and content 

validity and appropriateness for Jordanian culture. These data included: age, marital status, 

education, income, work status, weight, height, sleeping hours, health status, parity, antenatal 

care visits problems during current pregnancy, pregnancy plans, previous pregnancies, 

breastfeeding plans, health care provider, and social support.  

Edinburgh Postnatal Depression Scale (EPDS) (Cox et al., 1987): The EPDS is a self-

administered 10-question screening tool that was originally validated for use in identifying 

symptoms of postpartum depression (Levis et al., 2020). The EPDS was utilized in the current 

study to screen for antenatal depressive symptoms among Jordanian pregnant women. It was 

used to examine the intensity of depressive symptoms that were present within the previous 

seven days and takes approximately five minutes to be completed. Each of the 10 items was 

scored on a 4-point Likert scale, which ranged from 0 (not at all) to 3 (most of the time) yielding 

total scores that range between 0 - 30.  Different cut-off scores have been used to denote the 

presence of antenatal depressive symptoms, most of which ranged from 10 to 13 (Levis et al., 
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2020).  In this study, 12 points was used as the cut-off score. It is important to note that item 

number 10 of the EPDS examines suicidal thoughts. Thus, any woman who scores between 1 

and 3 on item 10 may require an immediate assessment before she leaves the clinic and, after 

obtaining the woman’s and her care provider’s approval, appropriate referrals should be made 

where indicated (Cox et al., 1987). The current study followed this protocol. The EPDS reported 

sensitivity and specificity of 86% and 78%, respectively (Cox et al., 1987) and has been found to 

be valid and reliable in Jordanian people with a reported internal consistency during pregnancy 

with values of 0.81 and 0.79 reported for Cronbach’s alpha (Abujilban et al., 2014; Mohammad 

et al., 2011). In the current study, the EPDS scale showed good reliability, with a Cronbach’s α 

of 0.88. The EPDS was administered in both the intervention and control groups on two 

occasions: pretest and posttest (one month later).   

Data collection procedure  

The data were collected by two research assistants who were trained comprehensively by 

the PI on how to approach and recruit possible participants and on how to use the study 

questionnaire for screening and data collection. The research assistants visited the Mother and 

Child Health Outpatient Clinic at the selected hospital where they invited potential participants 

who met the inclusion criteria to participate in the study. Women who met the inclusion criteria 

and were willing to participate were given a consent form and were asked to sign the form. Next, 

the participants were screened for the presence of antenatal depressive symptoms. The EPDS 

screening tool was self-administered by the women themselves within a time limit of 30 minutes. 

All pregnant women who met the inclusion criteria were informed before they consented that 

they would be randomly assigned to either an intervention group or a control group. Women who 

scored 12 and above were asked to select a closed envelope (random assignment) (Mohammad et 
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al., 2018), which placed them either in the intervention group or the control group. The 

participants in the intervention group received the planned IPT treatment. Meanwhile, those 

assigned in the control group received the routine care package, which included measuring 

pregnant women’s weight and blood pressure, as well as performing an ultrasound of the fetus. 

Pregnant women in the control group whose EPDS scores remained high in the posttest were 

informed about their depressive symptoms and were provided with contact information to enable 

them to receive counseling and consultation support. Women who screened negative were 

thanked for their precious time. For both groups, posttest was administered via telephone one 

month later. 

Data analysis 

  Descriptive and inferential statistics were computed using IBM SPSS Statistics (Version 

23) predictive analytics software. Means and frequency distributions were calculated to describe 

the sample’s characteristics and main variable. The independent t-test was used to detect whether 

there were any significant mean differences between the intervention group and the control 

group in regard to the demographic and obstetrical characteristics. Analysis of covariance 

(ANCOVA) was used to detect the effect of the intervention. Correlation coefficients were 

performed to examine the relationships between the study’s variables. The significance level was 

set at p < .05. All assumptions of regression slopes were met. The study’s independent variable 

was the study group, and the dependent variable was the EPDS’s posttest scores. For the 

dependent variable (posttest value), the covariate was the EPDS’s pretest scores (Polit & Beck, 

2011). The EDPS’s pretest scores were included in the ANCOVA due to its potential effect on 

the depressive symptoms’ score and because it also differed significantly between the two study 

groups. The model fit of the ANCOVA was assessed using the R-squared (R2) statistic. 
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RESULTS 

The total sample was 100 pregnant women, 50 participants were randomly assigned to 

the intervention group and the remaining 50 to the control group.  The women’s gestational age 

ranged from 24 to 37 weeks (Mean (M) = 31.3, Standard Deviation (SD) = 4) and the mean age 

was 29 years (SD = 5.2). Most of them (67%) had at least a secondary school level of education 

with an average of 11.3 (SD = 3.5) years at school of which only five women were currently 

working. The majority of the women were living in a nuclear family household (64%). Almost 

all of their husbands were working (97%) and the majority of the husbands had at least a 

secondary school level of education (61%). The majority (77%) of the women did not complain 

of any health problems during pregnancy, attended regular antenatal visits (M = 8.7 visits, SD = 

3.7) where they underwent an ultrasound assessment at each visit. Approximately 80% of them 

were living near the hospital and all women lived in the city. Around 43% of them had a Hb 

level of less than 11 gm/dl (a cut-off for low hemoglobin). 

Independent samples t-tests were performed to compare the means of the demographic 

and obstetrical continuous variables (age, gestational age, income, number of years of education, 

number of antenatal visits, gravida, number of children, number of miscarriages, and Hb level) 

between the intervention and control groups: no significant differences were found between the 

two study groups. Similarly, Chi-square tests confirmed the proportions of demographic 

categorical variables (employment, husband’s employment status, husband’s education, health 

problems during pregnancy) were not significantly different between the two study groups (See 

Table 2).  

----- Insert Table 2 ---- 
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An independent sample t-test was also used to examine the EPDS pretest scores of the 

intervention group and control group. The result revealed that there was a small but significant 

difference in the mean scores of the intervention group (M = 19.3, SD = 3.6) and the control 

group [M = 17.8, SD = 2.8; t (100) = 2.4, p = 0.047*]. Therefore, the possible effect of the pretest 

score was controlled for using statistical analysis (ANCOVA).  

Effect of telephone-based interpersonal psychotherapy on depressive symptoms  

To identify the potential effect of telephone-based IPT intervention on pregnant women’s 

level of depressive symptoms, a one-way between-groups ANCOVA was performed. After 

adjusting for the pretest scores on the EPDS, the control group’s mean depressive symptoms 

score on the posttest was found to be significantly higher than that of the intervention group [F = 

50.74, p < .001, partial eta squared = 0.34, control group mean = 16.42 (4.35), intervention group 

mean = 8.88 (5.82)] (See Table 3). There was no relationship between the pre-intervention and 

post-intervention scores on the EPDS, as indicated by the partial eta squared value of 0.00, which 

indicates a very small effect. 

----- Insert Table 3 ---- 

DISCUSSION 

This study is one of the first to examine the effect of interpersonal psychotherapy on 

antenatal depressive symptoms among pregnant Jordanian women. The study targeted pregnant 

women who were suffering from antenatal depressive symptoms (EPDS score ≥ 12). However, 

when demographic characteristics of the participants were compared with the Jordan Population 

and Family Health Survey (JPFHS) (Department of Statistics (DOS) and ICF, 2019), the sample 

may not be representative of the of pregnant women in Jordan because 51.5% of the participants 

were ≤ 29 years old, whereas only 30% of married women in the JPFHS were ≤ 29 years old. 
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Moreover, 53% of married women and 45% of men in the JPFHS (DOS and ICF, 2019) have 

completed secondary school or a higher level of education, whereas 67% of the participants and 

61% of the participants’ husbands had at least a secondary school level of education. In the 

JPFHS (DOS and ICF, 2019), 14% of women and 55% of men were employed, whereas in the 

current study only 5% of women and 97% of men were employed. On the other hand, the 

demographics of our sample were similar to those of the women with antenatal depressive 

symptoms in the study conducted by Abuidhail and Abujilban (2014). For instance, the mean age 

of the participants was 29 years, the mean number of years of education was 11.3, and the mean 

household income was 375.5 Jordanian dinars (JD), all of which were similar to the findings 

reported by Abuidhail and Abujilban (2014). This implies that the current sample maybe 

representative of other pregnant women in Jordan who suffer from depressive symptoms. 

When comparing the socio-demographic and health characteristics of the two study 

groups (intervention and control), there were no significant differences between the two groups. 

This result indicates that the two groups were well matched in terms of their age, income, 

education, employment, husband’s employment status and level of education, gestational age, 

number of antenatal visits, ultrasound, gravida, number of living children, miscarriages, Hb 

level, and health problems during pregnancy. This means that the effect of confounding variables 

was controlled and the study possessed a high degree of internal validity, which enabled the 

researchers to rule out most of the alternative explanations for the results (Polit & Beck, 2011). 

According to the findings of the study, the IPT intervention was found to be effective in 

decreasing depressive symptoms among Jordanian pregnant women within a short period of time 

(one-month period). This was manifested by the intervention group having significantly lower 

posttest EPDS scores (equating to lower depressive symptoms), despite having a pre-existing 
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significant difference in depressive symptom scores between the intervention group and the 

control group (where the control group had lower pretest depressive symptom scores). One 

possible explanation for the positive effect of IPT is that IPT has a predetermined structure and 

content that is applied in a specific period of time. The limited timeline of the psychotherapy 

sessions seems to have motivated and encouraged both the participant and the psychotherapist to 

focus on a relatively narrow and specific interpersonal problem and to support a change in the 

participant’s behavior and situation to ameliorate that problem. Hence, this approach may have 

resulted in achieving the psychotherapy goals and relieving the symptoms quickly and 

effectively (Weissman et al., 2000). Another explanation for this result could be the willingness 

of Jordanian pregnant women to actively participate in the IPT in order to achieve a desirable 

outcome in what, for them, is considered a new experience largely because the governmental 

health sector in Jordan does not typically integrate this type of psychotherapeutic intervention 

into their routine antenatal care. 

The positive impact of IPT on the antenatal depressive symptoms of the Jordanian 

pregnant women in the current study aligns with previous worldwide studies that have reported a 

reduction in the level of depressive symptoms among pregnant women after the treatment (Grote 

et al., 2009; Leung & Lam, 2012; Miller et al., 2008; Sockol et al., 2011; Spinelli & Endicott, 

2003; Spinelli et al., 2013; Stuart & Koleva, 2014). Furthermore, the use of telephone sessions 

was effective in reducing the attrition rate for a follow-up study of this kind because we lost 

communication with only four participants (See Figure 1). The study’s low attrition rate was 

similar to Mohr et al. (2008) study, which indicated that attrition rates are reduced when 

intervention is provided via the telephone instead of in person.  
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Study’s strengths and limitations 

The current study had a number of strengths. The study’s strengths consist of the 

following: (1) the use of randomized control design; (2) the utilization of a cost-effective 

accessible brief telephone-based IPT intervention; and (3) the inclusion of the EDPS’s pretest 

scores as a covariate due to its potential effect on the depressive symptoms score and because it 

also differed significantly between the two study. On the other hand, the study had a number of 

limitations. First, the generalizability of the findings is limited to pregnant women who suffer 

from depressive symptoms, attributable to the relatively strict inclusion and exclusion criteria, 

which is common when using a RCT design. Second, the women’s depressive symptom levels 

(pretest and posttest) were measured using a self-report questionnaire, thus, the results of the 

study might be influenced by social desirability responses, where the women might have 

provided responses that were congruent with prevailing social values to avoid stigma. Third, 

since the posttest of depressive symptoms only occurred at the end of treatment, this might have 

resulted in an intervention effect bias as the measurement was placed at the treatment maximum 

effect. Fourth, because there was no follow-up test after the cessation of treatment, it may be 

difficult to estimate how long the benefits of brief IPT lasted and whether the antepartum brief 

IPT is still effective in postpartum depressive symptoms beyond the duration of the study. Thus, 

larger longitudinal studies might be beneficial in supporting the widespread use of telephone-

based IPT among pregnant women in Jordan. Finally, given that the data were collected from a 

single setting, it only included participants from urban areas. As a result, the findings of the 

study might be difficult to generalize to all pregnant women in Jordan.   
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Implications 

The study’s findings have multiple implications that can help inform practice, policy, 

education, and future research. In regard to practice, midwives and general nurses working with 

pregnant women may benefit from receiving training on how to identify and screen all pregnant 

women for antenatal depressive symptoms given the high prevalence rate in Jordan. In addition, 

midwives and general nurses should be trained in basic psycho-educational counseling 

techniques to enable them to provide brief supportive care effective in reducing the risk of 

depression in this population. However, women with severe depression or at-risk of self-harm 

should be referred to psychiatric mental health nurses for more specialized care. Hence, 

policymakers should make psychotherapists available and accessible in antenatal care units and 

ensure that staff have adequate training via continuing education programs to screen for antenatal 

depressive symptoms. In terms of education, basic foundational educational training of psycho-

educational counseling techniques (related to assessment of antenatal depressive symptoms) 

should be made available to midwives and general nurses in order to equip them with the 

essential knowledge and skills necessary to screen for antenatal depressive symptoms among 

pregnant women, provide basic supportive care, and refer more severe depression cases to 

specialized care.  

The current study can be extended by conducting larger scale studies that examine the 

effect of brief IPT on antenatal depressive symptoms. In addition, qualitative studies should be 

conducted to explore how the participants felt about the intervention, and at what point the 

women started to feel better, as well as suggest ways to further improve the IPT brief 

intervention. Further research is needed to compare the usual antenatal education classes with 

IPT in order to identify the cost-effectiveness of both approaches. A cost-effectiveness analysis 
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of the intervention could also be conducted. Finally, it is important to conduct a longitudinal 

study to examine the longer-term effect of IPT on antenatal depressive symptoms and maybe 

subsequent impact on the prevention of postpartum depression. 

CONCLUSION 

Pregnant women are regarded as a vulnerable population in need of every possible form 

of assistance to make their pregnancy experience a safe and joyful one. This study found that 

telephone-based IPT was effective in reducing depressive symptoms among pregnant Jordanian 

women. Thus, women who receive telephone based IPT sessions might be more likely to remain 

engaged with such an intervention. The finding of the current study can provide the basis for 

larger studies that utilize telephone-based IPT to address antenatal depressive symptoms among 

pregnant women in developing countries such as Jordan, which could benefit from a relatively 

low-cost more accessible brief IPT treatment. 
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Table 1. 

Telephone-based interpersonal psychotherapy intervention structure and content 

provided to depressed pregnant women with symptoms of depression in the intervention 

study arm   

Phase Session 

no. 

(duration) 

Session content 

Initial phase  

“pre-therapy 

orientation” 

1 

(30 min) 

1. Orient and explain the therapy process and structure  

2. Enter into contract for therapy 

3. Identify goals and create treatment outlines  

4. Discuss with the participant the expectations 

associated with the therapy sessions, e.g., 

attendance, active participation 

Intermediate 

phase 

 

2- 5 

(30 min 

each) 

     

1. Collecting information and making a 

comprehensive assessment about the initial problem 

related to participant’s interpersonal context and 

decide on the focus of the therapy 

2. Review and evaluate the participant’s pattern and 

current relationships  

3. Further clarification  
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4. Linking mood to interpersonal problem areas 

5. Identify events in the participant’s life that lead to 

depression 

6. Identify the interpersonal context in which the 

problem presents itself, e.g., grief, role disputes, role 

transition, interpersonal deficit 

7. Apply the interpersonal psychotherapy techniques, 

i.e., clarification of feelings, expectations and roles 

in relationships, communication analysis, and 

decision analysis 

8. Highlight skills and strategies that are particularly 

useful  

Closing 

phase 

 

6th and 7th  

30 min) 

1. Review the participant’s course of depressive 

symptoms and how they have changed 

2. Review changes in interpersonal functioning 

3. Link these changes to improvement in the 

participant’s mood 

4. Discuss the end of treatment 
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Table 2 

Sociodemographic characteristics of the participants by study group, showing no significant 

demographical differences between the two groups. 

Demographic 

variable 

 Control 

group 

mean 

 Intervention 

group  

mean 

 p Total  

Age in years  28.8  29.2  0.7 29  

Gestational age  31.3  31.3  0.9 31.3  

Total household 

income 

 396  355  0.3 375.5  

Number of years 

of education 

 11.5  11  0.4 11.3  

No. of antenatal 

visits 

 9  8.4  0.5 8.7  

Ultrasound  9  8.3  0.4 8.6  

Gravida   4.5  4.7  0.7 4.6  

Number of live 

children 

 2.3  2.7  0.8 2.6  

No. of 

miscarriages 

 2.1  2.6  0.5 2.4  

Hb level 

 

 10.7  10.5  0.5 10.6  
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  n % n % P  Total 

n 

% 

Employment 

status 

        

Housewife 45 90 50 100  95 95 

Employed 5 10 0 0 0.07 5 5 

 

Husband’s 

employment status 

        

No 2 4 1 2  3 3 

Yes 48 98 49 96 1 97 79 

 

Husband’s 

education 

        

No 

education  

0 4 3 6  3 3 

Elementary 3 6 6 12  9 9 

Middle 

school 

15 30 12 24  27 27 

Secondary 23 46 25 50  48 48 

 Bachelor 9 18 4 8 0.1 13 13 

Health problems 

during pregnancy 

No  37 74 40 80  77 77 

Yes 13 26 10 20 0.6 20 20 
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Table 3 

The difference in EPD’s mean score among pregnant women pre-test and posttest by 

study group. 

 

Outcome 

Variable 

Control Group (n = 50) Intervention Group (n = 50)   

 Test Unadjusted 

Mean (SD) 

Adjusted 

Mean (SE) 

Test Unadjusted 

mean (SD) 

Adjusted 

Mean (SE) 

t-test 

for 

pretest 

p-

valu

e 

EPDS Pretes

t 

17.82  (2.79)  Pretes

t 

19.34  (3.59)  2.36 0.04

7* 

Postte

st 

16.42 (4.35) 16.43 (0.74) Postte

st 

8.88 (5.82) 8.87 (0.74)  0.00

0** 

Note. Variables included obtaining the adjusted means: study group, and the woman’s pre-the Edinburgh 
Postnatal Depression Scale (EPDS);  Control group= received routine care; Intervention group= received 
telephone-based intervention sessions; SD= standard deviation; SE= standard error; ** p<.0.01; * p< 0.05.  
 
 

 

 


