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Abstract

Chronic pain is prevalent among patients with depression, and a risk factor for poor depression 

treatment outcomes. No known psychotherapy approaches have been developed to target the needs 

of patients with comorbid depression and chronic pain. This study’s goals were to evaluate 

feasibility, acceptability and initial effects of Interpersonal Psychotherapy adapted for women with 

depression and chronic pain. Seventeen women with major depression and chronic pelvic pain 

received 8-sessions individual treatment, Interpersonal Treatment for Depression and Pain (IPT-P). 

Participants were recruited from a women’s health clinic, were predominantly low-income and 

minority, and generally did not initially self-identify as depressed. Large effect sizes with 

significant improvements were found for depression severity and social adjustment; pain 

interference remained unchanged. Most enrolled patients reported a high level of satisfaction with 

IPT-P. This pilot study provides preliminary support for the use of IPT-P for patients with 

comorbid depression and chronic pain.
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INTRODUCTION

Depression increases risk for chronic pain, with about two-thirds of individuals with 

depression reporting comorbid chronic pain (Bair et al., 2003). Compared to individuals 
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with depression alone, those with comorbid pain report more severe depression, greater 

suicidal ideation, poorer function, and worse treatment outcomes (Karp et al., 2005; Kroenke 

et al., 2008; Mavandadi et al., 2007; Poleshuck et al., 2009a; Poleshuck et al., 2009b). 

Despite the notable rates and additional burden of pain in patients with depression, no 

evidence-based psychotherapeutic depression treatments are specifically designed to address 

pain and depression together.

Low income individuals, minority individuals, and women are at increased risk for both 

depression (Brown et al., 2003; Miranda et al., 1998; Scholle et al., 2003) and chronic pain 

(Badley and Ibanez, 1994; Elliott et al., 1999; Gureje et al., 1998; Portenoy et al., 2004). 

Ethnic minority and low-income women often use women’s health clinics for their physical 

and mental health care (Alvidrez and Azocar, 1999; Miranda et al., 1998; Scholle et al., 

2003; Weisman et al., 1995), yet are unlikely to receive adequate depression and pain 

treatment when they present to these settings (Green et al., 2004; Miranda and Cooper, 

2004). Women’s health clinics serving low-income minority women, therefore, present an 

excellent setting for identifying and treating patients with depression and chronic pain.

We selected Interpersonal Psychotherapy (IPT) to address the needs of patients presenting to 

primary care with comorbid depression and pain. Although there is substantive evidence 

supporting the use of cognitive-behavioral therapy for pain (e.g. (Hoffman et al., 2007), IPT 

has never been prospectively tested for patients with pain. IPT is a time-limited 

psychotherapy based on the premise that by improving interpersonal relationships and social 

support, depressive symptoms will improve (Stuart and Robertson, 2003; Weissman et al., 

2000). IPT has been demonstrated to be beneficial for treatment of depression among 

individuals with physical illnesses (Koszychi et al., 2004; Markowitz et al., 1998; Miller et 

al., 1996; Ransom et al., 2008). IPT has also been shown to be a good match for low-income 

and minority women with multiple social adversities and limited support (Grote et al., 2009; 

Spinelli and Endicott, 2003; Zlotnick et al., 2001). Furthermore, IPT’s focus on improving 

social interactions and increasing social support fits well with the relationship disruption, 

isolation, and increased reliance on others facing many individuals with chronic pain and 

depression (Peat et al., 2004; Poleshuck et al., 2006). Women in particular may benefit from 

a relational psychotherapy approach based on evidence that their physical and emotional 

health is impacted by the quality of their relationships (Kiecolt-Glaser and Newton, 2001). 

Adapting IPT to incorporate issues related to pain has the potential to provide a novel 

approach to addressing the needs of patients with comorbid depression and pain.

This article reports on a small open pilot study that examined the feasibility, acceptability, 

and effects of an adaptation of IPT, Interpersonal Treatment for depression and pain (IPT-P). 

We targeted low-income women’s health patients with chronic pelvic pain and major 

depression who did not necessarily self-identify as depressed nor were seeking depression 

treatment. We identified this group because of their high rates of depression, their likelihood 

of presenting to a women’s health setting, and because no treatments have been developed or 

tested with them. The primary study aim was to examine the effects of IPT-P on depressive 

symptoms, social adjustment, and pain. The secondary aim was to establish rates of study 

recruitment and treatment participation, and the acceptability of IPT-P.
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METHODS

Patients were recruited from a large, urban, hospital-based university-affiliated women’s 

health clinic. Non-pregnant patients between the ages of 18-50 attending appointments 

received brief initial screenings administered by graduate and undergraduate student 

research assistants. The brief initial screening used: 1) the PHQ-2 (Lowe et al., 2004) to 

determine if there was significant depressed mood and/or anhedonia based on a score of 3 or 

greater; and 2) the SF-36 pain scale (Ware and Sherbourne, 1992) to determine if there was 

a. moderate or greater pain intensity, with a score of 3 or greater; and b. moderate or greater 

pain interference, with a score of 2 or greater. Those who screened positive on both scales 

were screened further by the research assistants for study inclusion and exclusion criteria. 

Self-reported pain in the pelvic region present for a minimum of three months was required 

for inclusion. Exclusion criteria were: currently receiving individual psychotherapy; residing 

more than 60-minutes away from the medical center; and unable to complete the baseline 

assessment in English. Women who met inclusion and exclusion criteria were invited to 

meet with the clinical research coordinator who obtained informed consent, completed the 

baseline assessment, and determined study eligibility. Participants were required to meet 

criteria for major depression using the Structured Clinical Interview for the DSM-IV (SCID) 

(First et al., 2001), and have a score ≥ 15 on the Hamilton Rating Scale for Depression - 17 

(HRSD) (Hamilton, 1960). In addition, they were excluded if on interview they reported 

imminent suicidal intent, or met criteria for psychotic disorder, current alcohol or substance 

dependence disorder, or Bipolar I Disorder on the SCID. All procedures were approved by 

the university research subjects review board.

IPT-P is a manual-guided 8-session individual therapy (Poleshuck et al., unpublished 

manuscript). Adaptations for IPT-P were developed through an iterative process during 

weekly team meetings with the study therapists, principal investigator (ELP), a consulting 

IPT researcher (SAG), and a consulting women’s health practitioner (Luis Rosario-McCabe, 

N.P.) over the course of the project. We had two primary goals in our adaptations: to address 

pain as well as depression; and to increase accessibility for the largely minority, financially 

disadvantaged non-treatment-seeking group of women. Accessibility adaptations included: 

1) decreased number of treatment sessions (8 45-minute sessions) based on Brief IPT 

(Swartz et al., 2008); 2) therapy sessions held in the women’s health clinic; 3) up to 36 

weeks allowed to complete the 8 sessions; and 4) up to 2 phone sessions in place of in-

person sessions if the patient were unable to attend. We implemented three adaptations to 

address pain. First, patients and therapists typically identify one problem area as the focus of 

treatment from the following categories: interpersonal dispute, grief, role transition, and 

interpersonal sensitivity. As in Brief IPT, we dropped interpersonal sensitivity because of the 

brevity of the treatment. In addition, based on identified themes, we added a problem area of 

“change in healthy self” to target the recurrent themes of women struggling to cope with the 

pain-related changes of their physical status and their changed roles, relationships, and 

functioning. Second, we incorporated traditional pain management strategies that mapped on 

to patients’ treatment goals, and applied them within an interpersonal context. Examples 

include taking regular walks with a friend or talking with a partner about how to implement 

activity pacing to manage chores at home. Third, we emphasized self-care activities (e.g., 
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bubble baths, socializing, engaging in recreational activities) to encourage patients to 

recognize and address their own needs and improve their quality of life.

IPT-P was delivered by three doctoral psychologists previously trained as IPT research 

therapists, two of whom were new to working with pain. Therapist training consisted of 

didactic instruction, weekly face-to-face group supervision of taped sessions, and 

completion of two cases. Assessments were conducted at baseline, and 12, 24, and 36 

weeks. While the 12-week assessment was planned as a post-treatment assessment, 

participants were permitted to attend at their own pace, and took up to the full 36 weeks to 

complete treatment.

Depression outcomes were evaluated with the HRSD-17 and the Beck Depression Inventory 

(BDI). Pain outcomes were evaluated with the Multidimensional Pain Inventory (MPI) Pain 

Interference Scale (Kerns et al., 1985). Social adjustment outcomes were evaluated with the 

total score from the Social Adjustment Scale – Self-Report (Weissman and Bothwell, 1976). 

Treatment satisfaction was measured with the Client Satisfaction Questionnaire – 8 

(Attkisson et al., 1994). A qualitative interview was completed with participants after the 36-

week assessment to obtain their feedback about the intervention.

Response to treatment was determined using generalized estimating equations (Liang and 

Zeger, 1986) to assess change over time. The significance level of statistical hypothesis tests 

was set as 0.05. Baseline antidepressant use (present/absent) was controlled in all analyses; 

pain and social adjustment analyses were adjusted for baseline HRSD scores. An intent-to-

treat approach was used for all data analyses. Effect sizes were calculated for each outcome 

variable using an adjusted version of Cohen’s d (Rosenthal, 1994).

RESULTS

Recruitment

In total, 1,114 patients attending gynecology women’s health appointments received the 

brief initial screenings for chronic pain and depressive symptoms. Patients had visits for a 

range of reasons, including annual exams, birth control, and problem visits. They were 

approached by research assistants while waiting in exam rooms to be seen by their 

providers. Through the initial screenings, 212 (19%) endorsed symptoms of depression and 

pain, and were invited to be screened further for study eligibility to determine if study 

criteria were met for: 1) pain in the pelvic location for a minimum of 3-months duration, and 

2) exclusion criteria. Eighty-four (39.6 %) were found not to meet inclusion and exclusion 

criteria (e.g. already engaged in psychotherapy, pain was not in pelvic region), 70 (33.0 %) 

did not have time to continue before their medical appointment and were lost to follow-up, 

and 21 (9.9%) declined to proceed. The remaining 37 (17.5 %) potentially eligible women 

agreed to give informed consent and participate in the baseline assessment to evaluate their 

study eligibility. Of those, 13 (35.1 %) were lost to follow-up and could not be reached by 

telephone or letter, 7 (18.9 %) did not meet study criteria (e.g. symptoms did not meet 

threshold criteria on the SCID-IV or HRSD-17; current substance abuse and/or psychosis 

was present), and 17 (45.9 %) completed the baseline assessment and met all study 

eligibility criteria.
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Study Participants

The 17 participants were young (mean age: 36.0 ± 8.2 years) and predominantly minority: 7 

(41.2%) African American; 7 (41.2%) Latina; 3 (17.6%) White. Approximately two-thirds 

(n = 11; 64.7%) were single or divorced, and with an annual household income under 

$20,000. Most (n = 13; 76.5%) reported children under the age of 18 living in the home. 

Fourteen (82.4%) participants met DSM-IV criteria for at least one other active Axis I 

diagnosis, most frequently Posttraumatic Stress Disorder (n = 8; 47.1%). Nearly half (n = 8; 

47.1%) reported taking antidepressant medications, and 3 (17.6 %) reported previous 

experience with psychotherapy. Most women reported comorbid medical problems as well. 

All had pelvic pain and 15 (88.2%) reported at least one other chronic pain diagnosis, with 

low back pain (n = 6; 35.3%) most common. Other Axis III diagnoses reported included 

obesity (n = 12; 70.6%), asthma (n = 4; 23.5%), hypertension (n = 4; 23.5%), chronic 

obstructive pulmonary disease (n = 2; 11.8%), and polycystic ovarian syndrome (n = 2; 

11.8%).

Outcomes

Nine women (47.1%) completed the 36-week assessment. We compared education, race, 

income, marital status, age, baseline depression severity, and baseline pain severity for 

participants who remained in the study for the full 36-weeks to those who did not. There 

were no significant differences except that participants with a high school diploma or more 

were more likely to drop out (χ2 = 5.6, p < .05). Analyses demonstrate significant 

improvements over time for depression severity based on both self-report and clinician-

rating and for social adjustment (Table 1). Large effect sizes of the improvements over time 

were found for depression severity and social adjustment. There was no significant 

improvement in MPI pain interference, and the effect size was small. Five of the nine 

women (55.6%) were in remission for major depression by the SCID at 36 weeks.

Treatment Participation and Acceptability—Fifteen of 17 participants (88.2%) 

attended at least one session, and 9 (52.9 %) completed a total of either 7 or 8 sessions. 

Participants attended a mode of 7 sessions (mean = 5.3 ± 2.9, range 0-8) in a mode of 14 

weeks (mean = 16.4 ± 10.9, range: 1-36). Eleven participants completed the 12-week 

measures on treatment satisfaction. These 11 women reported high treatment satisfaction on 

the CSQ-8 (mean = 27.4 ± 4.1, range: 18-32). More specifically, 90.9% (n = 10) reported 

they received the kind of treatment they wanted, 90.9% (n = 10) described the treatment as 

good or excellent, 90.9% (n = 10) stated they felt the treatment helped them to deal with 

their problems more effectively “somewhat or a great deal,” and 100% (n = 11) stated they 

would probably or definitely come back to this program should they seek treatment again. 

Of the 12 participants who completed the 12-week assessment, one did not complete the 

CSQ-8. The majority of comments on the qualitative interview after study completion were 

also favorable. Three representative examples follow:

“She made me realize some pains and stuff that I was having was because I was depressed 

and going through changes.”
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“Socializing more, like what we agreed on will help out a whole lot, because I was enjoying 

that, you know. The pain was stopping me from, socializing, going taking to family events 

like a picnic or something like that. But once I started doing it, it made me feel better.”

“What I learned about it is, not to let things stress me out …. ‘cause if I’m worrying about 

that I’m just adding on to my injury, and my depression…. Because, by me worrying that the 

dishes are not done, it may be putting more on myself, and I’m, I’m already depressed, I’m 

already in pain. By me worrying about that, making the pain worse than what it is and 

making the depression worse than what it is … When you feel tired, sit down, relax, you 

know? And I’m not like that, you know? I wasn’t like that but now I do. I take the time out 

and I relax.

Study therapists reported the intervention was well-matched for patients’ concerns and 

positive experiences administering the intervention.

DISCUSSION

Results from this open-trial pilot study support the treatment acceptability and effects of 

IPT-P for women who opted to participate. More specifically, treatment participants 

demonstrated adequate involvement in psychotherapy and reported significant improvements 

with large effect sizes in their depressive symptoms and social adjustment. Results with this 

small sample revealed challenges in recruiting low-income and predominantly minority 

patients in a women’s health clinic into a depression treatment study.

It is encouraging that 55% of patients remitted following treatment. Given the brevity of the 

intervention, it is not surprising some patients continued to demonstrate moderate levels of 

depressive symptoms following treatment. Eight sessions of psychotherapy may not provide 

an adequate dose to remit depressive symptoms fully for all patients. This is particularly true 

given the significant and complex burden of physical symptoms, mental symptoms, and 

financial disadvantage borne by these participants. Several patients obtained additional 

psychotherapy in a community mental health center after completing IPT-P. We viewed this 

outcome as a success because it suggested they found IPT-P to be a positive experience and 

were able to accept a referral to a traditional mental health setting, allowing for longer-term 

psychotherapy. Perhaps one important goal of IPT-P offered in medical settings is to provide 

symptom relief and facilitate transition to psychotherapy offered in traditional mental health 

settings.

Notably, the majority of potentially eligible patients did not enter the trial. Research shows 

that African Americans and Latinos may be less likely to prefer medication and more likely 

to prefer psychotherapy for treatment of their depression (Cooper et al. 2003; Dwight-

Johnson et al. 2000). Yet many did not follow through with psychotherapy when offered. 

This is not an unusual finding among non-treatment seeking low-income women with 

depression (Miranda et al. 2003). We cannot determine why many did not participate, 

although possible reasons, among many, include: not viewing their symptoms as requiring 

intervention; not finding psychotherapy an acceptable treatment; depression was not a 

priority given other life demands; discomfort or distrust participating in research and/or 
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psychotherapy; lack of readiness to discuss personal experiences; barriers such as childcare, 

life instability, and health. Furthermore, meeting our screening criteria did not determine that 

depression treatment was necessarily indicated.

We were surprised to find patients did not report improvement in their pain following 

treatment, despite the other symptom changes noted. The small effect size suggests a larger 

sample size may be needed to show statistically significant change. Pain may prove slower 

to respond to treatment, and a longer course of treatment or more intense dose may be 

needed. It is also possible the moderate depression severity present after treatment interfered 

with the improvement of pain. Perhaps IPT-P did not adequately address physical symptoms 

to the extent that we had anticipated. Further research is needed to understand this finding.

Conclusions regarding the study findings must be tentative, given the lack of a comparison 

group, small sample size, challenges with recruitment and retention, and the preliminary 

nature of the study. Improvements may be due to factors other than IPT, such as placebo 

effect or spontaneous symptom improvement. Clearly randomized controlled trials are 

required to evaluate the effectiveness of IPT-P as a treatment for women with comorbid 

depression and chronic pain.

CONCLUSIONS

This pilot study of IPT-P for comorbid depression and pain shows improvements in 

depression and social adjustment in a low-income, diverse sample of women presenting to a 

women’s health clinic.
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