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Abstract
Background: The transition to motherhood can be stressful, especially for first time
mothers. Recent research has shown that yoga can be effective for enhancing
psychological well-being.
Objectives: The purpose of this study was to establish if a postpartum Dru yoga
intervention improves psychological well-being in first time mothers.
Design: A randomised controlled study was conducted.
Setting and participants: First time mothers were recruited from a Sure Start Community
Centre and included in the study if they had a baby aged between 6 weeks to one-yearold. Exclusion criteria were the presence of sciatica, bulging discs, heart disease or
whiplash and if they already practiced yoga.
Methods: Participants were randomised into a Dru yoga group (n=16) who received a
one-hour yoga session each week for 4 weeks and a 20-minute DVD for practice at home.
The control group (n=16) who did not receive an intervention. Baseline and follow up
measures of perceived stress, mood and coping were assessed in each group.
Results: A repeated measures factorial Analysis of Variance showed that in comparison
to the control group, the Dru yoga intervention group had improved psychological wellbeing as indicated by reductions in stress, negative affect, and dysfunctional coping and
increases in problem focused coping at follow up (P < 0.05).
Conclusion: The current study shows that Dru yoga is beneficial for the psychological
well-being of first time mothers. Further research is needed using large scale replication
studies with a longer follow up period and including multiparous women. This study
extends the support for yoga with postpartum mothers.
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1. Introduction.
The transition to motherhood, for a first time mother, although exciting, can also be a
stressful time. There are dramatic changes in the postpartum period that require
adjustments, such as learning new parenting skills, lack of sleep, unpredictability of baby
schedule, which may make women more vulnerable to postpartum stress (Hung, 2004;
2006) and also ongoing fatigue which can further impact on psychological well-being
(Ashrafinia et al., 2015; Everson and Simon, 2005; Jung and Yoo, 2014). These stressors
may influence how a mother interacts and engages with their baby (Bernard-Bonnin,
2004). Research shows that first time mothers are at a higher risk of postnatal mood
disorders than multiparous mothers (Munk-Olsen et al., 2006). Up to 60-80% of all new
mothers’ experience postnatal blues which are characterised by mood swings, crying,
anxiety and loneliness. However, medication is rarely required and changes in mood
usually subside with support and education. Also, a mother’s social relationships may be
restricted in the first few months after birth, this may lead to reduced social support and
increased depressive mood (Parade et al., 2014).
The postpartum period has implications for physical health too. In Western
countries, maternal health issues are increasing such as third degree perineal tears
(Dahlen et al., 2013), eclampsia (Thornton et al., 2013), caesarean sections and the rate
of post-partum hemorrhage (Callaghan et al., 2010).

Such outcomes have been

attributed to more women becoming pregnant with chronic health issues, including
diabetes, heart disease and obesity (Lewis, 2011). Other widespread maternal
morbidities include back problems, tiredness, breast problems and incontinence
(Woolhouse et al., 2014). Some of these physical health problems are made worse by
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co-morbidities such as mental health and social problems (Woolhouse et al., 2014).
Despite postnatal guidance reported by the National Institute for Health and Clinical
Guidance (NICE, 2013), care quality standards appear to be decreasing (Bhavnani and
Newburn, 2010). In the UK there is an increase in the birth rate and alongside resource
constraints, this is having an effect on the service provision for postnatal women (Care
Quality Commission, 2013), furthermore, a lot of maternal morbidity remains unseen or
appears months after birth (Schmied et al., 2013). Postnatal care is vital to the well-being
of mothers (Schmied et al., 2013) and more interventions are needed to promote this.
One intervention that is of increasing interest is Yoga, meaning “to yoke or join
together”. The essence of yoga is the coming together of mind, body and spirit. Its
combination of postures, controlled breathing and meditation can promote relaxation and
a sense of fulfilment. It is viewed as a way “to maintain a healthy mind and body” (Babbar
et al., 2012). Research suggests that yoga can be effective for reducing stress and
enhancing psychological well-being, in the postpartum, when taken up and practiced
antenatal. The use of yoga during pregnancy is considerable, with prevalence rates
reported between 20% and 60% (Adams et al., 2009). The reasons for this pattern of use
has been linked to attempts to minimise obstetric interventions (Lane, 2008) and to
promote psychological well-being and prevention of stress and depression in the
postpartum in women at risk (Kinser and Masho, 2015; Swain et al., 2008). Yoga has
been shown to reduce postpartum stress (Jalilian et al., 2014) and depressive symptoms
(Bershadsky et al., 2014; Ko et al., 2013). Practitioners providing antenatal yoga classes
claim women who practice antenatal yoga have a more positive pregnancy and birth
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experience and are more equipped to cope with the challenges of labour and beyond
(Swann, 2004).
Fewer studies have looked at yoga taken up in the postpartum, and in a recent
review by Babbar et al. (2012), they suggested that more randomised controlled trials are
needed to fully evaluate the effectiveness of yoga on psychological well-being in the
postpartum. One recent study showed that yoga improved depressive symptoms, anxiety,
and health related quality of life in depressed postpartum women (Buttner et al., 2015).
Another study showed that yoga was effective in reducing postpartum stress (Jalilain et
al., 2014). However, neither of these studies distinguished between primiparous and
multiparous mothers, and relied on women at risk of mood disorders to take part in the
interventions. The aim of this study is to employ a randomised controlled design to assess
the effect of a short postpartum Dru yoga based programme on perceived stress,
psychological well-being and coping in first time mothers. To our knowledge, this is the
first study to examine the benefits of postpartum yoga on these variables in a sample of
healthy, non-depressed Northern Irish first time mothers.

2. Method

2.1 Design
This study employed a prospective randomised control intervention design to
examine the effects of Dru yoga on psychological well-being. Participants were randomly
allocated to an intervention group where participants attended a one-hour Dru yoga class
once a week for four weeks and offered a 20 minutes’ Dru yoga DVD to take home and
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practice twice a week or a control group where participants did not take part in any
intervention but were offered the Dru yoga DVD after completion of the study. Dru yoga
has its roots in Hatha yoga and includes classical yoga postures, pranayama (science of
breath), mudra (hand gestures) and positive affirmations, empowering visualisations and
sequences which are performed in a flowing, gentle style. Dru yoga is particularly known
for its Energy Block Release sequences which are flowing movements which help to
release tension physically, mentally and emotionally.
Outcome measures for perceived stress, psychological well-being (positive and
negative mood) and coping strategies were recorded for both the control (n=16) and
intervention (n=16) at baseline and follow up. Recruitment and data collection took place
between 11th February 2015 and 15th April 2015.

2.2 Participants
The software program G*Power 3 (Faul et al., 2007) was used to conduct a power
analyses to determine our sample size. The effect size chosen was small-medium (f2 =
.33, see Cohen, 1988, p. 410) and based on previous research looking at yoga and wellbeing (Harder et al., 2012). With power set at .95, and alpha = .05, G*Power indicated
that a sample size of 32 was required. This study was conducted in a rural area of Co.
Tyrone Northern Ireland, the inclusion criteria for participants were as follows: (1) first
time mother attending baby groups and Sure Start activities; (2) have a baby between the
ages of 6 weeks and one-year-old; (3) does not currently practice yoga. Exclusion criteria
included: (1) sciatica; (2) bulging discs; (3) heart disease; (4) whiplash. The inclusion and
exclusion criteria questions were asked in the personal details form and the Physical
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Activity Readiness Questionnaire (PAR-Q), if participants answered yes to any of the
questions in the PAR-Q, they were excluded. The researcher recruited through baby
groups and those attending Sure Start community activities.

A total of 74 women

underwent screening; only 32 were eligible according to the inclusion criteria. These 32
participants signed consent forms and were randomly allocated to either the intervention
(n=16) or the control group (n=16) by a JavaScript random number allocation performed

2.3 Intervention
The participants in the intervention group attended for a one-hour Dru yoga
session, once a week, for 4 weeks. One of the authors (DT), a trained Dru yoga teacher,
taught the yoga classes to participants. The Dru yoga programme consisted of four parts
and was designed to meet the needs of postpartum women. Firstly, activations were
performed, which is a warm up exercise to prepare the body for the movements to follow.
Followed by Energy Block Release (EBR) Sequence, which is a sequence of slow
movements that work with the muscles and joints in a subtle way, releasing energy from
the joints and allowing it to flow back out into the external world. Next a range of Dru yoga
postures were performed, including the cat, which is performed on all fours, gently arching
the back and then hallowing the base of the back, continuing this movement in a wavelike
motion slowly for a few minutes. The warrior, which is performed standing with your feet
shoulders width apart and turning the right foot 45 degrees to the right, bending the right
knee until it is above the ankle and hold in that position for a few moments. Sitting forward
bend is performed in the sitting position on the floor with legs straight out, bending
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forwards at the hip, moving your abdomen towards your thighs and hands towards your
feet. Lastly, the sitting twist, which is performed sitting on the floor with legs straight out,
crossing the right leg over the left, putting the sole of the foot on the ground and gently
twisting to the right side and ending the session with a relaxation to relax the body and
help heal all layers of the body’s energy system. The intervention group were also offered
a 20-minute Dru yoga DVD to take home and practice at least twice a week. Participants
were asked to keep a diary and write in it each week how many times they completed the
DVD. The control group did not take part in any intervention, however, they were offered
the DVD on completion of the study, and participants in the control group were asked not
to practice yoga during the intervention period. Six participants, from the intervention
group, took part in a focus group one week after the intervention ended to evaluate and
explore their likes and dislikes about the Dru yoga program.
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Figure 1: Participant flow chart assessing eligibility for study.
Enrollment

Assessed for eligibility (n= 74)

Excluded (n= 42)
 Not meeting inclusion criteria (n=42 )
(e.g. women who were not first time
mothers)
 Declined to participate (n= 0 )

Eligibility (n=32)

Randomised (n=32)
Allocated to Dru yoga intervention (n= 16)

Allocated to control (n=16)

4-week follow-up (n= 16)

4-week follow-up (n= 16)

Analysed (n=16)
 Excluded from analysis (n= 0)

Analysed (n= 16)
 Excluded from analysis (n= 0)

Note: Out of 74 women assessed for eligibility, 42 were excluded as they were not first
time mothers. Of the 32 women eligible to take part in the study, 16 were randomly
allocated to the Dru yoga intervention and 16 to the control group. All 32 participants were
included in the analyses.
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2.4 Materials
Participants completed a personal details form which included socio-demographic
variables and the Physical Activity Readiness Questionnaire (PAR-Q) (Chisholm et al.,
1975) prior to the intervention. Participants were included or excluded based on the
information given on the PAR-Q such as heart disease, whiplash, sciatica or bulging discs
and personal details form such as currently practicing yoga and if they were a first time
mother. Participants also completed three questionnaires to evaluate pre and post
intervention scores of perceived stress, mood and coping.

2.4.1 Sociodemographic variables
Socio-demographic variables were compiled by the researchers into a personal details
form asking about employment status, marital status, weeks postpartum and if they
currently practice yoga.

2.4.2 Physical Activity Readiness.
Physical activity readiness was assessed using the Physical Activity Readiness
Questionnaire (PAR-Q) (Chisholm et al., 1975). PAR-Q has seven questions and has
been designed to identify if physical activity is inappropriate for some adults, or those who
should have medical advice concerning the type of activity most suitable for them.
Respondents were required to answer yes or no to each of the seven questions,
assessing health problems such as high blood pressure and dizziness. Participants
answering yes to any of the questions on this scale were excluded. This scale is shown
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to be reliable and valid (Cardinal et al., 1996) and has been used in postnatal mothers
(Gilinsky et al., 2012).

2.4.3 Perceived Stress
Stress was measured using the 14-item Perceived Stress Scale (Cohen et al.,
1983). This scale measures the degree to which a person perceives situations in
everyday as stressful. Responses are given on a Likert scale ranging from 0 (never) to
4 (very often), with a possible score of 56, a higher score reflects greater perceived stress.
Reliability and validity of this scale has been shown to be substantial with an alpha
reliability of 0.85 (Cohen et al., 1983), and has been used previously in first time mothers
(Osman et al., 2014).

2.4.4 Mood
State mood was measured using the Positive and Negative Affect Schedules
(PANAS), (Watson et al., 1988), which includes two 10-item mood scales assessing
negative affect and positive affect. The scales have good reliability and validity, (Crawford
and Henry, 2004), with Cronbach’s alpha for positive affect ranging from 0.86-0.90 and
for negative affect 0.84-0.87. This scale has been used previously with first time mothers
(Strathearn et al., 2012).

2.4.5 Coping.
Coping was assessed by the Brief Cope (Carver, 1997), which can be used to
assess 14 coping styles, comprising of 2 items each. Responses are given on a Likert-
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type scale from 1 (“I’ve not done this at all”) to 4 (“I’ve been doing this a lot”), and higher
scores indicate increased utilization of that specific coping strategy. This scale can also
be used to provide a measure of emotion, problem and dysfunctional forms of coping, by
combining the coping styles, with good internal reliability (Cooper et al., 2008) and this is
how it was used in the current study, shown to be valid and have internal reliability with
values exceeding the minimum of 0.5 This scale has been used with first time mothers
(Kemplar et al., 2012).

2.5 Procedure
Ethical approval was obtained from the School of Psychology Postgraduate Ethics
Filter Committee, which is in accordance with The Code of Ethics of the World Medical
Association (Declaration of Helsinki). Recruitment commenced and the researcher
attended Rhythm and Rhyme, Baby Yoga and Baby Massage in the local community
centre and provided an overview of the study to mothers. Anyone who was interested in
taking part in the study, completed a consent form and a participant’s information sheet.
All participants were asked to complete the PAR-Q and from this, participants were
excluded if they had a health risk, which could be sciatica, bulging discs in the back, heart
disease, or whiplash. The reason for exclusion with these conditions, is the risk of further
injury due to movement. Following successful screening, participants were asked to
complete the PSS, PANAS the Brief Cope questionnaire and the personal details form
and randomly allocated to either the intervention or control group by a JavaScript random
number allocation.
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The intervention group were offered a 4 week Dru yoga programme which lasted
one hour per week. Participants in the yoga group were offered a short DVD to take home
to practice twice a week. The control group received no intervention during the 4-week
period and asked not to practice any yoga during the intervention period. At the end of
the 4-week period, all participants in the control and intervention group were asked to
complete the 3 questionnaires again (PSS, PANAS, Brief Cope).

As a brief evaluation, 6 participants from the intervention group, who volunteered
to take part in a focus group to discuss how they felt about the Dru yoga sessions. The
selected participants were invited to a neutral venue one week after the intervention had
ended to take part in an informal discussion which lasted 30 minutes and asked to reflect
on what they liked and disliked about the Dru yoga programme.

2.6 Data analyses
Prior to analyses, the data was checked for normality by first examining statistics
for skewness, kurtosis and to check that the scores are normally distributed, the scores
for perceived stress, mood and coping fall within the normal range. A series of
independent t-tests were conducted to look at baseline differences in psychological
stress, coping and well-being between the control and intervention group. In order to
determine the effect of the Dru yoga intervention on the measures of psychological wellbeing, a 2(group: control vs yoga) X 2 (time: baseline and 4 week follow up) repeated
measures ANOVA was used. Sphericity was checked and if it was supported, sphericity
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assumed was reported and if Box’s M was significant, Greenhouse-Geisser was reported
(Tabachnick and Fidell, 2007).

3. Results
From the sample of 32, all women were first time first mothers, no-one had practiced
yoga in the past and they were invited to attend a 4 week Dru yoga programme (n=16)
or followed up in a control group (n=16).
3.1 Participants Characteristics.
The mean age of all participants was 28. 62% of all participants were either
employed or on maternity leave and 38% were unemployed. 40 % of all participants were
married, 35% co-habiting and 30% were single. The mean weeks postpartum for all
participants was 23 weeks. (See Table 1).

Table 1: Baseline characteristics of study participants.
Demographic
Yoga group
information
(n=16)
Mean age (SD)
Employment status %
Employed/maternity
leave
Unemployed
Marital status %
Married
Co-habiting
Single
Mean weeks postpartum

Control group
(n=16)

28.38(5.69)

28.00(4.90)

28

35

22

16

22
16
13
24

19
19
13
22.88

Note: Employed/maternity leave=working full or part time or currently on maternity leave.
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3.2 Group differences at baseline on psychological measures.

Table 2 shows results from a series of independent t-tests to establish baseline
differences between the groups for age, perceived stress, positive and negative affect,
emotion, problem and dysfunctional focused coping. The groups did not differ on any of
the measures, however, for problem and dysfunctional coping, were just outside the level
of significance, (0.051) (0.063) respectively, the control group showed a trend for higher
scores in problem focused coping and the intervention showed a trend for higher scores
in dysfunctional focused coping.

Table 2: The differences between Dru yoga and control group on age, stress, mood and
coping at baseline.
Domain

Age
PSSTOTAL
PA
NA
Emotion
Problem
Dysfunctional

Yoga n=16
Baseline
Mean(SD)

Control
n=16
Baseline
Mean(SD)

28.00 (4.90)
25.25(8.19)
30.25(10.14)
15.13(5.49)
27.13(6.63)
17.69(4.29)
25.06(5.05)

28.38 (5.69)
20.13(8.07)
35.31(7.40)
13.19(3.53)
28.00 (6.53)
20.63(3.88)
22.00(3.85)

t

Df

p

0.20
-1.78
1.61
-1.19
0.38
2.03
-1.93

30
30
30
30
30
30
30

.843
.085
.117
.244
.71
.051
.063

Abbreviation: PSSTOTAL perceived stress total score, PA= positive affect total score, NA= negative affect total score, Emotionemotion focused coping total score, Problem= problem focused coping total score, Dysfunctional= dysfunctional focused coping total
score.

3.3 The impact of the intervention on psychological measures at 4 week follow up.
Thirty two first time mothers took part in the study and reported baseline and follow
up scores for stress, mood and coping. Women ranged from 8-50 weeks postpartum.
From the 32 participants, 16 took part in the Dru yoga intervention and attended one yoga
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class per week lasting one hour for 4 weeks. Participants in the intervention, on average
attended 3.75 classes over the 4 week period. Participants in the Dru yoga intervention
group were also asked to partake in a 20 minute home yoga DVD twice per week over
the 4 week period (8 sessions in total).

6 participants completed the home DVD

programme, as instructed. A t-test was carried out to see if there were any differences
in stress, mood and coping between those in the intervention group who
completed the home DVD programme and those who did not. The results showed
that the scores for stress (p=.341), mood (PA: p= .144; NA: p= .104) and coping
(Emotion: p=.836; Problem: p=.419; Dysfunctional: p=.683) did not differ
significantly for those who completed the home yoga DVD and those who did not
complete the home DVD programme. A one way ANOVA was carried out to see if
there were any differences in stress, mood, coping and week’s post-partum at
baseline and following the intervention. The results showed that scores at baseline
for stress (p=.336), mood ( PA: P=.845; NA: P=.145), coping ( Emotion: p=.969;
Problem: p=.851; Dysfunctional: p=.763) and following intervention scores for
stress (p-.871), mood (PA: p=.853; NA: p=.312), coping ( Emotion: p=.910; Problem:
p=.928; Dysfunctional: p=.225) did not differ significantly between those who were
up to 3 months post-partum, 4-5 months postpartum and those who were 6-12
months postpartum.

3.3.1 Effects of time, group and time by group interactions
In order to determine if there was a significant difference in mean scores on the
psychological measures over time (baseline to follow-up), between the control and

18

intervention group and interactions between group and time, a 2 (control Vs yoga group)
x 2 (baseline Vs follow up) repeated measure factorial analysis of variance was
conducted. See Table 3 for results.
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Table 3: Differences over time for stress, mood and coping.
Variable

Baseline
Mean (SD)
Control Intervention

Follow up
Mean(SD)
Control Intervention

PSS

20.13
(8.07)

25.25
(8.19)

20.75
(6.87)

20.50
(6.82)

PA

35.31
(7.40)

30.25
(10.14)

37.00
(11.20)

NA

13.19
(3.53)

15.13
(5.49)

Emotion

28.00
(6.53)

Problem

Time

Group

Time x group
Interaction

F(1,30) = 9.846, p = .004
 p2 = .247

F(1,30) = .897, p =.351
 p2 =.358

F(1,30) = 16.718, p = 0.001
 p2 =.029

37.06
(6.75)

F(1,30) = 11.06, p = .002
 p2 = .269

F(1,30) = 4.021, p = .402
 p2 =.118

F(1,30) = .724, p = .054
 p2 = .024

13.69
(3.72)

11.06
(2.02)

F(1,30) = 9.204, p = .005
 p2 = .235

F(1,30) = .077, p = .784
 p2 = .335

F(1,30) = 15.096, p = .001  p2

27.13
(6.63)

28.00
(6.60)

27.75
(6.36)

F(1,30) = 1.682, p = .205
 p2 = .209

F(1,30) = .060, p = .808
 p2 = .297

F(1,30) = 1.682, p = .205
 p2 = .002

20.63
(3.88)

17.69
(4.29)

20.50
(3.76)

18.75
(3.87)

F(1,30) = 7.904, p = .009
 p2 = .209

F(1,30) = 2.851, p = .102 F(1,30) = 12.681, p = .001  2
p
 p2 = .297
= .087

Dysfunction 22.00
(3.85)

25.06
(5.05)

22.00
(3.85)

23.75
(4.04)

F(1,30) = 4.522, p = .042  p2

F(1,30) = 2.708, p = .110 F(1,30) = 4.522, p = .042
 p2 =. 131
 p2 = .083

= .131

= .003

Abbreviation: PSSTOTAL= perceived stress total score, PA= positive affect total score, NA= negative affect total score, Emotion- emotion focused coping total score, Problem= problem
focused coping total score, Dysfunction= dysfunctional focused coping total score
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3.3.1.1Time effects
There is a decrease in scores over time (baseline to follow-up) for stress, negative
affect and dysfunctional coping, and an increase in scores for positive affect and problem
focused coping. With no change in emotion focused coping.

3.3.1.2 Group effects
There are no group effects for any of the measures used in the study.

3.3.1.3 Time by group interaction
There are significant interaction effects for time by group for stress, negative affect,
problem and dysfunctional focused coping. This shows that compared to the control
group, the yoga group at the completion of the intervention showed a reduction in stress,
a decline in negative affect and dysfunctional coping, and an increase in problem focused
coping.

A series of graphs were plotted to show the time by group interaction

effects, see Figure 2.
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Figure 2 A-F Interaction for time and group for stress, mood and coping at baseline
and follow-up for the control and intervention groups.

Fig 2 A-F shows that there is no change in the control group for stress, mood or coping
however, in the intervention group, there is a decrease in stress, negative affect and
dysfunctional focused coping, an increase in positive focused coping and while there is a
trend towards an increase for positive affect, it is just outside the level of significance.
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4. Discussion
To our knowledge this is the first randomised control trial looking at the effect of
postpartum yoga on psychological well-being in healthy first time mothers. The Dru yoga
programme significantly reduced stress, negative affect and dysfunctional focused
coping, and increased problem focused coping with no change in levels of emotion
focused coping and positive affect. These findings are consistent with previous research
showing yoga to be effective at improving well-being in a range of populations (Saxton,
2011).
In agreement with previous research, the current study found a positive reduction
in stress levels (Hartfield et al., 2011; Hartfield et al., 2012; Jailian et al., 2014; Michalsen
et al., 2005). This suggests that yoga may be beneficial in reducing stress not only in
those who are particularly highly stressed (Michalsen et al., 2005) or suffering with a
anxiety disorders (Jindani et al., 2015), but may also be beneficial to those dealing with
everyday stressors. The current findings are contradictory to previous research which
did not find a reduction in stress for a yoga intervention compared to relaxation (Smith et
al., 2007) or a stretching intervention (Corey et al., 2014), in women with high stress
levels and metabolic syndrome. Neither of these studies included a control/wait out group.
The Dru yoga intervention in the current study was found to have reduced state
negative affect, similar to previous studies (Bershadsky et al., 2014; Gaskins et al., 2014;
Yoshihara et al., 2014) but contradictory to the findings of Haden et al. (2014). They found
that in a sample of children, negative affect increased after a 12 week yoga programme
in comparison to a physical education programme. The current findings are interesting
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as previous research suggests negative affect doesn’t tend to change much throughout
the day, unless disrupted by major life events (Watson, 2000; Simpson et al., 2008).
However, in this study, state mood was assessed after the fourth yoga session, whereas
the Haden et al study mood was assessed one week after the intervention. It is possible
that the effects of yoga are time limited with any change in affect occurring immediately
after the intervention. Yoga had no impact on state positive mood, in keeping with some
of the research (Bershadsky et al., 2014; Haden et al., 2014; West et al., 2004) and
contradictory to others (MacKensie et al., 2013; McDermott et al., 2014; Streeter et al.,
2010; Vadiraja et al., 2009). The mean scores for positive affect at baseline, in the current
study, were comparable to other studies looking at mood in the postpartum period (Bei et
al., 2010; Buttner et al., 2012). It is possible that the differential findings between the
studies may be due to the varied samples included in studies, with some participants
having severe mood disturbances at baseline (e.g.McKensie et al., 2013 that looked at
cancer patients).
The Dru yoga intervention had a differential effect on coping, by increasing
problem focused coping, decreasing the use of dysfunctional coping and not influencing
emotion focused coping, lending support to previous research (Mahajan, 2010; Mehrabi
et al., 2012). Dale et al. (2011) conducted a study with a sample of participants with a
history of abuse and found that yoga did not predict problem focused coping but did
predict improvements in the use of dysfunctional coping styles. Mahajan (2010) and
Schell et al. (1993) reported no change in emotion focused coping following a yoga
intervention in their studies of healthy women and students, both studies used similar
sample sizes and intervention duration as the current study. This is in contrast to previous
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research that found increases in emotion focused coping with yoga (Kang and Oh, 2012);
Mehrabi et al., 2013; Nejati et al., 2015). The findings are interesting as coping style is
usually stable over time and across different situations (Shikai et al., 2014).

The current study used a randomised control design that allowed for an objective
examination of the effects of a 4 week Dru yoga intervention on perceived stress, mood
and coping. However, there are several limitations of this study, the small sample size,
although it is within power more research is needed with larger samples to determine if
these results can be replicated. All of the participants were first time mothers which limits
the generalisability of the findings to all mothers. Also, there were no restrictions placed
on participants in relation to engaging with other forms of physical activity during the
intervention and this may have influenced the results. Future research needs to take this
into account or ask participants not to engage in any other activities during the
intervention. Also, there is no way to know if participants engaged with the home yoga
DVD, therefore it may be more beneficial for the Dru yoga programme to run several
taught classes during the week rather than relying on participants to complete a home
DVD programme, as shown in Buttner et al. (2015) and Jalilian et al. (2014). A four week
Dru yoga programme is quite short, making it difficult to evaluate the long term benefits
or indeed the sustainability of yoga, as a way to maintain psychological well-being.
Monthly follow-up sessions to monitor on-going home practice could be implemented to
measure the longer term effects of yoga for improving psychological well-being in first
time mothers.
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The evaluation of an intervention is normally done by an independent researcher,
however, as this is a preliminary study, the researchers carried out a small evaluation.
Participants reported enhanced psychological well-being and physical health benefits
which is supported in the literature (Smith et al., 2007; Wurz et al., 2014). Other reported
benefits are changes in appearance and physical performance (Grubbs and Carter, 2002;
Stutts, 2002). The main barriers to attending yoga in this sample, were that the class was
too long, difficulty relaxing, an unfriendly instructor and tiredness, similar to previous
studies (Doran and Hornibrook, 2013), an initial experience of yoga may help people
overcome such barriers (Atkinson and Permuth-Levine, 2009). Facilitators to attending
the yoga classes, were convenience (time of day and location) and motivation, similar to
previous research with chronic back pain sufferers (Comb and Thorn, 2014).

6. Conclusion and recommendations
The current research represents the first study of yoga for the psychological wellbeing of first time Northern Irish mothers and extends the support for yoga with postnatal
women. To date, there has been no review in the literature that has identified an
appropriate intervention in the perinatal stage that could be recommended in clinical
practice (Allderdice et al., 2013). The current study addresses this gap and the results
show that Dru yoga may be an effective intervention to improve maternal well-being in
the perinatal and postnatal period. Therefore, midwives and health visitors could include
yoga when discussing holistic and effective behaviours that can 1) enhance psychological
well-being 2) help build physical strength recovering from giving birth and 3) provide social
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support to first time mothers. Further research is needed with larger samples, longer
duration for the intervention and inclusion of all new mothers.
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