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ABSTRACT

Objectives: Pregnancy and parenthood can strain parental mental health, with potential risks for child development. To 
alleviate this, parent-infant psychotherapies can promote parental mental health and positive parent-child interactions. 
While the effectiveness of parent-infant psychotherapies (PIPs) on parental mental health have been previously studied, the 
Finnish model of treatment differs from approaches used internationally by its integrative nature and personalized approach. 
No data on the effectiveness of the Finnish parent-infant psychotherapy approach exist. This pilot study investigated the 
effectiveness of the Finnish short-term (up to 20 sessions) parent-infant psychotherapy on maternal mental health and 
psychosocial functioning during the treatment period. Materials and methods: The study utilized data from the Finnish 
Psychotherapy Quality Register (FPQR) of the Hospital District of Helsinki and Uusimaa. The data consisted of all PIPs 
conducted between 2018 and 2022 (n=43, all female). Changes in anxiety (OASIS), depression (PHQ-9), psychological 
distress (CORE-OM) and clinician-assessed psychosocial functioning (SOFAS) from pre– to post-treatment were examined 
with linear mixed models. We further examined whether primary diagnosis affected symptom change. Results: Symptoms of 
anxiety, depression and psychological distress alleviated statistically, but not clinically significantly, in patients with anxiety 
as primary diagnosis (pre- vs. post-treatment PHQ-9 mean 6.88 (SD 5-09) vs. 3.08 (SD 3.04), OASIS 7.36 (4.23) vs. 3.56 
(3.16), CORE-OM 10.90 (5.53) vs. 5.34 (2.93)). Pre-post comparisons for patients with primary diagnosis of depression 
seem to suggest no effect of intervention. Conclusions: In this pilot study we found modest changes in symptoms of depression, 
anxiety and psychological distress among patients with anxiety disorder, but not with depression, as primary diagnosis during 
parent-infant psychotherapy. Clinically reliable changes were observed only in a minority of the patients. Further studies 
with larger sample size and comparison groups are warranted to support evidence-based decision making in the planning of 
perinatal mental health services..
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INTRODUCTION

Caregivers form an emotional bond towards their infant 
already during pregnancy, building the basis for the early 
reciprocal interaction between them and their child [1]. 
An optimal parent-child interaction is characterized by 
the availability of the caregiver to respond promptly, 
appropriately and sensitively to the infant’s needs, making 

it possible for the child to develop a secure attachment with 
the parent. While most caregivers develop a highly positive 
bond with their infant, parental psychological distress, 
such as depression, is associated with bonding problems 
[2]. This may predispose to poor infant outcomes, such as 
insecure attachment and socio-emotional problems [3]. 

While more than half of family-reared children develop a 
secure attachment with their caregivers [4], a large percentage 
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do not. Insecure attachment may develop as caregivers feel 
inadequate to providing sensitive care to their child due 
to, for example, their own difficult childhood experiences, 
current stress or infant-related difficulties, such as irritability 
[5,6,7]. One of the most important risk factors for problems 
in parent-infant interactions and infant insecure attachment 
is the caregiver’s own mental health challenges, such as 
depression or anxiety [8]. Based on systematic reviews and 
meta-analyses, the prevalence rates of maternal postnatal 
depression and anxiety have been estimated to be 17% [9] 
and 10% [10], respectively, with some meta-analytic studies 
suggesting even higher prevalence for prenatal symptoms 
[10]. Hence, poor parental mental health is a potentially 
large contributor to difficulties in children’s socio-emotional 
development [11], with parent-child interaction quality as 
one of the core mediators.

To alleviate and prevent challenges in parent-
child relationship and infant attachment insecurity, 
psychodynamically oriented parent-infant psychotherapy 
(PIP; or IPP, infant-parent psychotherapy, in the USA) strives 
to improve the dyadic relationship between the caregiver 
and the infant. Its focus is on promoting the development 
of secure attachment between the caregiver and the infant 
by various approaches, such as improving parental expertise 
in sensitive caregiving, identifying and solving challenges 
in interaction, and promoting positive parental internal 
working models by, for example, working through parent’s 
own insecure attachment history and its effect on parenting 
[12,13]. A recent systematic review [14, see also 12] found 
PIP to have a favourable effect on a proportion of infants 
that were securely attached after the intervention. However, 
the authors concluded that the effectiveness of PIP may not 
differ from other valid interventions. In contrast, a recent 
meta-analysis, by Huang and colleagues [15], did not find 
an effect of PIP on infant attachment when compared to no 
treatment or treatment as usual. However, the number of 
existing studies on effectiveness of PIP on infant attachment 
is small and there is much heterogeneity; thus, the results 
need to be interpreted with caution.

In addition, most of the studies on the effectiveness of 
PIP have focused on its primary outcome, child attachment 
security or quality of  mother-infant interaction [12,15]. 
However, secondary outcome measures of  PIP include 
alleviation of  symptoms of parental depression, anxiety, 
psychological distress, and improvement of  parental 
psychosocial functioning. This can occur, for example, via 
mediation: as the interaction quality between the infant and 
the caregiver improves, depressive symptoms associated 

with feelings of  inadequacy as a parent may alleviate, 
simultaneously improving psychosocial functioning. PIP 
may also improve parental mood or lessen anxiety through 
possible therapeutic work directed to them in therapeutic 
sessions and through common factors of  psychotherapy 
[16]. Indeed, the meta-analysis of Huang and others [15, see 
also 14] suggests that PIP may be effective in alleviation of 
depressive symptoms especially for mothers with postpartum 
depression, at least in the short term (less than 9 months). 
Little research exists on the effectiveness of PIP on other 
mental health outcomes besides depression.

However, studies assessing mental health outcomes 
of PIP have reported mixed results, possibly explained by 
variance in PIP approaches. Salomonsson and Sandell [17] 
reported in their RCT study that adding a PIP intervention 
(on average 29 sessions) module to treatment as usual had 
a larger effect on reduction of depressive symptoms than 
treatment as usual alone. Cohen and others [18] reported 
reduction in depressive symptoms, but only in a particular 
variant of  PIP which specifically aimed to promote 
behavioural change by having the mother focus on infant-
led play for the first part of  the treatment session, and 
then reflecting the experience during the latter half  of the 
session with the therapist in comparison to a more typical 
PIP approach. However, the sample in the study of Cohen 
and colleagues [18] consisted of mothers who were referred 
to PIP for a variety of reasons that had posed challenges 
for the parent-child relationship, ranging from maternal 
depression to functional problems in infant feeding, sleeping 
or behavioural regulation. In addition, some studies suggest 
that PIP approaches and other psychosocial treatments do 
not differ in terms of effectiveness on maternal depression 
or anxiety. For example, Cicchetti and colleagues [19] found 
no differences in depressive symptoms after a 36-month 
PIP intervention between depressed mothers and depressed 
mothers who received no PIP intervention. However, the 
study of Cicchetti and others [19] does not describe if  the 
depressed mothers who received no PIP intervention received 
any other care during the study period.

 In contrast, Cooper and others [20] reported a reduction 
in depressive symptoms at the end of the intervention in 
mothers receiving active treatment (i.e. PIP, cognitive 
behavioural therapy or non-directive counselling) compared 
to mothers receiving treatment as usual. However, depression 
scores between treatment as usual group and active treatment 
groups did not differ at follow-ups from 4.5 to 60 months [20]. 

As mentioned above, while PIP interventions are 
typically psychodynamically oriented, there is much 
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variation in the approaches used. The Finnish parent-
infant psychotherapy is an intervention model, which 
draws inspiration from international PIP approaches but 
incorporates methods from various other approaches, 
such as child-infant psychotherapies [21], but for clarity 
the Finnish parent-infant psychotherapies are referred to 
as Finnish PIP approaches in the present study. Finnish PIP 
interventions often include videotaping and reviewing of 
parent-infant interaction, body-oriented approaches, and 
psychoeducation on child self-regulation and parental mental 
health, Theraplay sessions [22] and home visits. For example, 
videotaping and reviewing the parent-infant interaction can 
be used to promote behavioural change in the caregiver(s) 
and has been suggested to be essential for the effectiveness 
of  the parenting interventions [23]. A meta-analysis [24] 
suggested that the frequency of home visits is associated with 
higher intervention effectiveness. Finnish PIP intervention, 
similar to some other PIP approaches, emphasizes a whole-
family or family therapeutic focus, as these approaches have 
been shown to be effective for, e.g. treatment of perinatal 
depression [25], and the absence of  the father from the 
intervention sessions is typically linked to poorer outcome for 
the children [26]. In short, the Finnish PIP implementation 
can be characterized as personalized and integrative parent-
infant psychotherapy treatment, grounded in psychoanalytic 
principles and operating within the framework of attachment 
theory where PIP psychotherapists are encouraged to work, 
not only with the caregiver and child, but more broadly 
within the family network, such as with spouses or other 
children in the family or with grandparents.

As the effectiveness of PIP on maternal mood symptoms 
could depend on the characteristics of the PIP approach, the 
findings from previous research may not fully apply in regions 
where guidelines or approaches deviate from the typical PIP 
approach. This is especially relevant in the Finnish context, 
where PIP interventions incorporate various approaches 
from cognitive behavioural therapy (CBT), other behavioural 
or mentalization approaches [27,28] and family therapeutic 
methods. It is thus not known if  findings from the studies 
on the effectiveness of PIP approaches, that adhere more 
strongly to the psychoanalytic principles, can be generalized 
to Finnish PIP interventions. 

Indeed, outcomes following PIP or other parenting 
interventions may depend on the specific therapeutic approach 
or on the parental characteristics, such as socioeconomic 
status [29] of the treated group. For example, Salomonsson [30] 
argues that mothers, who consider their own characteristics 
or features contributing to the dysfunctional parent-infant 
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interaction relationship with the infant, may receive the 
most benefit from PIP, including alleviation of depressive 
symptoms. Given that PIP’s effect on parental mental health 
may depend on patient characteristics, it is noteworthy that 
the effectiveness of PIP on the primary outcome variable 
(improvement of parental sensitivity or infant attachment) 
either does not seem to depend on the underlying diagnosis 
of the caregiver, or the effect is not large enough to be seen 
in an aetiologically varied group [31,32].

While many of the studies on PIP’s effectiveness have 
focused on parental psychiatric symptoms or changes in 
bonding, attachment or parental sensitivity, other positive 
effects have received less attention [8]. One such under-
studied aspect is parental psychosocial functioning, which 
likely influences parental sensitivity via the ability to provide 
attuned interaction and to react promptly and adequately to 
the infant’s or child’s needs. Impaired parental psychosocial 
functioning can, in turn, negatively affect parenting behaviour 
[33] and possibly predispose to poorer developmental 
trajectories for the child. While effects of PIP interventions 
on parental psychosocial functioning have not been studied 
to our knowledge, more general evidence suggests that 
parenting programmes seem to improve parental psychosocial 
functioning overall [34].

In this pilot study, we investigated the effectiveness of the 
Finnish model of PIP interventions on maternal symptoms 
of depression, anxiety or psychological distress in a sample 
of caregivers with either diagnosis of depression or anxiety. 
To complement these analyses, we also assessed if the Finnish 
model of PIP intervention influenced maternal psychosocial 
functioning. In the light of the literature reviewed above, 
we expected that the integrative nature of  the Finnish 
PIP intervention would result in reduction of depressive 
symptoms or psychological distress, regardless of underlying 
diagnosis (depression or anxiety). Even though there is high 
comorbidity between antenatal and postnatal depression 
and anxiety [35], PIP intervention’s effect on symptoms 
of anxiety has been sparsely studied. Thus, hypotheses on 
PIP intervention’s effects on symptoms of  anxiety could 
not be made. In addition, we also report the effects of PIP 
intervention on psychosocial functioning and psychological 
distress, where we place no hypothesis due to lack of previous 
literature. 
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ICD-10 primary diagnosis (n=43) Depression (F32, F33): n=17 (39.5%)
Anxiety disorder (F40-F43): n=26 (60.5%)

Gender (n=43) Female: n=43 (100 %)
Male: n=0

Occupational status (n=41) Working: n=10 (24%) 
At home with child: n=18 (43%)
Student: n≤5 
Unable to work or disabled: n≤5
Unemployed: n≤5
Other: n≤5

Psychotropic medication (n=39-43) Prescribed, in use: n=13 (32%)	
Prescribed, PRN (‘when required’): n<5 (<10%)
Previously prescribed, currently not in use: n=14 (34%)
Not used: n=12 (29%)

Table 1. Demographic data of the patients (n=43#) 

#: All demographic variables were not entered into the Finnish Psychotherapy Quality Register (FPQR) for all patients; the number of patients 
with data for each variable are reported in the leftmost column. For anonymity, demographic variables with less than 5 cases are reported as 
<5; due to this the number of cases for psychotropic medication is reported as between 39-43

MATERIAL AND METHODS

PARTICIPANTS

The study was approved by the Ethical Committee of 
HUS (HUS/3150/2020). In addition, the Helsinki and 
Uusimaa Hospital district (HUS/2293/2021) granted study 
permission. As the present study uses only register data, 
informed consent from the patients was not required.

The data in the present study originate from the Finnish 
Psychotherapy Quality Register (FPQR; see [36] for details 
of the register). All patients, born between 1978 and 1996, 
who had been referred to short-term (20 times) PIP and 
completed the intervention between 2018 and 2022 were 
included into the study. Patients with other primary diagnosis 
than depression or anxiety were excluded from the study 
(n=3). The final data consisted of 43 patients. See Table 1 
for demographic data of the patients.
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PIP INTERVENTION AND DATA COLLECTION

Patients were referred to PIP intervention either from 
primary care (municipal health centre) or specialist 
healthcare services. After a referral, the patients received 
a voucher for outsourced PIP free of charge to the patient. 
Accredited PIP therapists are entered into the system 
based on a set of required criteria and the patient can 
select a therapist from the list of available therapists 
based on the clinical recommendations. Two types of 
psychotherapy (including PIP) vouchers are available: 
for brief psychotherapy (up to 20 sessions) and for long 
psychotherapy (up to 40 sessions). All PIP interventions in 
this study were for brief psychotherapy (up to 20 sessions). 

The Finnish PIP intervention implementation is 
predominantly focused on internationally used and 
psychoanalytically grounded parent-infant psychotherapy. 
However, as reviewed in the introduction, the Finnish parent-
infant psychotherapy training incorporated methods from 
various other psychotherapy approaches depending on 
the training and qualifications of the psychotherapist [37]. 

MEASURES 

At the time of the referral, a case manager opens a case in 
FPQR and the register automatically collects demographic 
information (age, gender, date of referral) from the 
healthcare registry. At the onset, or immediately after 
the onset of PIP, patients fill in relevant questionnaires 
regarding demographic information (e.g. socioeconomic 
status or employment status; medication) and clinically 
validated symptom severity questionnaires (for a full list 
of measures, see [36]). At the end of the PIP intervention, 
symptom severity questionnaires are filled again. For the 
present study, depressive symptoms were evaluated using 
the PHQ-9 questionnaire and anxiety symptoms using the 
OASIS scale. PHQ-9 is a self-report questionnaire consisting 
of 9 items, rating the frequency of experienced symptoms of 
depression as experienced over the past two weeks on a scale 
of 0-3. Sum scores of 5, 10, 15 and 20 represent cut-off points 
for various levels of depression. The PHQ-9 questionnaire 
is considered to be both a reliable and valid instrument 
for measuring the severity of depression [38]. OASIS is 
a validated five-item measure assessing the severity and 
frequency of anxiety disorders and how severely the anxiety 
symptoms impact the respondents’ ability to function, on 
a scale from 0-4 [39]. Cutoff scores of 6, 10 and 12 are often 
suggested to be used for interpretation of the moderate, 
marked and severe illness severity of anxiety [40].

In addition to PHQ-9 and OASIS, the patients filled 
in CORE-OM (clinical outcomes in routine evaluation 
outcome measure [41]; regarding the Finnish version used 
in this study, see [42]) questionnaires. The psychosocial 
functionality was assessed by the therapist using SOFAS 
scale (social and occupational functioning assessment scale 
[43]) In our study SOFAS was used to assess psychosocial 
functioning. In SOFAS, the clinician, i.e. the therapist, 
assesses the patient’s current psychosocial functioning on 
four different scales (self-care, family life and relationships, 
work and study and leisure activities) and a total scale. We 
used only the total scale in our analysis. The scales range 
from 0 to 100 with 80 points indicating normal or better 
functioning and 50 points or less severe impairment [44]. 
CORE-OM is a 34-item questionnaire with scores from 0 
(not at all) to 4 (most or all the time), intended to assess the 
level of psychological distress and outcome of psychological 
interventions [45], and consists of four subscales (subjective 
wellbeing, symptoms, functioning and risk) and a total sum 
score. In this study only the sum score is used; a sum score 
of 10 is considered a clinical cut-off [45] and change of 5 
points is considered reliable change [46].

STATISTICAL ANALYSIS

Of the 43 patients, 6 (14%) had missing data: 2 patients 
had no data for either PHQ-9 or OASIS questionnaires 
either before or after treatment, 2 patients had no data for 
either PHQ-9 or OASIS questionnaires after treatment, 
1 patient had no data for PHQ-9 after treatment, and 1 
patient had no data for OASIS after treatment. These data 
were not replaced. The remaining patients (n=37) had 
no missing values on PHQ-9, OASIS, SOFAS or CORE-
OM questionnaires and only patients with full data were 
included in the final analyses. 

Statistical analyses were conducted with R software 
(version 4.2.2 [47]). For linear mixed models (LMMs) lme4 
package [48] was used. Tidyverse [49] and ggplot2 [50] 
packages were used for data visualization. Presence of outliers 
was assessed using histogram plots and no outliers were 
found for either depression or anxiety symptom variables. 
Homoscedasticity, or similarity of variances for depression 
and anxiety symptoms for patients with primary diagnosis 
of depression or anxiety, was assessed visually and no major 
violations of homoscedasticity were apparent. 

Changes in the severity of depression (PHQ-9 scores), 
anxiety symptoms (OASIS scores), psychological distress 
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(CORE-OM scores) and psychosocial functioning (SOFAS 
scores) were analysed using linear mixed models, separately 
for symptoms of depression, anxiety, psychological distress 
and psychosocial functioning. Predictors were Time (prior to 
and after PIP intervention, t=0 and 1, respectively), primary 
diagnosis (depression, anxiety, x=0 or 1, respectively) and 
their interaction, the model being:

 
for the ith measurement of the jth subject, with t1j=0 

and t2j=1 for all j and with the residuals ηi and εij capturing 
the remaining between- and within-individual variation, 
respectively. Effect sizes are reported using pre-intervention 
versus post-intervention paired Cohen’s d (without multilevel 
modelling). This sensitivity analysis was prudent because 
the mixed model lends statistical power from a regularizing 
normality assumption.

In addition to statistical analysis, we report the number 
of patients where reliable changes in symptom severity are 
observed (level of severity for both PHQ and OASIS are 
separated by a change in 5 points [38,39]). A recovery was 
assessed separately on basis of symptoms of depression and 
anxiety: the patient was considered to be recovered if  their 
symptoms were below the clinical cut-off (<10) at the end of 
the treatment, they reported clinically significant symptoms 
at the start of the treatment (≥10) and their symptom severity 
was reduced by 5 points or more. 

RESULTS

The PIP interventions in this study consisted of a maximum 
of 20 sessions. The severity of depression or anxiety 
symptoms prior to PIP did not differ between patients 
with primary diagnosis of depression or anxiety (p=0.165 
and p=0.689, respectively). After PIP, the patients with a 
primary diagnosis of depression had more severe symptoms 
of depression (t(37)=-2.85, p=0.007) and anxiety than the 
patients with a primary diagnosis of anxiety (t(37)=-2.71, 
p=0.010). See Table 2 for the participants’ depression and 
anxiety symptom severity pre- and post-treatment.
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Symptom 
measures Before treatment After treatment

Paired 
t-test 

p-value

Paired 
Cohen’s 

d

Mean SD1 Mean SD1

PHQ-9 All (n=37) 7.55 4.57 4.39 3.51 <0.001 0.756

Primary diagnosis of depression 
(n=12)

8.66 3.39 6.17 3.19 0.08 0.486

Primary diagnosis of anxiety (n=25) 6.88 5.09 3.08 3.04 0.005 0.788

OASIS All (n=37) 7.91 4.13 4.61 3.98 0.002 0.780

Primary diagnosis of depression 
(n=12)

8.58 3.09 7.16 4.32 0.362 0.404

Primary diagnosis of anxiety (n=25) 7.36 4.23 3.56 3.16 <0.001 1.07

SOFAS All (n=37) 68.08 9.43 78.32 7.84 <0.001 -1.41

Primary diagnosis of depression 
(n=12)

66.10 13.1 76.00 10.1 0.092 -1.24

Primary diagnosis of anxiety (n=25) 69.00 7.17 79.4 6.40 <0.001 -2.14

CORE-
OM

All (n=37) 11.89 5.08 7.14 4.40 <0.001 0.760

Primary diagnosis of depression 
(n=12)

14.00 3.30 10.90 4.69 0.550 0.301

Primary diagnosis of anxiety (n=25) 10.90 5.53 5.34 2.93 <0.001 1.06

Table 2. PHQ-9, OASIS, SOFAS and CORE-OM scores measured before and after treatment, grouped by diagnosis for all patients included in the 
analyses (n=37). Statistically significant pairwise effects are marked in bold

¹: SD=standard deviation

Regarding changes in severity of depression or anxiety 
symptoms from prior to after PIP, LMM analysis indicated 
that depressive symptom severity had decreased statistically 
significantly (β=-3.5, p<0.001, pre-post paired Cohen’s 
d=0.781). However, the depressive symptom severity was 
reduced statistically significantly more for those with a 
primary diagnosis of  anxiety than those with a primary 
diagnosis of depression (β=2.1, p=0.04; a mean reduction of 
3.80 vs 2.49 points, respectively). Anxiety symptom severity 
was reduced statistically significantly (β=-3.8, p<0.001, 
d=0.789). No differences in changes in anxiety symptom 
severity were found between the diagnosis groups (β=0.54, 
p=0.325). Figure 1 shows the changes in depressive (PHQ-9 
scores) and anxiety symptom severity (OASIS scores), as 
well as changes in psychosocial functioning (SOFAS scores) 
and global distress (CORE-OM scores). Distribution of 

PHQ-9, OASIS, SOFAS and CORE-OM scores before and 
after treatment are shown in Figure 2.

When assessing changes in global distress (CORE-OM 
sum score), LMM results indicated that global distress 
was statistically significantly reduced from before to after 
intervention (β=-5.595, p<0.001, pre-post paired Cohen’s 
d=0.840). This reduction was greater for those with the 
primary diagnosis of  anxiety (β=4.280, p<0.050; a mean 
reduction of 5.56 vs 3.10 points, respectively). Concerning 
psychosocial functioning as measured by SOFAS, the 
psychosocial functioning improved from before to after 
intervention (β=-3.8, p<0.001, pre-post paired Cohen’s 
d=1.150), with greater gains observed in patients with 
primary diagnosis of anxiety rather than depression (β=2.50, 
p<0.043; a mean increase of 10.4 vs 9.9 points, respectively).
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Analysis of reliable changes indicated that depressive 
symptoms were reduced by 5 points or more in 9 patients 
(21%; deteriorated by 5 points or more in 2 patients 5%). For 
anxiety symptoms, reliable changes were seen in 13 patients 
(30%; deteriorated by 5 points or more in 1 patient 2%). 

Of patients with primary diagnosis of  depression, a 
recovery (≥5p change and across the clinical cut-off) in 
symptoms of  depression (PHQ-9) was observed in one 
(1) patient. Of patients with primary diagnosis of anxiety, 
reliable recovery was seen in symptoms of anxiety (OASIS) 
in two (2) cases. 

Figure 1. Changes in depressive (PHQ-9 scores) and anxiety symptom severity (OASIS scores), as well as changes in psychosocial functioning 
(SOFAS scores) and global distress (CORE-OM-scores), separately for patients with primary diagnosis of depression and anxiety. Dashed line 
illustrates clinically significant symptoms of anxiety, depression or psychological distress (10 points) (n=37)
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Figure 2. Distribution of PHQ-9, OASIS, SOFAS and CORE-OM scores before and after treatment (n=37)
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DISCUSSION

In the present study we investigated the effectiveness of 
the Finnish PIP implementation on maternal symptoms 
of depression, anxiety and psychological distress as well 
as psychosocial functioning in patients with a primary 
diagnosis of either depression or anxiety. Our results suggest 
that mothers’ symptoms of anxiety and psychological 
distress are somewhat reduced from pre- to post-treatment, 
while over the time during the PIP intervention of up to 20 
sessions psychosocial functioning improves. However, direct 
pre-post comparisons for patients with primary diagnosis 
of depression seem to suggest no effect of intervention. 
While changes in symptom severity of depression and 
anxiety were statistically significant, reliable changes, 
defined as a change of more than 5 points in PHQ-9 or 
OASIS questionnaires, were observed only in a small group 
of patients. These findings are discussed in detail below.

THE EFFECTIVENESS OF THE FINNISH PIP 
INTERVENTION ON MATERNAL SYMPTOMS 
OF DEPRESSION, ANXIETY, PSYCHOLOGICAL 
DISTRESS AND PSYCHOSOCIAL FUNCTIONING

The present results suggest that the Finnish PIP intervention 
might be effective on alleviation of maternal symptoms of 
depression, anxiety and psychological distress. Considering 
the within-group pre-post effect sizes in our study (pre-post 
paired Cohen’s d=0.781 for symptoms of depression, d=0.789 
for symptoms of anxiety and d=0.840 for psychological 
distress), our findings are similar to the RCT study of 
Salomonsson and others [31], who found, using EPDS 
(Edinburgh Postnatal Depression Scale), a pre-post effect 
size of d=0.70 for amelioration of depressive symptoms in 
mothers. However, an earlier RCT study [17] suggested 
that PIP’s effectiveness on maternal depression, measured 
using EPDS, could be somewhat smaller (d=0.39). While 
our results are consistent with some earlier studies on the 
effectiveness of PIP on caregiver depression, they should 
be interpreted with caution due to small sample size, no 
intention to treat analysis and a lack of control group. 
However, in comparison to other psychotherapies in the 
FPQR [36], our effect sizes were similar to those obtained 
in short-term psychotherapy of different frameworks and 
for a variety of diagnoses (20 visits; Cohen’s d for PHQ-9 
and OASIS scores, 0.50-0.65 and 0.62-0.69, respectively).

While maternal depression can be detrimental to various 
factors that influence infant outcomes, maternal anxiety can 
also lead to detrimental outcomes. For example, the study of 

Hervé and others [26] indicates that clinically significant pre-
treatment maternal anxiety was associated with unfavourable 
treatment outcomes for the mother, defined as possible 
presence of symptoms of depression or anxiety, after a short 
(less than 10 consultations) PIP intervention. 

It is not immediately evident why patients with primary 
diagnosis of  anxiety appeared to have amelioration of 
depressive symptoms and psychological distress, while 
among the patients with primary diagnosis of depression 
there were no statistically significant findings. As this result 
conflicts with our hypotheses, it warrants further studies 
using a larger sample size. 

Furthermore, the present results suggest that in addition 
to possibly ameliorating maternal symptoms of depression, 
anxiety and psychological distress, the PIP intervention could 
be associated with improvement in psychosocial functioning. 
Effects of PIP intervention on psychosocial functioning has 
been sparsely studied; however, some systematic reviews 
[53,12] suggest that parental interventions or programmes 
potentially have a beneficial short-term effect on parental 
psychosocial health, but the number of studies is small and 
there is little evidence of  long-term effects. However, as 
studies emphasize the role of family psychosocial functioning 
on the children’s wellbeing [54], follow-up studies assessing 
long-term effects of PIP intervention, including psychosocial 
functioning, are warranted.

Finally, our results may hint at differences in PIP 
intervention effects between patients with primary diagnosis 
of depression and anxiety in general. While the results should 
be considered preliminary due to small sample and unequal 
group sizes, patients with a primary diagnosis of depression 
might be less likely to benefit from the PIP intervention than 
those with a primary diagnosis of anxiety. If  this result can 
be verified in follow-up studies with a larger sample size, 
it would be consistent with previous research indicating 
poorer outcomes of parenting interventions in depressed 
parents. For example, a systematic review [55] concluded 
that for mothers with depression, parental interventions 
had no effect on either parent-child relationship or child 
development either short- or long-term. Indeed, some meta-
analyses suggest that only some parental interventions for 
depressed mothers are effective in improving, for example, 
maternal sensitivity [56]. Another possible explanation for 
this difference in the current small sample could also be 
the therapist effect, as the number of therapists was small.
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RELIABLE CHANGES IN SYMPTOMS OF 
DEPRESSION AND ANXIETY

While we found statistically significant amelioration of 
symptoms of depression, anxiety and psychological distress 
from pre- to post-treatment for PIP intervention, changes 
in symptom severity were mainly not large enough to be 
considered reliable or clinically significant. In practical use, 
clinicians are typically encouraged to classify symptoms 
of depression measured using PHQ-9 into categories of 
5 points and as such, changes of 5 points or more are 
interpreted as reliable [38]. In our study, reliable changes 
in symptoms of depression were found in nine (20%) and 
deterioration in two (5%) of a total of 43 patients. For 
symptoms of anxiety, reliable improvement was seen in 13 
(30%) individuals and deterioration in one (2%) individual. 
While it has been suggested, by Kounali and others [57], that 
at milder depressive symptom levels (PHQ-9 ≤11) 2 points 
would already suffice for patients to discriminate between 
feeling the same versus feeling better, such a small subjective 
change may not be clinically relevant. One striking finding 
of the current study was that most patients referred to this 
high-intensity treatment reported subclinical symptoms 
of anxiety (OASIS <10p) and depression (PHQ <10p) at 
the beginning of the PIP intervention, despite a current 
diagnosis of depression or anxiety disorder. The same 
phenomenon has been reported also in other outsourced 
psychotherapies [36] and might therefore be a particular 
trait of the Finnish mental healthcare system. 

To our knowledge only Salomonsson and others [31] have 
assessed reliable or clinically relevant changes in maternal 
depression following PIP intervention, using EPDS. In 
their study, depression symptoms were observed in 64% 
of the mothers pretreatment and of these mothers, 27.2% 
showed clinically significant symptoms of depression after 
PIP intervention. 6.2% of non-depressed mothers developed 
clinically significant depressive symptoms from pre- to post-
treatment. Although not directly comparable due to different 
measurement of depressive symptoms between the studies, 
our results are somewhat more modest compared to the 
findings of Salomonsson and others [31].

While symptoms of depression and anxiety are important 
for assessing the effectiveness of PIP interventions, it must 
be kept in mind that they are secondary outcome measures 
of PIP. However, the main targets, improvement of mother-
infant interaction sensitivity and infant attachment, were 
not studied in the present study. While outside of the topic 
of the present study, future studies should also investigate 
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the effectiveness of the Finnish PIP approach on maternal 
sensitivity and infant attachment, possibly by incorporating 
the mental health data included in the FPQR.

STRENGTHS AND LIMITATIONS

To our knowledge, the present study is the first study to 
assess Finnish PIP effectiveness on secondary outcomes of 
PIP interventions, namely symptoms of anxiety, depression, 
psychological distress and psychosocial functioning. While 
the topic has been somewhat studied internationally, 
the Finnish PIP approach differs from international 
implementation by its eclectic and integrative nature and 
personalized approach. Studies into the personalized 
Finnish PIP approach are relevant to assess the effectiveness 
of the Finnish PIP approach, and also to investigate whether 
personalized approaches might provide additional benefits 
over a standardized approach, as has been suggested by 
some systematic reviews on adult psychotherapies [58]. 
However, a merit in our study is that it extends previous 
results by assessing changes in not only depression but 
also anxiety and psychological distress. This is especially 
relevant due to high comorbidity between antenatal and 
postnatal depression and anxiety [35]. In addition, the 
present study assesses reliable changes in symptoms 
and recovery. Finally, only few studies have addressed 
other impacts of PIP interventions, namely psychosocial 
functioning, which was also investigated in our study.

In addition to the aforementioned strengths, the present 
study benefits from investigating a group of patients with a 
specific cause that challenges the dyadic relationship between 
the caregiver and the infant, namely depression or anxiety. 
In many previous studies, as reviewed in the introduction, 
patients may have had large variance in the causes for referral 
to PIP intervention. However, as suggested by Salomonsson 
[30], this may hinder interpretation of results as it can be 
that the effectiveness of  PIP may vary depending on the 
causes of parent-infant relationship dysfunction. Studies in 
samples with more similar treatment indications or parent 
characteristics may provide clinically relevant information 
on which parents would benefit most from PIP interventions. 
While the patients in our study were referred to PIP either 
due to depression or anxiety disorder, many patients had 
subclinical symptoms of depression and anxiety, suggesting 
that other aspects might have influenced the patient referral 
to PIP. Such aspects could be challenges in parent-infant 
interaction or attachment characteristics, but unfortunately 
our data did not include assessment of these characteristics.
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However, the present study suffers from a small sample, 
difference in group sizes between patients with primary 
diagnosis of depression and anxiety, and some missing data. 
Also, the lack of a control intervention is a major weakness 
of  the current study. In addition, overall research on the 
effectiveness of PIP on maternal mental health is limited. 
As some studies also report no effects [19], our findings need 
to be interpreted with care. Future studies should examine 
effectiveness in sample sizes large enough to have statistical 
power to detect possible effectiveness or non-effectiveness, 
necessarily with a control intervention. In addition, the small 
sample size prevents us from fully assessing if  the baseline 
levels of  anxiety or depression symptoms are associated 
with the magnitude of change in these symptoms. This is 
an especially important drawback, as symptom severity can 
be important for assessing the future outcome. For example, 
the severity of depressive symptoms typically is linked with 
maternal ratings of the magnitude of infant negative affect 
[59] or likelihood of  mothers to rate their infants more 
difficult [60]. Finally, 6 patients had missing data and could 
not be included in the analyses. Even if  the number seems 
small, it is a fair part (14%) of the initial sample. Due to 
these limitations our results can be seen only as preliminary 
and should be interpreted with caution. 

CONCLUSIONS

The results from the present pilot study suggest that the 
Finnish eclectic and integrative PIP approach might have an 
effect on secondary outcomes of PIP, namely on maternal 
symptoms of depression, anxiety, psychological distress 
and improve psychosocial functioning. Our results also 
suggest that the targeting of this high-intensity treatment 
should be examined more carefully. However, the lack of 
good quality studies is evident, and further research with 
adequate sample size and control conditions is warranted 
to build an evidence base for the improvement of perinatal 
mental healthcare services. 
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