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ABSTRACT 

 

 

Postpartum depression is a significant mental health condition affecting both mothers and 

infants. Traditional treatment with medication has proven to have low adherence, and thus 

exploration of alternative holistic treatment approaches has been presented in recent literature. 

Holistic mind-body interventions including yoga, mindfulness, and meditation have been 

researched in many ways. However, none have explored the impact of a mind-body program 

delivered on a virtual platform on postpartum depression. The purpose of this quasi-experimental 

pilot study was to assess the impact of a mind-body virtual intervention for postpartum women 

with elevated Edinburgh Depression Scale (EPDS) scores on a virtual platform over a period of 6 

weeks. Six women in the post-partum period participated once a week in a yoga and mindfulness 

meditation program over Zoom. An online pre-survey assessed demographics and responses on 

the EPDS. After the 6-week intervention, the EPDS was given again and pre- and post-

intervention scores were compared. In line with previous research, participants’ depression 

scores on the EPDS declined after program intervention. The mean pre-intervention EPDS score 

was 13.5/30 and the mean post-intervention was 8.7/30. The results suggest benefits of 
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integrating holistic approaches in treatment for postpartum depression and the need for future 

research of similar virtual interventions with a larger sample size.  
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Chapter 1 

Introduction 

 

 Pregnancy and childbirth are two major life events that many women experience in their 

lifetime. Childbirth induces drastic adjustments in a woman’s roles and responsibilities. This 

change, in combination with hormonal shifts during the postpartum period, places a woman at 

risk for the emergence of depression (Slomian et al., 2019). Postpartum depression (PPD) is a 

global mental health issue that affects 13 million women worldwide every year (Pritchett et al., 

2017). In the United States approximately 1 in 8 women experience signs and symptoms of PPD 

(Center for Disease Control and Prevention; CDC, 2020). PPD has negative consequences for 

both infants and mothers making it a significant mental health problem (Slomian et al., 2019).   

Conventional care for depression includes pharmacological and/or psychological 

interventions. However, only half of Americans with depression obtain this care and both types 

of interventions have dropout rates ranging from 20-47% (Prathikanti et al., 2017). Thus, the 

development of efficacious interventions that are safe, affordable, well accepted, and easily 

accessed has increased in popularity over the past two decades. Depression consistently ranks 

among the most common health conditions self-treated with yoga and other holistic therapies 

including meditation, breathing exercises, and relaxation techniques (Pranthikanti et al., 2017).  

Additionally, the number of randomized controlled trials (RCTs) investigating yoga for 

depression has grown significantly over the past 15 years (Pranthikanti et al., 2017). Many of 

these studies have demonstrated the effectiveness of yoga-based interventions in reducing 

depressive symptoms, making it a viable treatment option for women that is cost-effective and 

widely accessible (Prathikanti et al., 2017).  
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Background 

Major depression is the second most disabling medical condition in the United States 

according to the World Health Organization (WHO;Prathikanti et al., 2017).  Major depression, 

including PPD, is associated with reduced quality of life, increased healthcare costs, and for 

some, a prediction of later depressive disorder (Cramer et al., 2013). Depression accounts for 20-

35% of the estimated 49,000 deaths from suicide annually in the United States (Prathikanti et al., 

2017).  The Diagnostic Statistical Manual of Mental Health Disorders (4th ed.; DSM-IV) defines 

PPD as a specifier for major depressive disorder (Slomian et al., 2019). PPD rates vary between 

age and race/ethnicity as well as among states where some levels reach as high as 1 in 5 women 

(CDC, 2020). PPD is a major mental health problem.  

The transition to motherhood can be both exciting and stressful as drastic changes in the 

postpartum period require many adjustments causing great stress impacting psychological well-

being (Timlin et al., 2017). PPD can affect all dimensions of a mother’s life including decreased 

quality of life, altered sexuality, low self-esteem, increased incidence of risky behaviors and 

suicidal ideation, lower mother-to-infant bonding, and decreased breastfeeding success (Slomian 

et al., 2019). Infant consequences of PPD are unfortunate and numerous. PPD is associated with 

increased febrile illnesses in infants, disruptive infant sleep patterns, and delays in language, 

cognition, gross motor, and emotional development. Studies have also shown infants of women 

with PPD have a greater number of emergency room visits, increased risk for injuries, and 

reduced probability of receiving age-appropriate well child visits, and immunizations (Slomian et 

al., 2019).  Further, non-systematic reviews have indicated that risks to children of untreated 

depressed mothers include poor cognitive functioning, emotional maladjustment, violent 

behavior, and psychiatric disorders in adolescence (Slomian et al., 2019).  
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Symptoms of PPD are similar to major depression and include loss of interest or pleasure 

in activities, sleep disturbance, irritability, anxiety, and loss of energy (Slomian et al., 2019). 

However, PPD has its own symptoms to include feeling numb or disconnected from the infant, 

worrying of harming the baby, and doubting the ability to care for the baby (Center for Disease 

Control and Prevention, 2020).  Postpartum depression does not feel the same for every mom 

and the frequency, length, and intensity of PPD symptoms vary among women (Center for 

Disease Control and Prevention, 2020). PPD occurs within 4-6 weeks after childbirth but can 

occur anytime up to 1 year postpartum (Slomian et al., 2019). Experiences that may put women 

at higher risk for PPD include family history of depression, infertility, and birth complications 

but it can occur in women with a healthy pregnancy and birth (CDC, 2020).  

 Conventional care for PPD includes both pharmacology and psychotherapy (Buttner et 

al., 2015). Empirically validated treatments include selective serotonin reuptake inhibitors 

(SSRIs) such as sertraline and interpersonal psychotherapy, and pharmacological treatments are 

strongly recommended for women with severe PPD (Buttner et al., 2015). Both therapies have 

high drop- out rates influenced by cost of office visits, duration of treatment, stigma regarding 

mental illness, insufficient therapeutic alliance with the provider and intolerance to medication 

side effects (Prathikanti et al., 2017). Breastfeeding mothers are also reluctant to use medication 

because they do not want to expose their infants to medications in breastmilk (Buttner et al., 

2015). These conventional therapies can be effective and even lifesaving, but due to the many 

factors leading to non-adherence, other efficacious interventions have emerged that are safe, 

affordable, and accessible (Prathikanti et al., 2017).  

 To broaden the scope of current treatments and to reach more women, empirical evidence 

for mind-body therapy is growing and several studies have demonstrated the efficacy of yoga 
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and mindfulness meditation for depression in the general population (Buttner et al., 2015). The 

growing interest in mind-body therapies for women with PPD are due to these modalities having 

a low-risk profile and providing women with a sense of control in improving emotional and 

physical functioning (Buttner et al., 2015). There is also pathophysiological indication of the 

positive effects of yoga and mindfulness meditation on depression,as dopamine and serotonin 

metabolism play a major role in depression (Cramer et al., 2013). Data from imaging studies 

indicated yoga practice can increase endogenous dopamine release in the brain and was 

associated with increased plasma serotonin in depressed patients (Cramer et al, 2013). 

Mindfulness meditation practice can increase the activation of the vagus nerves, reducing 

emotional symptoms such as anxiety (Ainur, et al., 2020). 

Recent studies have shown that low self-regulatory skills are major contributors to the 

development of PPD (Guo, et al., 2020). Mindfulness therapy reduces depression and anxiety by 

allowing one to adapt to a problem in a positive manner with awareness and acceptance (Ainur, 

et al., 2020). In the United States and Europe, yoga is most often associated with physical 

postures, breathing techniques and meditation (Cramer et al., 2013). Physical inactivity has 

proven to be associated with higher levels of depressive symptoms in the general population and 

in those with major depressive disorder (Brinsely et al., 2019). Physical activity has shown to 

increase the quantity of beta-endorphins boosting energy and reducing depression and fatigue 

(Ko et al., 2013).   

PICOT Question 

The utilization of a PICOT question to guide clinical inquiry of PPD provides a more 

solid framework for constructing a systemic search and obtaining evidence  to guide practice. A 
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PICOT question is a method to systemically identify a clinical issue by breaking it up into 

components to include the population being studied, the intervention of interest, a comparison, 

the outcome of the intervention, and the time frame for which the study will take place (Melnyk 

& Fineout-Overholt, 2019). The PICOT question explored was: In depressed postpartum women 

(P), how does completing a mind-body intervention program (I) compared to not completing a 

mind-body program (C) affect depression levels (O) over a 6- week period of time (T)?  

Definition of Terms 

The population includes women in the postpartum period with depression.  Postpartum 

is a period that begins immediately after childbirth and continues until 1 year after delivery. It is 

the return of the physiological conditions of the mother’s reproductive organs to conditions as 

before pregnancy (Ainur et al., 2020).  Depression is a disorder characterized by several 

symptoms including depressed mood, loss of interest in previously pleasurable activities, 

feelings of worthlessness, disturbance of appetite and impaired concentration (Prathikanti, et al., 

2017). PPD is defined symptomatically as exceeding a threshold on a screening measure like the 

Edinburgh Postnatal Depression Scale (EPDS) (Slomian et al., 2019). The Edinburgh Postnatal 

Depression Scale is a ten-item depression scale used to identify women with depressive 

symptoms during the postpartum period.  

The intervention is a virtual mind-body program. Mind-body therapies include yoga, 

breathing exercises, meditation, mindfulness, aromatherapy, and relaxation techniques. The 

mind-body therapies of interest for this project are Yoga and mindfulness meditation. Yoga 

involves meditation, followed by body postures with movement and breathing, and relaxation 

postures to complete the session, creating a full body and mind experience (Prathikanti et al., 
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2017). Mindfulness meditation is awareness that arises from purposefully paying attention to 

the present moment (Shorey et al., 2019). Search Strategy 

  An electronic search strategy was performed. Three databases contained in this search 

included CINAHL, Psych Info, and Google Scholar.  

  For CINHAL, the first of two search strategies were used with the following: 

“depression” (MESH), “postpartum” (MESH), AND “yoga” (MESH). Exclusion criteria were: 

articles unrelated to the PICOT question and prenatal articles. Inclusion criteria were: articles of 

similar population and intervention as PICOT, English language, females, and academic 

journals. A total of 12 articles were obtained from the search and three were retained which 

comprised of one randomized control trial method (Butner et al., 2015), and two quasi-

experimental one-group pretest-posttest design and convenience sampling method (Ko et al, 

2013), (Ko et al., 2008). The other 9 articles did not comprise similar study designs nor did their 

aims coincide with this project’s aims.  

  A second CINHAL search included “depression” (MESH), “meditation” (MESH), AND 

“mindfulness” (MESH). Exclusion criteria included articles unrelated to the PICOT question and 

inclusion criteria included females, English language, and academic journals. A total of 52 

articles were obtained from the search and two were retained including one randomized control 

trial (RCT; Guo et al., 2020) and one systemic mixed studies review (Shorey et al., 2019). The 

other 50 articles did not include meditation or mindfulness interventions for depression .  

  A Psych Info search included the following: “postnatal*NOT perinatal” (MESH) AND 

“depression” (MESH) AND “yoga” (MESH). Excluded were articles unrelated to the PICOT, 
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prenatal articles, and out of date articles. Included were articles of the English language, human 

population group, and similar population and interventions to PICOT. No articles were retained.  

  The search of Google Scholar was comprised of the following: “depression” (MESH) 

AND “yoga” (MESH) AND “women” (MESH) AND meta-analysis. A large number of results 

were obtained, and three articles were retained after exclusion and inclusion criteria were 

applied. Inclusion criteria were:  articles between 2015-2021, meta-analysis studies, and yoga as 

an intervention for depression. Exclusion criteria were: studies other than meta-analyses, 

interventions other than yoga, or mind-body medicine and population other than adults with 

depression.  

  Finally, two ancestry searches were performed through Google Scholar and yielded 24 

results and 4 results respectively. Exclusion criteria for both searches were: previously obtained 

articles, out of date articles, and prenatal population. Inclusion criteria were: similar population 

group as PICOT and a focus on postpartum depression treatment interventions. Two articles 

were retained; a meta-analysis (Pritchett et al., 2017) and a RCT (Timlin & Simpson, 2017).  

Literature Review 

 A body of evidence was obtained to support the project and graded through the 

Cincinnati Children’s LEGEND (Let Evidence Guide Every New Decision) system. The 

LEGEND system guides research for evidence-based decision making with an overall goal of 

providing the best patient outcomes (Cincinnati Children’s James M Anderson Center for Health 

Systems Excellence, n.d.). This project’s body of evidence is grounded in the hypothesis that a 

mind-body intervention can reduce depression levels among depressed postpartum women. The 

overall body of evidence for this project is graded as moderate.  
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Yoga  

 Three systematic reviews support that yoga and meditation-based yoga reduce depressive 

symptoms among adults and postpartum women. They also demonstrate important factors related 

to this project design including intervention frequency, intervention characteristics, and 

consideration of group versus individual exercise intervention.  A systematic review, good 

quality 1a, performed a meta-analysis of 13 randomized controlled trials (RCTs) and concluded 

yoga showed reductions in depressive symptoms among adults with disorders of depression and 

greater reduction of depressive symptoms were associated with higher frequency yoga sessions 

per week (Brinsley et al., 2019).  

 Yoga intervention characteristics were explored in a lesser quality 1b systematic review 

of twelve RCTs with 619 participants where subgroup analyses were conducted to assess the 

effects of three different forms of yoga. Of the three different forms, including meditation-based 

(yoga with meditation), exercise-based (yoga practice without breathing and meditation), and 

complex yoga interventions (physical exercises and either meditation or breathing), meditation-

based yoga interventions was most effective in reducing depression (p =  .003; Cramer et al., 

2013).  Among the three meditation-based yoga intervention studies, with a total number of 53 

participants in intervention groups and 46 in control groups, the standardized mean difference in 

scores between the groups  was -.62 (Cramer et al., 2013).  

 Group versus individual based intervention was demonstrated in a United Kingdom (UK) 

lesser quality systematic review 1b study. In this meta-analysis of thirteen RCTs assessing the 

effectiveness of aerobic exercise on postpartum depressive symptoms, subgroup analyses 

performed included the presence of co-interventions (exercise only or exercise with co-
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interventions such as diet or social support), the context of exercise (group exercise or participant 

choice such as walking alone (Pritchett et al., 2017). A random effects meta-regression model of 

two sub-groups demonstrated significant reduction of depressive symptoms on the exercise with 

co-interventions group (p = .03;−0.35, 95% CI = −0.66 to −0.04, I2 72%) , and significant 

reduction among those in the participant choice group (often exercise alone; p = .003; −0.20, 

95% CI = −0.33 to −0.06, I2 0%  Pritchet et al., 2017).  

 Three RCTs produced valuable outcomes from a yoga intervention program but small 

sample sizes of all studies should be taken into consideration. A good quality 2a study performed 

a prospective RCT of an 8 -week hatha yoga program as mono-therapy in major depression of 

identified adults who met diagnostic criteria for mild-to-moderate major depression per the Beck 

Depression Inventory -II (BDI;Prathikanti et al., 2017). However, the study included just 20 

yoga participants in the intervention group. This group exhibited significantly greater 8-week 

decline in BDI scores than controls (p = .034) and a sub-analysis revealed yoga participants more 

likely to achieve remission defined per final BDI scores <9 (p = .018).  From baseline to final 

assessment at 8 weeks, the BDI score of the control group decreased by 2.99 points versus the 

yoga intervention group which decreased by 9.47 points during the same interval (Prathikanti et 

al., 2017). 

 Yet another good quality 2a RCT with a small sample size, performed in Ireland 

demonstrated the efficacy of yoga for psychological well-being among healthy first- time 

mothers (Timlin et al., 2017). The 16 participants in the intervention group attended a one- hour 

Yoga class once a week for 4 weeks and post intervention analyses demonstrated improved well-

being as indicated by stress reduction on the Perceived Stress Scale (p = .04), improved positive 
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affect (p=.02) and decreased negative affect scores (p = .05) via the Positive and Negative 

Affect Schedules and decreased dysfunctional coping skills (p = .042) assessed by the Brief 

Cope Likert-type scale (Timlin et al., 2017).  A lesser quality 2b RCT study with a small sample 

size of 28 examined depressed postpartum women in a yoga intervention group over 8 weeks of 

16 classes and revealed positive outcomes of depression in the intervention group as measured 

by the Hamilton Depression Rating Scale (HDRS; Buttner et al., 2015). Those in the intervention 

yoga group experienced steeper linear decline in depressive symptoms over the course of the 

intervention than control group (p = .005; Buttner et al., 2015). Despite the small sample size of 

all RCTs, statistical significance was achieved supporting the benefits of yoga programs on 

depression.  

 Three other culturally diverse studies implemented yoga intervention strategies with 

significant outcomes while demonstrating considerations useful to future studies and this project. 

A lesser quality 3b controlled clinical trial in Iran implemented a yoga program for 52 

postpartum women who participated in 4 -week yoga intervention consisting of three 60-70 

minute sessions per week (Shohani et al., 2018). Mean depression scores on the Depression 

Anxiety Stress Scale – 21 (DASS-21) taken at the beginning and end of the intervention showed 

a significant decrease among the group (p = .001; Shohani et al., 2018).  A Taiwan based 4b 

lesser quality longitudinal study of 23 women 2-6 months postpartum showed significant 

decrease (p = .021) in depression scores on the Chinese Center for Epidemiologic Studies 

Depression Scale (CES-D) after participating in a 12- week yoga and pilates exercise program 

(Ko et al., 2013). Finally, a 3b lesser quality case controlled trial did not have statistically 

significant reduction in depression scores on the CES-D among 31 depressed postpartum women 

who participated in a low intensity exercise program for three weeks (Ko et al., 2008). Women in 
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the intervention group had statistically significant reductions in physical, emotional, and physical 

fatigue symptoms on the Fatigue Symptoms Checklist (FSC) and it is noted postpartum fatigue 

as a predictor of postpartum depression and reductions in depression are predictable once fatigue 

is relieved (Ko et al. 2008).  

Mindfulness Alone   

 A mixed-studies systematic review of eight studies synthesized current evidence of 

mindfulness-based childbirth education (MBCE) programs on maternal outcomes (Shorey et al., 

2019). This 1b, lesser quality systematic review included four studies with significant 

improvements in maternal depression and three studies proving improvements in mindfulness at 

post-MBCE program intervention (Shorey et al., 2019). Additionally, two quantitative studies 

showed improvements in maternal stress, anxiety, and depression during the postpartum period 

after intervention completion and mothers reported the formation of positive relationships with 

their infants (Shorey et al., 2019). Limitations of this study include small sample size and 

participants with prior yoga and/or meditation experience (Shorey et al., 2019).  

 A RCT of 144 women evaluated the effectiveness of a 6-week Web-based, antenatal 

mindfulness intervention for preventing the development of PPD among depressed and anxious 

pregnant mothers (Guo et al., 2020). Measures for this 2a good quality RCT included the EPDS 

evaluated at three time points: baseline assessment during pregnancy (T0), one month 

postpartum (T1), and one year postpartum (T2; Guo, et al., 2020). In line with the hypothesis, all 

participants in the intervention group had statistically significant decreases in EPDS scores at 

each time point: p<.01 for TO, p<.01 for T1, p<.001 for T2. Pertinent strengths include use of a 
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reliable measure (EPDS), attainment of statistical significance, low drop-out rate, and positive 

program ratings from participants (Guo, et al., 2020).   

Summary  

 All studies included in the body of evidence produced both strengths and weaknesses that 

can help guide future projects involving mind-body therapy and postpartum depression.  

Limitations existing in the body of evidence include group size, characteristics of the 

implementation, and length and frequency of intervention. Strengths include statistically 

significant outcomes in terms of depression and anxiety level decreases after yoga and 

mindfulness meditation intervention implementations and of great importance, protection of 

participants’ psychiatric health.  Protection of psychiatric well-being was ensured in one good 

quality 2a prospective RCT through several safety measures: monitoring for evidence of clinical 

decline by instructor during twice weekly sessions, formal monitoring of depression every 2 

weeks via the BDI, with close attention to item 9 of the BDI indicating suicidal ideation, and 

direct evaluation by the primary investigator was made available if reports of suicidal ideation, 

psychosis or worsening depression symptoms occurred in participants (Prathikanti et al., 2017).  

These safety features ensure ethical standards are met in terms of beneficence to study 

participants and consideration of similar measures is appropriate and applicable for this project.  

Theoretical Framework/Model 

 Evidence based practice (EBP) involves the use of reliable evidence to make decisions 

about care, combining research, clinical expertise, and patient preferences (Doody & Doody, 

2013). The IOWA Model follows six steps allowing clinicians to effectively examine current 

practice and assess improvement through the use of current research (Doody & Doody, 2013).  
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 The first step in the IOWA Model is selecting a topic for EBP taking into consideration 

the magnitude of the problem, its application to practice, its contribution to improving care, and 

the overall nature of the problem (Doody & Doody, 2013). PPD has proven to be a major mental 

health issue currently treated by both pharmacological and psychological approaches. However, 

adherence to both interventions has proved to be low, necessitating a need for other treatment 

options. Economic impact also supports a need for change in this area of medicine. The overall 

cost to employers for US workers with PPD is $44 billion per year (Earl et al., 2019).  

 The next steps of the IOWA Model include identifying available sources to guide the 

search for evidence and grading the evidence (Doody & Doody, 2013). Several reliable reports in 

this study’s Body of Evidence have demonstrated the effectiveness of mind-body therapies such 

as yoga, in treating depression in postpartum women, and in the adult population. Currently, the 

American Academy of Pediatrics advocates for better use of community resources for treatment 

of PPD as well as promotion of evidence-based interventions that focus on improving healthy 

attachments and parent-infant relationships (Earl et al., 2019). The fourth phase of the IOWA 

model is the creation of a practice design (Doody & Doody, 2013). For this project, the change is 

the implementation of a mind-body intervention program for women with PPD symptoms and 

the resources needed include the EPDS which will identify the population for the intervention. 

This step also emphasizes creating a design change considering relevance for practice, 

feasibility, and appropriateness (Doody & Doody, 2013).   

 Step five of the Iowa Model includes implementing the EBP project. In order for this step 

to be successful there needs to be direct interaction between all stakeholders to support the 

changes and value needs to be placed on the integration of evidence into practice (Doody & 

Doody, 2013).  The sixth and final step includes the integration and maintenance of change in 
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practice. (Doody & Doody, 2013). The focus for this project supports the AAP’s 

recommendation of encouraging the creation of postpartum support networks in local 

communities (Earl et al., 2019). The integration of mind-body medicine as a standard of care for 

women with PPD has the capability to help reduce health care costs and allow for more positive 

health outcomes for mother and infant.  

Aims & Rationale for DNP Project 

 Conventional pharmacotherapies and psychotherapies for postpartum depression are 

associated with limited adherence to care and mind-body therapies like yoga may offer an 

alternative that is cost effective and accessible (Prathikanti et al., 2017). There is limited research 

supporting the success of implementing mind-body therapies to treat PPD either as a mono-

therapy or in conjunction with medication treatment. Of the studies included in this project’s 

body of evidence, several limitations have been demonstrated including group size, 

characteristics of the implementation, and length and frequency of intervention. Further, no 

studies identified explored a mind-body intervention conducted via a virtual platform. Therefore, 

exploring the outcomes of a virtual mind-body intervention program on postpartum depression 

scores may, in fact, help further the effort to integrate holistic health practices with traditional 

care as treatment for PPD.  The primary aim of this project was to explore the impact of a 

virtual mind-body intervention program on postpartum women’s depression scores.  The two 

secondary aims were to examine any changes in anxiety scores in postpartum women after 

participation in a virtual mind-body program intervention and to evaluate any relationships 

between demographic characteristics and change in depression scores. The project’s body of 

evidence is graded at a moderate level on the LEGEND scale (Cincinnati Children’s James M 
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Anderson Center for Health Systems Excellence, n.d.) which supports the recommendation to 

implement a mind-body based intervention to address PPD.   
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Chapter 2 

Methods 

 The methodology for this project includes the project design, intervention, measures, 

analysis, and ethical considerations. These topics will be discussed in the following sections.  

Design 

 This DNP scholarly project employed a quasi-experimental one group pre- and post-test 

design to meet the primary and secondary aims of the study. The primary aim was to examine the 

impact of a virtual mind-body intervention program on postpartum women’s depression scores.  

The two secondary aims of the study were to: (a) examine any changes in anxiety scores in 

postpartum women after participation in a virtual mind-body program intervention, and (b) to 

evaluate any relationships between demographic characteristics and change in depression scores. 

The project population included women, ages 18 to 45, who had given birth within the past 10 

months and who scored 1 or greater on the EPDS.  Additional eligibility criteria included English 

speaking/reading and having an internet connection with a working webcam/device to use for the 

Zoom intervention. Exclusion criteriawere: having an EPDS score of less than 1, having suicidal 

ideation as answered on item #10 on the EPDS, currently being pregnant, not having internet 

access with a device with a webcam, or not speaking/reading English. The software program 

G*Power 3.1.9.7, was used to conduct a power analysis to determine sample size. A minimum 

sample size of 37 was required to achieve a power of .80 with an alpha of 0.5 and an effect size 

of d = .42 (Shohani et al., 2018).  
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Intervention 

 Recruitment took place at a busy Pediatric practice with two locations, located outside of 

a major metropolitan city, in October 2021. Flyers were created by the investigator with 

information about the program and researcher’s contact information. These recruitment flyers 

were handed directly to individuals meeting inclusion criteria from providers during well child, 

lactation, and other follow-up visits.  Interested participants met with the investigator 

individually over the phone or through email prior to program implementation to confirm 

eligibility criteria, ensure full understanding of the study, and to address any questions or 

concerns. After verbal agreement was made by the participant, a pre-class survey was completed 

electronically through Qualtrics including the demographic questionnaire, first EPDS, and 

implied consent. A complimentary journal was also provided to participants and obtained from 

the recruitment office.  

 Project intervention began in the Fall of 2021 for a 6 -week period: November – 

December 2021. The program consisted of an hour-long class offered twice a week and 

individuals chose which day and time they preferred to participate. Each class followed a 

framework of breathing, yoga poses, meditation, and mindfulness. Participants were asked to do 

a small exercise in their journal after class each week. The program was designed and taught by 

the PI, and is based on the PI’s training in Yoga for 20 years, certification in The Trauma-

Conscious Yoga Method, and mind-body training with the Mind Body Institute in Washington, 

D.C. At the end of the 6 weeks, participants completed the 2nd EPDS electronically.  
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Measures 

 The impact of the intervention was evaluated by the administration of the Edinburgh 

Postnatal Depression Scale. This tool has been widely adopted in the U.S. since it’s development 

in the 1980s and is usually completed by point-of-care providers to assess for postpartum 

depression (McCabe, et al., 2016). The EPDS is a multiple choice 10 item, self-report scale and 

items are rated on a range from 0 to 3, exhibiting mood in the last 7 days (McCabe, et al., 2016). 

There are three questions on the questionnaire, #3, #4, and #5, that encompasses a sub-category 

of anxiety. This screening tool has 86% sensitivity and 78% specificity and is recommended by 

the AAP to be administered in the pediatric setting during the postpartum period for mothers 

(Earl et al., 2019). Currently, the project practice site administers this screening at 1, 2, 4 and 6 

months postpartum. Originally, a score of 10 or greater indicated depression, however recent 

research shows the benefits of shifting from dichotomy to symptom severity in screening for 

PPD (McCabe et al., 2016). Ranges suggest levels of depression: minimal depression (0-6), mild 

depression (7-13), moderate depression (14-19), and severe depression (19-30;McCabe et al., 

2016). Therefore, for the purposes of this study, participants were eligible if they demonstrated 

minimal depression, a score equal to 1 or greater on the EPDS. A demographic tool, created by 

the investigator, was administered prior to program start and contained information including 

age, marital status, ethnicity, number of children, number of pregnancies, past participation in 

mind-body programs, and history of depression and anxiety.  

Analysis 

 All data collected in this project was electronic. The Qualtrics electronic survey platform 

was used to collect data on demographic characteristics and EPDS scores pre- and post-program. 
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The PI accessed Qualtrics provided by Georgetown University. Upon completion of the project, 

all data was downloaded, posted to the Georgetown Box (GU-Box), a secure file sharing and 

storage service, and then shared with the statistician. Data results were analyzed using the 

Statistical Package for the Social Sciences Software (SPSS). Data was extracted from each 

participant’s EPDS results taken before and after the program and pre and post intervention 

scores and compared using a paired samples t-test. The demographic results were analyzed by 

correlation statistics to examine any relationships between EPDS scores and demographic 

variables. The alpha level was set at 0.5 for the analysis.  

Human Subject Review  

 The lead investigator had no conflict of interest and did not work at the intervention site. 

Approval was obtained by the Institutional Review Board (IRB) at Georgetown University. 

Confidentiality was explained to participants during the interview process prior to the project 

starting. Each participant was offered the option to use any email address they choose, including 

a temporary one created just for use in the study if they prefered to maintain privacy. Their 

preferred email was used on all forms for the study and for correspondence with the PI. Implied 

consent, in the pre-class survey, was provided. Risks and benefits were included in the consent. 

Potential risks explained were minimal and included muscle strain and discomfort from 

engagement of yoga stretches/poses. Potential benefits included improved mood, self-esteem, 

mother-infant bonding, decreased anxiety and depressive symptoms, and gained knowledge 

about mind-body techniques. All data collected in this project was electronic through Qualtrics 

which does not collect or contain any traceable IP address. All data collected will be securely 

destroyed at the end of the retention period of 3 years. Documents and folders related to the 



20 

 

project that are housed in GU-Box will be deleted after a 3 – year period. The population for this 

project was not considered a vulnerable population. 
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Chapter 3 

Analysis of Data and Summary of Findings 

Participants  

 A total of eight participants signed up to participate in the study and six engaged in the 6-

week intervention. There were no significant differences between those who stayed in the sample 

for the post-test and those who withdrew on any of the characteristics in Table 1, based on Chi-

Square and independent t-test analysis. Therefore, demographic analysis pertains to the six 

participants who participated in the intervention. The mean age of participants was 35.3 years of 

age. The median age of the last-born child was 17 weeks. Eighty-three percent of participants 

were non-Hispanic and 66.7 % were White. All participants were married and two-thirds had 

graduate degrees. Nearly 17% were diagnosed with PPD and one-third were currently taking 

medication for depression or anxiety. Half of participants were diagnosed with anxiety at some 

point in their lives and only one had participated in a mind-body program prior to the study. (see 

Table 1).  

Table 1 

Participants Characteristics  

 Pre (n = 8) Post (n = 6) 

 n % n % 

Ethnicity     

     Hispanic 1 12.5 1 16.7 

     Non-Hispanic 6 75.0 5 83.3 

     Other 1 12.5 0 0.0 

Race     

     Asian 1 12.5 1 16.7 

     Black 2 25.0 1 16.7 

     White 5 62.5 4 66.7 

Marital Status     
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     Married 7 87.5 6 100.0 

     Other 1 12.5 0 0.0 

Education     

     HS graduate/GED 1 12.5 0 0.0 

     Bachelor’s degree 3 37.5 2 33.3 

     Graduate degree 4 50.0 4 66.7 

Number of Pregnancies     

     1 3 37.5 1 16.7 

     2 4 50.0 4 66.7 

     5 1 12.5 1 16.7 

Number of living children     

     1 6 75.0 4 66.7 

     2 1 12.5 1 16.7 

     3 1 12.5 1 16.7 

Ever diagnosed with postpartum depression 1 12.5 1 16.7 

Ever diagnosed with major depression 1 12.5 1 16.7 

Currently taking medication for depression or 

anxiety 

3 37.5 2 33.3 

Ever diagnosed with anxiety 5 62.5 3 50.0 

Participated in mind-body program before 1 12.5 1 16.7 

 

Primary Aim 

 The primary aim of this project was to explore the impact of a virtual mind-body 

intervention program on postpartum women’s depression scores. Data related to this aim are 

reported in Table 2. Analysis included only the six participants with pre- and post-intervention 

EPDS scores. In order to compare individual items on the EPDS from pre-to post-intervention, a 

Wilcoxon signed ranks test was performed. There was a significant decrease in EPDS scores 

from a mean in the range of possible depression to one below the cut-off for depression. The 

effect size, d = .86, was large. Table 3 shows participant pre- and post- responses for each EPDS 

item. Although individual items cannot be considered reliable, there were changes in 

participants' responses between pre and post intervention. Scores reported are after reverse 

coding of questions 3, and 5-10. Response wording differed for each question, but for all at 0 
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indicates high levels of positive feelings or low levels of negative feelings, while a 3 indicates 

low levels of positive and high level of negative feelings. 

Table 2  

Comparison of Edinburgh Postnatal Depression Scale Scores, Pre-and Post-Intervention 

 M SD t (5) p d 

Pre 13.5 5.8 2.10 0.45 0.86 

Post 8.7 1.9    

 

Table 3  

Edinburg Postnatal Depression Scale Items Pre- and Post-Intervention 

Item Number 0 

n (%) 

1 

n (%) 

2 

n (%) 

3 

n (%) 

1. I have been able to laugh and see the 

funny side of things 

    

     Pre 2 (33.3) 3 (50.0) 1 (16.7) 0 

     Post 5 (83.3) 1 (16.7) 0 0 

2. I have looked forward with 

enjoyment to things 

    

     Pre 2 (33.3) 1 (16.7) 3 (50.0) 0 

     Post 0 5 (83.3) 1 (16.7) 0 

3. I have blamed myself unnecessarily 

when things went wrong 

    

     Pre 0 3 (50.0) 3 (50.0) 0 

     Post 0 4 (66.7) 2 (33.3) 0 

4. I have been anxious and worried for 

no good reason 

    

     Pre 0 0 5 (83.3) 1 (16.7) 
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     Post 0 4 (66.7) 2 (33.3) 0 

5. I have felt scared or panicky for no 

very good reason 

    

     Pre 0 4 (66.7) 1 (16.7) 1 (16.7) 

     Post 1 (16.7) 4 (66.7) 1 (16.7) 0 

6. Things have been getting on top of me     

     Pre 1 (16.7) 0 3 (50.0) 2 (33.3) 

     Post 1 (16.7) 2 (33.3) 3 (50.0) 0 

7. I have been so unhappy that I have 

had difficulty sleeping 

    

     Pre 2 (33.3) 2 (33.3) 1 (16.7) 1 (16.7) 

     Post 2 (33.3) 4 (66.7) 0 0 

8. I have felt sad or miserable     

     Pre 0 3 (50.0) 2 (33.3) 1 (16.7) 

 

     Post 1 (16.7) 5 (83.3) 0 0 

9. I have been so unhappy that I have 

been crying 

    

     Pre 1 (16.7) 4 (66.7) 0 1 (16.7) 

     Post 2 (33.3) 4 (66.7) 0 0 

10. The thought of harming myself has 

occurred to me 

    

     Pre 5 (83.3) 0 1 (16.7) 0 

     Post 5 (83.3) 1 (16.7) 0 0 

Note: n= number of participants. Scores reported are after reverse coding for questions 3 and 5-

10. 0 indicates high levels of positive feelings while 3 indicates high levels of negative feelings.  
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Secondary Aims  

The two secondary aims of the study were to: (a) examine any changes in anxiety scores 

in postpartum women after participation in a virtual mind-body program intervention, and (b) to 

evaluate any relationships between demographic characteristics and change in depression scores. 

A one-side paired samples t test was performed for anxiety scores pre -and post- intervention. 

There was no statistical significance in anxiety scores of participants pre-and post-intervention. 

Data in table 4 reflects the sum of the scores on questions 3, 5, and 10 on the EPDS.  Positive 

correlations were found between EPDS score and medication use.  Those who were on 

medication for depression/anxiety had higher scores than those not on medication both pre-and 

post-intervention. Those on medications dropped 9 points in their EPDS scores compared to an 

average 2.75-point drop for those not on medications. There was no statistical significance, but 

there was a large effect size, d =1.2. (see table 5).  

Table 4 

Comparison of Anxiety Questions, Edinburgh Postnatal Depression Scale Scores, Pre-and Post-

Intervention  

 M SD t (5) p d 

Pre 3.3 0.8 2.06 .71 .71 

Post 2.5 1.0    
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Table 5 

Edinburgh Postnatal Depression Scale Scores by Medication Status 

 M SD t p d 

Pre   1.42 .206 1.04 

     Meds 16.0 6.1    

     No Meds 11.2 3.7    

Post   0.42 .703 0.24 

     Meds 9.0 0.0    

     No Meds 8.5 2.4    

Difference from Pre to Post   1.15 .235 1.2 

     Meds -9.00 7.1    

     No Meds -2.75 4.3    

 

 Data analysis for this project indicated homogeneity for demographic data, improved 

scores on the EPDS after intervention, and a correlation between medication use and score 

changes in post-survey data. Both primary and secondary aims were presented with data results.  
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Chapter 4 

Discussion and Conclusions 

 In this final section, major conclusions will be discussed and key results summarized. 

Limitations of the study will be addressed and the findings from this study will be compared with 

those found in previous research and literature. Finally, implications for nursing practice and 

future research recommendations will be given.  

Discussion of Findings 

This was the first study of the impact of a mind-body program on PPD scores performed 

on a virtual platform. Full participation was obtained as all six women participated each week 

over the 6-week program implementation. The large effect size between pre-and post-scores 

indicates this project and intervention likely has practical and clinical significance. The EPDS is 

a widely used scale in the pediatric setting for postpartum women, has 86% sensitivity and 78% 

specificity, and is recommended by the AAP (Earl et al., 2019). Demographic data evidenced 

positive results for those on medication as those participants saw greater drops in scores between 

pre-and post- intervention compared to those not on medication.  

Postpartum depression is prevalent among women today, resulting in negative 

consequences for both mom and baby. Because conventional treatment, including 

pharmacological interventions, has low adherence, the integration of mind-body therapies has 

been explored. In this project, a mind-body intervention was implemented among a small group 

of women to evaluate its effectiveness on PPD scores. There was statistical significance between 

the mean pre-and post- scores of participants demonstrating a reduction in depressive symptoms.  

Further, there was a large effect size indicating a large difference between the pre-and post-

scores. Anxiety responses did not yield statistical significance between pre-and post-scores, but 
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did demonstrate a medium to large effect size. Finally, those taking medication had a larger 

decrease in EPDS scores than those who were not on medication; while not statistically 

significant, a large effect size was noted and the average depression score of those on medication 

dropped from moderate to mild depression (McCabe et al., 2016) which is clinically significant.   

 This project noted a decrease in depression levels after the intervention. This finding is 

similar to previous studies (Brinsley et al., 2019, Cramer et al., 2013,  Pritchet et al., 2017, 

Prathikanti et al., 2017, Shohani et al., 2018, Ko et al., 2013, Shorey et al., 2019, Guo, et al., 

2020 ). However, many studies in the review of literature also saw improvement of anxiety 

scores (Shorey et al., 2019, Guo, et al., 2020, Shohani et al., 2018) which this project did not. 

This is perhaps because this project did not utilize any additional scales to assess anxiety 

independently.   

Limitations similar to the literature reviewed include group size, intervention length, and 

frequency of intervention. This project had a smaller sample size than any studies in the literature 

review. However, the employed mind-body program was multi-dimensional in that it included 

mindfulness, yoga and medications versus many studies that included only one of the holistic 

interventions. Further, this program was 6 weeks in length and met once weekly compared to 

other studies of greater length and frequency for interventions which may have had greater 

impact on depression and anxiety outcomes. Protection of participants' psychiatric health was 

implemented in previous literature by more consistent monitoring of participant’s mental health 

status compared to this study which conducted only pre-and post-survey monitoring. This is 

important as suicidal ideation is often seen in depression and must be closely monitored.  
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It is also important to note many of the other studies used different depression tools, such 

as the BDI (Prathikanti et al., 2017, Pritchett, et al.,  2017, Brinsley et al., 2019) to conduct 

analysis of depression scores, and in some instances, more than one instrument to assess 

effectiveness of interventions (Pritchett et al., 2017, Timlin et al., 2017, Ko et al. 2008, Shorey et 

al., 2019). Finally, all previous literature included interventions conducted in person or “live”. 

No previous studies implemented a mind-body intervention for depression on a virtual platform.  

Limitations 

 The primary limitation of the study was the sample size. A priori power analysis 

indicated a minimum sample size of 37 was needed to achieve a power of .80 with an alpha of 

0.5 and an estimated effect size of d = .42 (Shohani et al., 2018). However, only six moms 

participated in this study. Another limitation is the homogeneity of the sample. The majority of 

participants were non-Hispanic white, married, and had a graduate level education. This 

characteristic along with a small sample size inhibits the project’s generalizability. Although this 

pilot study was the first to conduct a mind-body program on a virtual platform, this virtual 

setting can also be a limitation as it could have inhibited the ability of participants to fully 

engage and connect with the program because they were not in person. A final limitation of the 

project was the time of year when it was conducted: from November through December. The 

seasonality of this time frame may have implications towards depression scores as some 

individuals are affected by depression greatly in the Winter months. Further, this time frame was 

near the Holidays which can also be an implication for mental and emotional health, impacting 

the accuracy of the scores and responses. 
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Practice Implications 

 Mind-body therapies, including yoga, mindfulness, and meditation, are supported by 

research to be effective in helping to lessen depression symptoms among postpartum women. 

While this project had several shortcomings including a small sample size, limiting its 

generalizability, its application to future studies can be taken into consideration. Future mind-

body programs can be considered part of routine interventions for treatment of depression in 

conjunction with pharmacological treatments. The findings of this project serve as evidence for 

future research and greater consideration of the integration of holistic medicine with traditional 

medicine.  As mental health increasingly takes center stage in healthcare in the United States 

today, the integration of mind-body intervention programs can also be considered when 

approaching this issue, as supported by findings from this project and previous literature.  

Finally, this project supports the EBP model where nurses are urged to use up-to-date research 

evidence to ensure improved patient outcomes (Doody & Doody, 2013). The findings in this 

project and the continuance of future studies will allow nurses to utilize data to guide their 

practice and approach to care for patients with PPD.  

Recommendations for Further Study 

 Future studies to examine the effectiveness of a mind-body program on postpartum 

depression scores should take into consideration several factors based on this pilot study. First, 

future studies should consider a larger pool of participants from more diverse backgrounds to 

improve generalizability. More comprehensive recruitment approaches and a longer recruitment 

process should be implemented to achieve this recommendation. Comorbid anxiety is prominent 

in PPD and postpartum rates of anxiety range from 6.1%-7.7% for generalized anxiety disorder. 
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(Buttner et al., 2015). A similar study can be conducted but with an additional tool to measure 

anxiety scores pre-and post-intervention more precisely. Analysis of both conditions individually 

may yield better outcomes and application to future practice and research. The consideration of a 

longer intervention of up to 12 weeks should also be taken into consideration as well as more 

frequent mental health check points incrementally during the study to ensure mental health is not 

deteriorating. Additionally, a “hybrid” intervention program should be considered allowing 

participants to participate in person for a part of the study and then virtual for another portion. It 

may also be worthwhile to conduct a study with single intervention approaches so that 

mindfulness, meditation, and yoga are implemented individually among different groups and 

then outcomes compared. Additional mind-body programs on a virtual program should be 

offered in future studies as, in the wake of COVID-19, many of America's day to day lives are 

now almost entirely virtual. Finally, additional studies examining mind-body programs as a 

monotherapy or in conjunction with pharmacological therapy for PPD should be conducted to 

better understand the impact of holistic approaches for those taking medication versus those not.  

Conclusion  

 This study examined the effectiveness of a mind-body program on depression scores 

among postpartum women. Although a small sample size, findings support recent literature 

findings of the effectiveness of mind-body interventions on depression among postpartum 

women.  With such findings, current treatment guidelines for mental disorders now recommend 

the integration of yoga-based programs as part of routine psychiatric care (Brinsely et al., 2019). 

Future studies, including those done on a virtual platform, should be considered to support 

evidence-based nursing practice to improve outcomes and meet the mental health needs of 

postpartum women through a holistic lens.  
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Appendix 

Demographic Survey  

 

Email address: __________________________________ 

1.     What is your age? (in years): _______ 

  

2.     What is your ethnicity?: 

a.     Hispanic/ Latino 

b.     Not Hispanic/Latino 

c.     Other: (please specify)_____________ 

  

3.     What is your race?: 

a.     American Indian or Alaska Native 

b.     Asian 

c.     Black, African American 

d.     Native American 

e.     Native Hawaiian or Other Pacific Islander 

f.      White or Caucasian 

g.     Latino or Hispanic 

h.     Two or more 

i.      Other: (please specify)______________ 

  

4.     What is your marital status?: 

a.     Married 

b.     Divorced/separated 

c.     Never Married 

d.     Living with partner 

e.     Widowed 

f.      Co-parenting 

g.     Other:__________________________ 

  

5.     What is the highest degree you have completed?: 

a.     Did not finish high school 

b.     High school degree/ GED 

c.     Associate Degree 

d.     Some College 

e.     Bachelor’s Degree 

f.      Graduate Degree 

g.     Other(please specify): _______________ 

  

6.     How many times have you been pregnant?:__________ 
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7.     How many living children do you have?: _______ 

  

8.     Have you ever been diagnosed with postpartum depression: yes/no.  If yes, 

when?_____________________________________________________ 

  

9.     Have you ever been diagnosed with major depression: yes/no. If yes, 

when?_____________________________________________________ 

  

10.  Are you currently taking any prescription medication for depression and/or anxiety? 

Yes/No. If yes, when did you begin taking the medication?_______________ 

  

11.  Have you ever been diagnosed with anxiety: yes/no.  If yes, 

when?_____________________________________________________ 

  

12.  How old is your last born child?______________ 

 

13.  Have you participated in a mind-body program before (including yoga, mindfulness, 

meditation, breathing)?: yes/no 

If so, please explain what kind of mind body program you have 

done:_____________________________________________________________________ 
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