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Summary 

Background: The importance of maintaining a healthy lifestyle and positive mental health during 

pregnancy are well publicised. Maternal stress, anxiety and fear of childbirth in pregnancy have 

been associated with an increased risk of preterm birth, low birth weight, pregnancy induced 

hypertension, pre-eclampsia and emergency caesarean section. Consequently, there is a need for 

evidence-based non-pharmacological interventions to promote wellness and reduce antenatal 

stress, anxiety and fear of childbirth. Yoga may be a suitable intervention as evidence from the 

literature suggests it is safe, widely used and can contribute to improvements in stress, anxiety and 

labour and birth outcomes. To date, research on pregnancy yoga has focused on in-person teaching 

and self-directed home practice with limited reproducibility of the programmes and lack of fidelity 

measurement. There is a need for studies of evidence-informed reproducible online pregnancy 

yoga programmes with robust fidelity measures. While the body of evidence documenting the 

benefits of pregnancy yoga is growing there are no studies in an Irish context.     

Design: A convergent parallel, mixed methods design underpinned by the philosophy of 

pragmatism with equal weight given to the quantitative and qualitative phases.  

Aim and objectives: The study aim was to develop a manual for an evidence-based pregnancy yoga 

class programme and test it for feasibility. The research objectives were: 

(i) To conduct a systematic review and meta-analysis to identify the characteristics and 

effectiveness of pregnancy yoga interventions in RCTs and quasi-experimental studies. 

(ii) To explore pregnant women and mothers, maternity care providers and yoga teachers 

experience of pregnancy yoga programmes and their understanding of their essential 

components. 

(iii) To combine the evidence from RCTs, quasi-experimental studies, pregnant women, mothers, 

maternity care providers and yoga teachers to design an evidence-based manualised pregnancy 

yoga programme.  

(iv) To design and conduct a feasibility study of an evidence-based manualised pregnancy yoga 

programme. 

Methods: University ethical approval was granted. Following the guidelines of the UK Medical 

Research Council Framework for developing complex interventions, three studies were conducted 

to address five steps in the development and feasibility/piloting phases of this framework. In study 

1 a systematic review was conducted to identify the evidence base related to the characteristics 

and effectiveness of pregnancy yoga. A qualitative study involving maternity care providers, yoga 

teachers and pregnant women/mothers aged ≥18 years with conversational English and experience 

of pregnancy yoga, was conducted in study 2 to develop an understanding of the core components 
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of pregnancy yoga. Thematic analysis was the method used to guide the approach to data collection 

and analysis, and findings from study 1 and study 2 were integrated to support design of an 

evidence-based pregnancy yoga programme. In study 3, the manualised pregnancy yoga 

programme produced by the findings of study 1 and study 2, was tested. Healthy pregnant women 

with no medical, obstetrical or surgical complications preventing them from engaging in physical 

activity based on medical or maternity care advice were recruited through Rollercoaster.ie to 

participate in six sessions of live-streamed online pregnancy yoga. Pre and post programme surveys 

were purposively designed, and post programme one-to-one interviews conducted. Quantitative 

data were analysed using IBM SPSS for windows version 27.0 and qualitative data were analysed 

thematically. Interpretation of quantitative results and qualitative findings used a convergence 

coding matrix, and the overall feasibility of the study was reported in terms of acceptability and 

demand for the intervention, and the feasibility of the study design according to Bowen’s feasibility 

framework.  

Sample: In study 2, one-to-one interviews were conducted with 21 pregnant women, mothers, 

maternity care providers and yoga teachers. In study 3, 43 pregnant women were recruited. 

Quantitative data from 39 women, one-to-one interview data from 10 women and qualitative free-

text feedback from 33 women were included in the analysis. 

Findings: In study 1, a total of 24 studies were identified in the systematic review and 22 were 

analysed in a meta-analysis. Findings supported a statistically significant beneficial effect of 

pregnancy yoga interventions for anxiety, depression and perceived stress. High heterogeneity 

across studies highlighted the need for more robust studies using transparent, reproducible yoga 

programmes. In study 2, data from 21 interviews offered rich descriptions of the components of 

pregnancy yoga classes that incorporated an initial class check-in, breathwork, posture work, 

relaxation and tools for labour and birth. Most participants suggested a minimum of six classes, 

each of one-hour duration and delivered weekly. In study 3, 39 pregnant women found the 

pregnancy yoga programme feasible, acceptable, worthy of recommendation and of excellent 

quality. Quantitative data on intended effects suggests improvements in perceived stress, state and 

trait anxiety following six sessions of pregnancy yoga. Fidelity to the intervention was excellent and 

the pregnancy yoga programme has been fully manualised for reproducibility.   

Conclusion: Six sessions of live-streamed online pregnancy yoga are feasible and acceptable and 

can contribute to lower levels of stress and anxiety as well as supporting women to prepare 

physically and mentally for labour and birth. Further testing in a randomised trial with a larger 

cohort and a control group is recommended to validate these findings. 
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The maternity care restrictions impacted pregnant women’s stress, anxiety and apprehension 

regarding their labour and birth. This presented an opportunity to redesign the PhD feasibility study 

and deliver the pregnancy yoga programme online with a view to alleviating stress and anxiety and 

reducing fear of childbirth. This is considered a strength of the research in responding to an 

unexpected need while remaining consistent with the original topic area. 
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Glossary  
 

The following definition of terms is provided for the reader of this dissertation: 

 

Acceptability - Refers to whether involved parties are satisfied with services provided and the 

suitability and adequacy of those services as they are experienced. 

 

Asana - Physical postures/poses, as an integral component of yoga (Iyengar, 1979). 

 

Complementary and Alternative Medicine (CAM) - The National Center for Complementary and 

Integrative Health (NCCIH) defines complementary and alternative medicine (CAM) as “a group of 

diverse medical and health care systems, practices, and products that are not generally considered 

part of conventional medicine” (NCCIH, 2002). 

 

Feasibility - Refers to whether a study or intervention is deemed viable in meeting the needs of 

participants. 

 

Fear of childbirth - Encompasses a range of fears related to the physical welfare of both mother 

and child, as well as the mother’s subjective interpretations of her experiences and behaviours 

during birth (Nilsson et al., 2018). 

 

Kriya – Refers to specific sets of exercises, breathing techniques and sound mantras used to unlock 

energy channels or chakras in the body. 

 

Perceived stress - The degree to which events and circumstances in one’s life are perceived as 

stressful. 

 

Pranayama - This refers to a breathing practice, involving breath control, which is an essential 

component of yoga. 

 

Shavasana – A relaxation practice that usually takes place at the end of a yoga class to alleviate 

stress and promote deep healing rest.  

 

State anxiety - Defined as a temporary reaction to adverse events (Saviola et al., 2020). 
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Trait anxiety - Defined as a constant individual difference related to a tendency to respond with 

concerns, troubles and worries to various situations thought to be more of a stable personality 

feature (Saviola et al., 2020). 

 

Yoga - “A holistic system of mind-body practices for mental and physical health and incorporates 

multiple techniques including physical postures and exercises that develop strength and flexibility, 

breathing exercises, deep relaxation, and meditation/mindfulness techniques to train attention” 

(Noggle et al., 2012) pps.193-194). 
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 INTRODUCTION 

 

 Chapter overview 
 

This thesis aims to build the evidence base for pregnancy yoga as a potential support tool for 

pregnant women to lower stress, anxiety and fear of childbirth. This introductory chapter sets the 

scene for the research by providing an overview and critical discussion of the relevant literature 

and issues. This includes exploring the components of pregnancy yoga interventions alongside the 

state of the evidence concerning the effectiveness of these interventions. Any important gaps in 

the evidence which need to be addressed will be highlighted.  The rationale for and aims of the 

current programme of research will be summarised, and the thesis structure outlined. 

 Introduction to the topic 
 

In Ireland there are currently 19 maternity hospitals and units (Department of Health 2016). Just 

one of these units offers free pregnancy yoga classes to women attending their service for antenatal 

care (Health Service Executive 2018). A further two units offer pregnancy yoga as a payable option 

(The Rotunda Hospital 2021). In the Finglas area of Dublin the Area Based Childhood Programme 

finance a midwife and certified pregnancy yoga teacher to deliver pregnancy yoga classes free of 

charge in a local community centre (Department of Children and Youth Affairs 2018). At the same 

time there are over 250 pregnancy yoga teachers listed on the Pregnancy Yoga Teachers Ireland 

Facebook page alone and multiple pregnancy yoga teacher training courses are delivered annually. 

Most pregnancy yoga teachers deliver their classes in yoga studios, community centres and leisure 

centres with an array of options and a myriad of costs. It is apparent that despite growing evidence 

of the benefits of pregnancy yoga it is predominantly available outside the current maternity system 

and at a cost for those who can afford it.   

This study will develop a manual for an evidence-based pregnancy yoga class programme and test 

it for feasibility. It will comprise of: 

➢ a systematic review of the characteristics and effectiveness of pregnancy yoga (study 1) 

➢ qualitative interviews with key stakeholders to explore their experience of the essential 

components of pregnancy yoga (study 2) 

➢ development of an evidence-based manualised pregnancy yoga class programme  

➢ a mixed methods feasibility trial of the pregnancy yoga class programme (study 3) 
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The systematic review will use the Frequency, Intensity, Time, Type (FITT) principle for analysis of 

physical activity (PA) to identify and describe the components of pregnancy yoga interventions used 

in randomised control trials (RCTs) and quasi-experimental studies (American College of Sports 

Medicine et al. 2018). It will also explore the effectiveness of pregnancy yoga across a range of 

maternal health outcomes: perceived stress, physiological stress, anxiety, depression, duration of 

labour and pain management in labour, and mode of birth. Focus groups (FGIs) and semi-structured 

interviews will gather evidence from key stakeholders (pregnant women, mothers, maternity care 

providers and yoga teachers) with knowledge of pregnancy yoga on their experience of the 

essential components of pregnancy yoga classes. Evidence from the systematic review and 

qualitative interviews will be used to support and guide the design of an evidence-based pregnancy 

yoga programme for testing in a feasibility study. The primary outcomes of the feasibility study will 

focus on acceptability, demand, and implementation and the secondary outcomes will provide 

outcome data on measures of perceived stress, anxiety and fear of childbirth. The study will 

produce a fully manualised and reproducible pregnancy yoga programme for further testing in a 

randomised control trial (RCT).  

 Background 
 

The importance of maintaining a healthy lifestyle during pregnancy has been well documented in 

research, practice and the media. While much is known about health behaviours that place women 

at risk of poor pregnancy and birth outcomes, less is known about lifestyle practices that women 

routinely utilise to maintain health during pregnancy (Oteng-Ntim et al. 2012, O’Brien et al. 2016, 

Teede & Moran 2016). As the body of evidence on lifestyle interventions such as diet, diet with PA 

and PA for pregnant women at-risk of developing complications and women with overweight or 

obesity, is growing gaps still remain in research on lifestyle interventions for healthy pregnant 

women (Lau et al. 2017). A recent cost-effectiveness analysis of lifestyle interventions in pregnancy 

reported that PA interventions were cost saving and reduced adverse maternal events by 4.2% 

more in the intervention group compared with standard care (Bailey et al. 2021). Maternity care 

providers must be aware of factors that place women at risk of unfavourable pregnancy outcomes 

however, they also need to be knowledgeable about lifestyle practices that can support positive 

pregnancy outcomes, and there is a need to explore preventive and health promotion activities that 

advocate and foster healthy lifestyles among all pregnant women (O’Brien et al. 2016, Corrigan et 

al. 2021). The perinatal period may also provide a critical moment for conducing interventions to 

guide women towards a healthier lifestyle (Sorkin et al. 2014, Muktabhant et al. 2015).  
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Yoga is among these health-promoting activities that are hypothesised to impact favourably 

physical, psychological and spiritual well-being (Sharma & Branscum 2015, Cramer et al. 2017). The 

adaptable nature of yoga practise mean it has been modified to suit the pregnant body (Curtis et 

al. 2012). Evidence suggests that yoga during pregnancy is safe and can contribute to improvements 

in stress, anxiety, autonomic nervous system functioning, self-efficacy and labour parameters such 

as comfort, pain, duration and mode of birth (Curtis et al., Jiang et al., 2015, Sharma & Branscum 

2015, Ng et al. 2019, Kwon et al. 2020, Rong et al. 2020). Conversely several systematic reviews of 

pregnancy yoga have highlighted the lack of transparency regarding the yoga interventions, fidelity 

to the interventions and content and reproducibility of the yoga programmes as well as variability 

across outcome measures (Curtis et al. 2012, Riley & Drake 2013, Gong et al. 2015, Ng et al. 2019, 

Rong et al. 2020). While the evidence in support of pregnancy yoga is accumulating, there is a need 

for more robust studies using transparent, reproducible yoga interventions with defined outcomes 

to demonstrate effectiveness. According to Brinsley et al. (2021)  yoga is a structured form of PA 

involving the integration of specific body movements (asana) with breathing (pranayama) and/or 

mindfulness (including meditation), where the movement component makes up more than 50% of 

the total intervention.  

 

To date research on pregnancy yoga has focused on in-person teaching and self-directed home 

practice. This is the first study to design and test in a feasibility study a fully evidence-based 

reproducible pregnancy yoga programme. While the programme was designed for face-to-face 

delivery due to COVID-19 restrictions outside the control of the researcher it was delivered online. 

According to O’Brien et al. (2014) there is currently a paucity of literature surrounding the use of 

technology-supported lifestyle interventions in healthy pregnant women. Equally according to 

Sayakhot & Carolan-Olah (2016) perinatal women are elite technology users making technology-

supported lifestyle interventions an important priority for future research.  

 

 Physical activity in pregnancy 
 

The World Health Organization (WHO) defines PA as ‘any bodily movement produced by skeletal 

muscles that requires energy expenditure’ (World Health Organization 2020). PA has been 

identified as a modifiable lifestyle factor that could help prevent some of the complications of 

pregnancy. Findings from several systematic reviews have demonstrated the benefits of PA during 

pregnancy on women’s physical and mental health, as well as the health of their babies. Studies 

have indicated that PA prevents excessive gestational weight gain (Streuling et al. 2011), lowers the 

risk of gestational diabetes mellitus (GDM) (Mørkrid et al. 2014) and pre-eclampsia (Aune et al. 
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2014) and low back pain and lumbopelvic pain (Davenport et al. 2019). PA during pregnancy was 

also shown to reduce the risk of developing perinatal depression and is safe and beneficial for baby 

with reduced odds of macrosomia (Davenport et al. 2018, Kołomańska et al. 2019, Sánchez-Polán 

et al. 2021). At the same time the levels of engagement in PA during pregnancy is known to fluctuate 

across trimesters and remain lower than PA levels in the general population (Chan et al. 2019). A 

review by Fazzi et al. (2017) found that pregnant women spend 50% of their time without PA which 

was associated with higher rates of neonatal macrosomia.   

 

The promotion of PA, through the implementation of PA interventions specifically designed for 

pregnant women, should therefore be encouraged. Findings from Nascimento et al. (2015) on PA 

patterns among 1297 pregnant women indicated that pregnant women were not receiving 

adequate PA guidance from their healthcare professionals. The implications of this are a significant 

public health concern given that a study by Gaston & Vamos (2013) on PA patterns demonstrated 

that pregnant women who received some PA guidance were three times more likely to exercise 

than those that received no guidance. In addition, Vanstone et al. (2017) in their systematic review 

with 1339 pregnant women from seven countries found that women reported a lack of information, 

and limited advice, on appropriate and safe types of PA and the need for safe and accessible places 

to exercise.  

 

 Physical activity guidelines in pregnancy 
 

Guidelines for PA during pregnancy have existed since 1985 (Smith & Campbell 2013). According to 

Evenson et al. (2019) moderate-intensity PA using both aerobic and muscle conditioning activities 

is recommended for healthy pregnant women. PA in pregnancy guidelines from the UK, USA and 

Canada recommend 150 minutes of moderate intensity PA per week for all pregnant women, 

spread throughout the week (Mottola et al. 2018, Piercy et al. 2018, Department of Health & Social 

Care 2019). However, despite the plethora of guidance, pregnancy is a period when women often 

decrease daily PA and participation in sports and exercise, and increase time spent in sedentary 

behaviours (Connolly et al. 2019). An Irish study with 718 pregnant women examining lifestyle 

changes using the Pregnancy Risk Assessment Monitoring system (PRAMS) found that adherence 

to PA guidelines of moderate intensity activity was low (12.3%) (O’Keeffe et al. 2016). Although 

women are highly motivated to maintain a healthy lifestyle during pregnancy, barriers to exercise 

can be complex and multifactorial (Phelan 2010). 
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In the published scientific literature, reported barriers to exercise during pregnancy can include 

nausea, fatigue, lack of time, physical limitations, lack of social support, lack of access to 

appropriate exercise facilities or professionals and vague and conflicting messages from healthcare 

providers, the media and social connections (Connelly et al. 2015, Coll et al. 2017, Sytsma et al. 

2018, Blankenship et al. 2020). In a recent Irish study by Flannery et al. (2018), the most commonly 

reported barrier to PA during pregnancy was knowledge. This highlights the need for improved 

communication between pregnant women and their health care providers regarding PA, as well as 

a need to support and educate healthcare providers and pregnant women with the most up to date 

evidence. Because pregnant women seek and receive advice from multiple sources, the risk of 

receiving conflicting messages is elevated making the role of the healthcare provider paramount in 

supporting informed decision-making regarding engagement in PA (Evenson et al. 2019).  

 

While it is acknowledged that healthcare providers should evaluate pregnant women for obstetric 

or medical complications before making recommendations on PA participation, the evidence 

suggests that many healthcare providers do not feel trained, resourced or supported to make these 

decisions (Heslehurst et al. 2014). The evidence ratifies PA as a potential frontline therapy for 

reducing the risk of pregnancy complications, enhancing maternal physical and mental health and 

improving pregnancy outcomes, these messages are not yet adequately explained to pregnant 

women or their healthcare providers (Mottola et al. 2018). This evidence translation gap can only 

be closed by researchers disseminating their findings widely to educate the general public as well 

as healthcare professionals. There is also, arguably, a role for exercise professionals to raise their 

profile, highlight their expertise in the area of maternity care and add to the body of evidence 

(Maiorana et al. 2018). Specific advice and education on the frequency, duration, intensity, and 

type of exercise, and the role of exercise prescription, is warranted for both healthcare and exercise 

professionals working with pregnant women (Mottola 2016).   

To remove some of the barriers to PA, the Canadian Society for Exercise Physiologists have 

developed the evidence-informed Get Active Questionnaire for Pregnancy (CSEP 2021). It is self-

administered and provides clear advice to pregnant women to confirm whether it is safe for them 

to begin or continue to exercise or whether they should speak to their healthcare provider for 

further advice. This pre-screening tool is in its infancy and its utility remains to be seen, but it may 

remove a key barrier to exercise participation (medical clearance) for many pregnant women. 

Figure 1.1 shows an infographic of PA recommendations for pregnancy. 
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Figure 1.1 Infographic of physical activity recommendations for pregnancy (Department of 
Health & Social Care 2019) 

 Pregnancy yoga  
 

The word yoga, meaning ‘union’, is a mind-body-spirit practice that can include meditation, breath 

awareness, Asanas or postures and relaxation. It is thought to alter nervous system regulation, 

physiology, psychological well-being and physical fitness.  In recent years yoga has been adapted 

for the pregnant body and is a common complementary and alternative medicine used by pregnant 

women (Hall & Jolly 2014). While no data exists on usage among Irish women, an Australian study 

by (Steel et al. 2014) showed that between 17% and 19% of 1835 Australian women practice 

pregnancy yoga. Within this burgeoning field, it is recognised that yoga for pregnancy differs 

substantially from yoga geared towards the general population in content, intensity, and use of 

modifications (Battle et al. 2015). Therefore, it is important that research examining yoga in 

pregnancy incorporates yoga specifically designed and adapted for the prenatal period.   

 

Curtis et al. (2012) in their systematic review of yoga for pregnant women including six studies and 

689 participants concluded that overall, the evidence in support of pregnancy yoga was positive 

with RCTs indicating improvements in stress levels, QoL, autonomic nervous system functioning and 

labour parameters such as comfort, pain and duration. Narendran et al. (2005) showed that among 

335 pregnant women yoga during pregnancy reduced preterm labour, intrauterine growth 
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restriction and pregnancy induced hypertension (PIH) compared with women in the control group 

who walked 30 minutes twice daily. Pregnancy yoga in a cohort of 94 women has also been shown 

to reduce cortisol (stress hormone) and enhance the IgA (immune biomarker) (Chen et al. 2017). 

An RCT testing yoga versus no yoga with 79 high-risk pregnant women on bedrest found that yoga 

reduced levels of both stress and depression (Gallagher et al. 2020).  

 

Of note yoga practices during pregnancy have also been associated with increased optimism, power 

and wellbeing (Reis & Alligood 2014). A study by Doran & Hornibrook (2013) of 15 women's 

experiences of participation in a pregnancy and postnatal group incorporating yoga reported that 

all women spoke of how the yoga helped them to prepare for birth. Yoga in pregnancy is uniquely 

placed among PA interventions in that it not only contributes to the physical and emotional benefits 

of exercise but the breathwork and postures offer supports for the discomforts of pregnancy, 

labour and birth. One Australian study with 220 obstetricians and midwives found that over 70% of 

obstetricians and midwives considered yoga safe during pregnancy and over 65% had formally 

referred a woman for use of at least one complementary therapy (Gaffney & Smith 2004).  

 

According to Brinsley et al. (2021) yoga meets the definitions for PA and exercise however, based 

on their systematic review it remains unclear whether the scientific community considers it a form 

of PA and would include it as a recommended form of exercise to improve health-related outcomes. 

There is scope for future research that documents the practice of yoga as a PA and applies the 

principles of exercise prescription to the yoga intervention being provided.  

 FITT principle of exercise prescription 
 

In order to provide safe exercise guidelines healthy pregnant women should be prescribed exercise 

in accordance with the FITT principle of exercise prescription (American College of Sports Medicine 

et al. 2018). This principle encompasses frequency, intensity, time and the type (FITT) of the activity 

(Mottola & Artal 2016). The suggested FITT guidelines by the American College of Sports Medicine 

et al. (2018) include reference to active, passive, and dynamic stretch exercises that target each 

muscle-tendon as well as neuromotor training. These are all aspects of PA integral to the practice 

of yoga.  

 Stress in pregnancy 
 

Pregnancy is a time of significant change which can elevate stress levels and increase responsivity 

to external stressors (Littleton et al. 2010, Curtis et al. 2012). To prevent adverse outcomes in 
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pregnancy, childbirth and postnatally appropriate interventions should be made readily available 

to help women manage and reduce stress levels. External stressors can lead to adverse perinatal 

outcomes such as perinatal depression, PIH and pre-eclampsia, and prolonged maternal stress has 

been associated with preterm birth and low infant birth weight (Yu et al. 2013, Biaggi et al. 2016, 

Say et al. 2016, Liu et al. 2017, Stylianou-Riga et al. 2018, Mahrer et al. 2021). Excessive maternal 

stress has been linked to children’s later attention deficit hyperactivity disorder (ADHD) 

symptomatology as well as lower executive functioning (Say et al. 2016, Van den Bergh et al. 2020). 

Excessive and prolonged levels of stress during pregnancy therefore represent a major and long-

term public health concern. In a review of yoga’s effect on stress among 1794 participants with 

studies limited to human subjects, 25 of 35 identified trials reported a significant reduction in stress 

after a yoga intervention (Li & Goldsmith 2012). It should also however be noted that this review 

identified limitations such as small sample sizes, lack of randomisation and no control group.   

Psychological distress during pregnancy presents a significant risk factor for adverse perinatal 

outcomes yet it is not routinely assessed or addressed during routine antenatal care.  According to 

Mongan et al. (2019) subclinical prenatal stress warrants inclusion in antenatal screening and 

monitoring. Efforts to alleviate stress during pregnancy should therefore be explored and 

encouraged.  

 Anxiety in pregnancy 
 

 

Approximately 30% of adults will experience an anxiety disorder (AD) such as generalised anxiety 

disorder (GAD), social anxiety disorder (SAD), panic disorder with or without agoraphobia, specific 

phobias, and separation anxiety disorder at some point in their life cycle (Bandelow & Michaelis 

2015). Women are at particular risk as they are significantly more likely to suffer from an AD than 

men (McLean et al. 2011). In their systematic review and meta-analysis of 102 studies including 

221,974 women from 34 countries Dennis et al. (2017) found that the prevalence of self-reported 

anxiety symptoms across the three trimesters of pregnancy was 22.9%, notably higher than 

reported levels in the general population. While much attention has been focused on depression in 

the perinatal period a renewed research focus is required to develop evidence-based interventions 

to reduce anxiety among pregnant women. Of note, in an RCT Newham et al. (2014) demonstrated 

that antenatal yoga lowered state anxiety after a single session and this effect persisted over time. 

 

A systematic review and meta-analysis by Ding et al. (2014) demonstrated that anxiety during 

pregnancy was associated with increased risk of preterm birth and low infant birth weight and has 
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been linked to adverse pregnancy outcomes such as pre-eclampsia (Qiu et al. 2009) and higher rates 

of caesarean birth (Rubertsson et al. 2014). In children, maternal antenatal anxiety has also been 

connected with an increased risk of child attention difficulties (Van Batenburg‐Eddes et al. 2013). A 

recent rapid review and meta-analysis observed significantly elevated rates of anxiety during the 

COVID-19 pandemic compared to historical norms (Tomfohr-Madsen et al. 2021).  

 

In response to the body of evidence on the adverse effects of perinatal anxiety, the National 

Institute of Clinical Health and Excellence in the UK called for trials of interventions that may 

prevent the escalation of anxiety and improve coping skills in the antenatal period (National 

Collaborating Centre for Mental Health UK 2014).  

 Fear of childbirth in pregnancy 
 

‘Fear of childbirth’ (FOC) as a concept emerged in the 1980’s and is described as a strong anxiety 

which impairs pregnant women’s daily functioning and wellbeing (Areskog et al. 1981). It is 

considered to represent a specific domain of maternal anxiety that can range from normal concerns 

to severe phobic fear (Nieminen et al. 2009). In a 2014 cross‐sectional study from Northern Europe 

with 6780 pregnant women, the prevalence of severe FOC was found to be 11% (Lukasse et al. 

2014). It has been strongly linked with the increasing caesarean birth rates in Western countries as 

well as higher rates of requests for caesarean births (Størksen et al. 2015, Stützer et al. 2017). 

According to Larsson et al. (2015) there are few general guidelines and no clear consensus on how 

to treat FOC. 

 

A recent meta-synthesis of women's experiences of interventions for FOC reported that 

interventions with a woman-centred ethos, where women felt listened to and where a trusting 

relationship was able to develop were crucial (O’Connell et al. 2021). Notably yoga for pregnant 

women has been reported to assist with empowerment to make choices, connectedness to others, 

and self-acceptance and appreciation suggesting it may be a beneficial support for women 

experiencing FOC (Muzik et al. 2012). In order to alleviate fear and prevent poor outcomes Webb 

et al. (2021) highlight a need for high-quality RCTs of different FOC interventions that evaluate the 

type of intervention as well as which components of interventions are most effective to inform the 

design of optimal FOC interventions. 

 

 Developing complex interventions 
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The widely used UK Medical Research Council (MRC) framework for development and evaluation 

of complex interventions was recently updated and includes development, feasibility or pilot 

testing, evaluation and implementation steps (Shahsavari et al. 2020). The framework (Figure 1.2) 

suggests that these steps are not linear or cyclical, but rather inform each other and require 

constant revisiting (Craig et al. 2013). The framework aims to assist researchers in choosing and 

implementing appropriate methods in the development and evaluation of complex interventions. 

Although the MRC framework is mainly designed for evaluating complex interventions using 

RCTs for evaluation, it can also guide and inform other study designs (Craig et al. 2013).  

 

 

Figure 1.2 UK MRC Framework for Developing and Evaluating Complex Interventions 
(Shahsavari et al., 2020) 

 

The development phase in the MRC framework involves: 

 

I. Identifying the evidence base: The framework recommends identifying what is known 

about similar interventions and undertaking a systematic review if no recent high-quality 

review is available. 

II. Identifying or developing appropriate theory: Developing a theoretical understanding of 

the likely process of change is recommended. This includes identifying the expected 

changes and hypothesising how the change will be achieved. 

III. Modelling process and outcomes: in this step, it is suggested that a series of studies should 

be conducted before undertaking a full-scale intervention. This is to ensure that a full-scale 

evaluation is warranted, and to identify weaknesses and refine the intervention. 
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(Shahsavari et al. 2020) 

 

The MRC describes complex interventions as those that include several interacting components, 

are sensitive to the delivery context, have a causal chain linking the intervention to outcomes and 

a range of possible outcomes (Craig et al. 2013). Therefore, the steps of development suggested 

within the framework appears suitable for developing and assessing the feasibility of an online 

pregnancy yoga programme with its multiple components, delivery contexts and wide-reaching 

outcomes.  

 Rationale for the study 
 

The literature presented above offer sufficient evidence of the need to explore the benefits of yoga 

as a PA for pregnant women. However, the underlying evidence base is not without limitations. 

While some of these limitations stem from the methodologies adopted by studies, others are due 

to wide variation in frequency, intensity, time and type of yoga and lack of manualisation and 

reproducibility of the yoga interventions being delivered. Bearing this in mind, this study is 

important for several reasons.  

 

1. This is the first ever experimental study of pregnancy yoga in the Republic of Ireland. No 

data exists on the acceptability of pregnancy yoga among pregnant women living in the 

Republic of Ireland.  

2. This study used evidence from a systematic review alongside evidence from interviews with 

pregnant women, mothers, maternity care providers and yoga teachers to design a fully 

evidence-based manualised pregnancy yoga programme. In-depth analysis of the literature 

did not identify any other studies that had used this methodology to inform and design 

their pregnancy yoga programme. Of note this manualised programme is fully reproducible, 

the absence of which was identified as a limitation in previous studies of pregnancy yoga 

(Curtis et al. 2012, Riley & Drake 2013).   

3. A lack of research exists exploring the health-promoting practices that enhance and support 

the likelihood of remaining healthy during pregnancy (O’Brien et al. 2016, Teede & Moran 

2016). Yoga is a widely accepted modality that promotes physical, psychological, and 

spiritual wellbeing. This study offers new evidence on the feasibility and acceptability of 

pregnancy yoga and limited efficacy testing across measures of stress, anxiety and fear of 

childbirth in an Irish context.  



12 

4. Despite the fact that yoga meets the definitions for physical activity it is frequently not 

included as a recommended form of exercise to improve pregnancy-related health 

outcomes (Brinsley et al. 2021). This may be partially due to the challenges in prescribing 

yoga with its multiple components and designs. By using the FITT principle of exercise 

prescription in both the systematic review and programme design phase, this study 

attempts to offer new evidence to characterise yoga as a PA.  

5. This study embraces a self-care activity to maximise health and well-being. It contributes 

knowledge of a physical activity that can be prescribed by maternity care providers and 

exercise professionals to support pregnant women. 

6. This pregnancy yoga programme designed for face-to-face delivery was conducted live 

online in response to COVID-19 restrictions. There are currently no published peer-

reviewed studies of an evidence-based live-streamed online pregnancy yoga programme.  

 

 Overall aim and research questions 
 

 Overall Aim 
 

To determine if pregnancy yoga is a feasible and acceptable intervention for reducing perceived 

stress, anxiety and fear of childbirth.  

 

 Research questions:  
 

1.5.2.1. Study 1  

 

What are the FITT components and effectiveness of pregnancy yoga interventions in RCTs and 

quasi-experimental studies to support design of an evidence-based manualised pregnancy yoga 

programme? 

1.5.2.2. Study 2 

 

What are the key components of pregnancy yoga as experienced by pre and postnatal women, 

maternity care providers and yoga teachers to support design of an evidence-based manualised 

pregnancy yoga programme? 
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1.5.2.3. Study 3 

 

Is pregnancy yoga a feasible and acceptable practice among healthy pregnant women to reduce 

stress, anxiety and fear of childbirth?  

 

 Study design and thesis structure 
 

This thesis describes mixed methods research (MMR) on pregnancy yoga for healthy pregnant 

women.  It comprises seven chapters organised as shown in Figure 1.3.  

 

Figure 1.3 Thesis Outline 

Chapter one described the background, the rationale for this study, and the aim and objectives. 

Chapter two consists of a detailed description of this study’s paradigm and the research design, 

including the rationale for choosing a mixed methods approach. The details of all three studies, are 

described along with the methods used for data collection and analysis, and ethical considerations. 

Both chapters three and four comprise the first phase of the research. Chapter three focuses on 

the findings from study one, a systematic review and meta-analysis of the components and 

effectiveness of pregnancy yoga and includes key considerations for designing a pregnancy yoga 

programme for study three. Chapter four presents the findings from study two, a qualitative study 
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on key stakeholders’ experiences of pregnancy yoga and collates the key considerations for 

pregnancy yoga programme design. Chapter five comprises phase two of the research and presents 

the findings from study three, a feasibility study of pregnancy yoga. It starts with an integration of 

the quantitative findings from study one and qualitative findings from study two, in a convergence 

coding matrix (O’Cathain et al. 2010) that describes how both methods were used to inform the 

design of the evidence-based pregnancy yoga programme. This chapter then presents both 

quantitative and qualitative findings from the feasibility study and integrates them in a joint display 

table using a convergence coding matrix. Chapter six discusses the study’s key findings, strengths, 

and limitations with reference to existing literature. The thesis concludes with chapter seven which 

offers recommendations for practice, research, and policymakers, and presents a dissemination 

plan and a personal reflection of the research journey. 

 

 Personal and professional motivation 
 

This journey to understand the components and benefits of pregnancy yoga started with my own 

first experience of pregnancy. While I was delighted to be pregnant, I was terrified of childbirth and 

knew I needed to do something about this. I chose to attend bi-weekly pregnancy yoga classes to 

alleviate my fear and anxiety. As a very active person I continued to exercise right up until my due 

date. What struck me was not just how I had to adapt my exercise pattern but most importantly 

the vital role that pregnancy yoga would play in reframing my fears and preparing me for labour, 

birth and postnatal recovery. My labour was long and challenging and I used the breaths, postures 

and practices learned in pregnancy yoga classes to support me throughout. Without them I do not 

believe I would have had the normal physiological birth I had hoped for. Shortly following the birth 

of my daughter, I embarked on a part-time year-long training in pregnancy yoga. My own 

experience of pregnancy yoga convinced me of the amazing power of yoga to address fear of 

childbirth, alleviate stress, improve emotional wellbeing, reduce intervention in labour, prepare 

women for motherhood and as a bonus facilitate postnatal recovery. I taught my first pregnancy 

yoga class in February 2014 and have supported and observed in awe hundreds of women on their 

pregnancy, birth and motherhood journey. It is this motivation that drives me towards research in 

order to gather the evidence to support women, exercise professionals and maternity care 

providers to make informed choices around attending, recommending, offering and/or delivering 

pregnancy yoga classes.  

 
It is evident from the literature that generating definitive evidence in this field is not without 

challenges. The current landscape is steeped with inconsistencies and while research findings point 
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to the positive effects of pregnancy yoga the strength and quality of the evidence do not stand up 

to scrutiny (Curtis et al. 2012). In part this is due to inherent challenges of blinding participants to 

the pregnancy yoga intervention. Despite these challenges, there is a growing body of evidence and 

general consensus within the literature that yoga in pregnancy can have widespread health benefits 

for women (Riley & Drake 2013, Kwon et al. 2020, Rong et al. 2020). Within the current body of 

knowledge there remains a significant gap in our understanding of the components of pregnancy 

yoga that support effectiveness and the fidelity and reproducibility of programmes that have been 

delivered. My research attempts to close this gap by developing and testing an evidence-based fully 

reproducible pregnancy yoga programme.  

 
In 2017, I was awarded a four-year scholarship from the Health Research Board (HRB), which 

enabled me to conduct and complete this study as a full-time PhD student on the Structured 

Population and Health-services Research Education (SPHeRE) programme.  

 

 Conclusion  
 

While the body of evidence documenting the benefits of pregnancy yoga for maternal health, infant 

and birth outcomes is growing, gaps exist in relation to the quality of this evidence. To date no 

research exists in Ireland concerning the components or effectiveness of yoga during pregnancy. In 

addition, very little is known about the experiences of those engaging in, delivering and 

recommending pregnancy yoga. Based on the scientific literature treatment efforts during 

pregnancy targeting stress, anxiety and FOC merit exploration. While research points at the 

connection between stress, anxiety and FOC in pregnancy and poor pregnancy, birth and infant 

outcomes, there are limited studies of the feasibility, acceptability or fidelity of evidence-based 

yoga interventions designed to address these concerns. There are no studies documenting a live-

streamed online evidence-based reproducible pregnancy yoga programme.     

This chapter outlined the rationale, aims and objectives of this study and the next chapter gives a 

detailed account of the study methodology.  
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 METHODOLOGICAL FRAMEWORK AND STUDY METHODS 
 

 Chapter overview 
 

The aim of this chapter is to describe the overall methodological approach to this thesis and offer 

a rationale for mixed methods enquiry. It provides justification for the mixed methods convergent 

parallel design used to address the overall study aim and objectives. The philosophical underpinning 

of the methodological choices is explained. Details of the methods used, including study design, 

data collection and analysis are examined, and the ethical considerations of this study are 

presented. 

 

 Aim and Objectives of this research 
 

The study aim was to design an evidence-based pregnancy yoga programme and test its feasibility 

and acceptability among healthy pregnant women. Qualitative and quantitative methods were 

used to develop the programme by integrating data from existing literature with the perspectives 

and experiences of the key stakeholders in relation to pregnancy yoga. The research objectives 

were: 

 

(i) To conduct a systematic review and meta-analysis to identify the characteristics and 

effectiveness of pregnancy yoga interventions in RCTs and quasi-experimental studies. 

(ii) To explore pregnant women’s and mothers’, maternity care providers’ and yoga teachers’ 

experience of pregnancy yoga programmes and their understanding of the essential 

components of pregnancy yoga programmes. 

(iii) To combine the evidence from RCTs, quasi-experimental studies, pregnant women and 

mothers, maternity care providers and yoga teachers to design an evidence-based manualised 

pregnancy yoga programme.  

(iv) To design and evaluate a feasibility study of an evidence-based manualised pregnancy yoga 

programme. 

 

 Philosophical underpinning – Pragmatism 
 

The paradigm underpinning a research study permeates the whole study and according to Cohen 

et al. (2017, p. 8) can be conceived of as “a way of looking at or researching phenomena, a world 
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view, a view of what counts as accepted or correct scientific knowledge”. An understanding of 

theoretical perspectives as ways of looking at the world and making sense of it (Crotty 1998) is a 

vital part of the research process and enables the researcher to choose an appropriate research 

strategy to answer their research question. In essence paradigms help clarify and structure thinking 

related to the research. The philosophical underpinning of this study is pragmatism, and it was 

chosen because it orients itself toward solving practical problems in the real world (Kaushik & Walsh 

2019). 

 

Pragmatism was founded by American philosophers Charles Pierce (1839–1914), William James 

(1842–1910) and John Dewey (1859–1952) at the beginning of the 20th century and is recognised 

as the philosophical basis for most mixed methods research (MMR) (Tashakkori & Teddlie 2010, 

Creswell & Plano Clark 2011). Mitchell (2018, p. 103) considers it to be "the philosophical partner" 

of mixed methods approaches as its underlying assumptions provide the essence for the mixing of 

research methods. It advocates the central importance of the question asked rather than the 

methods used (Creswell & Plano Clark 2011) sealing its appeal as the paradigm of choice for MMR 

(Greene & Hall 2010). While Feilzer (2010) considers pragmatism in MMR as a more ‘grounded’ 

approach to research, others argue that pragmatism is nonparadigmatic, whereby, the researcher 

makes pragmatic decisions without making use of the foundations of pragmatism as a philosophy 

(Greene & Hall 2010, Denzin 2012). Nonetheless, Morgan (2014) advocates looking beyond the 

narrow approaches that reduce pragmatism to practicality and focus on its deeper philosophical 

content about the nature of reality, truth and knowledge. In this vein, pragmatism became the 

paradigm of choice for this study, providing the philosophical underpinnings and the source of how 

and why choices were made in the design and conduct of the study. Pragmatists believe that reality 

is constantly renegotiated, debated, construed, and therefore the best method to use is one that 

solves the problem thus embracing plurality of methods (Kaushik & Walsh 2019). There are inherent 

challenges when knowledge is never final but continuously in a process of revision and 

advancement. The researcher must move between what is known, what is discovered and what 

might not yet be uncovered in a process that can be time consuming and resource intensive. Equally 

It has been established that, as a paradigmatic position, pragmatism assumes an independence of 

methods and in combining quantitative and qualitative methods it pitches realism against 

relativism, and objectivity against subjectivity (Creswell & Creswell 2018). The researcher needs to 

be aware of and develop the capability to move back and forth between the two approaches and 

the two sources of data and be able to make sense of both their connection and incongruity 

(Morgan 2014). Meeting the research objectives of this study required the use of quantitative and 

qualitative methodologies, and an integration of both.  
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To identify a guiding paradigm for a study and answer a research problem the researcher must 

conceptualise the nature of reality (ontology), knowledge (epistemology), morals and values in 

research (axiology) and what is considered an appropriate approach to enquiry (methodology) 

(Denzin & Lincoln 2017). What follows is a more detailed discussion of each of these elements 

within the pragmatic philosophical stance, which are then put in the context of how they shaped 

and informed this study. This is structured using a model adapted from Crotty’s levels of developing 

a research study (Crotty 1998) (Figure 2.1). 

 

Figure 2.1 Study paradigm, methodology and methods overview (adapted from Crotty 1998) 

 

 Ontology 
 

Ontology as described by Crotty (1998, p. 10) is the “study of being”. Its primary concerns are what 

kind of world are we investigating, the nature of existence and the structure of reality. When 

addressing pragmatism from an ontological perspective Biesta (2010) claims that everyone’s 

experience is equally real and what is experienced is in and of itself real. Ontologically, as a 

researcher I believe that reality is actively created and ever-changing as individuals act in the world 

allowing people to experience and interpret reality in multiple ways. Pragmatism supports this 

viewpoint for both singular and multiple realities impelling researchers to test hypotheses and 

provide multiple perspectives (Creswell & Plano Clark 2011). The researcher feels individuals have 

both capacity and agency to make their own choices and formulate their own world view. This 

Paradigm worldview

Pragmatism

Methodological approach

Convergent parallel design

Methods

Surveys and semi-structured interviews
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element in my research is concerned with exploring the reality from the multiple participants’ 

perspectives and is vital to address objective (ii) of this research, which is focused on exploring 

pregnant women’s, mothers’, maternity care providers’ and yoga teachers’ views on the essential 

components of pregnancy yoga programmes. The pragmatic ontological viewpoint supports 

recognition of each individual stakeholder’s experience of pregnancy yoga and allows an 

exploration of differing realities of pregnancy yoga while recognising that each reality is real and 

true to the individual participant’s own experience.     

 Epistemology 

 

Epistemology concerns the nature of knowledge and whether it is something that is hard and 

objective, or more subjective and experiential for each individual (Guba & Lincoln 1994, Cohen et 

al. 2017). It is important in research as it can help to clarify issues of research design, such as how 

the data will be collected, from whom and from where, and how the data are going to be 

interpreted (Gray 2018). Epistemologically, this study, in line with pragmatism, adopted a focus on 

practicality whereby data were collected by ‘what works’ to address the research questions (Biesta 

2010, Creswell & Plano Clark 2011, Punziano & Delli Paoli 2022). Neither quantitative nor qualitative 

methods alone are sufficient to capture and detail all the essential components of pregnancy yoga 

and design an evidence-based pregnancy yoga programme in order to conduct a feasibility study. 

Hence, a pragmatic worldview which epistemologically supports the mixing of methods to answer 

the research question is most appropriate in addressing objectives (iii) and (iv) to combine the 

evidence-base, design and evaluate a feasibility study of a manualised pregnancy yoga programme. 

 Axiology 

 

Axiology relates to how we conceptualise our role as ethical and moral actors within research 

(Denzin & Lincoln 2017). Essentially it invites the researcher to ponder the question what do you 

value in the research. Tashakkori & Teddlie (2010) suggest that the pragmatist will decide what they 

want to study based on what is important to their own personal value system. This description of 

how the researcher examines a topic using a method/methods congruent with their value system, 

is consistent with how this research evolved. It stemmed from a personal interest in how pregnancy 

yoga programmes are delivered based on experience of both delivering and participating in them 

during both my pregnancies. It also evolved from a desire to explore the variation across pregnancy 

yoga programmes to better understand what might be optimal for better pregnancy, birth and 

postpartum outcomes. This led to the research question ‘in healthy pregnant women, is pregnancy 
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yoga a feasible and acceptable intervention to reduce stress, anxiety and fear of childbirth?’ Both 

biased and unbiased perspectives are acknowledged including recognising my personal experience 

as a pregnant woman, mother, yoga teacher and healthcare provider. These experiences facilitated 

a level of knowledge and understanding of pregnancy, motherhood and pregnancy yoga. However 

great care was taken not to allow my personal experiences influence data collection and analysis.  

 Methodology 

 

In research terms Crotty (1998) describes methodology as the strategy, plan of action and process 

of design lying behind the choice and use of particular methods to answer a research question. As 

previously mentioned, pragmatism facilitates combining quantitative and qualitative methods and 

mixing them and their data, in order to answer the research question (Mitchell 2018). Meeting the 

research objectives of this study required the use of quantitative and qualitative methodologies, 

and an integration of both. For example, the research objectives (i) and (ii) sought to gather the 

necessary evidence to support the design of an evidence-based pregnancy yoga programme to 

meet objective (iii). This required quantitative methods to assess the pregnancy yoga evidence-

base from RCTs and quasi-experimental studies and qualitative methods to understand key 

stakeholders detailed descriptions of their pregnancy yoga experience. To meet objective (iv) 

quantitative methods were required to measure stress, anxiety and fear of childbirth using pre and 

post programme surveys, while qualitative methods, using in-depth semi-structured interviews and 

free-text feedback comments, were needed to explore and understand the participants’ experience 

of the pregnancy yoga programme.   

In the next section, the defining characteristics of mixed methods are discussed, including the 

rationale for its use in the current study. 

 Study Design – Mixed methods 
 

The mixed methods design adopted in this study addressed five steps in the development and 

feasibility/piloting phases of the UK Medical Research Council (MRC) Framework for the 

development and evaluation of complex interventions (Craig et al. 2008, Shahsavari et al. 2020). 

The five steps are: identify the evidence-base; identify or develop a theory; model processes and 

outcomes; testing procedures and estimation of recruitment and retention. MMR brings qualitative 

and quantitative data together to transcend the conclusions warranted by either approach on its 

own (Creswell & Plano Clark 2011). The three studies within this thesis are quite distinctive in their 

focus – from assessing the characteristics and effectiveness of pregnancy yoga programmes, to 
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understanding stakeholders’ views and experience of pregnancy yoga, to assessing the feasibility 

and acceptability of an evidence-based pregnancy yoga programme among healthy pregnant 

women – thus a variety of methodological approaches were required to address the specific 

research questions. Both the quantitative data from the systematic review and the qualitative data 

from the semi-structured interviews were needed to fully inform the design of the pregnancy yoga 

programme. Equally the feasibility study required collection and analysis of both quantitative and 

qualitative data to fully explore the  feasibility and acceptability of the programme.  

 

A convergent parallel, mixed methods design underpinned by the philosophy of pragmatism which 

is characterised by a responsiveness to complex research questions and settings, was deemed to 

be the most appropriate approach (Denscombe 2008, Dures et al. 2011).  According to Creswell & 

Plano Clark (2011) when using a convergent parallel design, the researcher conducts the 

quantitative and qualitative elements in the same phase of the research process, weighs 

each method equally, analyses both components independently, and interprets the results 

together. In phase (section 1.6) studies 1 and 2 were conducted simultaneously and their findings 

combined using a convergence coding matrix (O’Cathain et al. 2010) to inform the design of a 

pregnancy yoga manualised programme. For phase two, study 3 involved a feasibility study where 

both quantitative and qualitative data were collected and analysed concurrently.  In terms of the 

status of the two phases (Greene 2007), equal weight was given to the quantitative and qualitative 

phase.  

 

The development phase of the MRC Framework includes identifying the evidence-base, identifying 

or developing a theory, and modelling processes and outcomes (Shahsavari et al. 2020). This 

necessitates determining what is already known about similar interventions and the methods that 

have been used to evaluate them (O’Cathain et al. 2019). Quantitative research methods such as 

systematic reviews and meta-analyses are frequently used to achieve the aim of identifying the 

evidence base (Charrois 2015, Munn et al. 2018). These methods provide valuable insight into the 

intervention components and characteristics that have potential to be effective but do not offer 

guidance about which components are essential or how best to implement them (Yardley et al. 

2015). In order to achieve the aim of identifying or developing a theory, researchers can draw on 

existing evidence and theory or seek to conduct primary research such as focus groups or interviews 

with stakeholders that may be targeted by the intervention or involved in its use, development or 

delivery (Lakshman et al. 2014). Qualitative research with key stakeholders can provide a much 

deeper understanding of these needs (Yardley et al. 2015). For these reasons, both types of 

research methodologies were used in this study to understand fully and gather the most 
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comprehensive description of the essential components of pregnancy yoga programmes to guide 

design of an evidence-based manualised, reproducible programme. Once an intervention has been 

designed, the piloting and feasibility phase of the MRC framework involves evaluating the 

acceptability and feasibility of the intervention (Shahsavari et al. 2020). In this context, the MRC’s 

framework highlights the importance of evaluating acceptability, compliance, delivery of the 

intervention, recruitment, fidelity and retention, and qualitative and quantitative research may be 

required (Craig et al. 2013). Hence study 3, employed a combination of quantitative and qualitative 

methods to explore acceptability and feasibility fully, acknowledging the value of both methods and 

the richness of the knowledge produced  (Feilzer 2010). An overview of this research and the points 

of integration are presented in Figure 2.2. 

Study 1: Identify the evidence base       Study 2: Develop theory 

 

Integration of methods and data from Study 1 and Study 2 

 

Modelling process and outcomes 

 

Study 3: Feasibility and piloting 

 

➢ Findings of study 1 and study 2 were integrated using a convergence coding matrix 

to form a comprehensive picture of pregnancy yoga programmes 

➢ Quantitative data collection survey tool was developed based on findings of study 

1 and study 2  

Systematic review and meta-analysis of  Semi-structured interviews with key  

the characteristics and effectiveness of   stakeholders on essential components of  

pregnancy yoga  (QUAN)   pregnancy yoga (QUAL)    

➢ Pregnancy yoga manualised programme was designed based on integrated findings 

of study 1 and study 2 

➢ Feasibility study protocol was developed based on findings of study 1 and study 2 

➢ Evidence-based pregnancy yoga programme for healthy pregnant women tested 
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Integration of data from study 3 

Figure 2.2 Mixed methods research design including points of integration 

 

Each study was needed to address the overall aim which was to determine if pregnancy yoga is a 

feasible and acceptable intervention for reducing perceived stress, anxiety and fear of childbirth. 

While there has been much debate on the incompatibility of combining quantitative and qualitative 

methods using both methods to answer the research questions in this study yields greater insight 

than either method alone could (Dures et al. 2011, Christ 2013, Doyle et al. 2016, McKim 2017). 

Figure 2.3 presents a visualisation of the study design with its points of integration.  

 

Figure 2.3 Study design visualisation with points of integration 

 

 Study 1 – Identifying the evidence base 
 

➢ Pre and post programme quantitative survey data and post programme qualitative 

interview and free-text feedback comments data answered research questions 

that focused on acceptability, outcome (experience/effects), and feasibility   
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 Aims and objectives of study 1 
 

The aim of this systematic review was twofold: 

• To assess the effects of the pregnancy yoga interventions used in RCTs and quasi-

experimental studies on stress, anxiety, depression, quality of life, duration of labour, mode 

of birth and pain management in labour.   

• To identify the characteristics, frequency (how often?), intensity (how much/dose?), timing 

(how long?) and type (what type of yoga?) of pregnancy yoga interventions used in RCTs 

and quasi-experimental studies.   

The objectives were to examine the published evidence on pregnancy yoga, describe the 

characteristics of each intervention and through meta-analysis, assess the overall effects of 

pregnancy yoga.  It also critically assessed the methodological quality of the included studies to 

guide future research.   

 Approach to study 1 
 

An explicit and systematic process was used in this study to obtain all relevant published literature, 

to appraise the quality of the existing evidence on pregnancy yoga and to produce a comprehensive 

and reliable meta-analysis of the evidence.  

 Materials and methods for study 1 

2.4.3.1. Protocol 

 

This systematic review and meta-analysis were planned a priori and conducted in accordance with 

Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines, the 

PROSPERO registered (CRD42019119916) and HRBopen published protocols and the 

recommendations of the Cochrane Collaboration (Moher et al. 2009, Higgins et al. 2019, Corrigan 

et al. 2020).  

2.4.3.2. Search Strategy 

 

The following electronic databases were searched from their inception through May 2020:   

MEDLINE (EBSCO) (1946-), CINAHL (EBSCO) (1981-), PsycINFO (EBSCO) (1990-), Embase (Ovid) 

(1966-), AMED (EBSCO) (1985-), WHOLiS, Web of Science (Clarivate) (1864-), ScieLo (Clarivate)  
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(2002-) and ASSIA (Proquest) (1970-).  Indexes in MEDLINE, EMBASE and CINAHL Complete were 

reviewed to create a list of index terms and keywords. Each concept was searched individually 

compiling terms using the OR boolean operator and then the two concepts were combined using 

the AND operator. The search strategy was adapted for each database as necessary. Appendix 1 

contains search terms and the search strategy for Embase. Reference lists from included studies 

and relevant reviews were screened to ensure all relevant studies were identified. No language or 

date of study publication restrictions were included in the search. An additional search of Grey 

Literature was also run which included Proquest dissertations and theses, LENUS, RIAN, Google 

Scholar and relevant journals to the field for conference papers. Only peer-reviewed published 

studies were included.  The initial search was run on 22nd January 2019 and updated on 22nd May 

2020.  

2.4.3.3. Selection Criteria  

 

Participants 

Included studies involved both normal healthy and high-risk pregnant women of any gestation, age, 

ethnicity and country of residence. 

Intervention methods 

Studies where yoga was the primary intervention delivered to a sample of pregnant women.  

Pregnancy yoga interventions across studies included any combination of:  

• yoga postures (asanas) and/or flowing sequences of yoga postures (vinyasas) 

• breath control (pranayama) 

• cleansing techniques (kriyas)  

• meditation (dharana and/or dhyana) 

• deep relaxation (shavasana) 

No restrictions were made regarding yoga tradition, length, frequency, setting, mode of delivery or 

duration of the programme. Multimodal interventions delivering yoga in conjunction with other 

treatments for pregnant women were excluded due to the complexity of unpicking the yoga 

elements in the intervention. 

Comparison methods 

Studies with pregnant women of any gestation receiving usual care or any active treatment other 

than yoga.   
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Outcomes 

The primary outcomes of interest were stress, anxiety, depression and quality of life. Secondary 

outcomes were labour duration, pain management in labour and mode of birth. Included studies 

had to assess at least one primary or secondary outcome measured using validated self-report or 

clinician-rated questionnaires, measures or scales or by clinical diagnosis or medical chart review.    

Study design 

Any primary study that investigated a pregnancy yoga intervention within a randomised control 

trial (RCT) or quasi-experimental study with a control before and after design was considered for 

inclusion.  Case-control studies, crossover trials and cross-sectional studies were excluded. 

The study inclusion/exclusion criteria are illustrated in Figure 2.4.  

  

Figure 2.4 Population Intervention Comparison Outcome Study Design (PICOS) Strategy 

2.4.3.4. Information retrieval and data extraction  

 

Literature search results were exported to EndNote X9 and duplicate records deleted using the 

‘remove duplicates’ function and by manually screening citations for accuracy (Clarivate Analytics 

2018). Titles and abstracts of identified citations were imported to Covidence, a web-based 
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software platform designed to support citation screening and collaboration among multiple authors 

(Veritas Health Innovation 2014).    

 

Author pairs comprising members of the supervisory team independently screened abstracts and 

the full text of potentially eligible studies to determine inclusion/exclusion with third-party 

arbitration available if needed. Reasons for excluding studies at full text review were recorded.  The 

Preferred Reporting Items for Systematic Review and Meta-Analysis (PRISMA) flow diagram was 

used to show the overall process of study selection and summarise the inclusion and exclusion of 

studies at each stage of the review (Page et al. 2021).   

 

A standardised data extraction tool (Appendix 2) was developed specifically for this review based 

on recommendations provided in the Cochrane Handbook of Systematic Reviews of Interventions 

(Higgins et al. 2019). Author pairs independently extracted data on study design and methods, 

sociodemographic characteristics, inclusion and exclusion criteria, study setting, details of 

experimental intervention and comparison intervention, duration of follow-up and outcomes 

studied, and extent of effectiveness. Discrepancies were discussed with another review author until 

consensus was reached. If necessary, authors of included studies were contacted via email at 

fortnightly intervals, up to three times, to provide further details.  Data were entered into the 

RevMan5.3 software and checked for accuracy (The Nordic Cochrane Centre 2014).  

2.4.3.5. Quality Assessment and assessment of confidence in the review findings 

 

The Cochrane Collaboration’s tool for assessing risk of bias was used to evaluate the quality of the 

studies (Higgins et al. 2020). Risk of bias assessment was undertaken by author pairs independently. 

Discrepancies were resolved by discussion with a fourth reviewer, if required.  Where reported 

information was unclear or where data were missing three attempts were made to contact the 

primary authors for clarification.  

 

Quality of the evidence was evaluated using the Grades of Recommendation, Assessment, 

Development and Evaluation (GRADE) approach (Schunemann et al. 2013).    GRADEpro GDT 

software was used to import data from Review Manager Software and create the ‘Summary of 

findings’ table (The Nordic Cochrane Centre 2014, Evidence Prime Inc. 2015). Two review authors 

graded the quality of the evidence for each outcome. Lack of double blinding alone was not 

downgraded due to difficulties of blinding participants and yoga instructors. Downgrading was 

based on risk of bias only if a lack of blinding was accompanied by additional high-risk of bias (e.g., 
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selection bias and incomplete outcome reporting). It should be noted that the GRADE tool was 

developed for use in RCTs where double blinding was possible.  

 

A summary of intervention effects and a measure of quality according to the GRADE approach was 

determined for the following seven outcomes of interest: 

• Maternal stress 

• Maternal anxiety 

• Maternal depression 

• Maternal quality of life 

• Duration of labour  

• Pain management 

• Mode of birth  

Results from included studies are presented as odds ratios (OR) with 95% confidence intervals (CI) 

for dichotomous outcomes. The mean difference (MD) was used for continuous data where 

outcomes were measured in the same way between trials. Where trials measured the same 

outcome using different methods the standardised mean difference (SMD) was used. The outcome 

measures from the individual trials were combined through meta-analysis where possible (clinical 

comparability of populations, interventions, outcomes and time of assessment between trials) 

using a random-effects model. A random-effects model offers the most conservative estimate of 

effect when between-study variations exist as identified in the Cochrane Handbook for Systematic 

Reviews of Interventions (Higgins et al. 2020). Data from studies that were too dissimilar to combine 

in a meta-analysis were described narratively in the text. Statistical heterogeneity was assessed in 

each meta-analysis using the T2, I2 and chi square statistics (Higgins et al. 2020).   

 

Subgroup analysis applying the FITT principle of exercise prescription to stratify results by 

frequency, intensity, time/duration and type, was conducted where appropriate. Any statistically 

significant subgroup effect was reported using the p-value from the test for subgroup differences. 

The I2 statistic was used to measure the magnitude of heterogeneity in each sub-group and 

categorised according to the Cochrane Handbook for Systematic Reviews of Interventions: 

• “heterogeneity might not be important” (I2 value 0% – 40%) 

• “moderate heterogeneity” (I2 value 30%–60%) 

• “substantial heterogeneity” (I2 value 50%–90%) 

• “considerable heterogeneity” (I2 value 75%–100%) (Higgins et al. 2020) 
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Sensitivity analysis to compare including and excluding RCTs at high-risk of bias was conducted 

for stress (perceived), depression, duration of labour and mode of birth based on identification 

of studies with notably higher risk of bias.    

 Study 2 – Developing theory 
 

 Aims and objectives of study 2 
 

The aim of study 2 was to address the second step in the development phase of the MRC framework 

by conducting primary research to support the design and development of the pregnancy yoga 

programme through semi-structured interviews with maternity care providers, yoga teachers and 

pregnant women/mothers. This qualitative phase addressed the following objective of the study: 

(i) To explore pregnant women’s and mothers’, maternity care providers’ and yoga teachers’ 

experience of pregnancy yoga programmes and their understanding of the essential 

components of pregnancy yoga programmes. 

 

 Approach to study 2 

 

A qualitative research design exploring the experiences of key stakeholders was employed with a 

view to identifying the components of pregnancy yoga programmes that would support 

intervention development. Qualitative methodologies are necessary in understanding and 

developing novel complex health interventions as they provide insights from the experiences of 

people who will benefit from the intervention and/or from those who will deliver it (Duggleby & 

Williams 2015, Wigginton et al. 2019). Song et al. (2010) recommend that diverse qualitative 

methodological approaches should be used when developing complex interventions. A qualitative 

descriptive design was selected as the most appropriate approach to this study because of the 

comprehensive yet flexible guidelines for use, acknowledgement of the impact of context, and the 

fit with the philosophical approach of pragmatism guiding this mixed methods study (Bradshaw et 

al. 2017, Kim et al. 2017).  

 Methods for study 2 

2.5.3.1. Study design  
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Semi-structured, one-to-one and focus group interviews were planned with maternity care 

providers, yoga teachers and pregnant women/mothers. Due to COVID-19 restrictions regarding 

physical distancing, only one-to-one interviews were conducted. The aim was to provide insight 

into the essential components of pregnancy yoga as experienced by a wide range of key 

stakeholders, those with experience of delivering pregnancy yoga programmes and those with 

experience of undertaking programmes. Different accounts of the components of pregnancy yoga 

programmes are likely to exist because for different people, at different times, and in different 

contexts, different mechanisms contribute to their worldview. Working out these variations, 

moving from the components that may be revealed in interviews, to a whole picture of the ideal 

pregnancy yoga programme is part of the work of both analysis and integration.  

2.5.3.2. Inclusion and exclusion criteria 

 

Participants were yoga teachers, maternity care providers, pregnant women and/or mothers with 

any level of knowledge or experience of pregnancy yoga. They also had to have a good command 

of the English language and be aged 18 years and over. Participants with no knowledge or 

experience of pregnancy yoga were ineligible. The full list of inclusion and exclusion criteria is 

outlined in Table 2.1. 

Table 2.1 Inclusion and exclusion criteria for study 2 

Inclusion Criteria Exclusion Criteria 

➢ Able to read, understand and speak 
English 

➢ Aged 18 years and over 
➢ Pregnant or postnatal women who 

have knowledge or experience of 
pregnancy yoga 

➢ Yoga teachers and all maternity care 
providers who have knowledge or 
experience of pregnancy yoga 

➢ Unable to read, understand and speak 
English sufficiently to give consent 

➢ Aged less than 18 years of age 
➢ No knowledge or experience of 

pregnancy yoga 
 

 

 

2.5.3.3. Sampling approach 

 

Sampling was purposive to maximise diversity. The aim of purposive sampling is to identify and 

select individuals who are especially knowledgeable about or experienced with the phenomenon 

of interest (Creswell & Plano Clark 2011). Participants were recruited to ensure variety in several 

criteria, with the aim of achieving maximum variation: 

• Experienced and novice yoga teachers with pregnancy yoga teaching experience 
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• Maternity care providers – midwives, GPs, obstetricians, physiotherapists  

• Pregnant women and mothers doing or who had engaged in pregnancy yoga in the past 

• Location: urban/rural 

 

The aim of choosing purposive sampling strategy was to understand the essential components of 

pregnancy yoga from multiple perspectives, rather than to compare the experience of specific 

subgroups. 

2.5.3.4. Recruitment 

 

Following ethical approval (section 2.9) potential participants were recruited between January and 

May 2020 using a multi-pronged approach. Yoga centres and teachers offering pregnancy yoga and 

relevant social media women’s organisations and channels were informed about the study by letter 

(Appendix 3) and invited to publicise it via the study poster (Appendix 4), which they could display 

in studio, on their website or via their social media channels. Potential participants self-selected by 

contacting the researcher directly, by text, telephone or email to discuss the study, ask questions, 

and complete a brief eligibility form (Appendix 5) to include their preference of group or one-to-

one interview as well as their name and contact details. Once eligibility for participation was 

established, the study information, including the letter of invitation (Appendix 6), participant 

information leaflet (PIL) (Appendix 7) and consent form (Appendix 8) with the researcher’s contact 

details were posted or emailed to all interested participants. The PIL explicitly stated that interview 

transcripts could be provided for verification or amendments upon request for one-to-one 

interviews only and should the participant wish to receive a copy of their transcript, they should 

choose the one-to-one interview option. It also stated that the combined, collated anonymised 

findings from the study would be made available to all participants.  Participants had a minimum of 

one week in which to consider the information before consenting to participate.  

2.5.3.5. Sample size and data saturation 

 

The issue of sampling in qualitative research and specifying a sample size in advance raises the 

contentious issue of saturation and determining when sufficient sampling has occurred (Tamminen 

& Poucher 2018). When conducting qualitative descriptive studies with interview data, Clarke & 

Braun (2016, p. 88) recommend a minimum sample of six participants as the motivation of the 

analysis is on “patterned meaning across cases rather than idiographic meaning”. Achieving data 

saturation is, however, also suggested to be a function of the interview structure and content, and 

the homogenous nature of the sample, specifically, the more similarities and consistencies shared 
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between participants, the sooner data saturation will be achieved (Guest et al. 2006). Corbin & 

Strauss (2008) maintain that while total saturation is probably never achieved, presence and depth 

of understanding about a phenomenon provide clear indicators for the researcher that sufficient 

sampling has occurred. The challenge is for the researcher to provide adequate proof that they 

have accumulated sufficient evidence and in-depth analysis of the data to address the research 

purpose. There were three participant groups for this study maternity care providers, yoga teachers 

and pregnant women/mothers.  

2.5.3.6. Fieldwork in a pandemic 

 

During this study a major global pandemic occurred due to SARS-CoV-2. This resulted in what was 

commonly referred to as COVID-19 restrictions on social contacts, opening and use of public spaces. 

A decision was made to continue to facilitate data collection as per the approved ethics application 

(Ref: COM_01_19/20) (Appendix 9) using telephone based one-to-one interviews only.  

 Data collection for study 2 

2.5.4.1. Interview procedure 

 

All interviews were conducted by the primary researcher between February and May 2020 using 

an interview guide developed based on findings from study 1, a systematic review and meta-

analysis of the characteristics and effectiveness of pregnancy yoga (Appendix 10). Questions 

focused on the key aspects of the FITT principle reported in the systematic review as well as on the 

additional knowledge gaps regarding the essential components of pregnancy yoga. The interview 

guide was reviewed by the supervisory team, and a pilot interview was conducted with a pregnancy 

yoga teacher, to determine the suitability of the interview guide and interview process. No 

amendments were deemed necessary. Data collection and analysis ran concurrently to aid decision-

making on data saturation.    

 

Interviews were digitally recorded with consent using a HOMDER HD voice recorder TF-85 with 

password protection. Open‐ended questions were used that facilitated participants’ options for 

responding supporting the collection of rich data (Creswell & Plano Clark 2011). Field notes to 

capture what happened and my thoughts and reflections were written up after each interview as 

part of a reflective diary (Appendix 11).  

 

Reflections from interview 2: 
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‘This was a delightful interview to conduct with a very passionate teacher and I felt I left the space 

feeling empowered and with a sense of purpose to transcribe the participant’s thoughts to paper.  

After this interview the following thoughts remained with me: 

• Benefit regardless of stage of pregnancy but the earlier the better 

• Pregnancy yoga can provide a natural organic support group – advice from person beside 

you in class for example 

• Women with other children at home class can be a refuge for time out from day-to-day 

responsibilities 

• Always somebody else doing the practice not just the woman but the baby 

• Pregnancy yoga should create strength and stability - it’s not about going deeper into 

postures 

• Pregnant women are often healthier than they have ever been, so they need challenge too 

• Pregnancy yoga practices can be carried into the postnatal period 

• So valuable to connect with the baby every week 

• Importance of the space that is created for the class, the environment as a facilitator 

 Data preparation and analysis for study 2 

2.5.5.1. Audio-recordings and transcripts 

 

Interview audio-recordings were transcribed verbatim within days of interview by the lead 

researcher or a GDPR compliant transcriber approved by Trinity College Dublin (TCD). The lead 

researcher transcribed 50% of the recordings and listened to and checked all transcripts for 

accuracy. Thorough data cleaning was also undertaken to remove all personal identifiers were 

pseudonymised. When the accuracy of the transcripts was confirmed, the researcher deleted the 

audio recordings and destroyed the key linking an individual’s data with the transcripts. Therefore, 

the data was pseudonymised and ready for data analysis at this point.   

2.5.5.2. Data analysis process 

 

Following transcription accuracy checks, transcripts were read again twice, once with the audio 

recording and once without to become more ‘immersed’ in the data for the next step of analysis - 

coding. Each transcript was categorised as maternity care, yoga teacher or pregnant 

woman/mother and imported into NVivo version 12 (QSR International Pty Ltd. 2020). Thematic 

analysis (TA) as described by Braun & Clarke (2013) was used to analyse the data. Consideration 
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was given to the potential use of either Qualitative Content analysis (QCA) or Interpretative 

Phenomenological analysis (IPA) instead of TA. According to (Vaismoradi et al. (2013) QCA is 

probably the analytic approach most like TA (Vaismoradi et al. 2013). While superficially there 

appears to be little separating TA and QCA Braun & Clarke 2016 cite a preference for TA’s focus on 

themes and what you’re aiming to gather from the data rather than QCA’s emphasis on content 

and suggestion that the truth lies within the data (Braun & Clarke, 2016). TA was preferable by 

supporting both analysis and a deeper interpretation of the data. Vaismoradi & Snelgrove (2019) 

believe that researchers using QCA place their emphasis on providing a simple, but in-depth report 

of commonalities and differences in the data however, in TA the researcher provides a rich and 

complex interpretation of the data. With IPA research participants are asked to describe their 

experiences as they perceive them (Smith & Shinebourne 2012). While this study sought to gain 

insight into the phenomenon of pregnancy yoga through participants’ lived experience the research 

aim was to identify patterns across the dataset rather than focus on the unique characteristics of 

each participant as recommended in IPA (Smith & Osborn 2015). Glasgow & Chambers (2012) 

highlight the importance of rigorous qualitative analytic methods that provide for the timely 

evaluation, identification, and dissemination of critical intervention components (Glasgow & 

Chambers 2012).  TA was therefore considered an appropriate and robust method of analysis for 

this study. 

 

At its most basic, TA offers a method for identifying patterns (‘themes’) in a dataset, and for 

describing and interpreting their meaning and importance (Braun et al. 2016). An inductive (data-

driven) approach was used, whereby transcripts were read and open-coded. The process involved 

the researcher going through each interview, word for word labelling sections of narrative with a 

descriptive label known as a code. A codebook was developed and refined as interviews and 

analysis progressed and new codes were added (Appendix 12). Each code was clearly defined, and 

the final codebook was reviewed by the researcher and supervisory team to ensure clarity of the 

codes. While the data were analysed independently by the primary researcher a subset of 38% 

(n=8) of the transcripts were dual coded by members of the supervisory team. The use of NVivo 

afforded a structure to the coded narrative and aided the analysis process by displaying all the 

coded narrative for each node in a single place. During coding, similar codes were merged and 

several subthemes identified. Coding and theme development using a qualitative descriptive 

approach supported the identification and analysis of patterns within the data (Braun & Clarke 

2013). The reflective diary generated during data collection supported data analysis and memos 
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were also generated as the data were analysed within NVivo. Figure 2.5 demonstrates an overview 

of the data preparation and analysis process for this study.  

 

 

Figure 2.5 Data preparation and data analysis for study 2 

 

The TA data analysis phases and processes as described by Braun et al. (2016) involve a recursive, 

reflexive process of moving forwards and sometimes backwards through data familiarisation, 

coding, theme development, revision, naming, and writing up. Figure 2.6 displays the TA framework 

of Braun & Clarke (2006) that was employed in this study.  

Data preparation

Data collection

Transcription

Cleaning data and accuracy 
checks

Reading and re-reading of 
transcripts

Data analysis

Data-drive open 
coding/merging of codes

Category/subtheme 
development

Themes developed

Integration of findings with 
study 1
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Figure 2.6 Thematic analysis framework (Braun & Clarke 2006) 

 

Table 2.2 links the guidelines for TA with the practical application of these phases and processes by 

the researcher in NVivo.  

Table 2.2 Phases and processes of TA for study 2  

Analytical process (Braun & Clarke, 2013) NVivo 12 practical application 

Phase 1 

Familiarising yourself with the data 

Phase 1 

Transcribed data, read and re-read the data, 

noting down initial ideas 

Phase 2 

Generating initial codes 

Phase 2 

Data-driven open coding: Coded data in a 

systematic fashion across the entire data set, 

collating data relevant to each code into 

initial non-hierarchical codes with clear 

labels and definitions 

Phase 3 

Searching for themes 

Phase 3 

Categorisation of codes: Collated codes into 

potential themes, distilling, re-labelling and 

merging similar codes generated in phase 1 

and gathering all data relevant to each 

potential theme 

Phase 4 

Reviewing themes 

Phase 4 

Coding on: Re-structured themes. Reviewed 
to check if themes accurately represent the 
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coded extracts (Level 1) and the entire data 
set (Level 2) 

Phase 5 

Defining and naming themes 

Phase 5 

Data reduction: Codes from phases 2-4 were 

collated to create a final framework of 

named and clearly defined themes 

Phase 6 

Producing the report 

Phase 6 

Generating analytical memos summarising 
the content of themes and noting patterns 
across the dataset 

Phase 7 

Testing and validating to seek deeper 
meaning and evidence in the dataset to 
support findings beyond the dialogue in the 
transcript 

Phase 8 

Synthesising analytical memos. Selected rich, 

compelling extract examples and completed 

final analysis of selected extracts. Related 

analysis back to the research question to 

produce a final report of the analysis 

 

Creating memos in NVivo during the coding process ensured consistency in coding the narrative. If 

there was uncertainty about which code best fit with a narrative or whether it required a new code, 

the researcher referred to the codebook (Appendix 12). Keeping memos during data analysis was 

crucial to highlight decision-making, particularly when moving forward and backward in the 

narrative and modifying coded text. In the early stages of analysis large paragraphs of narrative 

were often allocated more than one code. The memos offered a logbook of what direction the 

narrative was taking the researcher facilitating reflection on how the coded narratives related to 

each other. A reflective diary was also kept as a record of how the researcher felt about the 

emerging subthemes and themes.  

 Rigour in study 2 

To demonstrate rigour 38% (n=8) of the transcripts were dual coded by members of the supervisory 

team. This subset included all participant categories; maternity care provider, yoga teacher and 

pregnant woman/mother. To ensure transparency, an audit trail of memos and notes in NVivo was 

maintained for transparency in the analysis and the Braun & Clarke (2013) 15-point checklist of 
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criteria for good thematic analysis was adhered to. The consolidated criteria for reporting 

qualitative research (COREQ) statement was also used to inform the findings (Tong et al. 2007). 

Excerpts from the analysis process in NVivo are available in Appendix 13 to present evidence in 

support of rigour and transparency. 

 Reflexivity in study 2 

 

Reflexivity requires openness and an acceptance that the researcher is an integral part of the 

research (Attia & Edge 2017). In this study it must be acknowledged that the primary researcher is 

a therapist, yoga teacher, mother and previously pregnant woman interviewing maternity care 

workers, yoga teachers and pregnant women/mothers. As such this prior knowledge and 

experience affords the researcher insights that outsiders may not fully appreciate. It also 

necessitates measured engagement in reflexive analysis to avoid personal biases and a potential 

subconscious desire to influence participants. Prior to the interviews the researcher made a 

conscious effort to build rapport, chatting informally about the research, the interview process, and 

her background as a clinician, yoga teacher and researcher. 

 

During this study reflexivity was pivotal to support a critical analysis of the data and the underlying 

meaning in the data rather than simply relaying what was said or implying the researchers own 

meaning.  To aid data analysis and interpretation, a combination of field notes and NVivo memos 

were employed alongside a reflexive diary. An analysis plan was developed, and the analysis was 

regularly discussed and reviewed within the supervisory team to reach a consensus toward 

interpretation of participants’ information. As acknowledged by Subramani (2019, p. 7) reflexivity 

illustrates the “inter-twined relationship among personal experiences, chosen methods, fieldwork 

sensitivity, and the moral reflection and stances of the researcher”.  

 

 Integration of findings Study 1 and Study 2 – Modelling process and 

outcomes  

 Aims and objectives of integration of findings from study 1 and study 2 

 

According to the literature, the purpose of modelling is to develop an understanding of a proposed 

intervention and its possible effects with the overall aim of maximising the chances of a successful 

trial that will both add knowledge and improve outcomes (Rowlands et al. 2005,  Sinnott et al. 

2015). Integration of findings from study 1 and study 2 aimed to maximise the chances of a 
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successful feasibility study by designing an evidence-based pregnancy yoga programme and 

developing a protocol for a feasibility study informed by this evidence.  

 Approach to integration of findings from study 1 and study 2 

 

This pregnancy yoga programme was developed due to lack of evidence and guidance in the design 

of fully reproducible yoga programmes. First, a systematic review of the characteristic and 

effectiveness of pregnancy yoga was conducted with results used to inform the design and content 

of the programme as well as the mapping of outcome measures suitable for a feasibility study. 

Concurrent semi-structured interviews with pregnant women, mothers, maternity care providers 

and yoga teachers were conducted and analysed to establish their views of the key components of 

pregnancy yoga programmes. Evidence from the qualitative interviews also informed the design 

and content of the final pregnancy yoga programme, including a pregnancy yoga manual to 

operationalise the programme. 

 

The process involved prioritising, reducing, selecting, and then refining the most prominent 

components to achieve maximum benefit, on the one hand, and the best fit with current practice 

and context on the other (Bleijenberg et al. 2018). Tables and charts captured the many potential 

components of the programme, possible outcome measures and feasibility study protocol design 

possibilities (Richards & Hallberg 2015). Key findings were integrated using a convergence coding 

matrix (Table 5.1) (O’Cathain et al. 2010) and contributed to the final pregnancy yoga programme 

(Appendix 14) and feasibility study protocol (Appendix 15).  

 

 Study 3 – Feasibility and piloting 

 Aims and objectives of study 3 

 

The aim of study 3 was to determine if an evidence-based pregnancy yoga programme was a 

feasible and acceptable practice for reducing perceived stress, anxiety and fear of childbirth in 

healthy pregnancy women. The following objectives were identified:  

➢ To identify successful recruitment strategies and assess whether pregnant women are 

willing to be recruited. 

➢ To describe socioeconomic/demographic profiles to ascertain reach. 

➢ To provide estimates of the variability in the secondary outcomes. 

➢ To investigate issues of retention and reasons for any attrition.  
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➢ To understand how the programme is implemented and received in practice by pregnant 

women.  

➢ To determine levels of engagement with and fidelity to the programme. 

➢ To identify any adverse outcomes associated with engagement in the pregnancy yoga 

programme.  

➢ To assess whether the programme is acceptable to healthy pregnant women. 

 Approach to study 3 

 

Following the MRC framework for complex interventions, a feasibility study of pregnancy yoga using 

a mixed methods design was conducted. Due to COVID-19 restrictions the pregnancy yoga 

programme was live-streamed online. Both qualitative and quantitative approaches were required 

to examine the feasibility, acceptability and outcomes of an evidence-based yoga programme 

among pregnant women related to perceived stress, anxiety and FOC. A pre and post study design 

examined if this pregnancy yoga programme contributed to reduced stress, anxiety and fear of 

childbirth. Participants’ experiences of participating in the study and their acceptance of the 

programme were explored through a qualitative approach. Online pre and post surveys 

(quantitative) and post programme one-to-one telephone interviews and free-text feedback 

questions (qualitative) were conducted.  

 Study design  

 

Quantitative and qualitative approaches were carried out with the same overarching aim, which 

was to determine the feasibility and acceptability of pregnancy yoga for reducing stress, anxiety 

and fear of childbirth among healthy pregnant women. One important aspect of MMR is when and 

how the two strands interact. The interaction may happen during interpretation, data analysis, data 

collection, or at the level of design (Creswell & Plano Clark 2011). Convergent MMR design includes 

concurrent but independent quantitative and qualitative data collection, separate quantitative and 

qualitative analyses, and mixes the two data sets at the overall interpretation stage, which was 

when main interaction between the two strands happened in this research study (Creswell & Plano 

Clark 2011). Figure 2.6 presents the convergent MMR adopted in this research study.  
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Figure 2.7 Study 3 Convergent MMR design (adapted from Creswell & Plano Clark 2011) 

 

There is a lack of information on pregnancy yoga programmes and their outcomes, including 

pregnant women’s acceptance of pregnancy yoga, recruitment rates, retention, estimates of 

variability in outcomes, reproducibility of programmes, fidelity and adverse outcomes (Riley & 

Drake 2013, Rong 2020). In line with the recommendations in the MRC complex intervention 

framework, a feasibility study was designed due to a lack of published research exploring evidence-

based pregnancy yoga programmes (Craig et al. 2013, Shahsavari et al. 2020). Feasibility of research 

is crucial for evaluating complex interventions as there may be issues around recruitment and 

retention, intervention delivery and fidelity, and potential inadvertent treatment effects (Hubbard 

et al. 2016). Feasibility studies are designed to produce a set of findings which will help determine 

whether an intervention should be recommended for future efficacy/effectiveness testing or not.  

 

Although studies have been conducted on pregnancy yoga programmes, no study has been 

conducted with a reproducible, evidence-based programme that follows the MRC complex 

intervention framework (Curtis et al. 2012, Riley & Drake 2013, Kwon et al. 2020). The information 

collected from this research study was essential to inform the design of a future large-scale RCT. 

Feasibility designs can test the fit of interventions in real-world settings and suggest measures to 

evaluate relevant outcomes (Shahsavari et al. 2020).  

 

A study protocol was registered and published on Open Science Framework (OSF) at the design 

stage, to improve reliability by showing consistency in the research aims and use of outcome 

measures and to allow potential reproduction of results (Corrigan 2020).  

 Research question 
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Is pregnancy yoga a feasible and acceptable practice to reduce stress, anxiety and fear of childbirth 

in healthy pregnant women?   

Table 2.3 PEO research question study 3 

P – Population  Healthy Pregnant Women 

E – Exposure  Pregnancy Yoga 

O – Outcomes or themes Primary: Feasibility/Acceptability/Fidelity 

Secondary: Stress/Anxiety/Fear of childbirth 

 

 Methods for study 3 
 

2.7.5.1. Eligibility criteria and sample size 

 

For the purpose of this study healthy pregnant women were those with no medical, obstetrical or 

surgical complications preventing them from engaging in physical activity based on medical or 

maternity care advice. Pregnant women with pre-existing medical conditions who had clearance to 

exercise and those with common complaints of pregnancy such as back pain, pelvic girdle pain (PGP) 

and fluid retention were not excluded. All participants were required to complete a physical activity 

readiness questionnaire (PAR-Q) for pregnancy (Appendix 24). This brief pre-exercise checklist 

supports pregnant women to determine whether they should consult a medical or maternity care 

professional before engaging in physical activity (American College of Sports Medicine et al. 2018). 

This study pre-dated the release of the more current Canadian Society for Exercise Physiologists 

(CSEP) Get Active Questionnaire for Pregnancy which should be considered in follow-up studies 

(CSEP 2021). Inclusion and exclusion criteria are detailed in Table 2.4  

Table 2.4 Eligibility criteria study 3 

Inclusion criteria Exclusion criteria 

➢ Aged 18 years and over 
➢ Able to read, write and understand 

English 
➢ Between 13-28 completed weeks’ 

pregnant, with a singleton healthy 
pregnancy 

➢ No known medical reason not to 
exercise assessed using the PAR-Q for 
pregnancy 

➢ Give informed written consent  

➢ Less than 13 weeks’ and greater than 
28 weeks’ pregnant 

➢ Multiple pregnancy, or pregnancy-
related complications 

➢ Unable to read, write and understand 
English 

➢ Under 18 years of age 
➢ Known medical reason not to 

exercise assessed using the PAR-Q for 
pregnancy 
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Since a feasibility study does not require a calculation of the sample size (Eldridge et al. 2016) the 

aim was to recruit 24 pregnant women between 13-28 weeks’ gestation and deliver two six- week 

programmes, each with 12 pregnant women. All participants were invited to engage in post-

programme feedback interviews, which were conducted until data saturation was met. Saturation 

as a conceptual guide may not provide practical guidance on deciding sample size prior to data 

collection, as the number of interviews needed to reach saturation depends on the nature of the 

research question and the target sample group (Baker & Edwards 2012). 

2.7.5.2. Recruitment 

 

The researcher aimed to recruit participants via online women’s health organisations. To advertise 

and promote the study online a range of relevant women’s health organisations in Ireland were 

sent a letter of invitation (Appendix 16). The women’s health organisations targeted were Her.ie, 

Herfamily.ie, Rollercoaster.ie, Mummypages.ie, and Everymum.ie. To enable each organisation to 

make an informed decision about advertising the study and sharing the information with their 

registered users, they were provided with all the study information including the PIL, participant 

invitation letter, consent form and a study recruitment poster digital image for use online (Appendix 

17-20) with a request for assistance in advertising and promoting the study on their various online 

platforms including webpages and social media. Information meetings via Microsoft Teams were 

offered to these organisations to answer any queries they had regarding the study and/or their 

involvement. On receiving or viewing the study information, potential participants self-selected by 

contacting the researcher directly, via phone, text or email, to discuss the study, answer their 

questions, and complete a brief eligibility form (Appendix 21). Once eligibility for participation was 

established, and to maintain confidentiality the consent form with the researcher’s contact details 

was re-shared for completion using a Qualtrics link through Microsoft Teams. Participants had a 

minimum of one week in which to consider the information before consenting to participate. The 

soft copy consent form was signed by the researcher and returned by email within Microsoft Teams 

prior to participation. A soft copy of the consent form was retained in a double-encrypted, 

password protected, restricted-access folder. Participants who returned the consent form were 

sent a Qualtrics link via Microsoft Teams to complete the PAR-Q for pregnancy to confirm medical 

clearance to exercise. Once this was returned access was given to the pre and post programme 

surveys as well as a schedule of dates and times for participation. Participants were recruited 

between September and November 2020. Recruitment for post-programme qualitative interviews 

was by participant self-selection with all participants invited to participate.  
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2.7.5.3. Pregnancy yoga teacher training and credentials 

 

Only certified pregnancy yoga teachers with a minimum of two years teaching experience were 

considered qualified to teach the programme. The researcher, a certified pregnancy yoga teacher 

was able to identify potential teachers and contact them directly. Each teacher was required to 

engage in a 2-hour training process with the researcher to learn to deliver the programme according 

to the manual. Once the study mode of delivery changed to online due to COVID-19 restrictions it 

was vital that teachers also had experience of online delivery of yoga programmes and the 

technology necessary to support an effortless user experience.  

2.7.5.4. Outcome measures 

 

The study pre and post programme survey packs are included in appendix 22.  

Socio-demographics 

The socio-demographic questionnaire was designed purposively for the study. Baseline 

demographic data included age, marital status, education level, employment status, number of 

pregnancies, number of children, number of weeks’ gestation, previous yoga experience and 

location (county in Ireland). It took less than two minutes to complete and was administered once, 

at enrolment, and enabled the study and programme reach to be assessed.  

Primary outcomes 

Feasibility outcomes (Table 2.5) examined recruitment rates, eligibility criteria, data collection, 

attrition, resources needed to complete the study and programme, participants’ engagement with 

the programme, yoga teacher’s adherence to the pregnancy yoga programme and acceptability of 

the programme and study procedures to participants. A spreadsheet of all potential participants, 

and their attendance at each session and progression through the study was saved to TCD’s main 

server where it was restricted access, password-protected and encrypted. Any reasons for non-

attendance, when offered by participants, and/or loss to follow-up (LTFU) were documented. The 

programme budget was calculated in advance to cover the costs of funding an experienced certified 

pregnancy yoga teacher to deliver the programme online via Zoom. Participants’ experience of the 

programme was established via semi-structured post programme telephone interviews lasting 15-

25 minutes and a series of six post-programme evaluation questions and one free-text feedback 

question. Free-text comment boxes are thought to give participants an opportunity to expand on 

particular aspects of a study or programme which were important to them or had an impact on 

their overall experience (Cunningham & Wells 2017). The general free-text question was non-
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directive and there were no restrictions on the length of answers, allowing participants as much 

space as they wanted. 

Table 2.5 Feasibility outcome measures Study 3 

Outcome Evaluation 

Recruitment and eligibility • Number assessed for eligibility 

• Percentage fulfilling inclusion criteria 

• Number signed up to participate  

• Ambiguities regarding eligibility 
criteria 

• Numbers who participated 

• Reasons for ineligibility 

• Reasons for non-participation 

Data collection • Percentage completing assessments 

• Numbers of missing items 

Attrition • Rates of study drop out 

• Baseline characteristics of participants 
lost to follow-up and those remaining 

Resources needed to complete the study and 
the programme 

Length of time required for: 

• Participants to complete the 
programme 

• Participants to complete surveys and 
interviews 

• Yoga teacher to deliver the 
programme 

• Primary researcher to administer the 
study 

Finances required for: 

• Yoga teacher fees 

• Pregnancy yoga manual production 

• Technological supports to deliver the 
programme 

Participants’ engagement with the 
programme 

• Number of attended yoga sessions 

Yoga teacher’s adherence to the programme • Fidelity measurement of at least 50% 
of the pregnancy yoga sessions 
delivered by an experienced 
pregnancy yoga teacher 

Participants’ acceptability of the programme 
and data collection 

• Reasons for non-attendance and 
withdrawal from the study and 
programme 

• Experiences of engaging with the 
study and the yoga programme and of 
completing the surveys and interviews 
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Secondary outcomes 
 

The secondary outcomes were perceived stress, anxiety and fear of childbirth. Perceived stress was 

measured before and after participation in the programme using the Perceived Stress Scale (PSS-

10). This is a 10-item scale, and each item has five possible responses measuring the frequency of 

perceived stress over the last month. It has high reliability in pregnant populations with acceptable 

psychometric properties that are superior to those of the PSS-14. Therefore, it is recommended 

that the PSS-10 be used to measure perceived stress, both in practice and research (Lee 2012). 

 

Anxiety was measured before and after participation in the programme using the State Trait and 

Anxiety Inventory (STAI). The Spielberger STAI is a commonly used instrument designed to measure 

two different types of anxiety: state anxiety (STAI-S), a transitory emotional response to a specific 

situation accompanied by feeling tension and apprehension, and trait anxiety (STAI-T) which is a 

relatively stable disposition to perceive a wide range of situations as threatening (Spielberger et al. 

1983). Accordingly, STAI consists of two 20-item scales, with each item scored on a 4-point Likert 

scale ranging from 1 to 4. The total score ranges from 20 to 80 for each scale, where a higher score 

indicates higher anxiety (Spielberger et al. 1983). In an investigation of the reliability generalisation 

of the STAI, the two scales demonstrated excellent internal consistency (averages αs >0.89) (Barnes 

et al. 2002). The STAI, a widely used measure of general anxiety, has also been commonly used in 

research on pregnancy anxiety (Brunton et al. 2015).  

 

Fear of childbirth was measured before and after participation in the programme using the Wijma 

Delivery Expectancy Questionnaire (WDEQ) (Wijma et al. 1998). This questionnaire has been 

validated in both multiparous and nulliparous women. It asks participants how they think they will 

feel during labour using a number of adjectives on a scale of 1 to 6 with 1 being ‘Extremely’ and 6 

being ‘Not at all’. Higher scores indicate greater fear of labour and birth. Eleven items are reverse 

scored. Alpha coefficients for internal consistency are high in both the original validation study and 

within a subsequent study with 423 British pregnant women (0.89 and >0.91 respectively) (Wijma 

et al. 1998, Johnson & Slade 2002). It is by far the most frequently reported measure of fear of 

childbirth in the literature (Söderquist et al. 2004, Fenwick et al. 2009, Rouhe et al. 2009, Newham 

et al. 2014). Similar to a UK based study by Newham et al. (2014) a revised version of the 

questionnaire removing some of the more emotive questions was deemed most appropriate for a 

normal healthy pregnant population. This 25-item scale and standard score cut-offs were modelled 

on this study by (Newham et al. 2014). The survey packs were administered using Qualtrics and all 

questions, before and after, took approximately 10-15 minutes to complete.   
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2.7.5.5. Post programme interview process 

 

All participants were invited to take part in brief 15-minute semi-structured post programme 

telephone interviews to give feedback on the study process and their experience of the pregnancy 

yoga programme. This invitation was sent alongside the post-programme survey pack using the 

Qualtrics link, and one email reminder was sent one-week post programme. Participation was 

voluntary and no further follow-up was made. Interviews were conducted by phone and audio 

recorded for transcription.    

2.7.5.6. Fidelity tool 

 

A pregnancy yoga programme coding guideline and fidelity tool, consisting of three checklists one 

each for sessions 1, 3 and 6, was developed (Appendix 23). These checklists detail the programme 

actions that should have been delivered in each session. They were divided into content received 

and components delivered. Some activities happened in every session; others were unique to one 

session only (these were clearly marked in the guideline). The importance of fidelity to the 

programme was emphasised to the pregnancy yoga teacher delivering the programme. The 

importance of assessing intervention fidelity has been emphasised in the UK Medical Research 

Council Guidance for conducting process evaluations of complex interventions (Craig et al. 2008). 

Despite its importance, intervention fidelity is still poorly addressed and there is a lack of clear 

guidelines about what the optimal level of adherence should be (Borelli 2011). Lack of intervention 

fidelity measurement has been highlighted as a deficit in previous pregnancy yoga trials (Curtis et 

al. 2012, Riley & Drake 2013, Gong et al. 2015, Ng et al. 2019, Rong et al. 2020). In a study by Healy 

et al. (2018) a priori minimally acceptable quality marks for delivery of women’s antenatal classes 

were established as follows:  

• High quality an average quality mark of at least 80% 

• Moderate quality an average quality mark of 65–79% 

• Low quality an average quality mark of 50–64%.  

The quality mark for this intervention adopted these benchmarks. Based on two previous 

pregnancy yoga studies that measured fidelity one using >20 % and the other 50% of pregnancy 

yoga classes delivered it was decided to measure fidelity in 50% of the pregnancy yoga classes 

delivered (Davis et al. 2015; Uebelacker et al. 2016).   
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 Data collection for study 3 

 

Figure 2.7 provides the flow chart detailing the process of data collection procedures for the 

research study. 

 

 

 

 

 

 

 

 

 

 

 

Figure 2.8 Data collection flowchart study 3 

Participants were invited to take part in a six-week evidence-based pregnancy yoga group 

programme delivered online by an experienced certified pregnancy yoga teacher recruited 

specifically to deliver the programme. Each session lasted one hour, and the programme manual is 

included in Appendix 14. The pregnancy yoga teacher recorded attendance at each session. A 

predesigned fidelity tool (Appendix 23) was used in 50% of the sessions by the researcher a qualified 

pregnancy yoga teacher to evaluate fidelity to the programme manual based on saved double-

encrypted recordings of live-streamed pregnancy yoga sessions 1, 3 and 6 which were permanently 

deleted when the study ended.   

 Data analysis for study 3 

 

As planned in this convergent MMR study, quantitative and qualitative data were analysed 

separately. Data analysis was descriptive and addressed the outcomes relating to the feasibility of 

the pregnancy yoga programme and study procedures. 

Baseline (T1) – Pre-programme 

survey pack 

Weekly session reminder email and 

zoom link 

6 weeks (T2) – Post-programme 

survey pack and interview invitation 

6-8 weeks – Post-programme semi-

structured interview 

 

6-week live-streamed 

online pregnancy yoga 

programme 
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2.7.7.1. Quantitative analysis 

 

An adapted CONSORT diagram for pilot and feasibility studies was used to demonstrate participant 

flow (Eldridge et al. 2016). Numbers of participants identified by advertisements, numbers 

expressing initial interest, consented, assessed for eligibility, eligible and included are reported. 

Exact 95% CIs have been calculated for the percentages of:  

• participants assessed for eligibility of the total number 

• participants meeting eligibility criteria of the total number  

• participants enrolled in the study of the total number expressing interest 

 

Reasons for ineligibility, ambiguities regarding eligibility criteria and reasons for non-participation 

were collected at each stage. Follow-up rates and numbers of missing items relating to outcome 

measures were calculated with 95% CIs. In addition, means and SDs for time taken to complete 

questionnaires and interviews were reported. Outcome measures at baseline and post-programme 

follow-up are reported using descriptive statistics, including the means and SDs or medians and 

IQRs and change scores. Attrition proportions (both programme and study dropout) are reported 

with 95% CIs. Means, SDs and frequencies of participant attendance at the scheduled yoga sessions 

are reported.  

 

Means and SDs for the length of time taken for participants to complete the baseline and post-

programme follow-up surveys are reported. In addition, means and SDs are reported for the length 

of time the yoga teacher spent delivering the programme and for yoga teacher training. These data 

have been used to assess the feasibility of the programme and study procedures. Potential types 

and numbers of measures undertaken to assure participant safety, and types and numbers of 

unforeseen adverse events or safety issues are also reported. 

The variance across factors such as number of classes attended, gestational age, maternal age, 

marital status, employment status, level of education, number of children and number of 

pregnancies are included in the analysis. Data were analysed using IBM SPSS for windows version 

27.0 (IBM Corp 2020).  

2.7.7.2. Qualitative analysis 

 

Qualitative interview data was transcribed verbatim, read and reread and inductive TA undertaken 

using the framework of Braun and Clarke as previously described for study 2 in section 2.5.5 (Braun 

& Clarke 2006). This approach facilitated an exploration of the participants’ experiences of both the 
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programme and the study procedures. Two researchers double coded 30% (n=3) of the transcripts 

to ensure rigour, transparency, and reliability. Analysis of data was supported by the use of NVivo 

software version 12 which was used to show inter-rater reliability (QSR International Pty Ltd. 2020).  

 

To explore what contribution the free-text feedback comments could make to the study overall, a 

preliminary analysis that involved reading all responses was conducted with a view to determining 

an appropriate method of analysis. A decision was made to conduct TA of the feedback comments 

for three reasons: (1) the comments offered valuable additional insights related to acceptability; 

(2) a large number of participants (n=33) chose to and took the time to write comments; and (3) 

ignoring these data seems unethical and taking feedback comments seriously may help to reduce 

power differences between researcher and participant (O’Cathain & Thomas 2004).  

 Feasibility framework for interpretation of findings study 3  

 

The Medical Research Council advises that interventions should be tested thoroughly for feasibility 

before starting larger trials (Shahsavari et al. 2020). In terms of assessing feasibility in this study 

Bowen’s feasibility framework was considered appropriate (Bowen et al. 2009). The eight areas of 

feasibility (Bowen et al. 2009) recommend researchers consider in designing a study are: 

acceptability, demand, implementation, practicality, adaptation, integration, expansion, and 

limited efficacy. Each area can be used to determine whether an intervention can work, does work, 

or will work. This study applied this framework across four areas of feasibility identified by Bowen 

et al. (2009): acceptability, demand, implementation and limited efficacy. The remaining four areas 

were outside the parameters of this research and should be explored in the future. Table 2.6 

displays how study findings are presented across these four aspects of Bowen’s feasibility 

framework (Bowen et al. 2009).   

Table 2.6 Bowen’s feasibility framework Study 3 

Area of focus Feasibility study asks Outcomes of interest 

Acceptability To what extent is pregnancy 
yoga judged as suitable, 
rewarding and appealing to 
programme recipients? 

• Satisfaction 

• Perceived 
appropriateness 

Demand How much demand is there 
for pregnancy yoga and what 
are participants’ 
characteristics? 

• Actual use 

• Expressed interest or 
intention to use 

• Perceived demand 
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Implementation To what extent can 
pregnancy yoga be 
successfully delivered to 
intended participants online? 

• Degree of execution 

• Success or failure of 
execution 

• Amount of resources 
needed to implement 

• Factors affecting 
implementation ease 
or difficulty 

• Efficiency, speed, or 
quality of 
implementation 

Limited efficacy Does the pregnancy yoga 
programme show promise of 
being successful with the 
intended population? 

• Intended effects of 
the programme on 
key intermediate 
variables 

 

This framework was favoured as it guides design, evaluation, and interpretation and prioritises 

interventions which are deemed feasible and likely to be efficacious (Bowen et al. 2009). 

 Interpreting and reporting mixed methods results for study 3 

 

Quantitative and qualitative data were collected and analysed separately and concurrently, until 

the interpretation stage. Interpretation of quantitative and qualitative results used a convergence 

coding matrix and side-by-side comparison in a joint display table. The overall feasibility of this 

research study was reported in terms of limited outcome testing, acceptability and demand for the 

intervention, and the feasibility of the study design, four aspects which follow Bowen’s feasibility 

framework (Bowen et al. 2009). The following questions were also explored: to what extent do the 

quantitative and qualitative results converge; are the qualitative findings related to the quantitative 

results; to what extent do the qualitative findings enhance the understanding of the experimental 

outcomes and in what ways do the qualitative themes and the quantitative results converge and 

diverge. These will be presented in detail in Chapter 5.  

 Quality in mixed methods research 

 

The concept of quality in MMR is an incipient field with multiple quality criteria tools espoused in 

the literature (O’Cathain 2010, Curry & Nunez-Smith 2015). Bryman et al. (2008) recommend using 

a combination of traditional quality criteria for the quantitative component such as validity, 

reliability, and generalisability, and alternative quality criteria for the qualitative component such 

as credibility, transferability, dependability and conformability to assess the quality of mixed 

methods. All MMR should involve more than a mere assessment of individual quantitative or 
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qualitative components instead considering the strengths of the integration of both methods to 

bring added value to the research design (Creswell & Creswell 2018). To assist with judging the 

quality of mixed methods studies, O’Cathain et al. (2008) proposed guidelines on Good Reporting 

of a Mixed Methods Study (GRAMMS). Since the GRAMMS guidelines reflect important questions 

to be asked when assessing the quality of Mixed Methods studies, these guidelines were used in 

the present study to guide continuous quality assessment during the different phases of the study 

and to ensure adequate reporting. Table 2.7 gives an overview of the GRAMMS guidelines and 

where the different items are addressed in this thesis. 

Table 2.7 Good Reporting of a Mixed Methods Study (GRAMMS) guidelines (O’Cathain et al. 
2008) 

Guideline Section  

1. Describe the justification for using a mixed methods approach 
to the research question 

2.3 

2. Describe the design in terms of the purpose, priority and 
sequence of methods 

2.3 

3. Describe each method in terms of sampling, data collection 
and analysis 

2.4-2.6 and 2.7-2.8 

4. Describe where integration has occurred, how it has occurred 
and who has participated in it 

2.6, 2.7.11 and 2.7.12 

5. Describe any limitation of one method associated with the 
present of the other method 

2.3 

6. Describe any insights gained from mixing or integrating 
methods 

Chapter 6 Discussion and 
integration of findings 

 

 Ethical Considerations 
 

 Ethical approval study 2 
 

This study was conducted in line with the Singapore Statement on Research Integrity (World 

Conference on Research Integrity, 2010) and the "The European Code of Conduct for Research 

Integrity"  (ALLEA - All European Academies 2017). It also adhered to principles outlined in the 

Declaration of Helsinki for research involving humans (World Medical Association 2013). Ethical 

approval for study 2 was granted by the TCD School of Nursing and Midwifery Research Ethics 

Committee on 26th November 2019 (Ref: COM_01_19/20) (Appendix 9) 

 Ethical approval study 3 
 

The study was approved by the Trinity Faculty for Health Sciences Research Ethics Committee (Ref: 

2020603) (Appendix 26) in July 2020 and was conducted in accordance with the Helsinki 
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Declaration, ensuring the welfare and rights of all participants (World Medical Association 2013). 

An amendment to move the study online and increase the number of study participants from 24 to 

48, due to the level of interest and demand, was approved in September 2020.  

 Informed consent study 2 
 

Informed consent was obtained verbally and in writing before interviews were conducted. 

Participants were given a copy of the signed consent form, and the information sheet, for their 

records (detailed in section 2.5.3.4).  

 Informed consent study 3 
 

Written informed consent was obtained from all pregnant women recruited to the study. 

Participants were given a copy of the signed consent form, and the information sheet, for their 

records (detailed in section 2.7.5.2).  

 Personal information and data storage – General Data Protection 
Regulation (GDPR) (2018) Study 2 

 

The PIL (Appendix 7) explicitly stated what personal data would be collected and how this would be 

anonymised.  It also advised that for confidentiality reasons transcripts could be provided for 

verification or amendments upon request for one-to-one interviews only. Due to COVID-19 

restrictions on social contacts as previously mentioned focus group interviews were not feasible 

and all interviews were one-to-one.   

Interviews were audio-recorded to enable transcription and analysis. In total 50% of transcription 

was conducted by a professional transcription company used by the university who are obliged to 

abide by data confidentiality agreements. Transcripts were assigned a study ID number to maintain 

anonymity, and any information linking participants to the data was removed from transcripts and 

pseudonyms inserted. A password-protected file stored separately from the interview transcripts 

contains the 21 participants’ study ID number, the participants’ names and contact details to ensure 

that interview transcripts are identifiable only to the research team and can made available to the 

interviewee on request. Data were stored securely, and separately from the identification code key, 

on TCD’s OneDrive, a file-hosting service and synchronisation service operated by Microsoft as part 

of its web version of Office.  
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Hard copies of consent forms were stored in a separate locked filing cabinet in the School of Health 

Policy and Management, TCD. When the accuracy of the transcripts was confirmed, the researcher 

deleted the audio recordings and destroyed the key linking an individual’s data with the transcripts. 

Therefore, the data were anonymised at this point. Anonymisation took place one month after the 

interview or confirmation of the transcript where requested.    

 

An excel spreadsheet to log all access and changes to personal data collected and by whom was 

saved to TCD’s main server where it was restricted access, password-protected and encrypted.  

Only the primary research had access to this.  All those involved in the research completed the 

GDPR and Health Research Training provided through TCD in 2018. Data were stored and managed 

according to the General Data Protection Regulation (GDPR) Act, May 2018. The combined, collated 

anonymised findings from the study were made available to all participants.   

 Personal information and data storage – General Data Protection 
Regulation (GDPR) (2018) Study 3 

 

The PIL (Appendix 17) stated explicitly what personal data were being collected, how these would 

be pseudonymised and how each participant’s personal identity would be protected.  It also stated 

that participation was voluntary and withdrawal from the study without reason was possible at any 

time until data anonymisation by contacting the researcher directly.  When participants signed the 

consent form, they were assigned a study ID code number that was linked to all their questionnaires 

and final audio-recorded transcript.  Electronic records were saved to TCD’s main server where they 

were password-protected and encrypted with restricted access. The combined aggregated 

anonymised findings from the study will be made available to all participants.    

 

Confidentiality was guaranteed and informed consent was collected to ensure participants were 

aware of the conditions of study participation. Data were stored and managed according to the 

General Data Protection Regulation (GDPR) Act, May 2018. 

 Data retention study 2 
 

In accordance with the General Data Protection Regulation (GDPR) Act, May 2018, transcripts of 

the data collected in Phase 1 of the study will be retained for seven years and then destroyed in 

accordance with the ethical approval. The audio recordings were deleted from the recording device 

after transferring them to a secure hard drive.   
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 Data retention study 3 
 

Study survey data and transcripts of the data collected in Phase 2 of the study will be retained and 

associated audio recordings deleted as described in section 2.9.7.  

 Time commitment study 2 
 

Completing qualitative Interviews involved a time commitment from participants. Interviews lasted 

between 30-60 minutes (average 41 minutes) and were held by telephone (n=12), face-to-face in a 

bookable space at Trinity College Dublin (n=6) and face-to-face at the participants home (n=3). 

The anticipated length of the interviews and time commitment when taking part in the study were 

clearly communicated within the PIL (Appendix 7) and during the eligibility telephone conversation. 

This was also outlined in the cover letter (Appendix 6) sent to all participants and the study poster 

(Appendix 4). 

 Time commitment study 3 
 

The pre and post programme surveys required a time commitment of 10-15 minutes from 

participants to read and complete each survey. Post programme interviews were voluntary and 

sought a time commitment of 10-15 minutes from participants. Each pregnancy yoga session 

involved a time commitment of one hour and there were six sessions in total.  

The necessary time commitment when taking part in the study were clearly communicated within 

the PIL (Appendix 17) and during the eligibility telephone conversation. This was also outlined in 

the cover letter (Appendix 18) sent to all participants and the study poster (Appendix 20). 

 

 Ethical issues study 2 
 

2.9.11.1. Risks and benefits 
 

No risks or adverse outcomes were anticipated for participants taking part in this study. However, 

it was felt that pregnant and postnatal women may, in discussion about pregnancy, voice 

dissatisfaction with maternity care services or experiences. A leaflet advising them of relevant 

support services and complaint agencies was provided (Appendix 27). This included the HSE’s your 

service your say contact information. While no adverse issues were foreseen, participants were 

informed in all communications concerning the study (verbal and written) that their participation 
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in the study was completely voluntary and that they could withdraw at any stage before 

anonymising and analysing of the data. Participants were also advised that there were no direct 

benefits to them, by taking part in the study, however, the findings may help to inform the 

development of pregnancy yoga interventions in the future.  

2.9.11.2. Interview location and lone working procedure 

 

Interviewer safety was a prime consideration when planning the conduct of interviews in a suitable 

bookable space on TCD campus, where feasible, or an agreed location convenient for the 

participant.  Participants were also given the option of a telephone interview if this was more 

convenient for them.  TCD’s lone researcher’s policy was adhered to for one-to-one interviews 

conducted in person. The lone researcher visit proforma (Appendix 28) was completed and logged 

with a designated departmental colleague prior to each off site one-to-one interview to minimise 

the risk to the researcher when conducting fieldwork. Of note mid-way through data collection due 

to COVID-19 restrictions on social contacts all remaining interviews were conducted via telephone.     

 Ethical issues study 3 
 

2.9.12.1. Adverse events 

 

The potential for an adverse outcome was considered low however, the PIL (Appendix 17) clearly 

stated the following:  

• Following the yoga practice, you may feel a little stiff and have minor soreness in your legs 

for the next few days. 

• Please seek immediate advice from your GP or maternity care provider should you 

encounter any issues of concern during your participation in the study. 

 

Any adverse outcomes were to be recorded, reported and managed appropriately by the 

researcher. This process may include liaising with the participant and any medical, healthcare or 

maternity care professional required to support the participant. However, no ethical issues arose 

during the conduct of the study.  

 Conclusion 

This chapter provided an overview of the study design and details of the methodological approach 

of each study. The study aim was to determine if an evidence-based pregnancy yoga programme 
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was a feasible and acceptable practice for reducing perceived stress, anxiety and fear of childbirth 

in healthy pregnancy women. Situated within the pragmatic paradigm it employed a mixed 

methods design in two phases using a convergent parallel design. Phase 1 of the study consisted of 

study 1 a systematic review and meta-analysis of the characteristics and effectiveness of pregnancy 

yoga and study 2 consisted of qualitative interviews with key stakeholders regarding the essential 

components of pregnancy yoga to inform the design of an evidence-based pregnancy yoga 

programme. Phase 2 involved study 3 a feasibility study of this evidence-based pregnancy yoga 

programme for stress, anxiety and fear of childbirth. The use of mixed methods in this study is 

demonstrated by the influence of study 1 and study 2 in relation to the planning and design of study 

3. The aim of the three studies described in this chapter were to use the MRC framework to identify 

the relevant evidence base, develop a theory, model processes and conduct feasibility/piloting of 

pregnancy yoga as a complex intervention. The next five chapters present the quantitative analysis 

from study 1 (Chapter 3), qualitative thematic analysis on stakeholders’ views from study 2 (Chapter 

4) and programme design and quantitative and qualitative analysis of feasibility outcomes from 

study 3 (Chapter 5), discussion and integration of findings (chapter 6), and conclusion and 

recommendations (Chapter 7). 
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 STUDY 1: SYSTEMATIC REVIEW AND META-ANALYSIS OF THE 
CHARACTERISTICS AND EFFECTIVENESS OF PREGNANCY YOGA 
INTERVENTIONS 

 

 Chapter overview 
 

This chapter reports the findings of a systematic review and meta-analysis of pregnancy yoga. The 

aim and objectives of this systematic review and meta-analysis are listed in section 3.3 and the 

methods used to conduct the review are outlined in Chapter 2, section 2.4.  The systematic review 

findings (Section 3.5) and results of the meta-analysis (Section 3.6) are reported separately. The 

findings are discussed in detail in section 3.7, and their implications for the design of the pregnancy 

yoga programme for study 3 are highlighted in section 3.9. Section 3.10 concludes the chapter with 

evidence to support the rationale for the current body of research. Consideration was given to an 

overview of reviews with their associated time and resource savings however, it was felt that based 

on previous systematic reviews there was a need to conduct searches for and extract data directly 

from primary studies. While several systematic reviews to date have highlighted the positive effects 

of pregnancy yoga these studies have limitations (Curtis et al. 2012, Riley & Drake 2013, Ng et al. 

2019, Rong et al. 2020). Some did not attempt meta-analysis due to the heterogeneity of the 

pregnancy yoga interventions and none considered the characteristics of the pregnancy yoga 

interventions or application of the FITT principle of exercise prescription to the analysis. Also 

including overlapping reviews is open to bias by including the same primary study’s outcome data 

in an overview multiple times because the study was included in several systematic reviews (Smith 

et al. 2011). It is important that data from individual studies are not used more than once therefore, 

an updated systematic review with an improved search strategy and broader inclusion criteria is 

justified. 

 Introduction 
 

The success of PA interventions is said to depend on four factors: how often you exercise, how hard 

you exercise, how long you exercise, and the types of exercise you choose.  These factors make up 

the FITT principle, which stands for frequency, intensity, time, and type (American College of Sports 

Medicine et al. 2018). To define the components of pregnancy yoga interventions that may or may 

not contribute to effectiveness, this systematic review and meta-analysis incorporated all aspects 

of the FITT principle into the analysis to define the precise structure and characteristics of each 

pregnancy yoga intervention identified. Findings informed the development of an evidence-based 

pregnancy yoga intervention for use in a follow-up feasibility study.   
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 Background 

 

Pregnancy is characterised by significant physiological, social and emotional changes which can 

impact on maternal and fetal health and well-being across multiple domains (Littleton et al. 2010, 

Curtis et al. 2012). There is comprehensive evidence that anxiety, depression, and stress in 

pregnancy are risk factors for adverse maternal and fetal outcomes ranging from preterm birth and 

low birth weight to adverse neurodevelopmental outcomes in infants and children (Dunkel Schetter 

& Tanner 2012; Baibazarova et al. 2013). The well-being of the mother is therefore critical for 

optimal pregnancy and child outcomes. Pregnant women should be provided with support, tools, 

resources, and appropriate types and amounts of physical activity during pregnancy to reduce the 

risk of complications and promote optimal pregnancy and birth outcomes (Jiang et al. 2015).  

 

Yoga is a mind-body-spirit practice combining physical postures, relaxation, and breathing 

techniques (Iyengar 1979, Curtis et al. 2012). Yoga has been adapted for the pregnant body and is 

a common form of PA used by pregnant women and recommended by healthcare professionals 

(Curtis et al. 2012, Hall & Jolly 2014, Babbar et al. 2016, Mooventhan 2019). Evidence suggests that 

yoga during pregnancy is safe, feasible and acceptable to pregnant women and may be more 

beneficial than walking and standard prenatal exercises for both physical and mental health (Battle 

et al. 2015, Jiang et al. 2015, Uebelacker et al. 2016). It is also thought to provide pregnant women 

with the opportunity to foster well-being and develop a connection with their baby (Jiang et al. 

2015, Kwon et al. 2020). RCTs of pregnancy yoga report that it lowers levels of pain, stress, anxiety 

and depression (Satyapriya et al. 2009, Field et al. 2012, Satyapriya et al. 2013, Field et al. 2013, 

Deshpande et al. 2013, Martins & Pinto 2014).  

 

A systematic review of yoga for pregnant women with six studies and 689 participants concluded 

that pregnancy yoga RCTs overall, resulted in improvements in stress levels, quality of life (QoL), 

autonomic nervous system functioning and labour parameters such as comfort, pain and duration 

(Curtis et al. 2012). However, other systematic reviews have identified wide variation in pregnancy 

yoga intervention characteristics, the degree of supervision of the yoga interventions, 

measurement tools utilised and the sample population and outcomes measured, recommending 

further exploration of these factors in future trials (Riley & Drake 2013). Two recent meta-analyses, 

one with eight studies and one with seven studies demonstrated that yoga was an effective 

complementary treatment to manage prenatal depression and improve mode of birth outcomes 

but identified limitations of women commencing yoga practice at different gestational ages with 
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varied frequency, type and intensity of yoga interventions across trials  (Ng et al. 2019, Rong et al. 

2020). While the body of evidence supporting the positive impact of yoga on pregnancy and birth 

outcomes is growing there is a need to pool evidence from studies to accurately measure treatment 

effect and explore the mechanisms by which yoga contributes to reported benefits (Curtis et al. 

2012, Riley & Drake 2013). This should include analysis of the characteristics of the pregnancy yoga 

interventions in order to design programmes that can offer optimal benefit.  

 Review questions 

 

This systematic review asked three questions: 

➢ what are the characteristics of pregnancy yoga interventions using the FITT principle?  

➢ what are the effects of pregnancy yoga interventions on stress, anxiety, depression, quality 

of life, labour duration, pain management in labour and mode of birth? 

➢ what are the FITT principles that contribute optimally to effectiveness outcomes on stress, 

anxiety, depression, quality of life, labour duration, pain management in labour and mode 

of birth?   

 

The review also critically appraises the methodological quality of the studies to guide future 

research. Understanding the factors that contribute to effective pregnancy yoga interventions can 

support the development of future pregnancy yoga programmes that optimise effect, ensure safety 

of mother and baby, and highlight how to best incorporate the practice into antenatal care (Riley 

& Drake 2013).  

 Results  

     Results of the search and study selection  

 

Figure 3.1 outlines the search and selection process. The total records identified through searching 

nine electronic bibliographic databases and other sources was 679. Six hundred and twenty-four 

citations were excluded based on the title and abstract and 31 following full text review. Twenty-

four studies including 2022 pregnant women were included in the review and the sample size 

ranged from 20-335. Data from 22 studies including 1826 pregnant women were suitable for and 

included in the meta-analysis. The two studies that were not included did not have data that could 

be disaggregated for meta-analysis and they are reported narratively instead. 
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Figure 3.1 Study 1 Prisma flow diagram (Moher et al., 2009) 

 

 Study Characteristics  
 

Table 3.1 outlines the characteristics of the included studies and applies the FITT principle of 

exercise prescription across the studies. Ten of the included studies originated from India 

(Narendran et al. 2005, Satyapriya et al. 2009, Rakhshani et al. 2010, 2012, Satyapriya et al. 2013, 

Deshpande et al. 2013, Balaji & Varne 2017, Bolanthakodi et al. 2018, Bhartia et al. 2019, Munirekha 

et al. 2019), eight from the USA (Mitchell et al. 2012, Field et al. 2012, Field et al. 2013, Bershadsky 

et al. 2014, Davis et al. 2015, Babbar et al. 2016, Uebelacker et al. 2016, Gallagher et al. 2020) and 

one each from China, Indonesia, Iran, Japan, Thailand and the UK (Chuntharapat et al. 2008, 

Newham et al. 2014, Chen et al. 2017, Jahdi et al. 2017, Hayase & Shimada 2018, Yulianti et al. 

2018). Twenty of the studies were RCTs, three were non-randomised control trials and one was a 
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true-experimental post-test only control group design. Fifteen studies were conducted with normal 

healthy pregnant women (Narendran et al. 2005, Chuntharapat et al. 2008, Satyapriya et al. 2009, 

Rakhshani et al. 2010, Satyapriya et al. 2013, Bershadsky et al. 2014, Newham et al. 2014, Babbar 

et al. 2016, Chen et al. 2017, Jahdi et al. 2017, Bolanthakodi et al. 2018, Hayase & Shimada 2018, 

Yulianti et al. 2018, Bhartia et al. 2019, Munirekha et al. 2019), two with multi-factor high-risk 

pregnant women (Rakhshani et al. 2012, Deshpande et al. 2013), five with pregnant women with 

depression or symptoms of depression (Mitchell et al. 2012, Field et al. 2012, Field et al. 2013, Davis 

et al. 2015, Uebelacker et al. 2016), one with pregnant women with gestational diabetes (Balaji & 

Varne 2017) and one with high-risk pregnant women on bedrest (Gallagher et al. 2020). The 

gestational age at recruitment across studies ranged from 12-36 weeks. Control groups were 

routine antenatal care (n=12 studies), usual activity (n=2 studies), standard antenatal exercise (n=3 

studies), walking 30 minutes twice daily (n=2 studies), health education (n=2 studies) social support 

(n=1 study), mom-baby wellness workshops (n=1 study), and parenting education sessions (n=1 

study).  

 

Table 3.1 Characteristics of studies including FITT principle 
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Table 3.1 Characteristics of studies including FITT principle 

Study ID Country Study type Sample 
size 

Gestation 
(weeks) 

Intervention Control Outcome of 
interest 

Main results Frequency Intensity Timing Type 

Babbar et 
al 2016 

USA RCT 
uncomplicated 
pregnancy 

46 
(23/23) 

28-36 
weeks 

Yoga session PowerPoint 
presentation  

Mode of birth NVB 65% yoga 
and 61% 
control 

One time  One 60 
mins 

Poses, 
breathing, 
shavasana 

Balaji et al 
2017 

India RCT gestational 
diabetes 

151 
(75/76) 

24 weeks Yoga sessions Routine 
treatment 

Mode of birth NVB 84% yoga 
26% control  

Daily 3 months 
taught if 
practiced 
daily 
availability of 
91 sessions 

60 
mins 

Loosening 
exercises, 
postures, 
deep 
relaxation 
technique, 
pranayama 

Bershadsky 
et al 2014 

USA Non-
randomised 
control trial 
normal 
pregnancy 

50 
(38/12) 

12-19 
weeks 

Yoga sessions Usual activity Depression 

Physiological 
stress 

Cortisol levels 
lower post yoga 
and fewer 
depressive 
symptoms in 
yoga group 

No 
information 

No 
information 
taught 
sessions 

90 
mins 

Hatha yoga 

Bhartia et 
al 2019 

India RCT low risk 
pregnant 
women 

78 
(38/40) 

18-20 
weeks 

Yoga therapy Routine 
physical activity 

Perceived 
stress 

Mode of birth 

Perceived stress 
reduced 31.75% 
in yoga group 
and increased 
6.60% in control 
(p< 0.001). NVB 
92% yoga and 
90% control  

Tri-weekly 36 sessions – 
12 taught & 
24 self-
practice 

50 
mins 

Loosening 
exercises, 
breathing, 
postures, 
deep 
relaxation  

Bolanthako
di et al 
2018 

India RCT normal 
pregnancy 

150 
(75/75) 

30 weeks Yoga therapy Standard 
antenatal care 

Mode of birth 

Pain 
management 

More NVB in 
yoga group (p< 
0.037), duration 
of labour was 
significantly 
shorter 

(p<0.001) 
Significant 
reduction in 
intravenous 
analgesic 
in yoga group  

(p < 0.045) and 
tolerance of 

Bi-weekly for 
4 sessions 
and weekly 
for three 
sessions and 
self-practice 
tri-weekly 

7 taught 
sessions & 
availability of 
24-36 self- 
practice 
sessions 

30 
mins 

Integrated 
approach to 
yoga 
therapy 
(IAYT) 
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pain was higher 
as shown by 
NPIS (p<0.001) 
and PBOS 
scores  

(p<0.0001) 

Chen et al 
2017 

China RCT healthy 
pregnant 
women 

94 
(48/46) 

16 weeks Yoga sessions Routine 
prenatal care 

Physiological 
stress 

Prenatal yoga 
significantly 
reduced cortisol 
(p<0.001) 

Bi-weekly 40 taught 
sessions 

70 
mins 

Postures, 
deep 
breathing, 
guided 
imagery, 
deep 
relaxation 

Chuntharap
at et al 
2008 

Thailand RCT normal 
pregnancy 

74 
(37/37) 

26-28 
weeks 

Yoga sessions Routine nursing 
care 

Pain 
management 

Duration of 
labour 

No differences 
between groups 
for pethidine 
usage. Shorter 
duration of 
labour in yoga 
group 

Bi-weekly 
taught and 
tri-weekly 
self-practice 

6 taught 
sessions & 
30-36 
available self-
practice 
sessions 

60 
mins 

Education, 
postures, 
chanting 
om, breath 
awareness, 
dhyana, 
yoga nidra 

Davis et al 
2015 

USA RCT symptoms 
anxiety/depress
ion 

46 
(23/23) 

28 weeks Yoga sessions TAU Depression 

Anxiety 

Prenatal yoga 
was associated 
with reductions 
in symptoms of 
anxiety and 
depression  

Weekly   8 taught 
sessions and 
self-practice 
DVD 

75 
mins 

Ashtanga 
Vinyasa 
system of 
yoga 
modified 
for 
pregnancy 

Deshpande 
et al 2013 

India RCT high-risk 
pregnancies 

68 
(30/38) 

12 weeks Yoga therapy Standard 
antenatal 
care/prenatal 
stretching 
exercises 

Perceived 
stress 

RMANOVA 
showed a 
significant 
decrease (P= 
0.02) in the PSS 
scores of the 
yoga group 
compared to 
the control 
group 

No 
information 

16 weeks No 
inform
ation 

No 
information 

Field et al 
2012 

USA RCT depression 56 
(28/28) 

20 weeks Yoga postures Standard 
prenatal care 

Depression 

Anxiety 

Decreased 
depression 
scores (F=82.40, 
p< 0.001) and 
decreased 
anxiety scores 
(F=26.23, p< 

Bi-weekly 24 taught 
sessions 

20 
mins 

Postures  
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0.001) in the 
yoga group 

Field et al 
2013 

USA RCT depression 92 
(46/46) 

22 weeks Yoga postures Social support Depression 

Anxiety 

Physiological 
stress 

Reduced 
anxiety and 
depression in 
both groups 
with no 
significant 
group 
difference and 
reduced cortisol 
pre/post yoga 
and pre/post 
social support 

Weekly 12 taught 
sessions 

20 
mins 

Postures 

Gallagher 
et al 2020 

USA RCT high-risk 
pregnancy on 
bedrest 

79 
(48/31) 

23-31 
weeks 

Yoga sessions Standard care 
and no yoga  

Depression 

Anxiety 

Perceived 
anxiety and 
depression 
overall scores 
lower in yoga 
group than in 
control group 

(p < 0.001) 

Bi-weekly 
taught, video 
self-practice 

Average of 
7.46 (3–16) 
taught 
sessions, and 
2 (0–24) self-
practice video 
sessions 

30 
mins 

Breathing, 
visulisation, 
adapted 
yoga 
moves, 
yoga nidra 

Hayase et 
al 2018 

Japan Non-
randomised 
control trial 
uncomplicated 
pregnancy 

91 
(38/53) 

20-23 
weeks 

Yoga sessions Standard 
antenatal care 

Perceived 
stress 
Physiological 
stress 

PSS scores 
lower in yoga 
group at 20–23 
& 28-31 weeks’ 
gestation. 
Salivary α-
amylase levels 
in yoga group 
significantly 
decreased 
immediately 
after yoga 

Weekly 
taught and 
daily self- 
practice 

Average of 4 
to 19 taught 
sessions and 
all women 
practiced 
yoga for >15 
min at home, 
at least three 
times a week 
based on the 
self-report 

60 
mins 
taught 
session 
and 15 
mins 
self- 
practic
e 

Warm-up, 
breathing 
exercises, 
postures,  
meditation 

Jahdi et al 
2017 

Iran RCT normal 
pregnancy 

60 
(30/30) 

26 weeks Yoga sessions Routine 
midwifery care 

Mode of birth 

Duration of 
labour 

Pain 
management 

Duration of the 
second and 
third stages of 
labour 
significantly 
shorter in yoga 
group (p=0.04 
and 0.01 
respectively). 
Caesarean 

Tri-weekly 
taught & daily 
self-practice 

33 taught 
sessions and 
possibility of 
44 self- 
practice 
sessions 

60 
mins 

Postures, 
chanting 
om, breath 
awareness, 
yoga nidra, 
dhyana 
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section rate 
13.3% in yoga 
group 
compared to 
50% in control 
group. 
Analgesic use 
during first 
stage of labour 
showed no 
difference 
between groups 
(p=0.2) 

Mitchell et 
al 2012 

USA RCT depression 24 
(12/12) 

20 weeks Yoga postures parenting 
education 
sessions 

Depression Depressive 
symptoms 
reduced to 
subclinical 
levels in 55% of 
yoga group 
compared to 
11% of control 
group 

Bi-weekly 24 taught 
sessions 

20 
mins 

Postures 

Munirekha 
et al 2019 

India True-
experimental 
post-test 
only control 
group design - 
uncomplicated 
pregnancy 

30 
(15/15) 

24-32 
weeks 

Yoga sessions Health 
education on 
antenatal 
care and future 
lactation 

Mode of birth NVB 80% yoga 
group 
compared to 
40% control 
group 

Weekly Taught from 
24-32 weeks 
until delivery 

No 
inform
ation 

Yogasanas 

Narendran 
et al 2005 

India Non-
randomised 
control trial 
normal 
pregnancy 

335 
(169/166
) 

18-20 
weeks 

Yoga therapy  Walking 30 
mins twice daily 

Mode of birth NVB 54% yoga 
group 
compared to 
49% control 
group  

Daily Mean GA at 
delivery 38 
weeks 
allowing for 
availability of 
126 sessions 

60 
mins 

Integrated 
approach of 
yoga 
therapy 
(IAYT) 
Taught then 
self-practice 

Newham et 
al 2014 

UK RCT healthy 
pregnant 
women  

59 
(31/28) 

20-24 
weeks 

Yoga sessions TAU Anxiety 

Depression 

Physiological 
stress 

Greater 
reduction in 
both anxiety 
and depression 
in the yoga 
group.  
Significant 
decrease in 
cortisol after 

Weekly 8 taught 
sessions 

1.5hrs Hatha 
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yoga (0.15 
[0.11]μg/dL vs. 
0.13[0.10]μg/dL 
P=0.003) 

Rakhshani 
et al 2010 

India RCT normal 
pregnancy 

102 
(51/51) 

18-20 
weeks 

Integrated 
yoga 

Standard 
antenatal 
exercises 

Quality of life Between 
groups analysis 
showed 
significant 
improvements 
in the yoga 
group in the 
physical 
(P=0.001), 
psychological 
(P=0.001), 
social (P=0.003) 
environmental 
domains (P= 
0.001) of the 
WHOQOL-100 

Tri-weekly If until 
delivery 
estimated 
between 54-
66 available 
taught 
sessions 

60 
mins 

Lectures, 
breathing 
exercises, 
postures, 
meditation, 
deep 
relaxation 

Rakhshani 
et al 2012 

India RCT high-risk 
pregnancy 

68 
(30/38) 

12 weeks Integrated 
yoga 

Standard care 
plus walking for 
half an hour 
mornings and 
evenings 

Mode of birth Lower rate of 
emergency c-
section in yoga 
group 51.7% 
compared to 
57.9% in control  

Tri-weekly  28 taught 
sessions 

60 
mins 

Breathing 
exercises, 
yogic 
postures, 
meditative 
exercises 

Satyapriya 
et al 2009 

India RCT normal 
pregnancy 

90 
(45/45) 

18-20 
weeks 

Integrated 
yoga  

Standard 
prenatal 
exercise 

Perceived 
stress 

Perceived stress 
decreased by 
31.57% in the 
yoga group and 
increased by 
6.60% in the 
control group 
(P=0.001) 

Tri-weekly for 
first month 
then daily 
self- practice 

1 month 
taught then 
self- practice, 
refresher 
every 4weeks 
until 28weeks 
then 2weeks 
until 
36weeks. 16-
week 
programme 
with 
availability of 
up to 92 
sessions 

120 
mins 
taught, 
60 
mins 
self-
practic
e 

Lectures, 
breathing 
exercises, 
poses, 
meditation, 
deep 
relaxation 

Satyapriya 
et al 2013 

India RCT normal 
pregnancy 

96 
(51/45) 

18-20 
weeks 

Integrated 
yoga 

Standard 
antenatal 
exercises 

Anxiety 

Depression 

Anxiety and 
Depression 
reduced with 
improvement in 

Tri-weekly for 
first month 

16-week 
programme 
estimated up 
to 92 

120 
mins 
taught, 
60 

Lectures, 
breathing 
exercises, 
poses, deep 
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Perceived 
stress 

pregnancy 
experience in 
the yoga group 
(P < 0.001) 

then daily 
self- practice 

available 
sessions 

mins 
self-
practic
e 

relaxation, 
meditation 

Uebelacker 
et al 2016 

USA RCT depression 20 (12/8) 12-26 
weeks 

Yoga sessions Mom-baby 
wellness 
workshops 

Depression  Although both 
groups had 
reduced 
depression 
scores, yoga 
was preferred.  

Weekly 9 taught 
sessions & 
self- practice 

75 
mins 

Breathwork, 
warm-up, 
poses, 
relaxation, 
homework 

Yulianti et 
al 2018 

Indonesia RCT normal 
pregnancy 

102 
(51/51) 

22-32 
weeks 

Yoga sessions Not treated Depression 

Anxiety 

Mean level of 
anxiety and 
depression 
were lower in 
the yoga group 
at both two- 
and four-weeks 
post 
intervention 
(p<0.001) 

No 
information 

1 month No 
inform
ation 

No 
information 
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 Characteristics of pregnancy yoga interventions 
 

The frequency of the pregnancy yoga intervention ranged from a single session to daily, the session 

length ranged from 20-120 minutes and the intensity ranged from a single session to availability of 

126 practice sessions. Four studies classified the yoga intervention as yoga therapy (Narendran et 

al. 2005, Deshpande et al. 2013, Bolanthakodi et al. 2018, Bhartia et al. 2019), thirteen yoga 

sessions (Chuntharapat et al. 2008, Bershadsky et al. 2014, Newham et al. 2014, Davis et al. 2015, 

Babbar et al. 2016, Uebelacker et al. 2016, Balaji & Varne, 2017, Chen et al. 2017, Jahdi et al. 2017, 

Hayase & Shimada 2018, Yulianti et al. 2018, Munirekha et al. 2019, Gallagher et al. 2020), three 

yoga postures (Mitchell et al. 2012, Field et al. 2012, Field et al. 2013) and four integrated yoga 

therapy (Satyapriya et al. 2009, 2013, Rakhshani et al. 2010, 2012). All yoga interventions used 

physical postures. Of the 24 included studies, 21 did not define the specific style of yoga used in the 

intervention; two stated that hatha yoga (Bershadsky et al. 2014, Newham et al. 2014) was used 

and one stated that Ashtanga Vinyasa (Davis et al. 2015) was used. The interventions included 10 

studies with taught sessions only (Rakhshani et al. 2010, 2012, Mitchell et al. 2012, Field et al. 2012, 

Field et al. 2013, Bershadsky et al. 2014, Newham et al. 2014, Babbar et al. 2016, Chen et al. 2017, 

Munirekha et al. 2019), twelve with taught sessions plus self-practice using manuals or DVDs 

(Narendran et al. 2005, Chuntharapat, et al. 2008, Satyapriya et al. 2009, 2013, Davis et al. 2015, 

Uebelacker et al. 2016, Balaji & Varne 2017, Jahdi et al. 2017, Bolanthakodi et al. 2018, Hayase & 

Shimada 2018, Bhartia et al. 2019, Gallagher et al. 2020) and two studies did not provide adequate 

information on the mode of delivery of the yoga intervention (Deshpande et al. 2013, Yulianti et al. 

2018). 

 

 Risk of bias 

 

Overall, most studies were assessed as having a high-risk of bias for at least one domain with just 

one study rating low risk of bias across all domains. Figure 3.2 shows the overall risk of bias 

assessment across domains and the risk of bias in each included study. 
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Figure 3.2 Study 1 Summary of Risk of Bias and Risk of bias for individual studies 

 

Allocation: While 14 RCTs used adequate methods of random sequence generation, only eight 

adequately concealed allocation. 

 

Blinding: Only eight studies blinded outcome assessors. Twenty-three studies explicitly reported to 

not have blinded participants to treatment allocation; the remaining study did not report on 

blinding of participants and personnel. Given the difficulties of blinding behavioural interventions, 

participants and personnel were most likely not blinded to the allocated yoga intervention in this 

trial. Although blinding of participants and personnel was not possible due to the nature of the 

intervention, we assessed this as low risk of bias for six studies as all of the pre-specified outcomes 

measured in these studies were objective outcome measures and were thus minimally prone to 

performance bias. Many studies measured multiple outcomes subjective and objective so 

outcomes for these studies were not broken into categories. 

 

Incomplete outcomes data: Five studies were rated high-risk of attrition bias due to evidence of 

incomplete data, inclusion of completers only in the analysis and not reporting the results of 

subjects who changed from the control to the yoga group.  

 

Selective reporting: All 24 studies were considered low risk for reporting bias.  

 

Other potential sources of bias: Eleven studies were rated high-risk of other bias due to exclusion 

of participants from the final analysis without explanation, baseline imbalances, loss to follow-up 
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imbalances across groups, self-selection bias, self-reports of compliance lack of clarity on the 

administration of the yoga intervention and use of insensitive instruments to measure outcomes. 

The proportion of information from studies at high-risk of bias was sufficient to affect the 

interpretation of results.  

 

 Assessment of the quality of the evidence - GRADE 
 

The quality assessment for individual review outcomes informed by the GRADEpro Guideline 

Development Tool (GDT) are reported in Table 2 summary of findings for yoga versus treatment as 

usual or any other active treatment. There was low quality evidence that pregnancy yoga 

interventions could be effective for each outcome included in this review; perceived stress, 

physiological stress, anxiety, depression, duration of labour, mode of birth and quality of life.    

Table 3.2 Study 1 Summary of Findings 
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Table 3.2 Summary of Findings  

Yoga for Pregnancy 

Patient or population: Pregnant women 

Settings: Any 

Intervention: Yoga  

Comparison: Treatment as usual or any other active treatment 

Outcomes Illustrative comparative risks* (95% CI) Relative 
effect 
(95% CI) 

No of Participants 
(studies) 

Quality of the 
evidence 
(GRADE) 

Comments 

Assumed risk Corresponding risk 

 Treatment as usual or any other 
active treatment 

Yoga      

Anxiety 
STAI, HADS-A, HAM-A 
Follow-up: 2-18 weeks 

 
The mean anxiety in the intervention groups 
was 
0.82 standard deviations lower 
(1.64 to 0.02 lower) 

 
502 
(7 studies) 

⊕⊕⊝⊝ 
low1,2,3,4,5 

SMD -0.84 (-1.64 to -
0.03) 

Depression 
CES-D, HADS-D, HDRS, 
EPDS 
Follow-up: 2-18 weeks 

 
The mean depression in the intervention 
groups was 
0.53 standard deviations lower 
(1.04 to 0.02 lower) 

 
585 
(10 studies) 

⊕⊕⊝⊝ 
low1,2,3,4,5,6,7 

SMD -0.53 (-1.04 to -
0.02) 

Perceived stress 
PSS-10; PEQ 
Follow-up: 12-24 weeks 

 
The mean perceived stress in the intervention 
groups was 
1.03 standard deviations lower 
(1.55 to 0.52 lower) 

 
423 
(5 studies) 

⊕⊕⊝⊝ 
low1,2,5 

 

Physiological stress 
Salivary cortisol 
Follow-up: 4-20 weeks 

 
The mean physiological stress in the 
intervention groups was 
0.29 standard deviations lower 
(0.83 lower to 0.25 higher) 

 
220 
(3 studies) 

⊕⊝⊝⊝ 
very low1,2,3,4,5,6,8,9 

 

Total duration of labour 
Medical records 
Follow-up: 10-24 weeks 

 
The mean total duration of labour in the 
intervention groups was 
116.96 lower 
(163.36 to 70.56 lower) 

 
367 
(4 studies) 

⊕⊕⊝⊝ 
low1,2,3,8 

 

Normal vaginal birth 
Medical records 
Follow-up: 10-28 weeks 

Study population OR 2.72  
(1.26 to 5.90) 

917 
(8 studies) 

⊕⊝⊝⊝ 
very low1,2,3,5,6,10 

 

53 per 100 76 per 100 
(59 to 87) 

Moderate 

49 per 100 73 per 100 
(55 to 85) 

Quality of life 
WHOQoL100 
Follow-up: mean 16 weeks 

 
The mean quality of life in the intervention 
groups was 

 
102 
(1 study) 

⊕⊕⊝⊝ 
low1,2,8 
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1.73 higher 
(0.79 to 2.67 higher) 

*The basis for the assumed risk (e.g., the median control group risk across studies) is provided in footnotes. The corresponding risk (and its 95% confidence interval) is based on the 

assumed risk in the comparison group and the relative effect of the intervention (and its 95% CI). 

 

CI: Confidence interval; OR: Odds ratio;  

GRADE Working Group grades of evidence 

High quality: Further research is very unlikely to change our confidence in the estimate of effect.  

Moderate quality: Further research is likely to have an important impact on our confidence in the estimate of effect and may change the estimate. 

Low quality: Further research is very likely to have an important impact on our confidence in the estimate of effect and is likely to change the estimate. 

Very low quality: We are very uncertain about the estimate. 

1 Concerns with high-risk of bias for allocation concealment 
2 Concerns with high-risk of bias for lack of blinding of participants 
3 Concerns with high-risk of bias due to unclear evidence on blinding of outcome assessors 
4 Serious inconsistency due to large variation in effect across studies 
5 Serious inconsistency I2 value is large indicating substantial heterogeneity  
6 Concerns with high-risk of bias for random allocation 
7 Concerns with high-risk of bias due to pre-existing depression or depressive symptoms in some studies 
8 Serious imprecision based on total population size >400 
9 Serious imprecision due to wide 95% CIs 
10 Serious inconsistency due to inclusion of high risk pregnant populations 

Abbreviations: STAI – State and Trait Anxiety Scale, HADS-A – Hospital Anxiety and Depression Scale - anxiety, HAM-A – Hamilton Anxiety Rating Scale, CES-D – Centre for Epidemiological 

Studies - Depression, HADS-D – Hospital Anxiety and Depression Scale - Depression, HAM-D – Hamilton Depression Rating Scale, EPDS – Edinburgh Postnatal Depression Scale, PSS-10 – 

Perceived Stress Scale 10 item, PEQ – Pregnancy Experiences Questionnaire. 
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 Meta-analysis  
 

 Primary Outcomes 
 

3.6.1.1. Stress 

 

Five RCTs with 423 participants reported post-intervention perceived stress scores, measured by 

the Perceived Stress Scale (PSS-10) in four studies (Satyapriya et al. 2009, Deshpande et al. 2013, 

Hayase & Shimada 2018, Bhartia et al. 2019) and the Pregnancy Experiences Questionnaire (PEQ) 

in one study  (Satyapriya et al. 2013). The pooled SMD (-1.03; 95% CI: -1.55 to -0.52; p<0.0001) 

supports a statistically significant beneficial effect of pregnancy yoga interventions for perceived 

stress (Fig. 3.3). A sensitivity analysis removing a study at high-risk of bias supported these results 

and lowered heterogeneity (Tau2 = 0.14, I2 = 70%; p<0.00001) (Hayase & Shimada 2018) (Fig. 3.3). 

Three RCTs with 220 participants reported post-intervention stress levels, measured by salivary 

cortisol (Field et al. 2013, Bershadsky et al. 2014, Hayase & Shimada 2018). The pooled SMD (-0.29; 

95% CI: -0.83 to 0.25; p=0.30) demonstrated no significant effect for physiological stress.  (Fig. 3.3) 

A further two RCTs reported data on physiological stress but were not suitable for meta-analysis 

(Newham et al. 2014, Chen et al. 2017). Chen et al. (2017) looked at short-term and long-term stress 

and immunological effects of yoga in 94 healthy pregnant women. Salivary cortisol levels were 

obtained immediately before and after intervention at 16, 20, 24, 28, 32 and 36 weeks’ gestation 

for both groups. Baseline characteristics and pre-test salivary cortisol levels were similar between 

both groups. Although yoga displayed a short-term decrease in cortisol, there were no significant 

differences in long-term cortisol effects between groups. The second RCT conducted by Newham 

et al. (2014) with 29 pregnant women reported that salivary cortisol levels were significantly lower 

immediately after the yoga intervention.  

3.6.1.2. Anxiety 

 

Seven RCTs with 502 participants reported post-intervention anxiety symptom scores measured by 

the State-Trait Anxiety Inventory (STAI), Hospital Anxiety and Depression Scale – Anxiety (HADS-A) 

and Hamilton Anxiety Rating Scale (HAM-A) (Field et al. 2012, Field et al. 2013, Satyapriya et al. 

2013, Newham et al. 2014, Davis et al. 2015, Yulianti et al. 2018, Gallagher et al. 2020). The pooled 

SMD (-0.82; 95% CI: -1.64 to -0.01; p=0.05) supports a statistically significant beneficial effect of 

pregnancy yoga interventions for anxiety. (Fig. 3.3)   
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3.6.1.3. Depression 

 

Ten RCTs with 585 participants reported post-intervention depression symptom scores measured 

by Centre for Epidemiological Studies - Depression (CES-D), Hospital Anxiety and Depression Scale 

– Depression (HADS-D), Edinburgh Postnatal Depression Scale (EPDS) and Hamilton Depression 

Rating Scale (HDRS) (Mitchell et al. 2012, Field et al. 2012, Field et al. 2013, Satyapriya et al. 2013, 

Bershadsky et al. 2014, Newham et al. 2014, Davis et al. 2015, Uebelacker et al. 2016, Yulianti et al. 

2018, Gallagher et al. 2020). The pooled SMD (-0.53; 95% CI: -1.04 to -0.02; p=0.04) supports a 

statistically significant beneficial effect of pregnancy yoga interventions for depression symptoms. 

(Fig. 3.3) Sensitivity analysis performed to remove a study with high-risk of bias from the analysis 

showed no difference (Yulianti et al. 2018). 

3.6.1.4. Quality of life 

 

One RCT with 102 participants reported post-intervention quality of life scores measured by the 

World Health Organization Quality of Life Assessment Instrument (WHOQoL-100) (Rakhshani et al. 

2010). Between-group analysis showed significant improvements in the yoga group compared to 

the control in the physical (15.79 ± 2.77 (15–16.570, p=0.001), psychological (16.08 ± 2.12 (15–

16.57), p<0.001), social relationships (16.88 ± 1.91 (16.34–17.42), P=0.003) and environmental 

domains (16.25 ± 2 (15.69–16.82), P=0.001). Results were not significant for independence (15.91 

± 2.2 (15.29–16.53), P=0.065) and spiritual domains (16.02 ± 2.42 (15.34–16.70), P=0.23).  

Perceived Stress 
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Perceived Stress (Excluding Hayase et al 2018) 

 

Physiological Stress 

 

Anxiety 
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Depression 

 

Figure 3.3 Study 1 Meta-analysis of primary outcomes  

 

 Secondary outcomes 

3.6.2.1. Labour duration 

 

Four RCTs with 367 participants reported data on the duration of labour (Chuntharapat et al. 2008, 

Jahdi et al. 2017, Bolanthakodi et al. 2018, Hayase & Shimada 2018). The pooled MD calculated in 

minutes (-116.96; 95% CI: -163.36 to -70.56; p<0.00001) supports a statistically significant beneficial 

effect of pregnancy yoga interventions for shorter duration of labour by an average of almost two 

hours. (Fig. 3.4) Sensitivity analysis performed to remove a study with high-risk of bias from the 

analysis showed no difference (Hayase & Shimada 2018).  

3.6.2.2. Pain management 

 

Three RCTs with 276 participants reported data on pain management during labour (Chuntharapat 

et al. 2008, Jahdi et al. 2017, Bolanthakodi et al. 2018). Data from these studies were not suitable 

for meta-analysis. One study reported on single or multiple doses of tramadol reporting significant 

reduction in requirement of intravenous analgesic in the pregnancy yoga group (p<0.045). 

Tolerance of pain was also increased in the pregnancy yoga group as measured by the Numerical 

Pain Intensity Scale (NPIS) (p<0.001) and Pain Behavioural Observation Scale (PBOS) (p<0.0001) 

(Bolanthakodi et al. 2018). A second study found that the pregnancy yoga group demonstrated 
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significantly higher maternal comfort during labour as measured by the Visual Analogue Sensation 

of Pain Scale (VASPS) and PBOS (p<0.05) while no differences were found, between the groups, 

regarding pethidine usage (Chuntharapat et al. 2008). A further study reported that analgesic use 

during the first stage of labour showed no difference between groups (p= 0.2) (Jahdi et al. 2017).  

3.6.2.3. Mode of birth 

 

Eight studies with 917 participants reported data on the mode of birth (Narendran et al. 2005, 

Satyapriya et al. 2009, Rakhshani et al. 2012, Babbar et al. 2016, Balaji & Varne 2017, Bolanthakodi 

et al.  2018, Bhartia et al. 2019, Munirekha et al. 2019). Compared to control groups the vaginal 

birth rate was significantly higher in the pregnancy yoga groups (OR=2.72; 95% Cl: 1.26–5.90; 

p<0.00001). (Fig. 3.4) Sensitivity analysis performed to remove three studies with a focus on high-

risk pregnancies, with an implied increased risk of a caesarean birth, from the analysis maintained 

an increased likelihood of a vaginal birth in the pregnancy yoga group (OR=1.81; 95% Cl: 1.00–3.27; 

p=0.05) (Rakhshani et al. 2012, Balaji & Varne 2017, Munirekha et al. 2019) (Fig. 3.4). As expected, 

removing these studies also reduced heterogeneity (Tau2 = 0.20, I2 = 46%; P=0.05 compared to Tau2 

= 0.93, I2 = 81%; p=0.01).  

 

Duration of Labour 
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Mode of Birth (Normal Vaginal Birth) 

 

Mode of Birth (Normal Vaginal Birth) excluding high risk pregnant women 

 

Figure 3.4 Study 1 Meta-analysis of secondary outcomes 

 Subgroup FITT principle analysis 

3.6.3.1. Frequency 

 

Six of the 24 included studies reported that pregnant women were assigned to a moderate-

frequency (three times weekly) yoga intervention (Satyapriya et al. 2009, 2013, Rakhshani et al. 

2010, 2012, Jahdi et al. 2017, Bhartia et al. 2019), twelve studies assigned pregnant women to a 

low-frequency (once or twice weekly) yoga intervention (Chuntharapat et al. 2008, Mitchell et al. 

2012, Field et al. 2012, Field et al. 2013, Newham et al. 2014, Davis et al. 2015, Uebelacker et al. 

2016, Chen et al. 2017, Bolanthakodi et al. 2018, Hayase & Shimada 2018, Munirekha et al. 2019, 
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Gallagher et al. 2020) and two studies assigned pregnant women to a high-frequency (daily) yoga 

intervention (Narendran et al. 2005, Balaji & Varne 2017). Three studies did not report the 

frequency of the pregnancy yoga intervention (Deshpande et al. 2013, Bershadsky et al. 2014, 

Yulianti et al. 2018) and one study offered just a single session (Babbar et al. 2016). 

 

Subgroup analysis of the frequency of the yoga intervention across outcomes could not be 

conducted for perceived stress, anxiety, depression, duration of labour, pain management or 

quality of life. This was due to the small numbers of studies in each subgroup making comparisons 

impractical. The test for subgroup differences for mode of birth suggest that there is a statistically 

significant subgroup effect for low-frequency yoga interventions of weekly or bi-weekly sessions 

(p=0.006). (Fig. 3.5) However, a smaller number of trials and participants contributed data to the 

subgroup, meaning that the analysis may not be able to accurately detect subgroup differences. 

There is low heterogeneity between the trials within the subgroup (I2=0%) suggesting the validity 

of the treatment effect estimate is reliable.  

3.6.3.2. Intensity 

 

Intensity was assessed based on taught yoga sessions as opposed to self-reported home practice. 

One study had just a single yoga session (Babbar et al. 2016), nine studies consisted of 6-12 yoga 

sessions (Chuntharapat et al. 2008, Field et al. 2013, Newham et al. 2014, Davis et al. 2015, 

Uebelacker et al. 2016, Bolanthakodi et al. 2018, Hayase & Shimada 2018, Bhartia et al. 2019, 

Gallagher et al. 2020) and eleven studies consisted of 12 sessions or more (Narendran et al. 2005, 

Satyapriya et al. 2009, 2013, Rakhshani et al. 2010, 2012, Mitchell et al. 2012, Field et al. 2012, 

Balaji & Varne 2017, Chen et al. 2017, Jahdi et al. 2017, Munirekha et al. 2019). Three studies did 

not provide adequate information for analysis of intensity (Deshpande et al. 2013, Bershadsky et 

al. 2014, Yulianti et al. 2018).  

 

Subgroup analysis looking at the intensity of the yoga interventions across outcomes was not 

possible for duration of labour, pain management or quality of life. The test for subgroup 

differences for perceived stress revealed that there is statistically significant subgroup effect for 

interventions with more than 12 sessions (p<0.00001). (Fig. 3.5) There is low heterogeneity 

between the trials within this subgroup (I2=0%) meaning the validity of the treatment effect 

estimate is reliable (Higgins et al., 2020). The small number of trials and participants, however, 

means that the analysis is not powered to accurately detect subgroup differences. The analysis for 

anxiety revealed that 6-12 sessions had a more significant impact on anxiety (p=0.02) than more 
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than 12 sessions. (Fig. 3.5) There was moderate heterogeneity between the trials within this 

subgroup (I2=48%), therefore the validity of the treatment effect estimate is uncertain. Again, the 

small number of trials and participants mean the subgroup differences lack reliability. For 

depression, the analysis demonstrated no statistically significant difference for interventions with 

6-12 sessions (p=0.09) or more than 12 sessions (p=0.24). (Fig. 3.5) An analysis of mode of birth 

showed that interventions with more than 12 sessions had a more significant positive impact on 

the rate of normal vaginal births (p=0.03). (Fig. 3.5) There was considerable heterogeneity between 

the trials within this subgroup (I2=89%) meaning the validity of the treatment effect estimate is 

unreliable.  

 

3.6.3.3. Time 

 

Five studies used short-time duration (≦ 45min) yoga sessions (Mitchell et al. 2012, Field et al. 2012, 

2013, Bolanthakodi et al. 2018, Gallagher et al. 2020), nine studies used moderate-time duration 

(>45-≦60min) yoga sessions (Narendran et al. 2005, Chuntharapat et al. 2008, Rakhshani et al. 

2010, 2012, Babbar et al. 2016, Balaji & Varne 2017, Jahdi et al. 2017, Hayase & Shimada 2018, 

Bhartia et al. 2019) and seven studies used a long-duration session time (>60min) (Satyapriya et al. 

2009, 2013, Bershadsky et al. 2014, Newham et al. 2014, Davis et al. 2015, Uebelacker et al. 2016, 

Chen et al. 2017). Three studies did not report the duration of the yoga sessions (Deshpande et al. 

2013, Yulianti et al. 2018, Munirekha et al. 2019).  

Subgroup analysis looking at the duration of the yoga intervention across outcomes could not be 

carried out for duration of labour, mode of birth, pain management and quality of life. The test for 

subgroup differences for perceived stress demonstrated that long-duration yoga interventions 

greater than 60 minutes had a greater significant positive impact (p<0.00001) than moderate-

duration yoga interventions greater than 45 minutes but less than 60 minutes. (Fig. 3.5) There was 

low heterogeneity between the trials within this subgroup (I2=0%) meaning the validity of the 

treatment effect estimate is reliable. The small number of trials and participants, however, mean 

that the analysis is not powered to accurately detect subgroup differences. The same subgroup 

analysis for anxiety revealed no significant difference between short-duration ≦45 minutes 

(p=0.59)) and long-duration >60 minutes yoga interventions on anxiety (p=0.09). (Fig. 3.5). For 

depression, subgroup analysis demonstrated no significant difference in impact on depression 

scores between short (p=0.16) and long duration yoga interventions (p=0.27). (Fig. 3.5) 
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3.6.3.4. Type 

 

Thirteen studies reported the intervention consisted of a yoga session (Chuntharapat et al. 2008, 

Bershadsky et al. 2014, Newham et al. 2014, Davis et al. 2015, Babbar et al. 2016, Uebelacker et al. 

2016, Balaji & Varne, 2017, Chen et al. 2017, Jahdi et al. 2017, Hayase & Shimada 2018, Yulianti et 

al. 2018, Munirekha et al. 2019, Gallagher et al. 2020), eight studies yoga therapy/integrated yoga 

therapy (Narendran et al. 2005, Satyapriya et al. 2009, 2013, Rakhshani et al. 2010, 2012, 

Deshpande et al. 2013, Bolanthakodi et al. 2018, Bhartia et al. 2019) and three studies yoga 

postures (Mitchell et al. 2012, Field et al. 2012, Field et al. 2013). In addition, two studies named 

the type of yoga as Hatha (Bershadsky et al. 2014, Newham et al. 2014) and one study as Ashtanga 

Vinyasa (Davis et al. 2015). Subgroup analysis of the type of the yoga intervention provided across 

outcomes was not feasible for perceived stress, duration of labour, pain management and quality 

of life. The test for subgroup differences for anxiety suggest that there is a statistically significant 

subgroup effect for yoga sessions (p=0.02) and yoga therapy (p<0.00001) compared to yoga 

postures (p=0.55). (Fig. 3.5) However, a smaller number of trials and participants contributed data 

to the therapy subgroup than to the postures and sessions subgroups, meaning that the analysis 

may not be able to accurately detect subgroup differences.  There is moderate heterogeneity 

between the trials within each of these subgroups (postures: I2=44%; sessions: I2=48%), therefore 

the validity of the treatment effect estimate for each subgroup is uncertain. The analysis for 

depression indicates a statistically significant subgroup effect for yoga therapy (p<0.00001) but not 

for yoga postures (p=0.55) and yoga sessions (p=0.25). (Fig. 3.5) However, there was only one trial 

in the therapy subgroup, meaning the analysis could not accurately detect subgroup differences. 

The test for subgroup difference for mode of birth revealed that there is a statistically significant 

subgroup effect for yoga sessions (p=0.005) but not for yoga therapy (p=0.10). (Fig. 3.5) There is 

substantial heterogeneity between the trials within the yoga sessions subgroup (I2=74%) meaning 

the validity of the treatment effect estimate is unreliable. 
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Frequency Mode of Birth 

Intensity Perceived Stress 
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Intensity Anxiety 

 

Intensity Depression 
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Intensity Mode of Birth 

 

 

Timing Perceived Stress 
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Timing Anxiety 

 

Timing Depression 
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Type Anxiety 

 

Type Depression 
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Type Mode of Birth 

 

Figure 3.5 Study 1 Meta-analysis FITT subgroup analysis 

 

 Discussion 

 

This systematic review and meta-analysis examined the published evidence on pregnancy yoga to 

explore characteristics and effectiveness of pregnancy yoga interventions. The first question it 

addressed was: what are the characteristics of pregnancy yoga interventions using the FITT 

principle? Data extracted from the 24 studies showed that the frequency of the pregnancy yoga 

interventions ranged from once off to daily, session length varied from 20-120 minutes and 

intensity ranged from a single session to availability of 126 practice sessions. Only three studies 

specifically named a type of yoga (Bershadsky et al. 2014, Newham et al. 2014, Davis et al. 2015). 

Two studies did not provide details of the yoga interventions (Deshpande et al. 2013, Yulianti et al. 

2018), three described physical postures only (Mitchell et al. 2012, Field et al. 2012, Field et al. 

2013) and the remaining 19 described a practice that included postures, breathwork, meditation 

and relaxation (Narendran et al. 2005, Chuntharapat et al. 2008, Satyapriya et al. 2009, Rakhshani 

et al. 2010, 2012, Bershadsky et al. 2014, Newham et al. 2014, Davis et al. 2015, Babbar et al. 2016, 

Uebelacker et al. 2016, Balaji & Varne 2017, Chen et al. 2017, Jahdi et al. 2017, Bolanthakodi et al. 

2018, Hayase & Shimada 2018, Yulianti et al. 2018, Bhartia et al. 2019, Munirekha et al. 2019, 
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Gallagher et al. 2020). The frequency, intensity, duration or type of yoga intervention and the 

content of the interventions varied widely. Of note 10 studies included taught sessions only 

(Rakhshani et al. 2010, 2012, Mitchell et al. 2012, Field et al. 2012, Field et al. 2013, Bershadsky et 

al. 2014, Newham et al. 2014, Babbar et al. 2016, Chen et al. 2017, Munirekha et al. 2019), 12 

taught sessions plus self-practice using manuals or DVDs (Narendran et al. 2005, Chuntharapat et 

al. 2008, Satyapriya et al. 2009, 2013, Davis et al. 2015, Uebelacker et al. 2016, Balaji & Varne 2017, 

Jahdi et al. 2017, Bolanthakodi et al. 2018, Hayase & Shimada 2018, Bhartia et al. 2019, Gallagher 

et al. 2020) and two studies did not provide adequate information on the method of delivery of the 

yoga intervention (Deshpande et al. 2013, Yulianti et al. 2018). According to Mottola & Artal (2016) 

in order to provide safe exercise guidelines, pregnant women should be prescribed exercises in 

accordance with the FITT principle. Future studies should focus on specifying the frequency, 

intensity, duration and type of yoga in order to better understand the components of the 

intervention that impact optimally on both pregnancy outcomes and safety. This could then 

facilitate the development of a checklist of essential components for an evidence-based pregnancy 

yoga practice that could be replicated.  

 

The second question this review examined was: what are the effects of pregnancy yoga 

interventions on stress, anxiety, depression, quality of life, labour duration, pain management in 

labour and mode of birth? The results of the meta-analysis suggest that yoga is a beneficial non-

pharmacological intervention to manage levels of stress, anxiety and depression. Applying per-

protocol analysis and a random effects model, the pooled standardised mean difference (SMD) for 

depression (-0.53; 95% CI: -1.04 to -0.02, P=0.04), anxiety (-0.82; 95% CI: -1.64 to -0.01; p=0.05), 

perceived stress (-1.03; 95% CI: -1.55 to -0.52; p<0.0001) and physiological stress (-0.24; 95% CI: -

0.52 to 0.04, P=0.09) supported a statistically significant beneficial effect of pregnancy yoga 

interventions. The variable methods of both measuring and reporting stress, anxiety and 

depression across studies may have contributed to the elevated degree of heterogeneity seen in 

the analysis. It is also acknowledged that many of the tools used were not diagnostic tools but 

measures of symptomatology with study participants exhibiting normal range or mildly elevated 

scores at baseline rather than moderate-severe levels of stress, anxiety or depression. One RCT 

with 102 participants reported post-intervention quality of life scores and between group analysis 

using the WHOQoL-100 and showed significant improvements in the yoga group compared to the 

control in the physical, psychological, social relationships and environmental domains (Rakhshani 

et al. 2010). The participants in this RCT were experiencing normal, healthy pregnancies. Future 

studies targeting high-risk pregnant women are suggested to see if similar results could be 

obtained. In relation to birth outcomes this meta-analysis showed that duration of labour was 
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shorter by on average up to two hours and women in the yoga group were 2.7 times more likely to 

experience a normal vaginal birth. These findings are supported by a previous qualitative review 

that examined yoga and its efficacy with 10 of the 15 studies demonstrating positive changes in 

maternal psychological or birth outcome measures (Sharma & Branscum 2015). A recent meta-

analysis also found that yoga was an effective complementary and alternative therapy in promoting 

vaginal births and shortening the first and second stages of labour. (Rong et al. 2020). Three RCTs 

with 276 participants reported data on pain management during labour (Chuntharapat et al. 2008, 

Jahdi et al. 2017, Bolanthakodi et al. 2018). Data from these studies were not suitable for meta-

analysis. One study reported significant reduction in requirement of intravenous analgesic in the 

pregnancy yoga group (Bolanthakodi et al. 2018). A second study found that the pregnancy yoga 

group demonstrated significantly higher maternal comfort during labour and no differences were 

found, between the groups, regarding pethidine usage (Chuntharapat et al. 2008). A third study 

reported that analgesic use during the first stage of labour showed no difference between groups 

(Jahdi et al. 2017). However, other studies have reported clinically meaningful changes in pain 

management for a multitude of conditions following yoga (Cramer et al. 2017, Lauche et al. 2019, 

Russell et al. 2019). There is however a paucity of research in the area and further understanding 

of the mechanisms by which yoga can influence and modify the pain response are needed.   

 

The third question this review examined was: what are the FITT principles that contribute optimally 

to effectiveness outcomes on stress, anxiety, depression, quality of life, labour duration, pain 

management in labour and mode of birth?  In this study low frequency yoga interventions of weekly 

or bi-weekly sessions had a more significant impact on mode of birth. This finding is encouraging as 

during pregnancy women can be burdened with multiple appointments, work and family 

commitments which would make attending more than bi-weekly sessions a challenge.  In relation 

to intensity, there was a statistically significant subgroup effect for interventions with more than 

12 sessions for perceived stress and mode of birth and interventions of 6-12 sessions for anxiety. 

This is the first meta-analysis to suggest the optimal number of sessions to maximise effect and 

future trials can use this data to plan sessions numbers based on their intended outcomes. 

Regarding duration subgroup differences for perceived stress demonstrated that long duration 

yoga interventions greater than 60 minutes had a greater significant positive impact. This can 

support planning of session duration for future trials and indeed pregnancy yoga classes in the 

community. As only three studies specifically named a type of yoga, the interventions were split 

into yoga sessions, yoga therapy and yoga postures based on the components of the interventions 

described in the studies. The results of meta-analysis showed that for anxiety there was a 

statistically significant subgroup effect for both yoga sessions and yoga therapy. The analysis for 
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depression indicates a statistically significant subgroup effect for yoga therapy and for mode of 

birth there is a statistically significant subgroup effect for yoga sessions. These findings can support 

the incorporation of the FITT principle into the design of interventions for future trials based on the 

target population and the outcome measures of interest.  

 

Of note, there was no evidence of adverse events in any of the trials, suggesting that yoga is a safe 

practice during pregnancy. In terms of limitations results highlight issues regarding lack of allocation 

concealment and double-blinding, attrition bias, small sample sizes, a wide variety of outcome 

measures, non-standardised or replicable yoga interventions, lack of measurement of fidelity to the 

intervention and huge variation in the components of the yoga interventions. Many studies used 

self-practice which is difficult to monitor for both compliance and safety. High levels of compliance 

and safety are important for interventions to be effective so future studies should consider how 

the intervention is delivered and monitored. This will improve fidelity and potentially maximise 

effect. Of the 24 included studies 10 originated from India (Narendran et al. 2005, Satyapriya et al. 

2009, 2013, Rakhshani et al. 2010, 2012, Deshpande et al. 2013, Balaji & Varne 2017, Bolanthakodi 

et al. 2018, Bhartia et al. 2019, Munirekha et al. 2019), eight from the USA (Mitchell et al. 2012, 

Field et al. 2012, Field et al. 2013, Bershadsky et al. 2014, Davis et al. 2015, Babbar et al. 2016, 

Uebelacker et al. 2016, Gallagher et al. 2020) and one each from China, Indonesia, Iran, Japan, 

Thailand and the UK (Chuntharapat et al. 2008, Newham et al. 2014, Chen et al. 2017, Jahdi et al. 

2017, Hayase & Shimada 2018 Yulianti et al. 2018). A recent systematic review demonstrated that 

RCTs on yoga that are conducted in India are about 25 times more likely to reach positive 

conclusions than those conducted elsewhere (Cramer et al. 2015a). Further in-depth studies are 

recommended to elucidate reasons for the differences in conclusions between Indian RCTs and 

those conducted elsewhere, and it may be beneficial to report on Indian trials separately in future 

reviews. Since India is considered the home of yoga perhaps there are inherent differences in how 

yoga is taught and practised and how it is perceived by its population. Finally, women in the 

included studies were of middle-to-high socioeconomic status, presenting a selection bias of 

participants and thus reducing generalisability. Further studies should be conducted on at-risk 

populations from lower socio-economic backgrounds.  

 

The results of this study offer positive insights into the characteristics and effectiveness of 

pregnancy yoga and support its potential role in improving maternal and birth outcomes. However, 

the quality of the evidence (GRADE) was low to very low for all factors.  Therefore, more high-

quality studies are needed before the efficacy of pregnancy yoga interventions for maternal and 
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birth outcomes can be definitively known. Future studies of yoga for pregnancy should ensure 

rigorous trial design and reporting and evidence-informed intervention development.   

 

 Implications for study 3 

 

The purpose of this phase of the study was to gather evidence to inform the design of a pregnancy 

yoga programme for a feasibility trial. As described above there is a wealth of information from this 

systematic review and meta-analysis to inform programme design while also acknowledging the 

gaps in the evidence. Table 3.3 highlights the key considerations relevant to programme design 

incorporating the FITT principle of exercise prescription into the framework. 

Table 3.3 Key considerations from study 1 for pregnancy yoga programme design 

Considerations from systematic review Implications of results for programme design 

Frequency – how often should the practice 
occur? 

50% (n=12) of the included studies assigned 

pregnant women to a low-frequency (once 

or twice weekly) yoga intervention.  The test 

for subgroup differences for mode of birth 

suggests a statistically significant subgroup 

effect for low-frequency yoga interventions 

(p=0.006). 

Intensity – what does is required for 
benefit? 

One study had just a single yoga session, 

nine consisted of 6-12 yoga sessions, eleven 

consisted of 12 sessions or more and three 

studies did not provide adequate 

information. Subgroup analysis for anxiety 

revealed that 6-12 sessions had a more 

significant impact on anxiety (p=0.02) while 

more than 12 sessions had a more significant 

impact on perceived stress (p<0.00001). 

Time – how long should pregnancy yoga 
sessions last? 

Five studies used short-time duration (≦ 

45min) yoga sessions, nine studies used 

moderate-time duration (>45-≦60min) yoga 

sessions, seven studies used a long-duration 

session time (>60min) and three studies did 

not report the duration of the yoga sessions. 

Mean session duration across the studies 

was 61 minutes. Subgroup analysis for 

perceived stress demonstrated that long-

duration yoga interventions greater than 60 

minutes had a more significant positive 

impact (p<0.00001). The same subgroup 
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analysis for anxiety revealed no significant 

difference between short-duration ≦45 

minutes (p=0.59)) and long-duration >60 

minutes yoga interventions on anxiety 

(p=0.09). 

Type – what should a pregnancy yoga 
session look like? 

Thirteen studies reported the intervention 
consisted of a yoga session, eight studies 
yoga therapy/integrated yoga and three 
studies yoga postures. Two studies named 
the type of yoga as Hatha and one study as 
Ashtanga Vinyasa. A list of breathing 
exercises and postures included in the 
pregnancy yoga programmes from the 
studies in the systematic review are included 
in the programme manual (Appendix 14).   

Gestational age – when should pregnant 
women begin class? 

The gestational age at recruitment across 

studies ranged from 12-36 weeks. 

Location – where should classes be offered? Sessions were provided in community and 

hospital settings as well as via DVD. 

Community settings included yoga centres. 

No programmes were live streamed online. 

Teacher experience – what is required? Eight studies cited that a certified yoga 

teacher was responsible for teaching the 

taught sessions, 11 cited trained yoga 

instructors or yoga therapists and five did 

not specify. 

Outcome measures – what standardised 
measures are used for reported outcomes? 

The most widely used standardised 

measures for stress, anxiety and depression 

were the PSS-10 in four studies, the STAI in 

five studies, the CES-D in four studies and the 

EPDS in three studies. Other measures from 

included studies were WDEQ, HADS, HAM-A 

and HAM-D. 

  

 Conclusion 

 

The systematic review and meta-analysis offer valuable information on the characteristics and 

effectiveness of pregnancy yoga interventions. The evidence supports previously cited positive 

effects of pregnancy yoga on anxiety, depression, perceived stress, normal vaginal birth and shorter 

duration of labour. The recommendations for future research outlined above can be used to 

support researchers to work collaboratively with yoga practitioners to standardise pregnancy yoga 
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interventions and conduct more robust evidence-based evaluation. Overall, the evidence 

supporting yoga in pregnancy is growing, but methodological weaknesses with published studies 

and an insufficient number of published RCTs with reproducible evidence-based interventions 

highlight the need for further research. Evidence from this review including frequency, intensity, 

timing and type of yoga as well as outcome measures, yoga postures and breathwork practices 

were used to support and inform the design of the pregnancy yoga programme for study 3. Since 

no Irish studies were identified and as no research study explored pregnancy yoga, in line with the 

MRC framework, a mixed methods feasibility study of an evidence-based reproducible pregnancy 

yoga programme in Ireland was considered to be an appropriate way forward.  
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 STUDY 2: QUALITATIVE INTERVIEWS WITH KEY STAKEHOLDERS ON THE 
ESSENTIAL COMPONENTS OF PREGNANCY YOGA 

 

 Introduction 
 

This chapter presents the qualitative findings from interviews with yoga teachers, maternity care 

providers, pregnant women and mothers, regarding their experience of the essential components 

of pregnancy yoga. This qualitative phase addressed the following study objective: 

➢ To explore pregnant women’s and mothers’, maternity care providers’ and yoga teachers’ 

experience of pregnancy yoga programmes and their understanding of the essential 

components of pregnancy yoga programmes. 

 

Ethical issues and considerations, study design and methods are described in Chapter 2 (sections 

2.5.5; 2.7; 2.9). The purpose of this study was to provide supporting evidence for the design and 

development of the pregnancy yoga programme through a consultation process with maternity 

care providers, yoga teachers and pregnant women/mothers. The interviews provided in-depth and 

descriptive evidence of the pregnancy yoga experience of key stakeholders in the Republic of 

Ireland. Interview data were managed using the NVivo 12 software package and thematically 

analysed (QSR International Pty Ltd 2020). Section 4.2 provides a profile of participants and this is 

followed in section 4.3 by a summary of the main themes emerging from analysis of the qualitative 

interviews. The findings are presented within the following four themes:  

1. Key components of pregnancy yoga 

2. Experience of pregnancy yoga 

3. Societal view of women and motherhood  

4. Pregnancy yoga teaching requirements 

 

Each theme was explored across participant groups for differences and concurrent views with any 

major discrepancies of opinion highlighted. There is a discussion of findings in section 4.4 and the 

implications of the findings for study 3, the feasibility study, are highlighted in section 4.5 with a 

conclusion in section 4.6. The use of a reflective journal was incorporated into the research 

methods to allow the researcher to understand how her position as researcher and yoga teacher 

may have impacted on the research process (Appendix 11).  
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 Participant profile 
 

 Study respondents 
 

In total, 38 potential participants responded to the invitation to take part in the study, and thirty-

five completed and met eligibility criteria. All were provided with the study information by email or 

post and twenty-five scheduled interviews. Four interviews were cancelled by potential participants 

and, despite attempts to reschedule, interviews did not happen. A total of twenty-one participants 

were interviewed. Figure 4.1 displays a flowchart of respondents. 

 

Figure 4.1 Respondent flowchart for study 2 
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There three participant groups for this study were maternity care providers, yoga teachers and 

pregnant women/mothers. Several participants had dual experience or knowledge to offer across 

two or more participant categories and as such were invited to choose their key area of expertise 

and to participate under that category. All participants had a very clear primary area of expertise. 

The maternity care providers consisted of four midwives, one GP, one physiotherapist and one 

antenatal educator. Table 4.2 displays profile characteristics of participants based on experience of 

yoga and location. 

Table 4.1 Participant profile characteristics for study 2 

 Maternity care 
provider 

Yoga teacher Pregnant 
woman/mother 

<1 year’s experience 0 0 1 

1-5 years’ experience 1 1 4 

>5-years’ experience 6 5 3 

Urban  4 3 6 

Rural 3 3 2 

 

There was an even distribution between urban and rural participants in both the yoga teacher and 

maternity care provider categories. However, most pregnant women/mothers were in an urban 

centre. The majority of yoga teachers and maternity care providers had more than 5 years’ 

experience or knowledge of pregnancy yoga while just three of the eight pregnant women/mothers 

reported this.  

 Sample size and data saturation 
 

The size of the sample was largely determined by the availability of respondents and resources to 

complete the study. Nonetheless, by interview 19, significant repetition of concepts was occurring, 

suggesting ample sampling. Data saturation was therefore deemed to occur above the 

recommended minimum sample level postulated by (Clarke & Braun 2016) with seven maternity 

care providers, six yoga teachers and eight pregnant women/mothers totalling twenty-one.  

 Interview process 
 

Interviews lasted between 30-60 minutes (average 41 minutes) and were face-to-face in a bookable 

space at TCD (n=6) and face-to-face at the participants home (n=3) before COVID19 restrictions on 

social contacts and held by telephone (n=12) following implementation of COVID19 restrictions. 

They were digitally recorded with consent using a HOMDER HD voice recorder TF-85 with password 

protection. Field notes to capture what happened and the researcher’s thoughts and reflections 

were written up after each interview as part of a reflective diary (Appendix 11).  
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 Findings 
 

 Level I coding 
 

The primary researcher and two members of the supervisory team independently coded three 

interviews; one maternity care provider, one yoga teacher and one pregnant woman/mother 

resulting in a final agreed list of forty-three codes and descriptions (Appendix 12). Four more 

interviews were doubled coded for consistency and no changes were made to the final code list.  

This list was applied across all twenty-one interviews using NVivo version 12 (QSR International Pty 

Ltd. 2020).  

 Themes 
 

Four central themes were identified that describe key stakeholders’ views of the essential 

components of pregnancy yoga: key components of pregnancy yoga, experience of pregnancy yoga, 

societal view of women and motherhood and pregnancy yoga teaching requirements. An 

introduction will be provided for each key-theme, followed by a brief explanation of each sub-

theme, supported by verbatim extracts. The structure of themes and sub-themes are presented in 

Figure 4.2. 

 

Figure 4.2 Study 2 Main themes and subthemes 

4.3.2.1. Theme 1: Key components of pregnancy yoga 
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The first theme offers a deeper understanding of the range of pregnancy yoga practice options 

available to women and provided by yoga teachers and maternity care providers. It is divided into 

subthemes that address the where, when, how often and content of pregnancy yoga practices 

described by participants. Much of what was discussed arose from the interview topic guide and 

supported the research aim to gather information on the essential components of pregnancy yoga 

to inform the design of an evidence-informed pregnancy yoga programme.   

 

Where: Participants spoke about an array of places they had both accessed and/or delivered 

pregnancy yoga and it was apparent that the more options that were available the better.  

 

I guess just to reach the people that you maybe want to have a positive effect on with the yoga I 

think a multitude of places is important. I don't think there's just one setting that will work for the 

entire population. (ID24) 

 

Many strongly recommended local services based in the community where women lived giving a 

number of reasons for this: easy to get to, creates connection with other local pregnant women, 

and pregnant women can be tired after work or have other children to attend to, therefore nearby 

is easier. Pregnant women and mothers specifically mentioned a desire to create connections in 

their local community as some did not have friends with babies, some were not from the area where 

they were living, and others had moved to Ireland from abroad or moved back to Ireland having 

lived and worked abroad for a number of years.   

 

So mainly I did it locally and I do think that was really nice because I met some really nice mums and 

kind of just talking about crèches and stuff even, things that I needed to know.  (ID16) 

 

Suggestions were made regarding the benefits of a hospital setting for women who may not mix in 

circles where pregnancy yoga is something they would traditionally do or something they would 

know about. Participants felt if pregnancy yoga was recommended by the maternity care providers 

that it might widen the reach and engage women from more diverse backgrounds.  

 

So possibly having it at the hospital setting would be more beneficial and would get more women 

involved in it and also, I think there's an education piece on it as well, like, I don't know, do certain 

women who come from certain areas of society or certain demographics in society do they know 

about pregnancy yoga?  (ID27) 
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Maternity care providers working in hospital settings recognised the benefit of the hospital setting 

and acknowledged that some pregnant women specifically seek to attend the classes in this setting 

as part of their antenatal care. This points to pregnant women’s desire to optimise their maternity 

care beyond just medical care for them and their baby.   

 

Because the hospital has pregnancy yoga some of the women do attend and want to attend 

specifically the hospital one because there is a certain sense of this is part of my care, this is part of 

the maternity experience that I want to have.  So, I come here to have a chat with the midwife, I 

come here to have a scan if I need it, this is where all of my care happens.  And if you have the 

pregnancy yoga in that it becomes part of that whole experience, part of that maternity care. (ID10) 

 

In contrast, some participants believed the hospital setting was not conducive to a pregnancy yoga 

practice and would not create the appropriate ambience or calm space that could be provided in a 

community setting or a yoga studio. Yoga teachers mentioned the ‘vibe’ of the space and the role 

this plays in supporting a sense of relaxation that is so beneficial in pregnancy for mother and baby.  

They also spoke of the associations that can be made with a setting be it hospital or studio and the 

impact this has on our sense of calm. Visuals were given of bright lights, busy hospital corridors, 

clinical sights and smells compared to dim lighting, candles, relaxing music and a welcoming smile 

in the community or studio setting. Yoga teachers and pregnant women/mothers also described 

how in labour and even beyond women could bring themselves back into a mindful calm state by 

visualising the space where they practised yoga and felt safe and cocooned. This highlighted the 

scope of a yoga practice beyond the pregnancy and into the postnatal period, motherhood and 

daily life. 

 

I actually met somebody yesterday who said she still, when she is having a tough day, she has come 

to me for both her pregnancies, I still bring myself back to that room, I did it during my births and I 

still do it postnatally now when I am having a tough day and it brings a sense of calm. (ID18) 

 

There was acknowledgement by multiple participants of the potential to run pregnancy yoga classes 

in local primary care or health centres and linking them with midwifery led care and child health 

clinics. Issues that were raised as challenges to facilitating this included space and resource 

limitations.   
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If there was a way as well of integrating it with maybe the midwife-led care or if you linked in maybe 

with the primary care services, be it where the children see the public health nurse or something 

(ID22) 

 

In relation to the location of classes participants noted the importance of parking and feeling safe 

entering and leaving the building. Yoga teachers also voiced the challenge of spaces with stairs and 

no lifts particularly for women with symphysis pubis disorder (SPD) or pelvic girdle pain (PGP). Yoga 

teachers acknowledged that when choosing a space for pregnancy yoga classes, additional factors 

such as accessibility need to be considered.  

 

It is physically accessible in terms of getting to the place and parking and that, but it is also a venue 

that they feel safe going into. (ID13) 

 

Participants also mentioned the potential of online classes or DVD options especially for women 

with other children and those working full-time with time constraints. They spoke of the ease of 

doing a class at their leisure in the comfort of their own home as well as the value of having the 

tools to do yoga as part of a home practice not just in pregnancy but postnatally too. Some 

participants cited a preference for having the skills to safely practice on their own schedule at home.   

  

I can only imagine if I was pregnant again, how tired I’d be. So, I think at my stage with my number 

of kids, it's really important to have access available online or on DVD or on telly or something like 

that. (ID14) 

 

When: Regarding class duration participants described variation from forty-five minutes to one 

hour and forty-five minutes. However, most classes experienced or delivered lasted one hour or 

one hour and fifteen minutes. Pregnant women/mothers did consider a one-hour class sufficient 

and as much a time commitment as they could give.  

 

I think an hour is just a manageable amount of time. (ID23) 

 

Yoga teachers delivering classes of more than one-hour duration did recognise that all durations 

had value, while also citing how shorter classes may not facilitate incorporating all the pregnancy 

yoga practices desirable to them as a teacher. Within the time duration yoga teachers noted the 

importance of setting aside time for relaxation at the end of the class.  
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it is not to say that an hour pregnancy yoga class isn't going to have value, of course it is going to 

have value, it just mightn't have the full spectrum of what could be ideal.  (ID11) 

 

In exploring when a pregnant woman should commence a pregnancy yoga practice there was 

notable variation from pre-conception to conception to 16 weeks. Many participants cited that the 

general rule that appears to apply is from twelve to fourteen weeks’ gestation.  

 

So, it is a really challenging question to answer and, in some ways, I think many of the viewpoints 

out there are correct so what I would have always as a rule said to my clients was wait until the end 

of the first trimester, so between 12 and 14 weeks. And especially if I didn't know them. (ID20) 

 

Maternity care providers and yoga teachers alike questioned the evidence base for this and where 

it came from. Some just used it because it was what they were told during their teaching while 

others facilitated an earlier start for women they already knew or those with an existing yoga 

practice. There was very clear variation in what was being said by maternity care providers and 

yoga teachers and many admitted the need for clarity on what should be considered not just best 

practice but what is safe.   

 

Some people would say the class is open to people from all the amount of weeks pregnant but even 

as a midwife myself I don't really know what the best time to start pregnancy yoga is because there 

is not a whole heap of research on it. (ID12) 

 

Some pregnant women/mothers did voice confusion regarding when they could start a pregnancy 

yoga practice. While some were happy to wait and indeed felt waiting was a positive, others had a 

preference for starting earlier, although they were unsure if this would be possible or not. Again, 

they said they would like clearer guidelines, and some said in the early days of pregnancy when 

you’re not telling people about the pregnancy going to a class of pregnant women could be very 

reassuring and supportive.  

 

Like I didn't I was told don’t start yoga until 12-14 weeks, so I didn’t.  I think if I had another baby I 

would start earlier. But I don’t know would I be allowed (ID15) 

 

Yoga teachers all cited teaching their classes while pregnant including in the very early stages of 

pregnancy or before they knew they were pregnant. Many also maintained their own personal 

practice at this time too and did not consider it unsafe. In fact, they felt it was a huge benefit to 
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them and their baby.  

 

I personally have just always done my practice and continued it. I was teaching as well in the early 

pregnancy and I didn't think it was in any way harmful. (ID19) 

 

Regarding the rationale for waiting until 12-14 weeks’ gestation the concepts of fatigue, risk of baby 

loss, the fact that women have not told people they are pregnant, waiting until after the first scan 

and waiting until after placental implantation were offered. Pregnant women/mothers felt strongly 

that there may also be insurance issues pertaining to the higher risk of baby loss in early pregnancy. 

Yoga teachers spoke about how many women come to a yoga practice for the first time in 

pregnancy and said they would not like them to have a negative association with yoga if they were 

to suffer a baby loss in early pregnancy after attending a pregnancy yoga class before 14 weeks’ 

gestation.   

 

I think that it's traditionally, there I suppose to cover that sort of cut-off point for the how common 

miscarriages can be in the first trimester. And I think that while I don't believe that pregnancy yoga 

contributes to miscarriages, I always as a teacher, I sort of felt like if something happens, then I 

would hate for a woman to say to blame her own choice of pregnancy yoga to say well maybe it 

was because I was doing that yoga class. And to have that negative association and to possibly carry 

that forward into other pregnancies. I think that would be sad. I wouldn't like somebody to have 

that. (ID26) 

 

While there was conflicting advice on when to start a pregnancy yoga practice there was very clear 

consensus that once women commence a practice they should, where feasible and if desired, 

continue until baby arrives. It was considered both safe and beneficial.  

 

I don’t think there should be any limit as to when people should “stop” – I’ve actually sometimes 

had people attend class while in early labour. (ID25)  

 

In relation to the widely used guideline to start a pregnancy yoga practice from 12-14 weeks, 

maternity care providers and yoga teachers had conflicting ideas on what the supporting evidence 

was. Some yoga teachers believed they were acting on guidelines on physical activity in pregnancy 

that recommend pregnant women do not take up a new sport in the first trimester.  
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Yeah, well I think that the guidelines, if you look at what healthcare professionals and GPs would 

say it is quite clear that they would say don't try anything new in the first trimester.  So, if you are 

going from that point of view then it is clear which is how I make my judgement call. (ID20) 

 

Many others felt there was a knowledge gap and that a clear guideline on when to start a pregnancy 

yoga practice would be beneficial. 

 

I would like to have evidence behind why I am saying that other than my intuition of feeling that is 

probably a good time and to be able to say to the women as well it is not just me recommending 

that, that is based on whatever (ID13) 

 

How often: Participants feedback on how often women attended or should attend a pregnancy 

yoga practice ranged from daily to weekly to once off. Most yoga teachers and pregnant 

women/mothers supported the idea that a weekly class was probably the most realistic and 

manageable especially for those with other children and/or working full-time.  

I suppose if they come to a class once a week that is great, if they can do more that is even better 

still but I think the practicalities for women in terms of energy levels and getting out in the evenings 

to a class, they are doing really well if they get to one class (ID13) 

 

However twice a week was considered the ideal when and where feasible. However, many yoga 

teaches only taught one weekly class meaning women would need to attend a different teacher to 

avail of more than one class a week.   

 

I think as well for any exercise in an ideal world to do it twice a week, any kind of practice you are 

doing, once a week is so easy to forget it or if you miss it one week for whatever reason there is a 

very big gap in between.  So, I think if it was an ideal situation, if you were saying do it twice a week 

and do it all the way through that would be where I would be at with that (ID21) 

 

All yoga teachers also mentioned encouraging home practice even if it was just for a few minutes 

each week. They regularly repeated practices, breathwork and postures in classes to help women 

build up a store of practices they could try at home. At the same time many felt women probably 

didn’t do home practice and needed the structure of the class to motivate them.  
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I think if you could go to a class once a week and maybe roll out your own mat, and they all say it, 

but I don't know what to do when I am at home.  And I am like, make it up, you can't do it wrong.  

(ID11) 

 

One mother reported feeling stronger when she was going to a pregnancy yoga class twice a week. 

This same mother did go on to subsequently train as a pregnancy yoga teacher.  

 

And just back to the piece you were saying about going regularly, I did find myself stronger when I 

was going twice a week and I did want to go twice a week.  (ID16) 

 

When participants were asked how many pregnancy yoga classes, they felt would be needed to 

enable women to fully benefit from the practice it varied from three to six to twelve sessions. While 

some also stated for the entire length of the pregnancy the majority suggested a minimum of six 

classes for benefit and cumulative effect. It was also felt that repetition was important to allow 

women to recall the practices as supports during labour and birth.    

I would say at least six classes to experience the cumulative effect, especially if they’ve never done 

yoga before, as it can take some people a few weeks to settle into the breath practice and allow the 

mind to quieten. Ideally more but six will give them a good base and teach them some breathwork, 

postures and stress relief tools.  (ID25) 

 

In relation to times of the day that were considered optimal, many attended, provided, or 

recommended early evening classes around 7pm. Some women attended classes on weekend 

mornings but felt that was only because they didn’t have another child at that time. It was evident 

from the pregnant women/mothers that on subsequent pregnancies they were tasked with getting 

the baby to bed before going to class. Some mentioned that on occasion this prevented them 

attending class.  

 

So, I used to go to evening classes and em, it was like either on an evening or a Saturday afternoon. 

And then second time around the only time I could really well no I did go in the evenings actually I 

used to go after he was in bed (ID28) 

 

Mothers mentioned a preference for classes early in the week because they were tired later in the 

week and therefore less motivated to go. They also felt it was a good way to start their week and 

many felt energised after their class.   
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I did Tuesdays and Thursdays and I always made the Tuesday classes.  As the week goes on it is 

always harder to get out so I think earlier in the week in general for stuff to get done is always hard 

(ID16) 

 

At the same time Mondays were not considered optimal due to bank holidays impacting class 

delivery. This suggests that Tuesdays and Wednesdays are perhaps optimal days for pregnancy yoga 

classes.  

 

I found like I did mine on a Monday and then I missed lots for bank holidays, which was, you know, 

I’d kind of like, a different day. (ID15) 

 

Content: Pregnant women/mothers provided rich descriptions of the pregnancy yoga classes they 

had attended, and it was apparent that their recall memory for the classes was excellent with many 

of them saying it was just a lovely time in their life. The structure most women offered for classes 

was a check-in at the start where they each shared their name and stage of pregnancy and any 

issues or news they had. While most of the women enjoyed this and saw it as an opportunity to 

share information and to get advice and support others disliked it if it went on too long and took 

away from the exercise aspect of the practice. This appeared to correlate with the class size.  

 

I suppose you know, just the space I like, you know the chat I liked the chatting so smaller groups 

make that easier you know. (ID23) 

 

Check-in was also identified as a vital aspect of a pregnancy yoga practice by all yoga teachers and 

something quite different to a regular yoga class where this would not happen. It was referred to 

as ‘circle time’, ‘weaving the circle’ ‘check-in’ and ‘centering’. One yoga teacher cited applying this 

aspect of practice to all her women’s yoga classes not just her pregnancy classes. Check-in was 

described by the yoga teachers as an opportunity for women to support each other with many yoga 

teachers saying they simply facilitate the discussion often allowing a woman to get solutions to a 

difficulty from someone else in the class. They also used it to plant seeds to empower women to 

believe in their ability to know what is best for them and their baby. At the same time, they were 

clear that they were not there to offer medical advice and those yoga teachers involved in teacher 

training would advise their students against ever doing this. When asked if they could facilitate a 

pregnancy yoga class without check-in all yoga teachers were clear they could not. They also cited 

the need to manage the discussion and as a teacher know when to move the conversation on to 
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focus on the class content. Yoga teachers cited that this was an additional skill they didn’t need in 

other yoga classes.  

 

We always start with a little check-in so your name and how many weeks pregnant you are and any 

news you might have that week or how you’re feeling. That can last 5-10 minutes and sometimes 

because the women love to chat you have to really manage that and get them moving on. (ID25) 

 

Following check-in most participants spoke about breathwork or a meditation practice. The breaths 

that were named were alternate nostril breathing, golden thread breath, three-part breath, clock 

breathing, candle breathing, belly breathing and thermometer breathing. In describing the 

breathwork yoga teachers and pregnant women/mothers saw it as a way to tune in to and connect 

with baby. Some of the illustrations offered included every breath bringing oxygen down to nourish 

baby and each breath as a ray of light connecting with baby. Pregnant women/mothers spoke about 

how placing their hand on their belly and breathing was sometimes the one time in the week that 

they really got the chance to slow down and connect with the baby. 

 

We were touching our abdomens, you know, we were connecting with the baby, we were making 

guttural sounds….it was soothing, it was calming, it was connecting. (ID23) 

 

Breathwork was considered a vital aspect of supporting pregnant women to cope with sensations 

of discomfort in the body as preparation for labour and birth. Yoga teachers viewed it as a tool to 

support women to remain calm and in control during contractions and many emphasised the 

increase in focus on breathwork in a pregnancy yoga class compared to a regular yoga class. Not 

only did they use a stand-alone breath practice, but they incorporated breathing into the posture 

work too. 

 

When you are doing the more intense poses with them, I think definitely teaching them and coaching 

them through the breath is really important. (ID12) 

 

Many of the pregnant women/mothers affirmed the importance of the breathwork by describing 

how it supported them to cope during labour and birth and how they even continued to use it 

postnatally. Maternity care professionals also spoke of how women in labour who had worked on 

preparing themselves through yoga and breathwork made doing their job of supporting them much 

easier. All interviews mentioned breathwork and there were one hundred and twenty-four 

references to the word breath across them.  
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One of the things that she would have done that I absolutely used was when doing your breathing 

techniques, you know, breathing out visualise you're blowing out a ribbon and how far can you blow 

this ribbon and that I used that all the way through my labour. (ID27) 

 

All participants cited posture work as a core aspect of a pregnancy yoga practice. The postures and 

practices that were named or described included squats, half-squats, lunges, warrior I and II, 

pigeon, child, hare, tailor, mountain, all fours hip circles, pelvic tilts, hip circles, wrist circles, ankle 

circles, all fours’ figures of eight, supermum, cat/cow, table, arm stretches overhead, side to side 

stretches, pointing/flexing toes, pelvic floor, supported downward dog and legs up the wall. The 

postures that yoga teachers stated as being contraindicated were cobra, sphinx, bow, downward 

dog, bridge, squats for certain conditions or baby positions, inversions, strong back bends, spine 

extensions and wide-legged extensions. There were also recommendations to avoid all postures 

that involve lying on the tummy and any postures with extended periods of lying on the back. Yoga 

teachers did acknowledge that that contraindications often changed and hence the need for 

teachers to remain up to date in their practices. Yoga teachers and pregnant women/mothers all 

emphasised the importance of modifying postures and having options suitable to all pregnant 

women including those with additional challenges such as SPD.  

 

So, like loading the abdominal area of the body or the front of the pelvis. Just like I just leave them 

out completely no matter what week you are. (ID24) 

 

A notable emphasis was placed on relaxation by most participants with yoga teachers emphasising 

how it supports better sleep and pregnant women/mothers citing how it helps manage stress levels 

and aid restful sleep. All yoga teachers said they offered a relaxation practice at the end of their 

classes and most left at least ten minutes for this. The aspects of relaxation practice that were 

described by participants included yoga nidra, progressive muscle relaxation, visualisations and 

guided relaxation to connect with baby. The concept of self-care was also mentioned as integral to 

relaxation and one yoga teacher spoke about inviting women to think of one nice thing they are 

going to do for themselves that week. One pregnant women/mother described how if the 

relaxation aspect of the class was removed, it would no longer be what she would consider a yoga 

practice and would simply become an exercise class.   

 

I’d probably feel like if it was just the physical postures and no meditation or no relaxation that you 

know, it wasn't yoga, it was just an exercise class. (ID23) 
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Regarding the overall content of pregnancy yoga classes, yoga teachers were keen to emphasise 

that it was a very specialised area of practice not merely a yoga class with a few adjustments. They 

believed additional skills were needed to understand the anatomy and physiology of pregnancy and 

maintain a safe but challenging practice. They cited using postures to increase strength and 

endurance as well as stability and said they were less likely to do flowing sequences of movement 

that might risk injury or overstretch the muscles. While a specific type of yoga was not mentioned, 

what was described by most yoga teachers and pregnant women/mothers was a Hatha practice 

where postures are done more slowly and held for longer with a focus on the breath. Within the 

practice modifications were considered vital for both safety and comfort. There was recognition 

across participant groups of a need to also teach pelvic floor awareness as a core aspect of class to 

support pregnant women to practice pelvic floor exercises themselves on a regular basis.   

 

It’s a very special type of class or a very special subgroup so it's not, it's not your regular yoga class 

with a few modifications just to be safe. There’s much more of a focus on baby, mum, checking in, 

relaxation and em, really kind of nourishing that time. (ID22) 

 

One final aspect of the pregnancy yoga practices described related to the number of women in 

classes and what would be considered optimal. Participants described class numbers ranging from 

four to twenty-five. While pregnant women/mothers cited a preference for smaller class numbers 

of ten or less, they also acknowledged that for yoga teachers to earn a living that this may not be 

realistic. Experienced yoga teachers spoke of being able to comfortably support and maintain the 

safety of over twenty in a class while recognising that this was because they were experienced. Of 

these experienced yoga teachers those that also offered teacher training courses recommended 

that their newly qualified teachers only take eight in a class for their first course at least.  

 

I think if you are just coming out of training, I would usually tell somebody for your first one don't 

take more than eight. (ID18) 

 

4.3.2.2. Theme 2: Experience of pregnancy yoga 

 

This theme highlights the barriers and benefits of pregnancy yoga and supports an understanding 

of who accesses it, how, why and the cost involved.  
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Barriers: While the interview topic guide did not actively seek to gather information on the barriers 

to accessing pregnancy yoga classes it arose as a sub-theme across interview participant groups. 

Yoga teachers and maternity care providers spoke about the characteristics of the pregnant women 

who attend pregnancy yoga classes and voiced a desire to access more marginalised and at-risk 

groups including those in lower socioeconomic groups. Pregnant women/mothers affirmed the 

class demographic saying the pregnant women in their classes were generally from a middle-class 

background. Several reasons were offered as to why pregnant women from lower socioeconomic 

and marginalised groups were not accessing pregnancy yoga. These included limited resources to 

pay for the classes, lack of education on the benefits, dearth of access to other pregnant women 

who did pregnancy yoga, higher burden of life stressors and unhealthy lifestyle choices. One 

maternity care provider spoke about offering pregnancy yoga classes free of charge to encourage 

all pregnant women to attend. Yet even without cost the profile of those who attended were as 

described above so it did not reach those it had been designed for.  

 

I wanted to make the classes available to people who wouldn't em, couldn't afford classes. That was 

the idea so I wanted to appeal to people who would have health problems who would be more 

inclined, so the lower socio-economic groups who would be inclined to be obese and not as healthy. 

That is who I wanted to be coming to the classes. But that's not who comes. It's all teachers and all 

people who would be coming to yoga anyway. So, it's kind of missed the mark on that. (ID30) 

 

One pregnant woman/mother suggested that one of the barriers was not only the cost but the fact 

that it was not being suggested or recommended directly by the maternity care providers and made 

available within the hospital setting as part of antenatal care.  

 

Furthermore, regarding the cost of pregnancy yoga classes many felt they were charged at a higher 

premium to a standard yoga class due to the high turnover, increased expertise of the teacher, 

longer class duration, smaller class numbers and need to constantly market the class as pregnant 

women had their babies. While there was an acknowledgment that classes were affordable the 

question was for who and for how long. One pregnant woman/mother cited that while a single class 

was affordable for her that is not the case for everyone. Another woman believed the cost over the 

course of the pregnancy would add up making it less accessible for some groups of women.  

 

I mean, it's not massively expensive. I think mine was 10 euros a class which would barely get you a 

cup of coffee and a Danish now, but that's because I'm in a position to afford that cup of coffee and 
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Danish or that yoga class. But I think if you were on a budget, then maybe you would feel the 10 

euros was too much. (ID27) 

 

An indirect barrier that was shared across participant groups was the challenges for mothers getting 

to a class outside the home due to the pressures of childcare and juggling work, homemaking, and 

motherhood. One pregnant woman/mother gave the example of a friend not being able to go to 

class due to her husband’s work schedule and the fact that she could not justify getting a babysitter 

or asking her mother-in-law for support in order to attend an hour-long class each week.  

 

I know a neighbour of mine did it on her first pregnancy she'd two more children she didn't do it on 

either of them because she didn't have anyone to mind the kids for her. Like she said, I wasn't going 

to get my mother-in-law to drive all the way out so I could go to a 45-minute class. (ID27) 

 

If I was to get pregnant again, there is not a hope of me getting to a yoga class at any time of the 

day. (ID14) 

 

Benefits: All participants spoke of multiple benefits for pregnant women who attend pregnancy 

yoga classes. These benefits traversed pregnancy, labour, birth, recovery, motherhood and daily 

life. As study participants self-selected the potential bias towards pregnancy yoga as beneficial must 

be considered. The range of benefits discussed across participant groups are displayed in Table 4.2. 

Table 4.2 Benefits of pregnancy yoga study 2 

Benefits of pregnancy yoga  

1. Stay healthy and active 

2. Learn breathing techniques for labour, birth and postnatal 

3. Prepare for labour, birth and motherhood 

4. Connect, share, and receive support from other pregnant women 

5. Increase confidence and trust in one’s ability to give birth 

6. Release melatonin and improve sleep 

7. Reduce stress levels and cortisol in the body 

8. Support bodily changes and challenges and aid discomforts of pregnancy 

9. Foster positive mental health 

10. Improve circulation 

11. Aid optimal fetal positioning 

12. Slowing down and taking time out to nourish oneself  

13. Connecting with baby and being pregnant 

14. Learning pelvic floor exercises 

15. Make postnatal recovery easier 

16. Learn tools such as breath practices that can be used in new motherhood and daily 
life  
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Many of the pregnant women/mothers spoke of using breath practices and physical postures 

during labour and how this was a huge support in managing contractions and discomfort. They 

voiced feeling empowered by this. Yoga teachers cited that women would contact them after giving 

birth to say the midwives knew they had done yoga and that they were grateful of what they had 

learned and how it had supported them. Equally maternity care providers acknowledged seeing the 

benefits of yoga during labour and birth, where women needed less direction and were more in 

tune with their body. One of the yoga teachers engaged in teacher training stated that more and 

more midwives were seeking out pregnancy yoga teacher training and she felt this was because 

they were seeing the benefits first-hand in the hospital when women were giving birth. This was 

reflected in the number of maternity care providers interviewed who were also yoga teachers.    

 

I teach people to become pregnancy yoga teachers, we are seeing at least six out of a group of 20 

are midwives coming to this training because they are seeing it.  We don't have leaflets that we are 

giving into the hospital, they are seeing women coming in and they are finding out that there is this 

training that will take a midwife, even if she is not already a yoga teacher, because it is a longer 

training, it is the most comprehensive one in Ireland, and they are coming and every single midwife 

that comes to the training is inspired and re-empowered.  And they all, all say they have learned so 

much.  And that is not a midwifery training, this is a yoga training. (ID18)  

 

While pregnant women may attend pregnancy yoga in the hope it will help them to have a natural 

birth two of the pregnant women/mothers that were interviewed reported that although they had 

a caesarean section their yoga practice still supported them.  They voiced using breath practices to 

connect with baby and believed their postnatal recovery was quicker. Likewise, yoga teachers 

stated a need to encourage and support all births during classes and believed that one of the 

benefits of pregnancy yoga was giving women tools for birth regardless of type. Many yoga teachers 

offered tips for upright positions to use gravity with an epidural and visualisations and breathing 

practices to use during a caesarean section. They also believed there was a need to incorporate this 

into antenatal education, so women receive not only the knowledge base but the physical 

experience to put this into practice.  

And even if someone is having a caesarean birth it is quite physical, even though you are confined 

to a bed, and also if you have an epidural or something else you still want to be able to, well if you 

are not having a caesarean, you still want to be able to figure out how to use gravity, be upright and 
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be as mobile as you can.  And you have learned that in your yoga classes with an experienced yoga 

teacher who knows what they are talking about. (ID18) 

 

One pregnant woman/mother spoke of how her pregnancy yoga practice had supported her to 

bond so closely with her baby in-utero that when her baby was born with Down Syndrome, she was 

better able to cope. She went on to voice the importance of pregnancy yoga teachers welcoming 

all women into a pregnancy yoga practice including those whose babies have additional challenges. 

While not all pregnant women will seek this out those who do need to feel they are welcomed to a 

class and supported to have the same pregnancy experience and opportunity to connect with their 

baby as everybody else.   

 

I think that the bond that develops is just really strong and my baby my third baby has Down 

syndrome and I didn't know until after she was born. But I always feel that that strongly developed 

bond in pregnancy was really, really helpful.  When she was born in the initial couple of weeks you 

know, I knew her so well and I think that was definitely pregnancy yoga really, really helped. So, it's 

very important. (ID26) 

 

4.3.2.3. Theme 3: Societal view of women and motherhood 

 

An overarching narrative within all the interviews was the role of women and mothers in society. 

The data offers insight into the complexity of the challenges that women can face in scheduling 

time to attend a pregnancy yoga programme, a consideration in designing the feasibility study.  

 

Yoga teachers voiced concerns regarding the pressure women are under in modern society and 

how this is impacting them and their babies. They mentioned the challenges of not being able to 

switch off and spoke about women struggling to turn their mobile phones off at the start of a yoga 

class and checking them the minute class finished. One yoga teacher described how as women we 

have been trying so hard to be more like men in order to get on in the world that when we become 

pregnant, we expect to just get on with and go straight back to work.  In doing this she felt we 

missed the magic of womanhood our ability to create and sustain new life. 

   

We are missing the stuff that we have that we have thought is a weakness, that we have thought 

as less than and actually it is the stuff that has created everything.  It is huge. (ID11) 
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Many participants mentioned the mental load that comes with motherhood and how much women 

take on. There was recognition that women do more of the childcare, household chores, 

organisation and all while working outside the home as well. The fact that many women live away 

from family and where they were born or grew up perhaps exacerbates this because there is no 

community of support in those early days and years of motherhood. This was reflected in 

participants desire to make connections in their pregnancy yoga classes that they could continue 

postnatally. One pregnant woman/mother spoke about meeting with women from her pregnancy 

yoga class for coffee and how despite not knowing them that well having shared the experience of 

yoga and now having babies the same age made it feel very comfortable and a strong bond had 

formed. On the other hand, another pregnant women/mother described feeling on the periphery 

because all the women in her class appeared to already know each other.      

 

This motherhood phase is very much about carrying the emotional needs of other people, carrying 

the baby, carrying the family, carrying everyone's wellbeing.  It is exhausting because nobody is 

carrying us. (ID11) 

 

Pregnant women/mothers spoke about the challenges of juggling childcare, work, and modern life. 

They shared the pressures to perform at work while pregnant and the lack of support in preparing 

for maternity leave. They also spoke about ‘mother guilt’ for returning to work and the pressure to 

be able to successfully do it all.  Some referred to a modern feminism where they felt the concept 

of equality had perhaps gone a little too far with women expected to work full-time and manage 

childcare and homemaking and how they look and present themselves. There was a strong sense 

of a need to maintain outward appearances and not acknowledge the struggles or indeed just have 

a bad day.  

 

I'm working and I have this guilt in me when I hear them crying or giving out I'm thinking, Oh my 

God, he's probably getting really stressed out they're probably giving out and he doesn't know how 

to get them to calm down the way I do and so yeah I think we all have I think all mammies are all 

working mammy's have that guilt without a shadow of a doubt. (ID27) 

 

Participants described how in becoming mothers they devoted all their energy and focus to their 

baby often to the detriment of their own self-care. One participant spoke of urinary continence 

issues postnatally and a need to prioritise doing her pelvic floor exercises but acknowledged that 

even with setting alarms and reminders she just never prioritised it despite recognising its 
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importance. Another participant mentioned that with three kids and a full-time job she would be 

lucky to get out for a short run by herself and that she would not have any possibility of getting to 

a yoga practice. This raises the issue of the role changes that occur in the transition to motherhood 

and how women’s occupations and activities of daily living are impacted. There is an immediate 

impact on leisure occupations, but women clearly also described the impact on self-care as well. It 

was apparent that for women finding the time to attend a yoga class or indeed allowing themselves 

this time was challenging.  

 

It's such a small thing really, you know, and I set reminders I know, it's like, I set reminders on my 

phone, I set the alarms, I set little routine checkers, you know, just remind myself to do them and 

then I can't remember the last time I did. (ID23)  

 

4.3.2.4. Theme 4: Pregnancy yoga teaching requirements 

 

This theme explores the role and experience of the pregnancy yoga teacher and diversity in training 

and expertise. Pregnant women/mothers described strong connections with their pregnancy yoga 

teachers and spoke about the trust they built and how their yoga teachers supported them. One 

participant chose to attend pregnancy yoga following a traumatic birth experience that resulted in 

huge levels of fear for her second childbirth experience. She relayed how she spoke to her 

pregnancy yoga teacher about this and was welcomed to class, made feel at ease about this and 

then supported to rebuild her trust in her body and her ability to give birth. She went on to have 

what she described as a very empowering second birth. She strongly related this to her yoga 

practice and her relationship with her teacher. Another participant spoke about the passion her 

teacher brought to the role and how this encouraged her to train as a pregnancy yoga teacher 

herself.   

 

The yoga teacher, like she was amazing I still see her now and I feel I get all warm and fuzzy because 

I loved her so much, she really signified a lovely time in my life, if you know what I mean a really nice 

relaxing time that I knew was kind of going to get me through something that I wouldn't say I was 

dreading it but I was very, very nervous about just the labour. (ID27) 

 

Pregnant women/mothers also spoke about the importance of finding a teacher with experience in 

pregnancy yoga rather than just yoga. One participant described attending a pregnancy yoga class 

where she felt the teacher was not offering a practice suitable for pregnancy. She felt confident 
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enough in herself to just do her own thing but said she was worried about the other women in the 

class who were not aware of the safety issues with some of the exercises. Pregnancy yoga teachers 

also voiced their concerns regarding the diversity in training and experience among yoga teachers. 

They recognised a need for a minimum standard and most believed that someone who is already a 

yoga teacher should not be able to teach pregnancy yoga unless they have additional training in the 

anatomy and physiology of pregnancy as well as learning the physical postures. When asked what 

the minimum standard should be most felt that this would require a minimum of six full days of 

training. Maternity care providers spoke about being able to access pregnancy yoga training 

without having a yoga teacher qualification. They considered this beneficial and those that had 

completed this longer six-month training felt it was comprehensive, equipping them with all the 

skills needed to teach pregnancy yoga safely. One maternity care provider reflected on her training 

experience and said having yoga teachers, midwives, doulas and antenatal educators on the 

pregnancy yoga teacher training she attended was hugely beneficial. In contrast to this another 

yoga teacher cited that pregnancy yoga teacher training should only be available to those that are 

already fully qualified yoga teachers. This same teacher also felt that required teacher training 

observation hours for those training in pregnancy yoga should be provided by the school/facility or 

yoga teachers trained by the school/facility the person is attending. Participants raised a valuable 

question about how observation hours are provided and indeed evaluated. Some participants 

described discomfort being asked to facilitate class observations as they did not know what their 

responsibility to the student entailed. Yoga  teachers and maternity care providers felt that clear 

guidelines on training requirements would clarify this and ensure best practice across training 

schools. Standards of practice and training programme approval could also help to raise the profile 

pregnancy yoga and enhance its uptake in maternity care.     

 

For me I don't think you need to be a general yoga teacher to do the pregnancy yoga teacher 

training.  I think definitely everyone brings something different and the one that I did, there was 

midwives in the class, there was doulas, there was antenatal educators, there was people who were 

already yoga teachers who wanted to do the pregnancy yoga.  And everyone brought something 

different to be honest, everyone really learned from each other. (ID12) 

 

A further issue highlighted by yoga teachers was the fact that many teachers do not realise that 

without an additional pregnancy yoga teacher training qualification they are not actually insured to 

work with pregnant women. Participants stated that while this made absolute sense to them it does 

not happen in practice. They also mentioned how yoga is not properly regulated as a profession, 

with maternity care providers suggesting that registration to practice could prove beneficial and 
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support yoga teachers to engage more with health care providers. No suggestions were offered by 

any of the participants on what this would look like or how it might happen.   

 

Unless you have done pregnancy training you are not insured to have somebody pregnant in your 

class and some people don't even realise that. (ID18) 

 

Yoga teachers were keen to mention that while students often seek their advice on medical 

matters, they are not medical practitioners and should not be taking on this role. Several yoga 

teachers spoke about a need for pregnancy yoga teachers to know the resources and services 

available to pregnant women in their local community and to connect with them and make 

recommendations as appropriate for physiotherapy, acupuncture, osteopathy and other health 

services. Pregnant women/mothers concurred with this and reported feeling uncomfortable in 

classes where teachers gave what they considered conflicting medical advice. An experienced yoga 

teacher trainer stated that standards of practice and perhaps a code of ethics would address this 

and facilitate best practice. Pregnant women and mothers were also clear that they felt better 

supported and preferred attending classes with a yoga teacher who specialised in pregnancy yoga.   

 

I’d prefer to go with a teacher that I know has a special certification in pregnancy yoga that does 

know.  Because I did some other things and there was one class I was in where the teacher was like, 

do you think you'll be able to do this? If so, do it and you know, I felt more comfortable in my 

teacher’s class where they were, like, do this exactly. (ID14) 

 

Interestingly, maternity care providers who also trained as yoga teachers considered their 

professional expertise an asset, but also spoke about experiencing imposter syndrome until they 

completed their yoga teacher training as well as their pregnancy yoga teacher training. While there 

were mixed views among yoga teachers on whether maternity care professionals should require a 

yoga teacher qualification to participate in pregnancy yoga teacher training most considered it a 

pre-requisite unless they were engaging in a longer more comprehensive training as previously 

mentioned. 

 

Honestly do you know we all have imposter syndrome and I constantly have imposter syndrome no 

matter how many courses I have I need to have more.  And when I trained in pregnancy yoga it took 

me a long time to get into it even though I was a midwife and knew what I was talking about and 

was able to advise people and all of that and because I hadn't been trained in general yoga, I've only 

recently done that. (ID29) 
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 Discussion 
 

Twenty-one women with experience of pregnancy yoga participated in semi-structured one-to-one 

interviews in person or via telephone. Participants spoke about the essential components of 

pregnancy yoga in relation to where it should take place, how long sessions should last, frequency 

of attendance, how many sessions pregnant women should attend, when pregnant women should 

start and stop, class numbers, optimal times and days for classes and the overall structure of a 

typical pregnancy yoga class. While there was a strong call for community-based classes, 

participants also saw the benefits of hospital-based programmes to reach less accessible 

populations. There was a preference for early evening classes, early in the week lasting 

approximately one hour and running for at least six sessions for benefit. Participants also 

considered twelve women per class group as optimal for bonding and safety. There were mixed 

opinions regarding when to start a pregnancy yoga practice but consensus that women could and 

should continue until they give birth. Most participants were in support of guidelines to determine 

when to start a pregnancy yoga practice with many concurring that waiting until 14 weeks, unless 

already practicing yoga, was appropriate. Overall participants described a typical pregnancy yoga 

practice as including check-in, breathwork, posture work including postures for labour and birth 

and deep relaxation with visualisations, affirmations and connection with baby. The variations 

across components described by participants highlight a need to develop evidence-informed 

interventions to understand the mechanisms by which yoga contributes to its reported benefits.  

The barriers to accessing pregnancy yoga for certain socioeconomic groupings were mentioned 

across participant groups as well as in the literature (Cramer et al. 2015b). There was a desire 

among yoga teachers and maternity care providers to widen the reach for more at-risk populations. 

However, despite one maternity unit offering classes free of charge this did not happen raising the 

issue of how to engage these women.  The benefits reported were broad ranging from improved 

sleep to physical fitness to a better pregnancy and birth experience. All participants spoke at length 

about the benefits for mother and baby as well as the maternity care providers supporting women 

in labour and birth. All participants recognised the indirect and for some unexpected benefit of 

connection with other pregnant women and indeed an experienced yoga teacher. This reflects what 

was reported by Campbell & Nolan (2016) suggesting changes to women’s self-efficacy beliefs 

following pregnancy yoga practice may not be due purely to yoga, but also time spent with other 

women in a safe, supportive environment where practical aspects of coping with labour and birth 

can be discussed in a positive way. This is reiterated by deCampos et al. (2020)  in their research on 
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the perceptions of women regarding the practice of yoga in pregnancy where they report that being 

among women, in the yoga group, sharing practices and knowledge, allowed women to become 

more self-confident in their abilities and skills for labour and birth.  

 

While interviews did not seek to explore the role of women and mothers in modern society 

participants described the challenges of juggling motherhood, work, and home life and making time 

for themselves. They spoke about the expectations and pressures placed upon women to be able 

to ‘do it all’ with one yoga teacher explaining how in trying so hard to be more like men in order to 

get on in the world as women we consider our greatest ability of creating new life a weakness rather 

than a strength. These myriad challenges should be considered when designing pregnancy yoga 

programmes to ensure they are as accessible as possible to all pregnant women.    

 

Finally, regarding teacher experience pregnant women/mothers highlighted the importance of 

yoga teachers with additional training in pregnancy. They also wanted teachers who could not just 

teach postures but offer tips and tools to support them in labour, birth and postnatally. A study by 

(Campbell & Nolan 2019) exploring women’s experiences of attending pregnancy yoga classes 

affirms that women both seek and derive benefit from yoga practices that support them during 

labour and birth.  Both yoga teachers and maternity care providers recognised gaps in relation to 

best practice guidelines and regulation of pregnancy yoga. Most agreed they would welcome and 

support this. Yoga teachers were very clear about the boundaries of this teaching practice with yoga 

teacher trainers in the group advising trainees that their role is to teach yoga not to offer medical 

advice. Being able to offer recommendations for locally based physical and mental health support 

services for pregnant women was also recognised as important.    

 

 Implications for study 3 
  

The purpose of this phase of the study was to support the design of a pregnancy yoga programme 

for a feasibility study. As described above there is a wealth of information from the interviews to 

inform programme design. Table 4.3 highlights the key considerations relevant to programme 

design incorporating the FITT principle of exercise prescription into the framework similar to how 

quantitative data from the systematic review and meta-analysis was managed. 
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Table 4.3 Key considerations from study 2 for pregnancy yoga programme design 

Considerations from interviews Implications of results for programme design 

Frequency – how often should the practice 
occur? 

Most participants considered once a week 
realistic for class attendance. However twice 
a week via a further class or some home 
practice was preferable where feasible. 

Intensity – what does is required for benefit? There was a consensus that pregnant women 
needed a minimum of six sessions of 
pregnancy yoga to gain benefit.  

Time – how long should pregnancy yoga 
sessions last? 

While session lengths varied one-hour was 
considered a manageable amount of time for 
a pregnancy yoga practice.  

Type – what should a pregnancy yoga session 
look like and what should be avoided? 

Across interviews participants offered vivid 
descriptions of pregnancy yoga classes 
delivered and/or attended. The general 
structure included check-in, breathwork or 
meditation, posture work and relaxation. 
Most described what would be considered a 
Hatha yoga practice whereby postures were 
held for periods of time to build strength and 
stamina and incorporate breathwork into the 
practice.  The breaths that were named were 
alternate nostril breathing, golden thread 
breath, three-part breath, clock breathing, 
candle breathing, belly breathing and 
thermometer breathing. The postures 
identified were squats, half-squats, lunges, 
warrior I and II, pigeon, child, hare, tailor, 
mountain, all fours hip circles, pelvic tilts, hip 
circles, wrist circles, ankle circles, all fours’ 
figures of eight, supermum, cat/cow, table, 
arm stretches overhead, side to side 
stretches, pointing/flexing toes, pelvic floor, 
supported downward dog and legs up the 
wall. Contraindicated postures mentioned 
were cobra, sphinx, bow, downward dog, 
bridge, squats for certain conditions or baby 
positions, inversions, strong back bends, 
spine extensions and wide-legged extensions. 
There was also a recommendation to avoid all 
postures that involve lying on the tummy and 
any postures with extended periods of lying 
on the back. 

Gestational age – when should pregnant 
women begin class? 

Participants cited being advised to start from 
14 weeks’ gestation although some would 
have liked the option to start earlier. Yoga 
teachers’ opinions varied with many advising 
from 12-14 weeks’  gestation unless someone 
already had a well-established yoga practice.  
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Location – where should classes be offered? Participants cited benefits to offering classes 
across a variety of settings community, 
hospital, yoga centre. There was strong 
evidence that attending classes in your local 
community was preferable. Some 
participants also spoke of the benefit of 
online/DVDs to facilitate home practice.  

Teacher experience – what is required? Pregnant women/mothers sought out and 
preferred having a yoga teacher with a 
certification in pregnancy yoga. Yoga 
teachers considered pregnancy yoga 
specialised and more than a yoga class with 
modifications. They believed it should include 
breaths and posture work to prepare women 
for labour and birth and relaxation 
techniques to connect with baby and aid 
restful sleep.  

 

 Conclusion 
 

This qualitative study offers an insight into the experiences of pregnant women, mothers, maternity 

care providers and yoga teachers in delivering, participating, and recommending pregnancy yoga. 

The results are based on 21 in-depth interviews. From a participant perspective pregnancy yoga 

offers multiple supports and benefits during pregnancy and in labour and birth. All participants 

offered rich descriptions of the components of pregnancy yoga that incorporated an initial class 

check-in, breathwork, posture work, relaxation and tools for labour and birth. Pregnant women and 

mothers voiced a preference for classes delivered by yoga teachers that specialise in pregnancy 

yoga and can ensure the safety of the practice. Yoga teachers and maternity care providers also 

supported this viewpoint and recognised the need for a minimum standard in teacher training for 

those seeking to deliver pregnancy yoga classes. Most participants suggested a minimum of six 

classes for benefit and on average one-hour per class once a week was considered achievable. 

While there was strong evidence in support of attending classes in the local community participants 

also made suggestions for programmes delivered in hospitals, primary care centres and online.   
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 STUDY 3: FEASIBILITY STUDY OF AN EVIDENCE BASED LIVE-STREAMED 
ONLINE PREGNANCY YOGA PROGRAMME 

 

 Introduction 
 

The purpose of study 3 was to determine if an evidence-based pregnancy yoga programme is a 

feasible and acceptable practice for reducing perceived stress, anxiety and FOC in healthy 

pregnancy women. Prior to COVID-19 a research plan was in place to run a feasibility study with an 

RCT design at one of three large maternity hospitals in the Dublin area. Due to COVID-19 access to 

maternity units was restricted. A decision was made to conduct the feasibility study online with a 

before-after study design to explore stress, anxiety and FOC as pertinent issues for pregnant women 

in the context of COVID-19 maternity care restrictions. COVID-19 maternity care restrictions in 

Ireland varied nationally but included a reduced schedule of antenatal visits for healthy pregnant 

women, suspension of antenatal and parent education classes, prohibition on partners attending 

at antenatal scans, reduced visiting hours, visiting restricted to partners alone and a requirement 

for women to birth without their birth partners support until they were in active labour (Panda et 

al. 2021).  

 

Surveys and interviews were used to collect data concurrently in a mixed methods convergent 

parallel design. This feasibility and piloting stage of the MRC framework for the development of 

complex interventions comprised integration of data from the earlier development stage of the 

framework to design the programme (Figure 5.1). In this chapter, the pregnancy yoga manualised 

programme is described and quantitative survey results are presented, followed by findings from 

the qualitative interview and free-text feedback comments, integration of findings, discussion and 

conclusion. The study methodology has already been described in detail in Chapter 2 (Sections 2.55; 

2.7).  
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Figure 5.1 Conceptual framework for this research study situated under the MRC framework for 
development of complex interventions 

*Evaluation and implementation phases were not part of this research study 

 

 Pregnancy yoga programme manual 
 

Integrated findings from the systematic review and meta-analysis and qualitative interviews with 

key stakeholders were used to inform the design of an evidence-based pregnancy yoga programme. 

Table 5.1 details the integration of findings from study 1 and study 2 to inform and support the 

design of this pregnancy yoga programme.  This was achieved using a convergence coding matrix 

(O’Cathain et al. 2010) presenting the QUAN and QUAL results using side-by-side comparison tables 

with evidence provided for each component of pregnancy yoga. In the convergence matrix, column 

one represents the pregnancy yoga components based on the research findings; column two and 

three represent the dimensions of QUAN and QUAL data; column four details the extent of 

congruency and divergence between the two sets of results and column five represents the final 

integrated findings. The TIDieR (Template for Intervention Description and Replication) checklist 

(Appendix 29) was used with the objective to improve the reporting of, and ultimately the 

replicability, of the pregnancy yoga programme (Hoffmann et al. 2014). 

Table 5.1 Integration of findings from study 1 and study 2 for yoga programme design  

 

 

 

 

Phase 1 (Study 1 & 2):  
Pregnancy yoga manualised 
programme designed, and 
feasibility study protocol 
developed based on findings 
of study 1 and study 2 

 

Phase 2 (Study 3):  
Pre/post programme QUAN data 
and post programme QUAL data 
answered research questions  on 
acceptability, feasibility and 
outcome (experience/effects) 
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Component  QUAN QUAL Congruency/divergence Integrated 
recommendations 

Frequency  50% (n=12) of 
the included 
studies 
assigned 
pregnant 
women to a 
low-frequency 
(once or twice 
weekly) yoga 
intervention  

Most 
participants 
considered 
once a week 
realistic 

QUAN/QUAL data 
concur with delivery of 
low-frequency 
pregnancy yoga 
programmes 

Both QUAL and 
QUAN data provide 
sufficient evidence 
to support design 
of a once weekly 
pregnancy yoga 
programme 

Intensity  Nine studies 
consisted of 6-
12 yoga 
sessions and 
11 studies 
consisted of 
12 sessions or 
more 

Most 
participants 
recommende
d a minimum 
of six 
sessions for 
benefit 

QUAN data highlighted 
delivery of pregnancy 
yoga programmes with 
more sessions than was 
suggested necessary in 
the QUAL data. Of note 
the QUAL data focused 
on taught sessions 
whereas the QUAN data 
was a mix of taught, 
self-practice and DVD’s 

Considering the 
wide variation in 
session numbers 
across studies in 
the systematic 
review and their 
multi-modal 
delivery an 
emphasis was 
placed on the 
QUAL 
recommendation 
of a minimum of six 
taught sessions for 
benefit 

Time The average 
time duration 
across 
included 
studies was 61 
minutes 

One-hour 
was 
considered a 
manageable 
amount of 
time for a 
pregnancy 
yoga practice 

QUAL/QUAN data both 
report the same time 
duration 

Both QUAL and 
QUAN evidence 
support a 
recommendation 
of one-hour time 
duration  

Type Thirteen 
studies 
reported the 
intervention 
consisted of a 
yoga session, 
eight studies 
yoga 
therapy/integr
ated yoga and 
three studies 
yoga postures. 
Two studies 
named the 

The general 
structure 
was that of a 
yoga session 
and included 
check-in, 
breathwork 
or 
meditation, 
posture work 
and 
relaxation. 
Most 
described 

QUAN and QUAL data 
reported and described 
yoga sessions. QUAN 
data on the type of yoga 
practice was limited but 
two studies named 
Hatha yoga in line with 
what was reported in 
the QUAL data. QUAN 
data on breathwork and 
postures (appendix x) 
offered more precise 
information on session 
components 

Both QUAN/QUAL 
data combined 
offer sufficient 
evidence to 
support the design 
of a pregnancy 
yoga programme 
offering yoga 
sessions rather 
than solely 
postures or yoga 
therapy. A Hatha 
practice is also 
recommended 
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type of yoga 
as Hatha and 
one study as 
Ashtanga 
Vinyasa. A 
table of all 
mentioned 
breathwork 
and postures 
was compiled 
(appendix x) 
for 
consideration 

what would 
be 
considered a 
Hatha yoga 
practice  

based on evidence 
from QUAL data 
coupled with its 
mention in QUAN 
data. All attempts 
should be made to 
incorporate as 
many of the 
postures and 
breathwork 
identified in the 
QUAN/QUAL data  

Location Sessions were 
provided in 
community 
and hospital 
settings as 
well as via 
DVD. 

There was 
strong 
evidence 
that 
attending 
classes in 
your local 
community 
was 
preferable. 
Some 
participants 
also spoke of 
the benefit 
of 
online/DVDs 
to facilitate 
home 
practice 

Both QUAN/QUAL data 
reported use of DVDs 
for home practice. 
While QUAN data 
mentioned both 
community and hospital 
settings QUAL data 
emphasised the value of 
programmes in the local 
community setting. 
QUAL data also 
supported the potential 
value of online 
programmes 

Integrating both 
QUAL and QUAN 
data would suggest 
community 
settings are best 
placed for 
programme 
delivery although 
both also support 
supplementary 
used of DVDs. 
QUAL data in 
highlighting the 
potential of online 
programmes must 
not be ignored as 
not QUAN data 
could be found for 
online pregnancy 
yoga trials 
suggesting 
research potential 
in this area 

When to 
start 

The 
gestational 
age at 
recruitment 
across studies 
ranged from 
12-36 weeks 

Many 
participants 
cited that 
the general 
rule that 
appears to 
apply is from 
12-14 weeks 
gestation to 
start a 
pregnancy 
yoga practice 

QUAN data showed a 
wide range of 
gestational age at 
recruitment while QUAL 
data supported 
commencing a 
pregnancy yoga practice 
from 12-14 weeks 
gestation 

Integrating findings 
from QUAL/QUAN 
data support 
commencement of 
a pregnancy yoga 
practice from 12 
weeks gestation 
onwards  
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Teacher 
experience 

Eight studies 
cited a 
certified yoga 
teacher, 11 
cited trained 
yoga 
instructors or 
yoga 
therapists and 
five did not 
specify 
teacher 
experience 

Participants 
preferred 
having or 
recommendi
ng a yoga 
teacher with 
a 
certification 
in pregnancy 
yoga 

QUAL/QUAN data 
support having a 
certified yoga teacher to 
deliver pregnancy yoga 
programmes 

Integrated findings 
from QUAL/QUAN 
data evidence a 
need to have a 
certified yoga 
teacher deliver 
pregnancy yoga 
programmes 

 

It must also be acknowledged that the researcher, an experienced certified pregnancy yoga teacher, 

holds substantive knowledge of the components and delivery of pregnancy yoga programmes that 

required a reflexive approach to ensure preconceived notions did not influence the results. 

According to Thirsk & Clark (2017) previous experience and understanding of a topic does not 

prevent a researcher from being open to new understanding of the topic but is an asset that enables 

the researcher to be better prepared for understanding.  

 

The FITT principle of exercise prescription was used to characterise the yoga programmes in studies 

included in the systematic review, and is applied in the manual as follows: 

 

• Frequency – once weekly 

• Intensity – six sessions  

• Time – 60 minutes 

• Type – Hatha yoga  

 

Each session was designed to follow a specific theme: 

 

• Session 1: Building emotional well-being 

• Session 2: Pelvis and pelvic floor 

• Session 3: Fear Release 

• Session 4: Oxytocin your best friend 

• Session 5: Preparing for birth 

• Session 6: Strong women 
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A copy of the detailed manualised pregnancy yoga programme can be viewed in Appendix 14.  

 Pregnancy yoga teacher recruitment and training 

 

The pregnancy yoga teacher recruited for the study was both a certified yoga teacher and 

pregnancy yoga teacher with over 18 years of teaching experience. This included experience of 

teacher training for both yoga teachers and pregnancy yoga teachers. She was also a mother of 

three and had successfully adapted to COVID-19 challenges of moving her yoga teaching online. 

She engaged in two training sessions on teaching the manualised programme and fidelity to the 

programme with the primary researcher. Payment at the current recommended rate was made to 

the yoga teacher for each of the taught sessions and the two training sessions using authorised 

funding from the researcher’s HRB Ireland SPHeRE programme grant (SPHeRE/2013/1).    

 

 Programme delivery 

 

While the programme was originally designed for face-to-face sessions, due to COVID-19 

restrictions it was necessary to deliver the programme online and live-streaming of sessions was 

deemed preferable. The other option considered was provision of recorded sessions, however it 

was felt that levels of engagement with and adherence to the programme could not be optimally 

monitored by relying on participants self-reports, a limitation identified in previous systematic 

reviews of the literature (Curtis et al. 2012, Riley & Drake 2013). Classes were live streamed using 

Zoom and as suggested during qualitative interviews with stakeholders, there was a maximum of 

15 participants per class to maximise safety.  Participants were at least 14 weeks’ gestation at the 

start of classes, and they had also completed both the PAR-Q for pregnancy (Appendix 24) and the 

pre-programme survey pack (Appendix 22). Each session lasted one hour and was delivered once a 

week on Wednesdays at 7.30pm or Thursdays at 7pm for six weeks.  

 

 Quantitative data analysis 

 Response and study completion rates 

 

Figure 5.2 shows the overall flow of participants through the study. During the recruitment period 

(September-October 2020) a total of 49 potential participants contacted the primary researcher. 

Using the inclusion criteria (Section 2.7.5.1) and eligibility form (Appendix 21) all were eligible and 
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the first 43 to make contact and successfully complete the PAR-Q for pregnancy were invited to 

engage in the programme. A total of 42 accepted a place with one person declining as the day and 

time did not suit. The remaining six were placed on the waiting list for a cancellation of which there 

was one and this place was accepted leaving five on the waiting list. A final total of 43 participants 

were included in this research study. The results of the analysis in this chapter are based on these 

43 participants.  

 

All 43 participants (100%) completed and returned the baseline surveys (Appendix 22). During the 

study four participants (9%) were LTFU, one after two weeks due to unexpected pregnancy 

complications and no reason was available for the remaining three, one of whom attended one 

session and two who did not attend any sessions. Due to the unpredictable nature of pregnancy, it 

was not considered appropriate to pursue a reason for LTFU for these participants. A total of 39 

participants (81%) completed and returned follow-up questionnaires. Of the 39 participants invited 

to engage in a brief post programme interview twelve made contact and ten (26%) completed an 

interview. Data saturation was reached after 10 interviews.  
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Figure 5.2 Flowchart of study recruitment and follow up assessment 
 

Three pregnancy yoga programmes were delivered between October-December 2020 from  

01/10/2020-05/11/2020, 07/10/2020-11/11/2020 and 12/11/2020-17/12/2020. The primary 

researcher sent a weekly reminder with the Zoom link to all participants on the day of each class. 

The pregnancy yoga teacher maintained and forwarded class attendance and session recordings to 

the primary researcher each week. Permission for recordings was an integral part of the approved 

ethics application. Class lists and recordings were immediately deleted by the yoga teacher once 

the primary researcher acknowledged their receipt. The pregnancy yoga programme fidelity tool 

checklists were completed for sessions one, three and six for all three programmes within 5 days of 

receiving the video recording (Appendix 30).  

 

 

Assessed for eligibility (n=49) 

Excluded (n=0) 

 

Analysed (n=39) 
 Excluded from analysis (n=4) 

Lost to follow-up (n=3) 
Discontinued intervention (n=1) 

Allocated to intervention (n= 43) 
 Received allocated intervention (n=43) 
 Did not receive allocated intervention (n=6) 

Allocation 

Analysis 

Follow-Up 

Met eligibility criteria (n=49) 

Enrollment 

Waitlist (n=5) 
Declined place (n=1) 
 

 

No post intervention 
data (n=4) 
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 Baseline sociodemographic and lifestyle characteristics of participants 
 

All participants’ sociodemographic characteristics were collected from the initial questionnaire, 

with no missing data (n=43, Table 5.2). Participants’ education level was grouped into six categories: 

no formal education, leaving certificate, some college education, university degree, masters and 

PhD; occupational status was grouped into unemployed, student, employed part-time, employed 

full-time, homemaker and other; relationship status was grouped into single, married, living with 

partner, divorced, separated and other and location was grouped into rural or urban.  

 

Participants were aged 25-44 years, had a mean age of 35 (SD=3.8; range=25-44), were married or 

living with partner (n=43, 100%), and all but one was educated to degree level or above (n=42, 

97.7%). Most participants were in full-time employment (n=35, 81.4%), just over half were pregnant 

for the first time (n=22, 51.2%) and the mean gestational age was 20 weeks (SD=5; range=11-28). 

Of note the three participants who were less than 14 weeks gestation at recruitment were at least 

14 weeks on commencing pregnancy yoga classes. More than half were living in an urban location 

(n=23, 53.5%) and there was national representation across all three provinces in the Republic of 

Ireland with one participant from abroad.  

 

Data on previous yoga experience were also recorded at baseline with no missing data (n=43). 

Almost a quarter had no previous yoga experience (n=10, 23.3%), 34.9% (n=15) had 1-6 months or 

more than a year’s experience and 7% (n=3) had between 1-6 months’ experience.   

 

Table 5.2 Sociodemographic and lifestyle characteristics of sample (n=43) 

Characteristic N (%) 

Maternal age: 29 or less 
                           30-34 
                           35-39 
                           40 or greater 

3 (7) 
14 (32.6) 
23 (53.5) 
3 (7) 

Marital status: Living with partner 
                            Married                        

9 (20.9) 
34 (79.1) 

Educational level: Some College 
                                 University degree 
                                 Masters 
                                 PhD 

1 (2.3) 
22 (51.2) 
17 (39.5) 
3 (7) 

Occupational status: Employed (full-time) 
                                       Employed (part-time) 
                                       Other 

35 (81.4) 
4 (9.3) 
4 (9.3) 

Location: Urban 
                  Rural 

23 (53.5) 
20 (46.5) 

Pregnancy: Primigravida 22 (51.2) 
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                     Multigravida 21 (48.8) 

Children: None  
                  One 
                  Two 
                  Three 

22 (51.2) 
15 (34.9) 
4 (9.3) 
2 (4.7) 

Yoga experience: None 
1-6 months 
6-12 months 
>1 year                              

10 (23.3) 
15 (34.9) 
3 (7) 
15 (34.9) 

 

 Quantitative feasibility and acceptability  

 

Of the 49 interested and eligible participants, 44 were offered and 43 accepted a place on the 

programme, five remained on the waiting list for a cancellation and one declined a place due to 

class scheduling issues. The overall uptake of places offered was 98%. The mean number of classes 

attended was five (SD=1; range=3-6) and average class attendance rates across participants in all 

three programmes was 86%, with 46% of participants (n=18) attending all six sessions. Overall 

participant retention across all three programmes at the completion of the 6-week intervention 

was 91% (n=39). Thirty-nine participants completed post programme surveys and 10 (26%) took 

part in a qualitative post programme evaluation interview.  

 

Participants reported positive feedback for their respective group programme. Overall, 95% (n=37) 

said they would definitely recommend the programme to a pregnant friend with the remaining 5% 

saying maybe. Regarding the quality of the programme 92% (n=36) said it was excellent and 8% said 

it was good. Experience of the programme was positive with 90% choosing excellent, 5% good, 2.5% 

average and 2.5% poor. Of note the participant who rated her experience as poor cited that this 

was due to symphysis pubis disorder (SPD) and was not a reflection on the classes or the teacher. 

Across participants 95% (n=37) stated that the day and time of the classes suited and the 5% it did 

not suit reported unpredictable work schedules as the issue rather than the actual day and time. A 

total of 69% (n=27) of participants were not attending any other physical activity classes during the 

programme. Table 5.3 illustrates overall feasibility and acceptability rates among participants.  

 

Table 5.3 Feasibility and acceptability rates pregnancy yoga programme study 3 
 

Criteria n (%) 

Uptake of places 43 (98%) 

Completion PAR-Q baseline 43 (100%) 

Completion survey pack baseline 43 (100%) 
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Completion survey pack post programme 39 (91%) 

Completion post programme interview 10 (26%) 

Number of classes attended: Six 
                                                     Five 
                                                     Four 
                                                     Three 

18 (42%) 
12 (28%) 
7 (16%) 
2 (5%) 

Quality: Excellent 
                Good 

36 (92%) 
3 (8%) 

Experience: Excellent 
                      Good 
                      Average 
                      Poor 

35 (90%) 
2 (5%) 
1 (2.5%) 
1 (2.5%) 

Day/time suited 37 (95%) 

Recommend programme: Definitely 
                                                Maybe 

37 (95%) 
2 (5%) 

 

The mean time taken to complete pre-programme surveys was 10 minutes (M = 10.01, SD = 4.28) 

and post-programme surveys was 10.5 minutes (M = 10.66, SD = 4.86). As not all surveys were 

completed in a single sitting, those that recorded completion times beyond 30 minutes were 

excluded from the analysis as per Table 5.4 below.  

 

Table 5.4 Questionnaire completion time frames pre and post programme study 3 
 

Duration (in minutes) n Minimum Maximum Mean SD 

Time 1 surveys 30 4.37 24.17 10.01 4.28 

Time 2 surveys 37 4.9 27.98 10.66 4.86 

 

The yoga teacher spent 18 hours teaching all three programmes, four hours training and preparing 

and four and half hours sending on recordings and class records each week. The total hours spent 

by the yoga teacher to deliver the programme was 26.5 hours.  

 

 Fidelity 

 

Intervention fidelity was excellent and completed fidelity tools for all three programmes can be 

found in appendix 30. The overall rate of fidelity to the manualised programme was 96%. Across all 

three programmes the pregnancy yoga teacher only missed teaching one or two of the warm-up or 

cool down exercises and all postures, breathwork and relaxations were taught. There were no 

issues identified with respect to the yoga teacher deviating from the programme manual and all 

relevant posture modifications were demonstrated and facilitated.  
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 Safety 

No adverse events occurred during the yoga classes. One woman disclosed that she was 

experiencing SPD and all postural adjustments were made to maintain her safety. This complication 

of pregnancy was not directly related to the yoga classes. 

 Normality of distribution across outcome measures 

 

Table 5.5 details results of the Shapiro-Wilk test (p > 0.05) for normality of distribution of scores on 

all pre and post measures of stress, anxiety and FOC to determine use of parametric or non-

parametric statistical methods for analysis. These scores were interpreted alongside Histograms 

(Appendix 31) for each of the measures to support informed decision-making regarding distribution 

of the data. Boxplots were also explored for outliers (Appendix 31).  

Table 5.5 Shapiro-Wilk Test of normality of distribution across outcome measures study 3 

Outcome measure Statistic df p-value 

PSS-10 pre .96 43 0.20 

STAI-S pre .97 43 0.34 

STAI-T pre .96 43 0.17 

WDEQ pre .98 43 0.45 

PSS-10 post .97 39 0.29 

STAI-S post .93 39 0.01 

STAI-T post .94 39 0.05 

WDEQ post .94 39 0.04 

 1 

The results of the Shapiro-Wilk test for STAI-S post programme were significant, W = 0.93, p = .01, 

thus normality cannot be assumed for this measure and non-parametric tests were used. The 

Shapiro-Wilk test for WDEQ post programme was also significant requiring non-parametric tests, 

W = 0.94, p = .04.  

 

 Reliability estimates for outcome measures at baseline and post programme 

 

Internal consistency of the various scales was measured by applying the Cronbach-a formula to all 

items of each questionnaire to ensure all items are measuring the same construct. The internal 

reliability of each measure is presented in Table 5.6. A Cronbach’s alpha coefficient with a value > 

 

1 PSS-10 – Perceived Stress Scale 10-item; STAI-S – State Trait and Anxiety Inventory – State anxiety; STAI-T 

– State Trait and Anxiety Inventory – Trait anxiety; WDEQ – Wijma Delivery Expectancy Questionnaire 
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0.7 was considered a minimal measure of internal consistency. All outcome measures were deemed 

to have suitable internal consistency. 

Table 5.6 Reliability estimates for outcome measures at baseline and post programme study 3 

Scale Baseline (n=43) Post programme (n=39) 

PSS-10 .88 .90 

STAI-S .94 .92 

STAI-T .89 .88 

WDEQ .72 .92 
1 

It must be acknowledged that as this was a feasibility study it was not powered to use effect sizes 

to calculate power for a future trial. The outcome measures were used to test the feasibility of 

administering them as well as gathering preliminary data on intended effects of the pregnancy yoga 

programme across outcomes.  

 

 Baseline scores on outcomes measures 
 

Prior to testing any changes in outcomes measures post programme, it was important to assess 

whether participants’ scores at baseline placed them within expected ranges. The proportion of 

participants scoring above previously published cut-off scores for each of the scales was assessed 

(Table 5.7) 

Table 5.7 Baseline scores meeting cut-off criterion on outcome measures study 3 

Outcome measure Cut-off criterion n (%) 

PSS-10 High perceived stress (score > 27 on PSS-10)  1 (2.3%) 

STAI-S High state anxiety (score 45-80 on STAI-S) 17 (39%) 

STAI-T High trait anxiety (score 45-80 on STAI-T) 11 (26%) 

WDEQ High FOC (score > 77 on WDEQ) 24 (56%) 
1 

Of note over a quarter of participants met cut-off criteria for trait anxiety, 39% (n=17) met cut-off 

criteria for state anxiety and 56% (n=24) met criteria for high fear of childbirth.  

 Changes in outcome measures 

 

Paired sample t-tests were conducted to analyse data from the PSS-10, STAI-T for significance of 

score change between baseline and follow-up based on normal distribution of the data (Table 5.8). 

The Wilcoxon Signed Rank Test was performed on data from the STAI-S and WDEQ for significance 

of score change between baseline and follow-up as data was not normally distributed (Table 5.8). 
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Table 5.8 Paired t-test for changes in outcome measures PSS-10 and STAI-T study 3 

Outcome n Mean 
difference 

SD Std. 
Error 
Mean 

95% 
CI 

df t p-value Cohen’s 
d 

Perceived 
Stress (PSS-
10) 

39 -2.26 5.53 .885 0.46, 
4.05 

38 2.55 0.015 .41 

Trait 
Anxiety 
(STAI-T) 

39 -4.18 7.01 1.12 1.91, 
6.45 

38 3.72 <0.001 .6 

 

There was a statistically significant reduction in PSS-10 scores pre (M = 15.72, SD = 5.95) and post 

(M = 13.46, SD = 6.29), t(38) = 2.55, p = 0.015 (two-tailed). The mean decrease in perceived stress 

scores post programme was 2.26, with a 95% confidence interval ranging from 0.46 to 4.04. The 

Cohen’s d statistic (d = 0.41) indicates a small effect size (Cohen 1988). The mean score pre 

programme indicated moderate levels of perceived stress and the mean score post programme 

indicated low levels of perceived stress.  

 

There was also statistically significant reduction in STAI-T scores pre (M = 38.33, SD = 8.97) and 

post (M = 34.15, SD = 8.26), t(38) = 3.72, p < 0.001 (two-tailed). The mean decrease in trait anxiety 

scores post programme was 4.18, with a 95% confidence interval ranging from 1.91 to 6.45. The 

Cohen’s d statistic (d = 0.6) indicates a medium effect size (Cohen 1988). The mean score pre 

programme indicated moderate levels of trait anxiety and the mean score post programme 

indicated no or low levels of trait anxiety.  

Table 5.9 Wilcoxin Rank Test for changes in outcome measures STAI-S and WDEQ study 3 

 

Outcome  n Median pre Median post Z p-value r 

State anxiety 
(STAI-S) 

39 42 34 -4.13 < 0.001 .46 

FOC 
(WDEQ) 

39 79 63 -1.92 0.055 .22 

 

A Wilcoxin Signed Rank Test revealed a statistically significant improvement in state anxiety scores 

among pregnant women following participation in the pregnancy yoga programme (z = -4.133, n = 

39, p <0.001) with a medium effect size (r = .46). The median score on the STAI-S Scale decreased 

from pre-programme (Md = 42) to post-programme (Md = 34).  
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The same test revealed no statistically significant change in FOC scores among pregnant women 

following participation in the pregnancy yoga programme (z = -1.92, n = 39, p = 0.055) with a small 

effect size (r = .22). The median score on the WDEQ Scale however did decrease from pre-

programme (Md = 79) to post-programme (Md = 63).  

 

Table 5.10 presents the frequencies and percentages of participants within normal, moderate and 

high range, for all outcome measures at baseline and follow-up.  

Table 5.10 Frequencies and percentages of participants within normal, moderate and high 
range, for all outcome measures at baseline and follow-up study 3  

 

Outcome Normal range n (%) Moderate n (%) High n (%) 

Perceived stress pre (n = 43) 16 (37%) 26 (61%) 1 (2%) 

Perceived stress post (n = 39) 22 (56%) 16 (41%) 1 (3%) 

State anxiety pre (n = 43) 18 (42%) 8 (19%) 17(39%)  

State anxiety post (n = 39) 29 (74%) 8 (21%) 2 (5%) 

Trait anxiety pre (n = 43) 18 (42%) 14 (33%) 11 (25%)  

Trait anxiety post (n = 39) 27 (69%) 7 (18%) 5 (13%) 

FOC pre (n = 43) 19 (44%)  24 (56%) 

FOC post (n = 39) 19 (62%)   15 (38%) 

 

A higher percentage of pregnant women scored within the normal range for perceived stress (56% 

versus 37%), state anxiety (74% versus 42%), trait anxiety (69% versus 42%) and FOC (62% versus 

44%) following engagement in the pregnancy yoga programme.  

 Subgroup analysis 
 

Subgroup analysis was carried out to determine correlations between outcome measures and a 

range of demographic variables. 

5.5.10.1. Correlation between outcome measures and demographic variables at 

baseline 

 

A correlation matrix, using Spearman Rho correlation test for comparisons is shown in Table 5.11 

for the four baseline outcome measures (PSS-10, STAI-S, STAI-T, WDEQ). Results indicate that PSS-

10, STAI-S and STAI-T scores were significantly correlated with one another (Spearman rho=0.79; 

p<0.001). As expected STAI-S and STAI-T sores were also significantly correlated with one another 

(Spearman rho=o.69; p<0.001). WDEQ scores were most strongly correlated with STAI-S scores 

(Spearman’s rho=0.31; p=.045).  
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Table 5.11 Correlation matrix of Spearman rho values reported between outcome measures at 
baseline (n=43) study 3 

Baseline outcome measures PSS-10 STAI-S STAI-T WDEQ 

Spearman's rho PSS-10 Correlation Coefficient 1.00 .79** .79** .20 

Sig. (2-tailed)  .001 .001 .19 

N 43 43 43 43 

STAI-S Correlation Coefficient .79** 1.000 .69** .31* 

Sig. (2-tailed) .001  .001 .045 

N 43 43 43 43 

STAI-T Correlation Coefficient .79** .69** 1.000 .24 

Sig. (2-tailed) .001 .001  .12 

N 43 43 43 43 

WDEQ Correlation Coefficient .20 .31* .24 1.00 

Sig. (2-tailed) .190 .045 .122  

N 43 43 43 43 

**. Correlation is significant at the 0.01 level (2-tailed). 

*. Correlation is significant at the 0.05 level (2-tailed). 

 

Scores on baseline surveys were also compared with responses to demographic questions 

pertaining to gravidity, gestation, age, location and having children or not as part of exploratory 

research to identify how these outcomes may be influenced by other factors. Based on previous 

test of normal distribution independent t-tests were used for PSS-10 and STAI-T outcomes and 

Mann Whitney U tests were used for STAI-S and WDEQ outcomes.  

 

A Mann Whitney U test revealed no significant difference in state anxiety (U = 272, z = .997, p = .32, 

r = .15) among primigravida (Md = 38.5, n = 22) and multigravida women (Md = 45, n = 21). Equally 

there was no significant difference in fear of childbirth (U = 202, z = -.71, p = .48, r = .11) among 

primigravida (Md = 79.5, n = 22) and multigravida women (Md = 79, n = 21). Both results are 

considered to indicate small effect sizes, r = .15 and r = .11 respectively (Cohen, 1988). The same 

test was run for gestation, location and whether a woman was already a parent. There was no 

significant difference in state anxiety (U = 245, z = .34, p = .73, r = .05) among pregnant women 20 

weeks or less gestation (Md = 42, n = 21) and over 21 weeks gestation (Md = 43, n = 22) with a very 

small effect size. There was also no significant difference in FOC (U = 269, z = .912, p = .36, r = .14) 

among pregnant women 20 weeks or less gestation (Md = 79, n = 21) and over 21 weeks gestation 

(Md = 80, n = 22) with a small effect size (Cohen 1988).  
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In considering location (urban/rural) the Mann Whitney U test revealed no significant difference in 

state anxiety (U = 155, z = -1.88, p = .07, r = .3) among pregnant women living in urban (Md = 44, n 

= 23) and rural locations (Md = 34, n = 20) with a medium effect size (Cohen, 1988). There was also 

no significant difference in FOC (U = 189, z = -1.01, p = .312, r = .15) among pregnant women living 

in urban (Md = 77, n = 23) and rural locations (Md = 79, n = 20) with a small effect size (Cohen, 

1988). There was no significant difference in state anxiety (U = 298, z = 1.66., p = .097, r = .25) 

among pregnant women 35 years of age or less (Md = 36, n = 23) and pregnant women 36 years 

and older (Md = 45, n = 20). Equally there was no significant difference in FOC (U = 181, z = -1.21, p 

= .228, r = .18) among pregnant women 35 years of age or less (Md = 80, n = 23) and pregnant 

women 36 years and older (Md = 78.5, n = 20). Both results are considered to indicate small effect 

sizes, r = .25 and r = .18 respectively (Cohen 1988).  

 

There was no significant difference in state anxiety (U = 244, z = .304., p = .76, r = .05) or among 

mothers (Md = 44, n = 21) and women with no children (Md = 41.5, n = 22). Equally there was no 

significant difference in FOC (U = 223, z = -.195, p = .85, r = .03) among mothers (Md = 79, n = 21) 

and women with no children (Md = 79.5, n = 22). Both results are considered to indicate very small 

effect sizes, r = .05 and r = .03 respectively (Cohen 1988). Table 5.12 displays all results from Mann 

Whitney U Tests.  

Table 5.12 Mann Whitney U Tests of baseline STAI-S and WDEQ scores and demographic factors 
study 3 

Categorical variable STAI-S WDEQ 

Gravidity          Mann Whitney U 
                           p value 
                           r value 

                           effect size 

272 
.32 
.15 
Small 

202 
.48 
.11 
Small 

Gestation         Mann Whitney U 
                           p value 
                           r value 

                           effect size 

245 
.73 
.05 
Very small 

269 
.36 
.14 
Small 

Location           Mann Whitney U 
                           p value 
                           r value 

                           effect size 

155 
.07 
.3 
Medium 

189 
.312 
.15 
Small 

Age group       Mann Whitney U 
                          p value 
                          r value 

                          effect size 

298 
.097 
.25 
Small 

181 
.228 
.18 
Small 

Children           Mann Whitney U 
                          p value 
                          r value 

                          effect size 

244 
.76 
.05 
Very small 

223 
.85 
.03 
Very small 
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A series of independent-samples t-tests were conducted to compare the baseline PSS-10 and STAI-

T scores based on gravidity, gestation, location, age and having children or not. The results are 

displayed in Table 5.13. Levene’s test scores for all tests confirmed that the assumption of equal 

variance was not violated. Of note there was a significant difference in baseline PSS-10 scores for 

urban (M = 17.9, SD = 5.8) and rural locations (M = 14.3, SD = 5.7) t(41) = 2.03, p = .05, two-tailed. 

The magnitude of the difference in the means (mean difference = 3.6, 95% CI [.01, 7.13]) indicates 

a medium effect size (Cohens d = .62). There was also a significant difference in baseline STAI-T 

scores for urban (M = 41.5, SD = 8) and rural locations (M = 35.8, SD = 8.8) t(41) = 2.24, p = .03, two-

tailed. The magnitude of the difference in the means (mean difference = 5.7, 95% CI [.55, 10.9]) 

again indicates a medium effect size (Cohens d = .7).   

 

Table 5.13 Independent-samples t tests for baseline PSS-10 and STAI-T scores and demographic 
factors study 3 

Categorical variable PSS-10 STAI-T 

Gravidity          Mean difference 
                           95% CI 

                           df 
                            t value 
                            p value 

                           Cohen’s d 
                           effect size 

-2.3 
-5.9, 1.4 
41 
-1.27 
.213 
-.4 
Small 

-1.4 
-6.8, 4.1 
41 
-.52 
.61 
-.16 
Small 

Gestation         Mean difference 
                           95% CI 

                           df 
                            t value 
                            p value 

                           Cohen’s d 
                           effect size 

2.2 
-1.5, 5.9 
41 
1.2 
.23 
.4 
Small 

1.2 
-4.2, 6.7 
41 
.45 
.66 
.14 
Small 

Location          Mean difference 
                           95% CI 

                           df 
                            t value 
                            p value 

                           Cohen’s d 
                           effect size  

3.6 
.01, 7.1 
41 
2.03 
.05 
.6 
Medium 

5.7 
.55, 10.9 
41 
2.24 
.03 
.7 
Medium 

Age group        Mean difference 
                           95% CI 

                           df 
                            t value 
                            p value 

                           Cohen’s d 
                           effect size 

-2.7 
-6.3, .93 
41 
-1.5 
.42 
-.5 
Medium 

-3.8 
-9.2, 1.5 
41 
-1.4 
.16 
-.4 
Small 

Children           Mean difference -1.55 -1.67 



  

  

141 

 

                           95% CI 
                           df 

                            t value 
                            p value 

                           Cohen’s d 
                           effect size 

-5.24, 2.15 
41 
-.85 
.4 
-.3 
Small 

-7.1, 3.8 
41 
-.62 
.5 
-.2 
Small 

 

 Qualitative data analysis 

 

The purpose of the qualitative phase of the study was to explore participants’ perspectives and 

experiences of the study and pregnancy yoga, as well as the acceptability of this evidence-based 

online pregnancy yoga programme. Interview and survey free-text feedback comment data were 

managed using NVivo version 12 (QSR International Pty Ltd. 2020) and thematically analysed as 

previously described in Chapter 2 (Section 2.5.5) (Braun & Clarke 2013). 

 

 Evaluation interviews: summary of findings 

 

Ten participants engaged in post programme interviews with representation across all three 

pregnancy yoga programmes (programme 1 = 4; programme 2 = 3; programme 3 = 3). The 

interviews lasted an average of 12 minutes (M = 12.8, Range = 9-15).  

 

5.6.1.1. Level I coding 

 

The primary researcher and two members of the supervisory team independently coded three 

interviews; one from each of the pregnancy yoga programmes. This resulted in a final agreed list of 

28 codes and descriptions (Appendix 32). This list was applied across all 10 interviews using NVivo 

version 12 (QSR International Pty Ltd. 2020). Themes and subthemes were summarised using 

memos within NVivo to support merging and collapsing of codes as appropriate. At all times the 

researcher remained attuned to the interviews intended purpose which was to gather feedback on 

the participants’ experience of engaging in both the research study and the pregnancy yoga 

programme.  

5.6.1.2. Themes 

 

Five central themes were identified that describe participants’ experience of the study and the 

pregnancy yoga programme: study delivery, programme delivery, FITT components, benefits and 
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COVID-19 impact. An introduction will be provided for each key-theme, followed by a brief 

explanation of each sub-theme, supported by verbatim extracts. The structure of themes and sub-

themes is presented in Figure 5.3. 

 

Figure 5.3 Study 3 Main themes and subthemes qualitative interviews 

 

5.6.1.3. Post-programme survey free-text feedback comments  

 

The follow-up survey pack offered participants an opportunity to leave any additional free-text 

feedback comments should they wish. In total 33 participants chose to leave feedback comments. 

These feedback comments were also analysed using NVivo version 12 (QSR International Pty Ltd. 

2020). The way in which participants chose to respond was diverse and varied in length and depth 

of information provided. While some participants wrote paragraphs, others wrote single lines. As 

figure 5.4 shows the responses could be mapped onto three of the themes displayed in Figure 5.3.   
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Figure 5.4 Study 3 Main themes and subthemes free-text feedback comments 

Findings from the free-text feedback comments are therefore reported alongside the relevant 

interview themes.   

5.6.1.4. Theme 1: Study delivery 

 

The first theme offers an insight into the participants’ experience of how the administrative side of 

the study was delivered.  It is divided into subthemes that address the class reminders, surveys and 

post programme interviews.  

 

Class reminders: All participants discussed finding the weekly email reminders with the class zoom 

link helpful. Many spoke of the advantage of not having to scroll through emails to find the link and 

the reassurance of knowing that each week you would get the reminder. While some participants 

did add the zoom link to their google calendar, they still felt weekly reminders were a good idea. 

Nobody found the emails intrusive or excessive and they would all be happy to receive them if they 

did the study again.  

 

I absolutely would have forgotten at least once, yes I would have.  Even when they are in the 

calendar, yeah.  And that has nothing to do with being pregnant.  So, the emails were helpful, they 

weren't pushy or anything, they were just a reminder and they were useful. (ID10)  

 

Surveys: All participants considered the surveys acceptable and easy to complete. Many cited liking 

the tick box approach which made it quick to scroll through all the answers. Some mentioned that 

they would be happy to complete longer surveys if more information or details were required. Two 
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participants described finding themselves overthinking some of the questions and getting confused 

with questions they considered as framed positively or negatively. The free-text question at the end 

of the post programme survey was considered useful to allow people to add any additional 

comments or thoughts. Nobody considered the surveys a burden. One person who required a 

reminder to complete the post programme survey said this was not because she did not want to do 

it, but rather that she was busy and totally forgot. This highlights the value of using reminders 

conservatively.   

 

Absolutely, no, not at all, if anything they could have been a bit longer.  I mean ten minutes for me 

is no time at all to answer a questionnaire.  The format was very easy, you are not typing in a lot, 

you are just clicking of the five options and scrolling the bar or whatever.  No, they were no hassle 

at all, they weren't cumbersome in any way. (ID31) 

 

Interviews: All participants stated that they were happy to do a post programme interview. Most 

said they had offered to do it as they enjoyed and/or benefitted from the programme and wanted 

to share their experience. Most liked that the interview was optional and not a mandatory 

requirement as pregnancy can be a very busy time for women. When asked if the interview was 

mandatory would it put them off participating in the study all felt it would not as the interview was 

brief.    

 

I really enjoyed it and the reason I wanted to meet you or offer to do the interview afterwards was 

just to say that I did really enjoy it, I found it very beneficial, and I certainly think it would be 

something, especially in these times when we don't have the option to go out and do classes and 

aqua aerobics and things that we find useful. (ID1) 

 

5.6.1.5. Theme 2: Programme delivery 

 

The second theme offers an insight into the participants’ experience of how the yoga programme 

was delivered.  It is divided into subthemes that address the online and the yoga teacher 

experience.  

 

Online experience: While some participants cited initial apprehension at online yoga classes, they 

all concurred that the experience was a very positive one. Most found doing the classes online in 

the comfort of their own home with no need to leave the house to travel to a studio very appealing. 



  

  

145 

 

Some mentioned that due to COVID-19 they would not have been comfortable going into a studio, 

especially in pregnancy.  

 

I think it was a very suitable platform given the current climate and to be honest I wouldn't have 

wanted to be in a room with eight or nine or ten other people pregnant or otherwise in the current 

COVID-19 climate.  I think just being semi-sensible especially being pregnant so the online platform 

from that point of view was probably reassuring as well. (ID17) 

 

Participants had no issues using Zoom and most felt that this was user friendly and probably the 

most widely used platform. Many mentioned how the online option made the classes accessible to 

a much wider geographic area then a studio class. Some did mention the loss of the social 

component of in person classes but also felt that the yoga teacher did an excellent job creating a 

social element to the online experience through the check-in at the start of the class.  

 

I think Zoom is the one I have stuck with the whole way through so for me it is definitely the easiest 

one, it is the one I am most familiar with. (ID1) 

 

Some participants mentioned advantages to the online experience such as being able to climb into 

bed at the end of the class for the relaxation something they could not do in a studio.  

 

I have no cons to the online experience because even there was a number of the days that I woke 

up in the sitting room with the laptop off, the Zoom meeting off at 8:20, where I had during the 

relaxation fallen asleep.  That would never happen in a class, that you can let yourself go so much 

that you would fall flat out asleep. (ID32) 

 

Participants spoke of the ability to remain anonymous online and how this had advantages at times 

when they just did not feel like being sociable for example. One person mentioned how being able 

to switch off the camera meant you did not need to worry about how you looked or what you were 

wearing. Several participants stated that if the classes had not been online, there were weeks 

where, they would not have made the class. Others cited having their toddlers beside them on the 

mat some weeks which while they felt it was not ideal, they could still engage in the class. There 

was a sense that the online classes suited women with children and women with unpredictable 

work schedules, making the extra time needed to travel to and form a class less viable than an hour 

at home.  
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When asked if a recording would offer the same as the live online experience all felt it would not. 

Many felt that with the live online experience they benefited from the modifications the yoga 

teacher offered, seeing other pregnant women, being asked how they were and having the 

opportunity to take the time out for the class. Most felt that if the class was a recording, they would 

not have been as motivated or committed to attending. For others the live class made them realise 

how much they needed to take the time for themselves. As recordings of pregnancy yoga classes 

do not offer the opportunity to make modifications for pregnancy, they may not be the ideal option. 

At the same time some participants were keen to have both the live online class and a recording 

that they might do as well.   

  

I was hesitant about the online classes but actually they worked out for us and for our family 

definitely much better because the first one, it definitely took me the first one to get used to it, if 

you know what I mean, because it was online, because it was live.  And in real time when you 

couldn't stop or play back, like you would with for example a yoga app, so it took me time.  But 

actually, then I just realised that I needed to take the time for myself and to forget about who else 

was in the house and just relax into it.  I actually realised in the first one how tense I was and how 

probably I have not actually looked after myself for this whole pregnancy with everything that has 

gone on this year, especially with COVID-19 and stuff like that. (ID9) 

 

Free-text feedback comments mentioned the advantage of having the practice online in the 

comfort of their own home. Some cited a preference for these online classes saying they found it 

very relaxing to be in their own home. One participant said on occasion the audio would drop or 

the video quality would be compromised however, she did say she could still follow the programme 

and it did not detract from her experience. There was one comment regarding a recommendation 

to offer a recording of the class as an option in any future studies to support those who may miss 

classes.  

 

Overall, a very positive experience, on occasion I found the audio might drop or video quality was 

poor at times but still able to follow the class. (ID17) 

 

Teacher experience: All participants mentioned and commended the skill of the yoga teacher. They 

spoke of her ability to modify practices, offer exercises for common complaints and discomforts of 

pregnancy, engage everyone through check-in at the start of the class and provide useful tools for 

labour and birth. Pregnancy is a time of significant change in the body and a teacher with expertise 
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in the area of exercise in pregnancy as well as knowledge of the pregnant body is optimal.   

 

The teacher was someone I could relate to.  I would actually be able to talk to her if it was face- to-

face I suppose or longer, if you get me, so just that it was superb and the way the classes were 

structured.  You had all this labour preparation and birth and she talked you through different stuff 

like the ball, the chair and she gave you all the options and if she knew that you had some sort of a 

pain, she would always give you some sort of alternatives throughout the class as well which was 

super useful. (ID28)  

 
Participants noted the experience of the teacher and one participant mentioned that as someone 

working in maternity care, she trusted the safety of what the teacher was offering and was very 

reassured that it was evidence based, having attended another class where she did not have that 

experience. Participants mentioned the importance of the teacher offering sound advice within 

their area of expertise and they all felt this was evident throughout the programme.  

 
I found anything that was said in the class was first of all not medical but was helpful for pregnancy 

and helpful for labour but had an evidence base or there was a reason given for it and it was really 

good sound advice. So, I found that really reassuring and helpful and that was really good. (ID15)  

 

Based on participant feedback, it was apparent that they valued the fact that the yoga teacher had 

not just a wealth of knowledge in yoga but in yoga for pregnancy, labour and birth too. Many 

mentioned an intent to attend the yoga teacher’s private classes, and some had already signed up. 

Others mentioned also planning on attending her postnatal classes which they anticipated would 

also be excellent.  

 

You can just tell that that lady has a wealth of knowledge and experience in terms of different yoga 

practices and styles but also very specific to pregnancy. (ID33)  

 

In relation to the choice of teacher for the programme, all agreed that she was an excellent fit and 

highly capable and professional. This highlights the need for pregnancy yoga teachers to be carefully 

chosen when delivering evidence-based programmes in order to maximise their effect and ensure 

a positive experience for participants. The role the teacher plays in engaging and gaining the trust 

of participants can be vital to the success of a programme or trial.   
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I suppose I don't know how involved the teacher was in terms of your study, but she was excellent, 

the instructor was very well chosen and absolutely brilliant at what she does. (ID32)  

 

Similarly, free-text feedback comments repeatedly mentioned the expertise and professionalism of 

the yoga teacher and her ability to offer adjustments and modifications for those with additional 

challenges such as PGP or SPD. Some spoke of continuing a yoga practice and others had already 

signed up for further classes. Over 40% of comments offered some form of praise for the expertise 

of the yoga teacher.  

 

It really felt like she had genuine interest and care for our well-being. I thoroughly looked forward 

to each class and would love to keep attending in the future. (ID1)  

 

5.6.1.6. Theme 3: FITT components 

 

This theme offers an insight into participants’ experiences of the components of the pregnancy 

yoga programme as well as their suggestions or recommendations for future programme 

components. It is divided into subthemes that address the frequency, intensity, time, type and 

content of the pregnancy yoga practices experienced by participants. 

 

Frequency: All participants concurred that less than once a week would not be desirable, and many 

felt that twice a week would be preferable. Those with children cited that once a week was most 

feasible for them and more than that would be a challenge in relation to creating the free time. All 

participants concurred that the classes were not overly strenuous and that twice a week was 

desirable.  

 

This is very much focused on stretching and improving muscular strength of one's pelvis.  And being 

pregnant I felt I could have easily done another session; it wasn't so strenuous that afterwards I 

needed a week to recover or what not. So, for me I would happily have done another hour of it. 

(ID31) 

 

The free-text feedback comments that mentioned the frequency of the classes predominantly 

spoke about how participants looked forward to the weekly class rather than the acceptability of a 

once weekly practice.  
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Intensity: Participants had mixed views on the numbers of sessions offered with some citing that 

six suited them perfect while others felt they wanted more than six. Nobody wanted less than six 

and of those seeking more they mentioned eight sessions, ten sessions and sessions every week for 

the full duration of their pregnancy. All did agree that the six sessions offered a good grounding in 

the practices and that each week built on their skills.  

 

I feel that it went at a nice pace and that it was very manageable, and it built on things that we had 

done the previous weeks.  I think shorter, I don't know if you would get the same benefit out of it, I 

think you could keep going more but six weeks is a nice amount of time to be participating in 

something, that kind of block.  But I wouldn't try and condense it.  There was a good beat to it and 

there was something new every week so that was good. (ID10)  

 

Six is a great number to start but you could do with more.  Everything was so new; every session 

was very different.  There were some poses that we did a second time, but it was always done in 

such a different way that you never felt anything really was a repeat, everything was very new.  

Yeah, eight sessions would probably be perfect, ideal, but the six was lovely as well and it slotted in 

nicely in terms of finishing up for Christmas.  I think two more would probably be even better. (ID32) 

 

With regard to the intensity free-text feedback comments similar to data from interview 

participants highlighted a strong desire to access more classes and some participants had already 

signed up for more pregnancy yoga classes.  

 

Really enjoyed it, was amazing so much so that I'm after signing up for yoga class starting Monday 

week. (ID11)  

 

Time: No participants would have liked a shorter class and while many found the hour-long class 

ideal some suggested having an hour fifteen with others suggesting this would be too long. Nobody 

suggested any longer duration than this. Some did mention that for an online class one hour was 

enough but that perhaps it could be longer if it was in person. Most participants mentioned enjoying 

the final 15 minutes of relaxation and cited that importance of allowing the time for relaxation.  

 

I think for me an hour, I have done another yoga class online prior to this in this pregnancy and it 

kind of runs to an hour and fifteen and I find it a bit long even for trying to plan your day or whatever.  

So, for me certainly the hour is the golden number. (ID17) 
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Some participants spoke about when the ideal time is to start a yoga practice. There were 

conflicting views with some suggesting from 12 weeks duration while others felt after 20 weeks 

once you have a bump and really feel pregnant. Most agreed that continuing a yoga practice 

throughout the entire second and third trimester would be ideal. Participants ranged from 14-28 

weeks gestation when they started the programme. Those in the earlier stages of pregnancy felt 

they started the programme at the right time for them, while those in the later stages of pregnancy 

would like to have started earlier.  

 

I probably would have loved to have start earlier, yes, I would definitely have liked to start earlier. I 

am not sure around about when, but I definitely would have liked to start earlier.  If I can go, I will 

go as far as I can go as well because I think it is the connection, it is that hour to yourself and your 

baby and getting yourself ready for your birth and that kind of a thing.  So, if I could I would be going 

straight up to 40 weeks. (ID9) 

 

Of participants who mentioned the day and time of the class in their free-text feedback comments 

they did so to report that this suited their schedule. Some participants did highlight missing classes 

due to erratic work schedules and suggested having a recording for this eventuality. 

 

Type/content: There was an array of information offered on multiple aspects of the class content 

with many participants mentioning how much they enjoyed the check-in at the start and the 

relaxation at the end. Most participants also spoke about the postures and breathwork and placed 

it in the context of preparation for labour and birth or tools to use during labour and birth. They all 

valued the birthing ball class and found the tips for using a ball or chair during labour and birth very 

helpful. The pose that was mentioned most was squats and how they were used in the programme 

to support breathing through discomfort. When asked if there was anything, they disliked in the 

class content nobody mentioned anything of note. Overall, most participants were happy with the 

class content and they type of yoga practices offered. Some cited that would like a little bit more of 

a challenge in some of the practices. The women were all at different stages of pregnancy and 

therein lies some of the challenge in delivering a pregnancy yoga practice because what someone 

can do at 14 weeks is perhaps very different to what is comfortable at 32 weeks for example.   

 

So, I think I just found the poses and the things you can do with the birthing ball and the talks we 

had with the different tools that are on the labour ward, that was all really helpful.  And then other 

things to stay calm in early labour and breathing, that was really good.  There wasn't anything that 

I thought that is not useful or I didn't like it. (ID15)   
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In relation to the class content free-text feedback comments mentioned a desire to have increased 

challenge in the yoga practice while at the same time realising the need for the relaxation and 

grounding offered through the practice. Others described struggling with some of the postures and 

enjoying the challenge, suggesting a very mixed response to the intensity of the practice offered. 

Of note participants were all at different stages of pregnancy so this may have contributed to these 

differences.  

 

I very much enjoyed the class, the only suggestion I would make is that it could be a little more 

challenging. (ID23)  

 

One participant with SPD reported in her free-text feedback comments that the content of the 

classes was very challenging for her. While she mentioned how the teacher offered multiple 

modifications and support, she did at times get very upset and struggled to attend classes perhaps 

highlighting an aspect of a pregnancy yoga practice that doesn’t translate to the online experience. 

Supporting pregnant women with challenges of pregnancy such as SPD may require a face-to-face 

approach.  

 

As I couldn't fully participate due to the SPD, I got very upset during the classes which made 

attending distressing. (ID39)    

 

5.6.1.7. Theme 4: Benefits 

 

This theme explores participants’ experience of the benefits of engaging in this pregnancy yoga 

practice and includes two subthemes: pregnancy benefits and labour and delivery benefits. 

Pregnancy benefits: Many participants spoke about how the programme had allowed them to take 

the time to connect with their baby. Those with other children felt they were so busy at times that 

they really had not taken time to tune in to being pregnant or connecting with the baby the way 

they had on first pregnancies. There was also mention of the additional challenge’s women were 

facing with COVID-19 restrictions and its impact on connecting with the baby and being pregnant. 

Participants felt very strongly that the programme had facilitated a connection with their baby, 

their pregnant body and their readiness for labour and birth.    
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I think as well for a lot of women especially with COVID-19 and there are so many anxieties, people, 

I wouldn't say are afraid to connect but you know there are so many things out there now and we 

are so busy that we forget to connect.  So, I would say I felt like I was much more connected to my 

baby and thinking we can do this when the time comes in December. (ID9)  

 

All participants spoke of the benefits of having exercises that could alleviate the discomforts of 

pregnancy. They praised how the yoga programme postures could be modified to cater for all levels 

and abilities. Many also spoke of the skill of the yoga teacher in facilitating this. They also spoke 

about feeling calmer after their practice and experiencing improved sleep and relief from swelling 

and fluid retention. Some participants also mentioned feeling proud of engaging in the class and 

doing the exercises and said it made them feel good to the extent that it was something they really 

looked forward to each week.  

  

This pregnancy for me is very different in the sense that, I think it is because I am working from 

home, I am stiffer, I have lots of pelvic issues.  I would have circulation problems and I am carrying 

a lot more fluid this time; my feet are swelling.  So, with anything around hips and pelvis, because I 

just know what is ahead of me in terms of labour and all those exercises and techniques around 

opening up the hips and things like that were great for me.  So, I loved that.  And then anything that 

kind of supported the circulation because I definitely saw a difference in my feet after the session 

from the exercises. (ID33)  

 
Many spoke about how engaging in the yoga programme motivated them to be more active. They 

mentioned how if they were in the office, they would be taking the stairs or moving around but 

because they were working from home during COVID-19 there was potential to be more sedentary. 

Many also mentioned a clear intent to continue their yoga practice throughout their pregnancy and 

some would never have practiced yoga before while others just hadn’t made the time for it but 

after the programmes realised the need to. 

100% have done more, really going to miss them now. But I did get the link that you sent for three 

more, so I am just sticking that in my diary for Thursday. (ID9)  

 

Most free-text feedback comments highlighted the value pregnant women placed on the yoga 

practice in relieving some of the discomforts of pregnancy, offering tools for labour and birth, aiding 

restful sleep, promoting relaxation and stress relief, supporting re-engagement in physical activity, 

instilling confidence in the ability to give birth and offering an opportunity to connect with baby. 
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They also communicated the benefit of giving themselves permission to take time out to attend the 

class. One participant described it as ‘an hour of headspace’ while another cited struggling to 

achieve work/life balance and said the yoga practice had supported her with this.  

 

I think it was the only hour per week where I could really focus on how I was feeling in my mind and 

body and it reset and helped me to keep going for the next week. (ID9) 

 

The free-text feedback comments shared participants experience of not just physical but 

psychological benefits during and following the programme. Given the maternity care restrictions 

previously mentioned this was arguably one of the most important aspects of the programme, to 

support physical and mental health during a pandemic.  

 

It was time very well spent and mentally so good for me as my lack of exercise due to covid and PGP 

was somewhat upsetting for me. (ID14)  

 

Most free-text comments were overwhelmingly positive and demonstrated that participants had 

not just enjoyed but benefited from the programme. Equally many spoke of how they would miss 

the classes and would like to do more.   

 

Fantastic for non-pregnancy stress relief, being present in the moment, supported circulatory issues 

(fat cankles), I fell asleep at end of each session. (ID33)  

 

Labour and birth: All participants mentioned how the programme had given them tips and tools for 

labour and birth. More specifically, they focused on the breathwork and the birthing ball session as 

most useful. Many participants also reflected on how the programme had supported them to get 

into the mindset for labour and birth and had made them feel more prepared and confident. Some 

highlighted the importance of a pregnancy yoga class incorporating tips for labour and birth into 

the practice. While this programme was developed with this in mind, it is important that future 

programmes recognise it is not just a series of yoga postures but a practice that utilises postures 

and breathwork that will support women during labour and birth.      

 

I think definitely incorporating what is going to help you specifically for labour and being pregnant 

because there are loads of classes that you can do that are just yoga but to make one feel 

comfortable with the upcoming event of giving birth was very reassuring for me. (ID31)  
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Many of the free-text feedback comments noted the tools learned that could offer support in labour 

and birth and some participants reported feeling more prepared for labour and birth as a result of 

the classes. They mentioned breathing techniques, postures and practices that could support 

optimal foetal positioning and alleviate discomfort in labour. Many found this very reassuring and 

also practical as they were in control.  

 

I am, generally, a very relaxed person and even though this is my first pregnancy, I have at times, 

felt nervous about what to expect when I would eventually go into labour. Since the yoga sessions, 

I feel more confident that I am equipped with breathing techniques and body positions that will 

make the process a lot more comfortable. For that, I am now more at ease. (ID31)  

 

5.6.1.8. Theme 5: COVID-19 

 

The final theme that emerged and could not be ignored was very much contextual relating to the 

COVID-19 pandemic. It has two subthemes of COVID-19 restrictions related to maternity care 

service provision and COVID-19 challenges in the context of lifestyle changes.  

 

COVID-19 restrictions: Participants mentioned the COVID-19 restrictions pertaining to maternity 

care and a reduction in antenatal services. They considered engaging in the pregnancy yoga 

programme a huge bonus during this time as services were reduced and they were not receiving 

antenatal classes. While some felt without COVID-19 they would have attended a pregnancy yoga 

class none would have done this online, so COVID-19 did facilitate this for them. All participants 

reflected on how COVID-19 had impacted their pregnancy experience from not being able to attend 

antenatal classes, to having to buy everything online, to not sharing the pregnancy journey with 

close family and friends. Several participants mentioned how this pregnancy yoga programme could 

really support pregnant women during COVID-19 and they wished it could be available to more 

women. 

I think now more than ever pregnant women need support especially when individually everyone is 

trying to figure out the logistics of it.  You have women who are going in for scans not knowing what 

the outcome would be by themselves without the support of their partner.  You have us trying to 

figure out what is a good online antenatal class because everything has gone online only since 

March, so it is very difficult to find out what is good and what is bad.  Things like breastfeeding 
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support classes, everything is online.  It is like I think something like a pregnancy yoga class, again 

online would just help support people with the challenges that are there now with COVID-19. (ID11)  

 

COVID-19 challenges: The challenges faced by pregnant women which were not specific to this 

pregnancy yoga programme also require a mention. Despite these challenges in addition to 

engaging in the programme, many of the participants gained valuable tools for labour and birth and 

saw reductions in their perceived stress and anxiety levels. There were challenges around finding 

information on aspects of pregnancy and motherhood, trusting what was good information and 

having a support network for the ups and downs of the journey. Participants described feeling 

anxious and stressed about having everything that baby would need, knowing what to do if 

breastfeeding wasn’t working and just having someone there for advice and support. They 

described a sense of isolation compounded by the fact that as they were pregnant, they felt the 

need to be super cautious as they had the baby to consider too.      

 

I am one of eight kids so I would be up and down to my family a lot, they live about 45 minutes from 

where I live right now so I have lost that I suppose.  Even just going through your pregnancy and my 

sister, they would all be so excited about it, you know, I think it is just, you know, it is more remote. 

(ID11) 

 

Some participants realised upon commencing the yoga programme how little time they had taken 

for their own self-care and how much they needed it. They described being swept up with COVID-

19 restrictions in their social and family life to the extent that they forgot to check in with how they 

were or even connect with baby until they slowed down and took the time out in the classes.  

 

I actually realised in the first one how tense I was and how probably I have not actually looked after 

myself for this whole pregnancy with everything that has gone on this year, especially with COVID-

19 and stuff like that. (ID9)   

 

 Integration of findings 
 

This section integrates the results of the quantitative and qualitative data to provide details 

concerning the feasibility as required and outlined in the MRC framework for complex interventions 

(Shahsavari et al. 2020). The approach taken to determine the feasibility of the research study was 

explored in relation to four concepts from Bowen’s feasibility framework: acceptability of, and 
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demand for pregnancy yoga (Sections 5.7.1 & 5.7.2); practical issues regarding the study design 

(Section 5.7.3) and the perceived outcome of pregnancy yoga (Section 5.7.4) (Bowen et al. 2009). 

This was achieved using a convergence coding matrix (O’Cathain et al. 2010) presenting the QUAN 

and QUAL results using side-by-side comparison tables with evidence provided for each component 

of component of feasibility (Table 5.14). In the side-by-side table, column one represents the four 

feasibility concepts based on the findings of the research study; column two and three represent 

the dimensions of quantitative and qualitative data; column four represents the final triangulated 

findings. The extent of congruency and divergence between the two sets of results are discussed 

for each dimension. It offers answers about whether it is feasible to conduct an evidence-based 

live-streamed online pregnancy yoga programme in Ireland.  

 Acceptability 
 

This component of feasibility seeks to determine how participants react to the intervention. Of the 

44 participants invited to partake in the pregnancy yoga programme 43 (98%) were interested, 

agreed to participate and completed baseline surveys. Overall participant retention was 91% (n=39) 

with all 39 participants completing post programme surveys. The majority of participants, 95% 

(n=37) said they would recommend the programme and that the day and time of the classes suited. 

Notably 92% (n=36) said the quality of the programme was excellent with 90% (n=35) stating that 

their experience of the programme was excellent.  

 

The qualitative data from ten post programme interviews and free-text feedback comments from 

33 participants largely corroborated with this high level of acceptability, as a major theme within 

these data was participants’ positive feedback about the overall programme, the usefulness of the 

programme content and their decision to partake in an interview to share their positive experience. 

While some participants mentioned a desire to have increased challenge in the yoga practice others 

described struggling with some of the postures suggesting a very mixed response to the intensity 

of the practice offered. Many mentioned the advantage of having the practice online in the comfort 

of their own home as well as the acceptability of Zoom as the chosen platform for programme 

delivery.  

 Demand 
 

This aspect of feasibility considers the estimated use of the intervention in the designated 

population or setting (Bowen et al. 2009). Engagement with the programme was high and the mean 

number of classes attended was 5 (SD=1; range=3-6) with an average class attendance of 86% 
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across all three programmes. There was also a waiting list for spaces on the programme alongside 

phone calls to join the programme after the closing date had passed.  

 

Interestingly, the qualitative data highlighted programme dosage, specifically, that several 

participants despite being content with the programme sessions offered expressed a desire for 

more programme sessions. Sixteen participants cited an intention to continue their yoga practice 

post programme and five had already signed up to attend further classes online.   

 Implementation 
 

The implementation domain of feasibility considers the extent, likelihood and manner in which  an 

intervention can be implemented as planned and proposed (Bowen et al. 2009). Fidelity to the 

intervention across all three programmes was excellent, at 96%. There were no issues identified 

with respect to the yoga teacher deviating from the programme manual and all relevant posture 

modifications were demonstrated and facilitated. No adverse events were recorded. Regarding 

resources needed participants were required to have access to a device with internet connectivity 

for the live streaming. The yoga teacher costs amounted to €1165 for teaching the three 

programmes, the training in programme delivery and a thank you bouquet for the teacher post 

programme. A post programme participant gift of three pre-recorded pregnancy yoga video links 

cost €90 and this was not disclosed to participants until after the programme finished and post 

programme surveys and interviews were complete. While no cost analysis was conducted if this 

total cost of €1255 was divided among participants it amounts to a total of €32 teaching costs for 

each of the 39 participants who completed the full programme. Qualitative interviews and feedback 

comments documented participants’ satisfaction with the online modality and quality of the 

programme. They also highlighted the need for and value of this type of support for pregnant 

women during COVID-19 when antenatal classes and maternity care appointments have been 

restricted.     

 Limited efficacy 
 

According to Bowen et al. (2009) most feasibility studies tend to use convenience samples with 

intermediate outcomes and shorter follow-up periods or limited statistical power. No power 

analysis was carried out for this feasibility study, but we did evaluate outcomes for stress, anxiety 

and fear of childbirth pre and post programme.   The outcome measures were used to test the 

feasibility of administering them as well as gathering preliminary data on intended effects of the 

pregnancy yoga programme. There was a statistically significant reduction in PSS-10 scores pre (M 
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= 15.72, SD = 5.95) and post (M = 13.46, SD = 6.29), t(38) = 2.55, p = 0.015 (two-tailed) and STAI-T 

scores pre (M = 38.33, SD = 8.97) and post (M = 34.15, SD = 8.26), t(38) = 3.72, p < 0.001 (two-

tailed). A Wilcoxin Signed Rank Test revealed a statistically significant improvement in state anxiety 

scores among pregnant women following participation in the pregnancy yoga programme (z = -

4.133, n = 39, p <0.001) and the same test revealed no statistically significant change in fear of 

childbirth scores among pregnant women following participation in the pregnancy yoga 

programme (z = -1.92, n = 39, p = .055).  

 

Qualitative interviews affirmed the acceptability of completing these outcome measures with many 

participants citing that they would have been happy to complete longer questionnaires if more 

information was required. Interview data and feedback comments also revealed that participants 

perceived themselves as less stressed and more prepared mentally and physically for labour and 

birth.  

 

Table 5.14 Study 3 integration of findings across  four of (Bowen et al. 2009) feasibility 
frameworks areas of focus for feasibility studies  

Feasibility 
concept 

QUAN dimension QUAL dimension Triangulated findings 

Acceptability  High rates of retention 
and engagement 
suggested good 
acceptability. This was 
supported by 
participants positive 
feedback on quality 
and experience of the 
programme  

Good acceptability 
suggested by 
participants perceived 
benefits in relieving 
some of the 
discomforts of 
pregnancy, suitability 
of the day, time and 
chosen online 
platform and medium  

Positive experiences with 
the programme, 
perceived benefits, and 
good retention and 
adherence to the 
programme indicated 
good acceptability of 
live-streamed online 
pregnancy yoga  

Demand High rates of 
attendance across all 
three programmes and 
the need for a waiting 
list for spaces suggest 
pregnancy yoga was in 
demand  

An intention to 
continue a pregnancy 
yoga practice post 
programme and a 
desire for more 
programme sessions 
highlight demand for 
pregnancy yoga 

Attendance rates, 
intention to continue a 
pregnancy yoga practice, 
the need for a waiting list 
and a desire for further 
sessions suggest 
pregnancy yoga was in 
demand   

Implementation Fidelity to the 
manualised 
programme was 96% 
and there were no 
adverse events. Total 
yoga teaching costs 

Interviews and free-
text feedback 
comments 
documented 
participants 
satisfaction with 

High rates of fidelity, no 
adverse events, low 
teaching costs and 
participants satisfaction 
with the online modality 
and recommendation 
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were €32 per 
participant completing 
the programme 

programme quality 
and the online 
modality as well as 
their desire to see 
such supports made 
available to pregnant 
women during COVID-
19 

that such programmes be 
more readily available 
demonstrate 
implementation success 

Limited efficacy Preliminary data on 
intended effects of the 
pregnancy yoga 
programme 
demonstrated 
statistically significant 
reductions in perceived 
stress, state and trait 
anxiety post 
programme. There was 
no statistically 
significant change in 
fear of childbirth 

Participants had no 
issues completing the 
outcome measures 
and would have been 
amenable to longer 
surveys had they been 
required. They also 
reported perceived 
reductions in stress 
and felt mentally and 
physically more 
prepared for labour 
and birth 

Preliminary QUAN data 
on intended effects 
suggesting 
improvements in stress 
and state and trait 
anxiety coupled with 
QUAL data on perceived 
improvements in stress 
offer supporting 
evidence for a further 
large scale pilot trial  

 

 Conclusion 
 

This study provides the first evidence of the feasibility of implementing an innovative, evidence-

based live streamed online pregnancy yoga programme for healthy pregnant women. The results 

are based on data from 43 pregnant women who were between 14-28 weeks’ gestation when they 

joined the study. From a participant perspective, the live streamed online pregnancy yoga 

programme seems to be feasible and acceptable and supported stress and anxiety management as 

well as preparation for labour and birth. The mixed methods design is one of the strengths of this 

research study. By utilising both quantitative and qualitative methods of data collection and data 

analysis different questions regarding feasibility of the research study could be answered. 

Triangulating the data during the interpretation phase has enabled a more comprehensive account 

of the data. However, the absence of a control group raises the question as whether the effects are 

wholly attributable to the pregnancy yoga programme. Lack of socioeconomic diversity of 

participants does not permit generalisation of these findings to other populations of pregnant 

women. Considering the increasing popularity of yoga and the demand for pregnancy yoga 

evidence on effectiveness, cost-effectiveness and safety are needed to develop guidelines for 

future pregnancy yoga programme delivery. Future mixed methods research of both an online and 

face-to-face pregnancy yoga programme with a larger sample using an RCT design to evaluate and 

further explore effectiveness and a sample size calculation for a full-scale trial is warranted.  
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 DISCUSSION OF FINDINGS 

 Introduction 
 

The aim of this study was to develop a manual for an evidence-based pregnancy yoga class 

programme and test it for feasibility. A mixed-methods approach including both qualitative and 

quantitative methods was employed to achieve these aims. This penultimate chapter discusses the 

integrated key findings that emerged from this body of research. The strengths and limitations in 

relation to the findings are examined in congruence with approaches to addressing these 

limitations.  

 Summary of findings 
This section synthesises previously discussed findings across all three studies by examining (Bowen 

et al. 2009) four feasibility areas acceptability, demand, implementation and limited efficacy testing 

as previously highlighted in section 2.7.11. The findings are discussed in relation to their 

contribution to the existing body of evidence on pregnancy yoga as well as their contribution to 

new knowledge.  

 Acceptability 
 

The majority of feasibility study participants found the pregnancy yoga programme highly 

acceptable (n=35; 90%) and worthy of recommendation (n=37; 95%). Overall, 92% (n=36) 

considered the quality of the programme to be excellent. These levels of acceptability were 

supported by data from 10 post-programme qualitative interviews and 33 free-text feedback 

comments demonstrating overall satisfaction with programme content and study processes. 

Interview participants were keen to emphasise the appropriateness of tools learned during the 

programme to prepare them both physically and psychologically for labour and birth. These findings 

are consistent with findings from Westbury (2019) a Welsh study which measured the impact and 

benefits of free pregnancy yoga classes among 52 women: the average star rating of classes was 

4.8 out of 5 and 46 study participants (89.3%) also reported that yoga had helped them to have a 

more positive birth experience, highlighting the value of the yoga sessions in preparing women for 

labour and birth. A further study of mindfulness-based yoga during pregnancy with 16 nulliparous 

healthy pregnant women evaluated satisfaction postintervention and found 94% (n=15) were 

satisfied with the class and would recommend it to others (Beddoe et al. 2010). Equally findings 

from study 2 of this PhD reported pregnant women/mothers’ satisfaction with pregnancy yoga 

classes. A recent qualitative study by Green et al. (2021)  exploring 13 pregnant women’s 

experiences of a 12-week pregnancy yoga programme described how women expressed having a 
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positive experience of participating in the yoga practice, looked forward to attending class and 

wanted to continue participating in pregnancy yoga in the future. 

Evidence suggests that the practice of yoga in pregnancy is safe (Jiang et al. 2015) and multiple 

systematic reviews reported no adverse effects associated with pregnancy yoga (Curtis et al. 2012, 

Gong et al. 2015, Kwon et al. 2020). While study 1 a systematic review and meta-analysis did not 

focus on acceptability of pregnancy yoga, three studies at full-text review reported high levels of 

acceptability of the pregnancy yoga programmes offered (Rakhshani et al. 2012, Davis et al. 2015, 

Uebelacker et al. 2016).  

 Demand 
 

During the advertising phase of study 3, a feasibility study of pregnancy yoga, an ethics amendment 

had to be made to facilitate recruitment of additional participants in response to demand for the 

programme. Despite this amendment and increased numbers, it was still necessary to maintain a 

waiting list for places on the programme. Of those recruited 91% (n=39) completed the full 

programme and the mean number of classes attended was 5 (SD=1; range=3-6) with average class 

attendance of 86% across all three programmes. Qualitative free-text comments and interviews 

post programme highlighted that despite being content with the programme sessions offered, 

participants expressed a desire for more programme sessions. Five participants also reported that 

they had already signed up to attend further classes online. A number of previous studies exploring 

pregnant women’s use of complementary and alternative medicines including yoga demonstrated 

that its uptake is growing as women seek out tools to support them in pregnancy, labour and birth 

(Adams et al. 2011, Hall & Jolly 2014, Mitchell & McClean 2014). Of note, one of the 

recommendations from Westbury (2019) in her study to measure the benefits of free pregnancy 

yoga was to continue to provide the classes free of charge after the trial to ensure availability for 

all women interested in attending. 

 

Findings from interviews with pregnant women and mothers for study 2 highlighted the demand 

for not just pregnancy yoga but evidence-based pregnancy yoga taught by certified pregnancy yoga 

teachers. This was reflected in the study yoga teachers’ and maternity care providers’ desire to 

have evidence informed practice guidelines and minimum training requirements for yoga teachers. 

Of the 24 studies included in the systematic review and meta-analysis, eight had certified yoga 

teachers deliver the programme and a further 11 had trained yoga teachers or yoga therapists.  

 Implementation 
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An intervention is more likely to be implemented successfully if it goes through a rigorous design 

process (Shahsavari et al. 2020). This body of research followed the MRC framework for design and 

evaluation of complex interventions and incorporated both quantitative and qualitative data into 

the design process. It included experiences of key stakeholders as well as higher evidence from a 

systematic review of the literature. During the feasibility study there were no adverse events, high 

fidelity to the intervention, low levels of attrition and efficient use of resources to produce what 

participants evaluated as a high-quality programme. One of the primary concerns at the 

programme redesign phase was how the programme would translate to an online platform. 

Quantitative data from post programme surveys reporting participants’ perception of the quality 

of the programme as excellent (92%; n=36) are a measure of successful implementation. Equally, 

free-text and interview qualitative data documented participants satisfaction with the online 

modality and overall quality of the programme.  

 

While a cost-effectiveness analysis was beyond the scope of this PhD it should be incorporated into 

future studies. Preliminary data on the cost of delivering the programme at €32 per participant for 

six sessions are notably lower than what pregnant women are currently paying to access private 

pregnancy yoga classes in Ireland of between €10-€20 per yoga session, with a projected cost of 

€60-€120 for six sessions. These costs were highlighted as a barrier to attendance by participants 

during qualitative interviews for study 2. The systematic review and meta-analysis included studies 

that reported pregnancy yoga as cost effective or low cost despite no cost-effectiveness analysis to 

support this. A further recommendation from participants in both study 2 and study 3 to support 

implementation success in the future was the delivery of pregnancy yoga classes in local primary 

care centres as part of antenatal care. Currently no such model exists in Ireland and the majority of 

classes are delivered privately.  

 

 Limited efficacy testing 
 

The outcome measures selected for this feasibility study were directly related to the overall aim to 

determine if an evidence-based pregnancy yoga programme was a feasible and acceptable practice 

for reducing perceived stress, anxiety and fear of childbirth in healthy pregnancy women. All 

measures were well validated and had strong test-retest reliability (Wijma et al. 1998, Barnes et al. 

2002, Lee 2012). As this was a feasibility study no power analysis was conducted. However, 

quantitative data on intended effects reported in section 5.5 suggests improvements in perceived 

stress, state and trait anxiety following engagement in pregnancy yoga. This is supported by 
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evidence from the systematic review that the pooled SMD for stress (-1.03; 95% CI: -1.55 to -0.52; 

p<0.0001) and anxiety (-0.82; 95% CI: -1.64 to -0.01; p=0.05) and supports a statistically significant 

beneficial effect of pregnancy yoga interventions for perceived stress and anxiety. In contrast a 

study by (Beddoe et al. 2010) with 15 healthy nulliparous women found that a decrease in STAI-

trait scores post yoga intervention was statistically significant (p ≤.05) but STAI-state scores were 

not statistically significant. Examination of quantitative and qualitative outcomes from the 

feasibility study suggest that the approach offers supporting evidence for a further large scale pilot 

trial. As suggested by (Orsmond & Cohn 2015) while conducting separate feasibility and pilot studies 

prior to launching an RCT prolong the research process, rigorously designed preliminary studies will 

ultimately accelerate the development of more effective and successful interventions. 

 

Table 6.1 Integration of findings from all three PhD studies using Bowen’s feasibility framework 

Theme Study 1 Study 2 Study 3 

Acceptability While acceptability was 
not specifically 
explored in this 
systematic review the 
findings do raise the 
issue of how to 
determine 
acceptability when the 
pregnancy yoga 
interventions are so 
diverse and cannot be 
replicated. Future 
studies must focus on 
transparency and 
measured acceptability 
of the yoga 
intervention.  

Pregnant 
women/mothers’ 
reports of positive 
experiences, high levels 
of engagement and 
recommendation of 
pregnancy yoga to 
others support 
acceptability of the 
practice. Maternity care 
providers decision to 
teach and recommend 
pregnancy yoga equally 
imply acceptability 
among practitioners. 

Participants’ positive 
experiences with the 
programme, perceived 
benefits, and good 
retention and 
adherence to the 
programme infer 
acceptability. 

Demand RCT findings of 
requests by 
participants in two 
studies to move to the 
yoga group and sample 
sizes ranging from 20-
335 imply demand. 

Yoga teacher reports on 
high levels of class 
uptake and pregnant 
women/mothers’ 
descriptions of class 
numbers up to 25 per 
class suggest demand. 

Participants’ high 
attendance rates, 
intention to continue a 
pregnancy yoga 
practice, the need for a 
waiting list and a desire 
for further sessions 
indicate demand. 

Implementation No evidence of adverse 
events in any of the 
RCTs. Findings of non-
standardised or 
replicable yoga 

Participants’ reports of 
wide variation in the 
quality of pregnancy 
yoga classes, teachers 
and teacher training 

High rates of fidelity, no 
adverse events, low 
teaching costs and 
participants satisfaction 
with the online 
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interventions, lack of 
measurement of 
fidelity to the 
intervention and huge 
variation in the 
components of the 
yoga interventions are 
factors impacting 
implementation. No 
studies included a cost 
effectiveness analysis 
of resourcing for 
implementation. 
Sessions were provided 
in community and 
hospital settings as well 
as via DVD suggesting 
the range of 
implementation 
options. 

highlight 
implementation 
barriers. Cost of classes 
were also highlighted as 
a barrier to attendance. 
A recommendation to 
provide classes in local 
primary care centres as 
part of antenatal care 
was suggested as an 
implementation 
solution. 

modality and 
recommendation that 
such programmes be 
more readily available 
demonstrate 
implementation 
success. 

Limited efficacy The results of the 
meta-analysis suggest 
that yoga is a beneficial 
non-pharmacological 
intervention to 
manage levels of 
stress, anxiety and 
depression. Duration 
of labour was shorter 
by on average up to 
two hours and women 
in the yoga group were 
2.7 times more likely to 
experience a normal 
vaginal birth. 

Participants spoke of 
the challenges of 
quantifying the benefits 
of pregnancy yoga to 
justify public 
expenditure to provide 
it as part of antenatal 
care. Yoga teachers and 
maternity care 
providers recognised 
the need for research 
with measurable 
outcomes. 

Preliminary QUAN data 
on intended effects 
suggesting 
improvements in stress 
and state and trait 
anxiety coupled with 
QUAL data on 
perceived 
improvements in stress 
offer supporting 
evidence for a further 
large scale pilot trial. 

 

 Strengths and limitations of the study 

 Strengths of the study 

 

This is the first Irish feasibility study of pregnancy yoga and the first feasibility study of online live-

streamed pregnancy yoga using a fully evidence-based reproducible programme. Previous 

systematic reviews of pregnancy yoga identified a need for fully reproducible programmes as well 

as a dearth of research in the area outside of India and the USA (Curtis et al. 2012, Riley & Drake 

2013, Kwon et al. 2020, Rong et al. 2020).   
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It included the design of a fully-evidence-based manualised pregnancy yoga programme that can 

be reproduced for future studies. The inclusion of stakeholders as key contributors to the design 

process strengthened the programme. While the programme was designed to be administered 

face-to-face it was successfully delivered online via live-streaming in response to COVID-19. The 

flexibility to use the manual for both face-to-face and online administration is a major strength and 

offers an opportunity to deliver the programme using both modalities using an RCT design to test 

feasibility and effectiveness. 

 

A further strength of this PhD research was the iterative development of the three studies through 

the use of the MRC Framework (Shahsavari et al. 2020). In order to develop and evaluate complex 

interventions the MRC framework highlights the need to identify the evidence base and 

supplement this with new evidence if necessary (Craig et al. 2013). This programme of research 

provides much needed new evidence on pregnancy yoga. The mixed methods research design 

allowed for flexibility in the research process so that each study could be conducted with rigour and 

address the same overall research question on feasibility. The use of a range of research 

methodologies to explore diverse aspects of pregnancy yoga, including a systematic review of the 

existing evidence, qualitative research with pregnant women, mothers, maternity care providers 

and yoga teachers, and a mixed methods feasibility study was a strength of this PhD research.  

 

A final strength of the project is the contribution to understanding the wider issues of feasibility for 

a future RCT while also utilising minimal financial resources. According to Beets et al. (2021) it is 

more efficient and cost effective to design and test aspects of feasibility and preliminary efficacy in 

preliminary studies to identify future issues with scaling. In doing this this study offers supporting 

evidence for future research design.  

 

 Limitations of the study 

 

First and foremost, preliminary intervention outcomes are based entirely on self-report and do not 

include objective measurement. This reduced the objectivity of the study findings and future 

investigations should consider more physiological parameters such as plasma or salivary cortisol, 

alpha-amylase or HRV as primary measures of stress and anxiety to reduce subjectivity with regard 

to outcomes measured. Previous RCTs of pregnancy yoga have demonstrated reductions in salivary 

cortisol immediately post yoga intervention (Bershadsky et al. 2014, Newham et al. 2014). A study 
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by Chen et al. (2017) also reported immediate reductions in salivary cortisol after a single yoga 

session but found no long-term effect on salivary cortisol levels.  

 

Secondly, the sample recruited were mainly married, middle aged, Irish women in full-time 

employment with a higher educational background. However, this reflects those individuals who 

tend to access pregnancy yoga classes as reported by (Cramer et al. 2015b). This may restrict the 

generalisability of the findings to other settings with more diverse populations. 

 

Thirdly, the absence of a control group is a notable limitation of this MMR study. Arguably the 

improvements shown in the limited outcome testing (Section 5.5) may not be related to the 

pregnancy yoga programme. While the original study design had anticipated using an RCT design 

using usual care as the control group COVID-19 restrictions and a necessary study redesign could 

not facilitate this. This study does however provide the preliminary evidence for the need for a 

follow-up RCT.  

 

Fourthly, there was no post programme interview with the pregnancy yoga teacher which may have 

offered valuable insights into the feasibility and acceptability of the programme from a different 

perspective to the participants. Future studies should include post programme evaluation and/or 

interviews with the pregnancy yoga teachers.  

 

Finally, the systematic review did not include any qualitative studies. While this exclusion allowed 

for the selection of studies that were hypothetically more objective in measured outcomes, this 

approach may have precluded valuable data on individuals’ perceptions and experiences of yoga. 

Similarly, studies in languages other than English were excluded, which may have also contributed 

to language bias. Despite these limitations, this systematic review has successfully described the 

characteristics and effectiveness of pregnancy yoga and can help direct future investigations. 

 

 Summary of discussion chapter 

 
This chapter presents the key findings of this study with reference to the existing literature. This 

research study is the first step in evaluating the feasibility of pregnancy yoga for reducing stress, 

anxiety and fear of childbirth among healthy pregnant women. Following the MRC framework, the 

theoretical understanding of pregnancy yoga and the feasibility of carrying out a mixed methods 

research study were explored. Although pregnancy yoga is widely used in practice, the current 

evidence on acceptability, demand, implementation in practice and efficacy is still lacking, 
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especially in an Irish context. This study offers the supporting evidence for a follow-up large scale 

pilot trial. Both quantitative and qualitative findings from all three studies have been integrated 

and the key findings indicate that pregnancy yoga is feasible, acceptable and facilitates reductions 

in stress and anxiety. It also supports pregnant women to physically and psychologically prepare for 

labour and birth. (Mitchell & McClean 2014) describe how women’s increased uptake of CAM such 

as yoga may be a response to the uncertainty of pregnancy and childbirth coupled with a desire to 

transform an unpredictable situation into one which is more predictable and manageable. There is 

evidence from this feasibility study that pregnancy yoga enabled women to feel more equipped for 

the challenges and unpredictability of labour and birth.   

 

The final chapter, Chapter 7 outlines the recommendations that have emerged from the findings of 

this study and concludes this thesis. 
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 RECOMMENDATIONS AND CONCLUSION TO THESIS 

 Introduction 

 

This final chapter provides recommendations emerging from the findings of this research for policy, 

practice and future research. A dissemination plan at national and international levels is outlined. 

A conclusion and a personal reflection through this PhD journey conclude the thesis.  

 

 Recommendations from thesis 
 

Recommendations are made for practice, research and policymakers with an acknowledgement 

that resources, human and financial, will be required to implement these recommendations 

effectively. 

 

 Recommendations for practice 
 

Pregnancy has been identified as an opportune time during which woman’s health motivations can 

be harnessed for long-term behaviour change and wider lifelong health benefits (Phelan 2010). 

Evidence from study 2’s qualitative interviews suggests that maternity care providers in Ireland are 

already recommending pregnancy yoga for its health benefits and pregnant women and mothers 

are seeking it out and recommending it having experienced these benefits.  While pregnancy yoga 

classes are a readily available physical activity in the community, they are run independent to the 

Health Service Executive (HSE) in Ireland. The implications of this study for maternity services are 

important as it is the first study in Ireland to provide a scientific evidence base of the benefits yoga 

can have on stress and anxiety during pregnancy as well as instilling confidence for labour and birth.  

 

This research study identified an imbalance in how pregnancy yoga teachers are trained and 

certified to practice. During qualitative interviews for study 2 pregnancy yoga teachers and 

maternity care providers shared concerns regarding the diversity in pregnancy yoga teacher 

training and stipulated a minimum training requirement of six full days for those already certified 

as yoga teachers. They also believed that yoga teachers should not be able to teach pregnancy yoga 

unless they have additional training in the anatomy and physiology of pregnancy. 

 

It is recommended that: 
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• If a further pilot study with an RCT design replicates the findings of the current study, HSE 

maternity care units could decide to finance yoga classes. They could be run within the 

hospitals or in collaboration with primary care centres where antenatal and child health 

clinics are already being held. Instructors could be paid by the HSE to run the classes 

enabling women from across the socio-economic spectrum to attend. This initiative has 

already been implemented in the Finglas area of Dublin by the Area Based Childhood 

Programme (Department of Children and Youth Affairs 2018). Pregnancy yoga classes are 

also offered free of charge to pregnant women attending for antenatal care at the HSE 

Midwifery Led Unit in Drogheda (Health Service Executive 2018). Both projects offer 

supporting evidence that free pregnancy yoga classes in both a community and a hospital 

setting are achievable.  

• If maternity care professionals are to deliver interventions such as this, they themselves 

will need education, training and protected time to deliver the programmes. It is 

recommended that either certified pregnancy yoga teachers or maternity care providers 

with this certification deliver the yoga programmes.  

• Clear evidence-based guidelines on pregnancy yoga teacher training requirements and 

standards of practice through Yoga Alliance should be developed to standardise training 

and ensure best practice. There should be a minimum of six full days specialist training in 

pregnancy yoga for certified yoga teachers to work with pregnant women. The most 

appropriate way to influence future funding decisions to enhance the uptake of pregnancy 

yoga in maternity units may be the use of evidence-based guidelines (Ubbink et al. 2013).  

• While there is no registration to practice requirement or monitoring body for yoga 

teachers, those with certification from Yoga Alliance are considered to have attended a 

rigorous training programme that meets the standards of Yoga Alliance. As such all 

pregnant women should seek to attend classes with certified pregnancy yoga teachers. 

• Pregnancy yoga may be a useful treatment option for women who may be fearful or 

avoidant of dedicated mental health supports (Newham et al. 2014). Perinatal mental 

health services in Ireland are expanding and this may be an opportune time to explore the 

potential of including yoga as an optional support for women. Since it is a group-based 

intervention with an emphasis on wellbeing, it is likely to be more cost-effective than 

individualised support and previous studies have demonstrated the efficacy of yoga in 

reducing levels of stress and anxiety in pregnancy (Beddoe et al. 2010, Field et al. 2012, 

Satyapriya et al. 2013, Field et al. 2013, Newham et al. 2014).  
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• Given findings that participants in the feasibility study were satisfied with online delivery 

and hour-long classes pregnancy yoga teachers and yoga schools should consider live-

streamed online class delivery for their practice. While many teachers and yoga schools 

transitioned online during COVID-19 our findings suggest a role for continuation of online 

delivery to suit a wider cohort long-term.   

 

 Recommendations for research 
 

The findings from the current study and the discussion have identified several areas that require 

further research.  

 

It is recommended that: 

• Having established the feasibility of this study, the next step following the MRC framework 

is to develop a definitive pilot trial evaluating the effectiveness of pregnancy yoga 

(Shahsavari et al. 2020). Testing comparative effectiveness using a pragmatic mixed 

methods design comparing pregnancy yoga with usual care is the suggested option (Ijaz et 

al. 2019). Potential usual care could be standard antenatal care.   It is possible that pregnant 

women might join the study in the hope of receiving yoga and then withdraw if allocated 

to usual care.  This can be explored during the pilot study and if there is evidence that this 

poses a real threat to recruitment and retention, the possibility of conducting another type 

of trial design e.g., a step wedge design should be explored. It is however acknowledged 

that due to the time limited nature of pregnancy that this will come with its own challenges.  

• Future studies should also include postnatal outcome measures such as duration of labour, 

pain management during labour, mode of birth, maternal mood postpartum, mother-baby 

attachment and adaptation to the parenting role in women who practiced yoga during 

pregnancy and in those who did not practice yoga. 

• Future research should consider evaluating cost effectiveness alongside a pragmatic trial 

as this was beyond the scope of this study. Cost-effectiveness should be assessed from the 

healthcare and societal perspectives (Carias et al. 2018). The healthcare perspective will 

need to incorporate intervention costs and healthcare resource use costs, whereas the 

societal perspective must include production loss costs. The use of the EQ-5D-5L, a 

standardised measure of health status developed by the EUroQOL group to provide a 

simple, generic measure of health for clinical and economic appraisal is suggested 

(Buchholz et al. 2018).  Health states can be converted into a single index value that can be 
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used to calculate quality adjusted life years (QALYs) for cost-effectiveness analysis (CEA).  

One of the most challenging obstacles in evaluating complex interventions is accessing 

funding due to lack of robust research on efficacy and limited health economic data making 

this a vital next step (Skivington et al. 2021). 

• Further studies on the physiological impact of pregnancy be conducted to validate its effect 

and safety for mother and baby. During the course of this study ethical approval was 

granted to the researcher for a collaborative study of the physiological impact of pregnancy 

yoga. This study involves teaching one of the pregnancy yoga sessions from this manualised 

programme to a group of pregnant women and collecting pre and post data on heart rate 

variability, pulse oximetry, blood glucose, salivary cortisol and perceived stress. This study 

was delayed due to COVID-19 restrictions preventing the researcher travelling to Canada 

to conduct the study. Research ethics for this study has been extended and a TCD research 

boost grant has been awarded. Conducting this study in the future will add valuable new 

evidence regarding the safety and outcome of this pregnancy yoga programme.  

• Future research should focus on recruiting a wider demographic to assess non-Caucasian, 

racial, age, minority groups or cultural differences among pregnant women who engage in 

pregnancy yoga. The sample recruited for this feasibility study were mainly married, middle 

aged, Irish women in full-time employment with a higher educational background 

restricting the generalisability of the findings.  

 

 Recommendations for policymakers 
 

 

The scientific literature contributing to this research highlights the challenges that maternity care 

professionals face when addressing lifestyle factors such as physical activity (Evenson et al. 2019, 

Blankenship et al. 2020). Much of the literature suggests that Health promotion campaigns 

highlighting physical activity recommendations and the benefits of physical activity in pregnancy 

are needed (Smith & Campbell 2013, Meah et al. 2020).  

 

It is recommended that: 

• Findings from this research be used to inform the development of local physical activity 

guidelines to support maternity care professionals to provide more consistent messages 

regarding the benefits of and contraindications for pregnancy yoga as one physical activity 

option. There is an opportunity for the HSE Health Promotion Unit and Sport Ireland to 

collaborate on a comprehensive physical activity guideline for pregnant and postpartum 
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women in Ireland similar to those already developed and undergoing ongoing review in the 

UK and Canada (Mottola et al. 2018, Gibson‐Moore 2019). The researcher has already made 

contributions on pregnancy yoga to a pregnancy and postpartum physical activity resource 

pack for Sport England and a pregnancy and postpartum exercise specialisation for CSEP 

(Akben-March 2020, Sport England 2021).  In considering physical activity guidelines in 

pregnancy policy makers need to think outside the use of physical activity as a blanket term 

and break this down into the specific types of activity that women engage in and that are 

safe and recommended during pregnancy. This should include pregnancy yoga with 

incorporated activities broken down by pregnancy trimester to allow pregnant women to 

modify their physical activity patterns to meet their changing needs.  

• The findings from this PhD of reductions in both stress and anxiety levels during the 

pandemic following six-weeks of online pregnancy yoga could be used to inform the 

delivery of an antenatal lifestyle intervention with yoga as a core component. This would 

require considerable political will to both finance and implement such a programme across 

maternity services. Policy makers are encouraged to recognise the multiple gaps in services 

to pregnant women in relation to antenatal support classes and be open to exploring novel 

interventions such as this pregnancy yoga programme which is evidence-based and has 

gone through a rigorous feasibility evaluation. In a rapid review of 15 studies with 2411 

pregnant women and 101 postnatal women Brooks et al. (2020) found that included studies 

with measures of mental health reported that pregnant women experience higher levels of 

distress during infectious disease outbreaks. A recent systematic review involving 23 

studies and 20,569 participants, exploring the impact of the pandemic on maternal 

psychological wellbeing has demonstrated considerable increases in anxiety and 

psychological distress (Yan et al. 2020). The prevalence rates of anxiety and psychological 

distress among pregnant women during the COVID-19 pandemic according to this review 

were 37% (95% confidence interval [CI] 25–49%) and 70% (95% CI 60–79%) respectively. 

Novel and practical ways to enhance the support that women need and are seeking, must 

be ensured to optimise women's childbirth experiences during this challenging time.  

 Dissemination plan 

 

Dissemination of findings through peer-reviewed publications and conference presentations to 

maternity care professionals, exercise professionals and the general public within and outside the 

Republic of Ireland has commenced and is ongoing. To date I have successfully published two 
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papers in peer‐reviewed journals and have presented at nine national and international 

conferences. The following is a plan for future disseminations: 

 

Future dissemination includes: 

➢ Three more manuscripts: 

 Paper titled: Key stakeholders’ experience of the essential components of pregnancy 

yoga: a qualitative descriptive study. Planned submission in January 2022 to Midwifery. 

 Paper title: Design of an evidence-based pregnancy yoga programme using the MRC 

framework for complex interventions. Planned submission in March 2022 to BMC 

Complementary Medicine and Therapies. 

 Paper title: Feasibility study of an evidence-based live streamed online pregnancy yoga 

programme for stress, anxiety and fear of childbirth. Planned submission in May 2022 

to BMC Pregnancy and Childbirth. 

➢ Continued presentation at national and international conferences, such as the International 

Symposium of Yoga Research, the Normal Labour and Birth Conference and the All‐Ireland 

Midwifery Conference. 

➢ Articles will be prepared for and submitted for publication to women’s magazines, mother 

and baby magazines, newspaper health supplements and yoga magazines, such as Image 

magazine, Mums and Tots magazine, Maternity and Infant Family magazine, Yoga Therapy 

Ireland magazine, Irish Times Health supplement, Irish Independent Health & Wellbeing. 

➢ An article of research findings will be written and submitted to RTÉ Brainstorm. RTÉ 

Brainstorm is where the academic and research community contribute to public 

debate, reflect on what’s happening in the world and communicate fresh thinking on a 

broad range of issues. 

➢ Research findings will be shared with mother and baby groups, for example, La Leche 

League of Ireland and Cuidiú.  

➢ A summary of findings report will be offered to administrators of rollercoaster.ie to publish 

online as they advertised the feasibility study.  

➢ Research finding will be distributed to healthcare professionals involved in maternity care, 

including: midwives, GPs, PHNs, physiotherapists and other allied healthcare professionals 

in Ireland and internationally. This will be achieved through scheduled face-to-face and 

online meetings and provision of summary of findings leaflets.  

➢ A summary of findings report will be disseminated to everyone who participated in this 

study.  
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 Conclusion 
 

This PhD included three studies each of which was needed to explore the study aim to develop a 

manual for an evidence-based pregnancy yoga class programme and test it for feasibility. Findings 

suggest that online pregnancy yoga can contribute to lower levels of stress and anxiety as well as 

supporting women to prepare physically and mentally for labour and birth. This research study is 

the first step in evaluating online pregnancy yoga for stress, anxiety and fear of childbirth. It has 

provided essential information to enrich the evidence base for pregnancy yoga and provides 

original data on the feasibility and practicality of conducting a live-streamed online pregnancy yoga 

programme. Following the next stage of the MRC framework, future research evaluating the 

effectiveness of this pregnancy yoga programme should be conducted in an RCT with the optimal 

sample size to assure adequate power to detect statistical significance (Gupta et al. 2016). 

 

 Personal reflection 

 

The process of beginning this PhD thesis and seeing it to completion has been a colossal and 

unquantifiable learning curve. I always knew I wanted to complete a doctorate degree but what I 

was less clear on was how I would do it and the topic of my research.  In applying for a SPHeRE 

programme scholarship, while I was unprepared for the letter of offer, I accepted immediately 

knowing I had the ‘how’ and that the topic would follow. This journey that began as a huge leap of 

fate, stepping outside my comfort zone has allowed me to realise my passion – pregnancy yoga, 

physical activity and women’s health.     

 

In choosing to conduct a mixed method study I was naïve in thinking it would be as straightforward 

as carrying out a quantitative study followed by a qualitative study. In practice it was far more 

complex than this and I was required to familiarise myself with methods from both quantitative 

and qualitative methodologies and employ a study design that justified and clearly benefited from 

using both methods. I moved back and forth with study designs many times before finding the right 

fit and this included a redesign late in the process as a necessary response to the challenges of 

COVID-19 restrictions. Conducting a systematic review and meta-analysis felt at times like an epic 

and never-ending task but the learning from it was worth the effort. During qualitative data analysis 

I set unrealistic goals and the more I immersed myself in the data the more time I wanted with 

them. I feel I can now say that I fully comprehend what immersion truly feels like. Equally I now 

understand the importance of thorough quantitative data entry, data cleaning and data preparation 
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and the time this takes as well as the reward when the analysis starts. At the outset I had no idea 

the skills I would acquire in all these areas but most importantly in project management an essential 

tool to navigate the PhD journey successfully and one that will enhance my future career.   

 

Finally, I would again like to thank the participants in study two and study three who took time out 

of their busy lives to complete the interviews and questionnaires and engage in this yoga 

programme. I hope that this and future work offers new evidence for pregnancy yoga as a beneficial 

physical activity for pregnant women to engage in and for maternity care and exercise professionals 

to recommend and endorse.    
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Appendix 1: Systematic review search terms and the search strategy for Embase 

Search strategy for EMBASE 

Keywords (title & abstract): pregnan* OR gestat* OR “expectant mother*” OR “pregnant 

woman” OR “pregnant women” OR prenatal OR antenatal OR pre-natal OR ante-natal OR 

“first time mother*” OR “first-time mother*” OR “first-time mum*” OR post-natal OR 

postnatal OR postpartum OR post-partum 

  

Keywords (title & abstract): yoga* 

 

Search Queries 

Concept 1: Pregnancy 

 EMBASE: 'pregnancy'/exp OR 'expectant mother'/exp 

 

Concept 2: Yoga 

 EMBASE: 'yoga'/exp 
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No. Query Results Date 

#7 ('yoga'/exp OR yoga:ab,ti) AND ((pregnan*:ab,ti OR 

gestat*:ab,ti OR 'expectant mother*':ab,ti OR 'pregnant 

woman':ab,ti OR 'pregnant women':ab,ti OR prenatal:ab,ti 

OR antenatal:ab,ti OR 'pre natal':ab,ti OR 'ante natal':ab,ti OR 

'first time mother*':ab,ti OR 'first-time mother*':ab,ti OR 

'first-time mum*':ab,ti OR 'post natal':ab,ti OR postnatal:ab,ti 

OR postpartum:ab,ti OR 'post partum':ab,ti) OR 

('pregnancy'/exp OR 'expectant mother'/exp)) 

315 29 Jul 2019 

#6 (pregnan*:ab,ti OR gestat*:ab,ti OR 'expectant mother*':ab,ti 

OR 'pregnant woman':ab,ti OR 'pregnant women':ab,ti OR 

prenatal:ab,ti OR antenatal:ab,ti OR 'pre natal':ab,ti OR 'ante 

natal':ab,ti OR 'first time mother*':ab,ti OR 'first-time 

mother*':ab,ti OR 'first-time mum*':ab,ti OR 'post natal':ab,ti 

OR postnatal:ab,ti OR postpartum:ab,ti OR 'post 

partum':ab,ti) OR ('pregnancy'/exp OR 'expectant 

mother'/exp) 

1216319 29 Jul 2019 

#5 'pregnancy'/exp OR 'expectant mother'/exp 742457 29 Jul 2019 

#4 pregnan*:ab,ti OR gestat*:ab,ti OR 'expectant mother*':ab,ti 

OR 'pregnant woman':ab,ti OR 'pregnant women':ab,ti OR 

prenatal:ab,ti OR antenatal:ab,ti OR 'pre natal':ab,ti OR 'ante 

natal':ab,ti OR 'first time mother*':ab,ti OR 'first-time 

mother*':ab,ti OR 'first-time mum*':ab,ti OR 'post natal':ab,ti 

OR postnatal:ab,ti OR postpartum:ab,ti OR 'post partum':ab,ti 

940552 29 Jul 2019 

#3 'yoga'/exp OR yoga:ab,ti 8456 29 Jul 2019 

#2 yoga:ab,ti 6072 29 Jul 2019 

#1 'yoga'/exp 6884 29 Jul 2019 
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Appendix 2: Systematic review data extraction tool 

 

 

 
Data Extraction form 

Title of Systematic Review:  Systematic review of the components and 

effectiveness of pregnancy yoga  

Trial Registration: https://www.crd.york.ac.uk/prospero/display_record.php?RecordID=119916 

This form has been developed by adopting and customising the “Data collection form for 

intervention review – RCT and non-RCTs” of the Cochrane Collaboration.   Sections have been 

expanded and added, and irrelevant sections removed. Information included on this form should 

be comprehensive and may be used in the text of the review.   

Notes on using a data extraction form:  
• Be consistent in the order and style you use to describe the information for each included 

study. 

• Record any missing information as unclear or not described, to make it clear that the 

information was not found in the study report(s), not that you forgot to extract it.  

• Include any instructions and decision rules on the data extraction form, or in an 

accompanying document. It is important to practice using the form and give training to 

any other authors using the form. 

Study information: 

Date form completed  

Name/ID of person extracting 

data 

 

Article Title   

Study author contact details  

Publication type   

Country in which the study was 

conducted 

 

Study funding source (including 

role of funders) 

 

Possible conflicts of interest  
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Notes:  

 

 

Study eligibility: 

Study 

Characteristics 

Review Inclusion Criteria 

• Written in English 

• Original article 

• Intervention study describing a 
yoga class intervention 

• Intervention includes yoga 
poses and practices 

• Randomised and quasi-
experimental studies  

• Studies that compared yoga 
with usual care or any active 
treatment 

Inclusion criteria met?  Location 

in text 

or 

source 

(pg & 

/fig/tabl

e/other) 

Yes No Unclear 

Type of study Randomised Controlled Trial □ □ □ 
 

Quasi-experimental study – control before 

and after, non-randomised control trials.   

 

□ □ □ 

 

Participants 

 

 

□ □ □ 

 

Types of 

intervention 

 □ □ □ 
 

Types of 

comparison 

 □ □ □ 
 

Types of 

outcome 

measures 

 

 □ □ □ 

 

 

INCLUDE  □ 

 

 

EXCLUDE  □ 

 

Reason for 

decision 
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Notes:    

 

 

DO NOT PROCEED IF STUDY EXCLUDED FROM REVIEW 
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Characteristics of included studies 

Methods: 

 Descriptions as stated in report/paper Location 

in text 

or 

source 

(pg & 

¶/fig/ta

ble/othe

r) 

Aim of study (e.g. 

efficacy, effectiveness, 

feasibility) 

  

Design(e.g. RCT, non-

RCT describe) 

  

Unit of 

allocation/sampling 

technique (random 

assignment, 

convenience, step 

wedge, cluster) 

  

Start date   

End date   

Duration of 

participation (from 

recruitment to last 

follow-up) 

  

Ethical approval 

needed/ obtained for 

study 

□ □ □ 

Yes No Unclear 

  

Notes:    
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Participants: 

 Description 

Include comparative information for each intervention or 

comparison group if available 

Location 

in text 

or 

source 

(pg & 

/fig/tabl

e/other) 

Population description 

(from which study 

participants are drawn) 

  

Setting (including 

location and social 

context) 

  

Inclusion criteria    

Exclusion criteria   

Method of recruitment 

of participants (e.g. 

phone, mail, clinic, 

hospital) 

  

Informed consent 

obtained  
□ □ □ 

Yes No Unclear 

  

Total no. randomised 

(or total pop. at start of 

study for NRCTs) 

  

Clusters (if applicable, 

no., type, no. people per 

cluster) 

  

Baseline imbalances   

Withdrawals and 

exclusions (if not 

provided below by 

outcome) 

  

Age (range)   

Race/Ethnicity   

Stage of pregnancy 

(weeks) 
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Complications/comorbi

dities  

  

Other relevant 

sociodemographics 

(e.g. public, private 

healthcare, marital 

status) 

  

Notes:    

 

 

Risk of Bias assessment: 

See Chapter 8 of the Cochrane Handbook. Additional domains may be added for non-randomised 

studies. 

 

Domain Risk of bias Support for judgement 

(include direct quotes where 

available with explanatory 

comments) 

Location in text 

or source (pg & 

/fig/table/other) 
Low High  Unclear 

Random sequence 

generation (selection 

bias) 
□ □ □ 

  

Allocation concealment 

(selection bias) □ □ □ 
  

Blinding of participants 

and 

personnel(performance 

bias) 

□ □ □ 

Outcome group: All/ 

 

 

(if separate judgement 

by outcome(s) 

required) 
□ □ □ 

Outcome group:  

 

 

Blinding of outcome 

assessment (detection 

bias) 
□ □ □ 

Outcome group: All/ 

 

 

(if separate judgement 

by outcome(s) 

required) 
□ □ □ 

Outcome group:  

 

 

http://www.mrc-bsu.cam.ac.uk/cochrane/handbook/index.htm#chapter_8/8_assessing_risk_of_bias_in_included_studies.htm
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Incomplete outcome 

data (attrition bias) □ □ □ 

Outcome group: All/ 

 

 

(if separate judgement 

by outcome(s) 

required) 
□ □ □ 

Outcome group:  

 

 

Selective outcome 

reporting? (reporting 

bias) 
□ □ □ 

  

Other bias □ □ □ 
  

Notes:    

 

Intervention & Comparison groups: 

Copy and paste table for each intervention and comparison group  

Intervention Group 1 

 Description as stated in report/paper 

 

Location 

in text 

or 

source 

(pg & 

¶/fig/ta

ble/othe

r) 

Group name   

No. randomised to group 

(specify whether no. 

people or clusters) 

  

Description (include 

sufficient detail for 

replication, e.g. content, 

dose, components) 

  

Duration of treatment 

period 

  

Frequency (e.g. frequency 

of each intervention, once 

a week, twice a week, 

daily) 
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Intensity (e.g. duration of 

each intervention or dose, 

12 sessions, 24 sessions, 36 

sessions) 

  

Timing (e.g. length of each 

session, one hour. Two 

hours) 

  

Type (e.g. Hatha, Vinyasa, 

Yoga Nidra, Pranayama, 

breathwork, relaxation, 

poses/asanas) 

  

Delivery (e.g. mechanism, 

fidelity, location) 

  

Providers (e.g. number, 

profession, training 

provided) 

  

Economic information 

(i.e. intervention cost, 

changes in other costs as 

result of intervention) 

  

Resource requirements 

(e.g. staff numbers, 

equipment, space) 

  

Integrity of delivery   

Adherence/Attendance   

Notes:    

 

 

Comparison Group 1 

 Description as stated in report/paper 

 

Location 

in text 

or 

source 

(pg & 

¶/fig/ta

ble/othe

r) 

Group name   
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No. randomised to group 

(specify whether no. 

people or clusters) 

  

Description (include 

sufficient detail for 

replication, e.g. content, 

dose, components) 

  

Duration of treatment 

period 

  

Frequency (e.g. frequency 

of each intervention, once 

a week, twice a week, 

daily) 

  

Intensity (e.g. duration of 

each intervention or dose, 

12 sessions, 24 sessions, 36 

sessions) 

  

Timing (e.g. length of each 

session, one hour. Two 

hours) 

  

Type (e.g. Hatha, Vinyasa, 

Yoga Nidra, Pranayama, 

breathwork, relaxation, 

poses/asanas) 

  

Delivery (e.g. mechanism, 

fidelity, location) 

  

Providers (e.g. number, 

profession, training 

provided) 

  

Economic information 

(i.e. intervention cost, 

changes in other costs as 

result of intervention) 

  

Resource requirements 

(e.g. staff numbers, 

equipment, space) 

  

Integrity of delivery   

Adherence/Attendance   

Notes:    
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Outcomes: 

Copy and paste table for each outcome.  (7 outcomes as per max recommended by Cochrane - 

QoL, anxiety, stress, depression, length of labour, pain management in labour, mode of birth) 

Outcome 1 

 Description as stated in report/paper 

 

Location 

in text 

or 

source 

(pg & 

/fig/tabl

e/other) 

Outcome name   

Time points measured 

(specify whether from 

start or end of 

intervention) 

  

Time points reported 

 

  

Outcome definition (with 

diagnostic criteria if 

relevant) 

  

Person measuring/ 

reporting (administered, 

self-report) 

  

Unit of measurement (if 

relevant) 

  

Scales: upper and lower 

limits (indicate whether 

high  or low score is 

good) 

  

Is outcome/tool 

validated? 
□ □ □ 

Yes No Unclear 

  

Imputation of missing 

data (e.g. assumptions 

made for ITT analysis) 
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Assumed risk estimate 

(e.g. baseline or 

population risk noted  in 

Background) 

  

Power (e.g. power & 

sample size calculation, 

level of power achieved) 

  

Notes:    

 

 

Limitation and mitigation strategy: 

Strength   

Limitations   

Strategies to overcome the 

limitations 
  

Notes:    

 

 

Data and analysis 

Copy and paste the appropriate table for each outcome, including additional tables for each time 

point and subgroup as required. 

Dichotomous outcome  

 Description as stated in report/paper 

 

Location 

in text 

or 

source 

(pg & 

¶/fig/ta

ble/othe

r) 

Comparison   

Outcome   

Subgroup   

Time point 

(specify from start or end 

of intervention) 
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Results Intervention Comparison  

No. with 

event 

Total in 

group 

No. with 

event 

Total in 

group 

    

Any other results 

reported (e.g. odds ratio, 

risk difference, CI or P 

value) 

  

No. missing participants    

Reasons missing    

No. participants moved 

from other group 

   

Reasons moved    

Unit of analysis (by 

individuals, 

cluster/groups or body 

parts) 

  

Statistical methods used 

and appropriateness of 

these (e.g. adjustment 

for correlation) 

  

Reanalysis required? 

(specify, e.g. correlation 

adjustment) 

□ □ □ 

Yes No Unclear 

  

Reanalysis possible? □ □ □ 

Yes No Unclear 

  

Reanalysed results   

Notes:    

 

 

For RCT/CCT 

Continuous outcome 
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 Description as stated in report/paper 

 

Location 

in text or 

source (pg 

& 

¶/fig/tabl

e/other) 

Comparison   

Outcome   

Subgroup   

Time point 

(specify from start or 

end of intervention) 

  

Post-intervention or 

change from 

baseline? 

  

Results Intervention Comparison  

Mean SD (or 

other 

variance, 

specify)  

No. 

participants 

Mean SD (or 

other 

variance, 

specify) 

No. 

participan

ts 

      

Any other results 

reported (e.g. mean 

difference, CI, P value) 

  

No. missing 

participants 

   

Reasons missing    

No. participants 

moved from other 

group 

   

Reasons moved    

Unit of analysis 

(individuals, cluster/ 

groups or body parts) 
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Statistical methods 

used and 

appropriateness of 

these (e.g. adjustment 

for correlation) 

  

Reanalysis required? 

(specify) 
□ □ □ 

Yes No Unclear 

  

Reanalysis possible? □ □ □ 

Yes No Unclear 

  

Reanalysed results   

Notes:    

 

 

Continuous outcome 

 Description as stated in report/paper 

 

Location in 

text or 

source (pg 

& 

¶/fig/table/

other) 

Comparison   

Outcome   

Subgroup   

Time point 

(specify from start or 

end of intervention) 

  

Post-intervention or 

change from 

baseline? 

  

Results Intervention Comparison  

Mean SD (or 

other 

variance, 

specify)  

No. 

participants 

Mean SD (or 

other 

variance, 

specify) 

No. 

particip

ants 
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Any other results 

reported (e.g. mean 

difference, CI, P value) 

  

No. missing 

participants 

 

   

Reasons missing 

 

   

No. participants 

moved from other 

group 

   

Reasons moved 

 

   

Unit of analysis 

(individuals, cluster/ 

groups or body parts) 

  

Statistical methods 

used and 

appropriateness of 

these (e.g. adjustment 

for correlation) 

  

Reanalysis required? 

(specify) 
□ □ □ 

Yes No     Unclear 

  

Reanalysis possible? □ □ □ 

Yes No     Unclear 

  

Reanalysed results   

Notes:    

 

Other outcome  

 Description as stated in report/paper 

 

Location in 

text or 

source (pg 

& 

¶/fig/table/

other) 
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Comparison   

Outcome   

Subgroup   

Time point 

(specify from start or end 

of intervention) 

  

No. participants Intervention Control  

  

Results Intervention 

result 

SE (or other 

variance) 

Control 

result 

SE (or 

other 

variance) 

 

    

Overall results SE (or other variance) 

  

Any other results 

reported  

  

No. missing participants    

Reasons missing    

No. participants moved 

from other group 

   

Reasons moved    

Unit of analysis (by 

individuals, 

cluster/groups or body 

parts) 

  

Statistical methods used 

and appropriateness of 

these 

  

Reanalysis required? 

(specify) 
□ □ □ 

Yes No     Unclear 

  

Reanalysis possible? □ □ □ 

Yes No     Unclear 

  

Reanalysed results   
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Notes:    

 

 

 

Other information: 

 Description as stated in report/paper 

 

Location 

in text 

or 

source 

(pg & 

¶/fig/ta

ble/othe

r) 

Key conclusions of study 

authors 

  

References to other 

relevant studies 

  

Correspondence required 

for further study 

information (from whom, 

what and when) 

 

Notes:    
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Appendix 3: Study 2 letter of invitation to stakeholders to advertise the study 

  

School of Nursing and Midwifery  
Trinity College Dublin  
24 D’Olier St  
D02 T283  
  

8th January 2020    

 

Invitation to publicise a research study on ‘Pregnancy Yoga’   

 

Dear Sir/Madam  

My name is Lisa Corrigan, and I am a PhD student in the School of Nursing and Midwifery, Trinity 

College Dublin. I am writing to ask you if you would be interested in engaging with a research 

study of ‘Key stakeholders’ views of the essential components of a pregnancy yoga 

programme’.  You may be interested in publicising the study and/or informing women who avail 

of your services or use your site about the study.  The aim of the study is to understand what a 

pregnancy yoga programme should look like from the perspective of pregnant women, mothers 

who have experienced pregnancy yoga, yoga teachers and maternity care providers.    

I enclose an information leaflet, which I invite you to read carefully.  I also enclose a poster and 

can forward further copies should you wish.  I would invite you to display or distribute the poster 

to any relevant people within or using your service.  I am undertaking this research as part of my 

PhD study with the School of Nursing and Midwifery, Trinity College Dublin.  This will be the first 

study of components of a pregnancy yoga programme in an Irish context and will help inform 

our understanding of the content of pregnancy yoga programmes.  The results of the research 

will be published in academic journals and it will also be written up as a PhD thesis.  The 

combined, collated findings will be available to all participants and interested parties.    

I greatly appreciate any assistance you can provide in informing people about this research, and 

I am happy to discuss this with you or attend a face-to-face meeting to explain the research in 

more detail.  You can contact me by email, phone or text at the details provided at the bottom 

of this letter.  

Yours sincerely  

  

__________________   
Lisa Corrigan  
licorrig@tcd.ie  
086-8265735  
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 Appendix 4: Study 2 advertising poster for recruitment 

  

PARTICIPANTS NEEDED FOR  

PREGNANCY YOGA RESEARCH  

  

We are inviting pregnant women, mothers, yoga teachers and maternity care 

professionals to take part in research and share their views and experiences of the 

essential components of    

Pregnancy Yoga Programmes.  

As a participant in this study, you will be invited to take part in a one-to-one 

telephone  interview to share your views on the essential components of pregnancy 

yoga programmes.   
  

Your participation is entirely voluntary, and interviews will take a maximum of 1 

hour of your time.  By participating in this study, you will help us to understand what 

components should be included in a pregnancy yoga programme.    

 To learn more or to express your interest in participating in this study please contact:  

Principal Investigator 

Lisa Corrigan  
Email: licorrig@tcd.ie  

Phone: 086 8265735 (call or text)  

This study is supervised by:  Dr Deirdre Daly and Dr Pat Moran  

This study has been approved by the Research Ethics Committee, School of Nursing and 

Midwifery, Trinity College Dublin and is supported by Health Research Board (HRB) 

funding.  
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 Appendix 5: Study 2 participant eligibility form 

 

 

Participant Eligibility Form 

 

Study 

Name: 

Key stakeholders’ views of the essential components of a pregnancy 

yoga programme   

Date:  

Principal 

Investigator: 
Lisa Corrigan, School of Nursing and Midwifery, Trinity College Dublin 

 

 

PARTICIPANT # _________________   INTERVIEW PREFERENCE: __________________   

INCLUSION CRITERIA 

Must be "yes"* 
Yes No 

Are you aged 18 or over? □ □ 

Pregnant and postnatal women who have knowledge or experience of pregnancy 

yoga (give details) □ □ 

Yoga teachers or maternity care providers who have knowledge or experience of 

pregnancy yoga (specify profession and experience)  □ □ 

Do you speak and understand English fluently? □ □ 

     *Potential participants who do not meet all the inclusion criteria will be excluded 
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Appendix 6: Study 2 participant cover letter 

 

School of Nursing and Midwifery 

Trinity College Dublin 
2 Clare St 
Dublin 2 D02 CK80 

 

Date  

Invitation to take part in a research study 

Dear Sir/Madam,  

Thank you for making contact regarding my PhD research study ‘Key stakeholders’ 

views of the essential components of a pregnancy yoga programme’.  

I am inviting pregnant and postnatal women, yoga teachers and maternity care 

professionals with knowledge or experience of pregnancy yoga to take part in small 

group discussions (with about 4-6 participants per group), or individual one-to-one 

interviews (in person or via telephone) to find out their views on the components of 

pregnancy yoga programmes.  The small group discussions with pregnant and 

postnatal women and yoga teachers and maternity care providers will be held 

separately and should take no more than one hour of your time.   

If you feel this is a research study that would interest you, I should be grateful if you 

would take a few minutes to read the enclosed information leaflet to find out what 

taking part means for you. If after reading this you are interested in taking part or 

feel you would like to know more about the study, please return the enclosed 

expression of interest form and/or consent form, text/call me on 086 8265735 or 

email me at licorrig@tcd.ie  

Thank you for taking the time to consider this request, and I look forward to hearing 

from you. 

 

Yours sincerely 

 

Lisa Corrigan 

 

mailto:licorrig@tcd.ie
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Appendix 7: Study 2 participant information leaflet 

  
Participant Information Leaflet (Pregnant and postnatal women) 

Name of Study: Key stakeholders’ views on the essential components of a pregnancy yoga 

programme.  

Site  Trinity College Dublin   

Principal Investigator(s) and  

Co-Investigator(s)  

(insert names, titles and 

contact details)  

Principal Investigator: Lisa Corrigan, SPHeRE PhD Scholar, School of 
Nursing and Midwifery, 24 D’Olier Street, Dublin, D02 T283.  Email: 
licorrig@tcd.ie or Phone: 086 8265735.   
 
Supervisors: Dr Deirdre Daly, Assistant Professor Midwifery, Dr 
Patrick Moran, Senior Research Fellow in Health Economics, School 
of Nursing and Midwifery, 24 D’Olier Street, Dublin, D02 T283.   

Study Organiser/ Sponsor (if 

applicable)  

SPHeRE PhD scholarship funded through the Health Research Board  
Ireland.    

Data Controllers  Trinity College Dublin   

Data Protection Officer  John Eustace  
Interim Data Protection Officer  
Secretary’s Office   
Trinity College Dublin  
Dublin 2  

  

You are being invited to take part in a research study regarding ‘the essential components of 

pregnancy yoga programmes’ that is being carried out by Lisa Corrigan at the School of Nursing 

and Midwifery at Trinity College Dublin as part of her PhD studies.     

Before you decide whether or not you wish to take part, please read this information leaflet 

carefully. If you have any questions that are not answered by the information leaflet, please feel 

free to contact Lisa Corrigan at the contact details above with any questions. Don’t feel rushed or 

under pressure to make a quick decision. You should understand the risks and benefits of taking 

part in this study so that you can make a decision that is right for you. You may wish to discuss it 

with your family, friends or a care provider.  Please note you do not have to take part in this 

research, and you can change your mind about taking part in the study at any time up to data 

anonymisation which will be one month after the interview.  You do not have to provide any 

reason for choosing to opt-out.    
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This leaflet has five main parts:  

 

 

 

Part 1 – The Study  

Part 2 – Data Protection  

Part 3 – Costs, Funding and Approval  

Part 4 – Future Research  

Part 5 – Further Information  
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Part 1 – The Study  

  

Why is this study being done?  

  

The aim of this study is to find out your views on the most important components of pregnancy 

yoga programmes e.g., what postures and movements should be included, when pregnant women 

should start classes and how long the classes and programmes should be.  We are doing this study 

because we know from the literature that women engage in pregnancy yoga programmes.  There 

is some evidence that these programmes can improve stress levels and quality of life, reduce the 

risk of preterm labour and improve labour outcomes such as comfort, pain management and 

duration of labour.  However, there is considerable variation in and no agreement on the actual 

components of a pregnancy yoga programme.    

  

Why have I been invited to take part?  

    

We are asking pregnant and postnatal women, yoga teachers and maternity care professionals 

over the age of 18 years with some knowledge or experience of pregnancy yoga if they would be 

willing to take part in small group (focus group) interviews (discussions), or one-to-one face to face 

or telephone interviews, to share their views on the components of pregnancy yoga programmes.  

You can choose to participate in either a group or one-to-one interview based on your preferences 

however due to confidentiality concerns no transcript will be available for group interviews.  If you 

wish to have an opportunity to verify your contributions, you should choose the individual 

interview option.    

Do I have to take part?  Can I withdraw?  

  

You are under no obligation to take part in this study.  It is entirely voluntary, and you choose to 

participate by contacting the researcher Lisa Corrigan directly. You can change your mind about 

taking part in the study and opt out at any time up to the point of data anonymisation (i.e., the 

point where your data can no longer be linked in any way with you as an individual), one month 

after interview.  You do not have to give a reason for not taking part or for opting out. If following 

participation, you wish to opt out, please contact Lisa Corrigan by phone or text on 086 8265735 

or email at licorrig@tcd.ie and she will support you with this. 

What happens if I change my mind?  

You may withdraw at any time until the point of data anonymisation which will be one month 

following interview. You can change your mind by contacting the primary investigator Lisa Corrigan 

at email licorrig@tcd.ie or phone or text on 086 8265735. If you choose not to continue to take 

part, no reason is required, it is entirely your choice. If you wish, you can ask for your data stored 

to be destroyed. If you request this, we will destroy all data that are in our possession. We will no 

longer use your data for research from this point onwards.  
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How will the study be carried out?  

If you express an interest in participating, I will collect your name and contact details and complete 

a brief eligibility form to ensure you meet the criteria to take part in the study.  I will also send you 

an information leaflet, expression of interest form and consent form to consider.  You will have 

one week in which to consider the information at which point I will contact you again to answer 

any further questions and take verbal consent from you to participate in your choice of one 

interview (either group or individual).  You will be required to return a signed written consent form 

prior to interview.  We hope to interview approximately 16-24 pregnant and postnatal women, 

yoga teachers and maternity care providers with some experience or knowledge of pregnancy 

yoga.     

 

What will happen to me if I decide to take part?  

  

You will be contacted by the primary investigator Lisa Corrigan and invited to participate in your 

choice of one interview (either group or individual) on a set date and time at Trinity College Dublin, 

via telephone or at a suitable location of your choice.  The individual and group interviews will take 

approximately one hour and will seek to understand your knowledge and/or experience of the 

various components of pregnancy yoga programmes.  All interviews will be with the primary 

investigator Lisa Corrigan who will complete written consent with you immediately prior to the 

interview and give you a copy of this for your records.  If you choose to complete a telephone 

interview you will be required to return the written consent form before the interview, and it will 

be countersigned by her and a copy returned to you.  The interviews will be audio-recorded so 

they can be written out (transcribed) afterwards for in depth analysis.  During the interview you 

will be asked a series of questions to explore your knowledge and experience of pregnancy yoga 

and promote discussion, there are no wrong or right answers.  It is anticipated that group 

interviews will consist of 4-6 participants. Focus groups will consist of both pregnant and postnatal 

women.  By choosing to take part in a focus group interview your identity will be known to other 

group participants.  At the beginning of the group interview, all participants will be asked to refrain 

from revealing the identity of other focus group participants or discussing any of the content of 

the interview, outside of the focus group interview.  As mentioned above due to confidentiality 

concerns for one-to one interview only and at your request a copy of your interview can be sent 

to you to allow you to review, clarify or amend anything that you have shared.   

All participants will receive anonymised combined and collated summary of the research findings.    

What will happen to my Data?  

  

The interviews will be digitally/audio recorded and written out (transcribed) prior to analysis.  You 

will be allocated a study ID code, which will replace your personal details in the transcripts.  The 

key containing your personal details and your allocated study ID code will be stored electronically 

in a password-protected folder held on Trinity College Dublin’s main server, separate from both 

the recordings and transcripts. All files will be password protected and  

encrypted. The principal investigator Lisa Corrigan will retain the key linking your study ID code with 

personal details until such time as the data are transcribed and where requested returned to you 

for one-to-one interviews for confirmation of accuracy.  One month after interview or one month 
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after the accuracy of the transcripts has been confirmed, Lisa Corrigan will delete the audio 

recordings and destroy the key linking your individual data with your transcript.  Therefore, the data 

will be completely anonymised at this point.  All files will be password protected and encrypted for 

protection.   The hardcopy of your signed consent form will be stored in a locked cabinet in a locked 

office within Trinity College Dublin which only the research team can access.   

 

The anonymous transcripts will be analysed to understand the essential components of pregnancy 

yoga programmes.  Findings may be published in relevant scientific journals or presented at 

academic conferences.  They will also form part of the principal investigator’s PhD thesis.    

  

Are there any benefits to taking part in this research?  

  

Taking part in this study will not directly benefit you. However, your information and the 

information provided by the other participants when combined and analysed, may help us to better 

understand pregnancy yoga programmes and may result in new approaches to organising and 

providing these programmes. By participating, you are helping to advance our understanding of 

the essential components of pregnancy yoga programmes.  You will also receive a copy of the 

anonymised combined and collated findings that may be of interest to you.    

  

Are there any risks to me or others if I take part?  

  

Great care will be taken to ensure the confidentiality of all data and the risk to participants of a 

breach of confidentiality is considered very low.    

  

Will I be told the outcome of the study? Will I be told the results of any tests or investigations 

performed as part of this study that relate to me?  

All participants will receive a copy of the anonymised combined and collated findings.  The results 

of the study will be reported in relevant scientific journals and presented at academic conferences 

targeting women’s organisations, maternity care professionals, maternity care providers and 

policy makers.  They will also form a chapter in the primary investigator Lisa Corrigan’s PhD thesis.  

No information which reveals your identity will be disclosed.  
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Part 2 – Data Protection 

What information about me (personal data) will be used as part of this study? Will my medical 

records be accessed?  

The personal data that will be collected directly from you by the primary investigator Lisa Corrigan 

will include your name, telephone number, email address, contact address and whether you are 

participating as a pregnant or postnatal woman.  This information is required to facilitate contact 

and ensure you are allocated to the appropriate interview group.  It will also allow us to 

understand multiple perspectives of the essential components of pregnancy yoga programmes.      

  

What will happen to my personal data?  

Your data will be processed (collected, held, analysed) in compliance with General Data Protection 

Regulation 2018 Article 6.1 (e): processing is necessary for the performance of a task carried out 

in the public interest or in the exercise of official authority vested in the controller; and Article 9. 

2 (j): processing is necessary for archiving purposes in the public interest, scientific or historical 

research purposes or statistical purposes in accordance with Article 89(1) based on Union or 

Member State law which shall be proportionate to the aim pursued, respect the essence of the 

right to data protection and provide for suitable and specific measures to safeguard the 

fundamental rights and the interests of the data subject. Participants have the right to restrict or 

object to having their data processed, unless the request would make it impossible or make it very 

difficult to conduct the research. For example, it will not be possible to remove data after 

anonymisation, analysis or publication. Participants have the right to have their personal data 

deleted, unless their request would make it impossible or make it very difficult to conduct the 

research. For example, it will not be possible to remove personal data and maintain future contact 

with consenting participants.  

Personal data must be retained for legal reasons for 7 years and the primary investigator Lisa 

Corrigan will be responsible for destroying it.  If audio-recordings are passed to a professional 

transcriber they will be required to sign a confidentiality agreement.   

Should a breach of data occur, the researcher will contact the Data Protection Commissioner and 

the School of Nursing and Midwifery research Ethics Committee immediately to inform them.  Data 

breaches may occur in a variety of contexts, such as loss or theft of data, using unsecure 

passwords, equipment failure, hacking, viruses or other security attacks on IT equipment systems 

or networks.  No form of automated processing of personal data or profiling will be conducted 

within the study.  

  

Who will access and use my personal data as part of this study?   

All the information you provide will be private and confidential and will only be shared with 

research team members who have a legitimate need to access the data in performance of their 

professional research duties.  These members must sign a confidentiality agreement form, and,  
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like all members of the University community, must abide by the Data Protection Policy, Data 

Protection Procedures and IT Security Policy.    

  

Will my personal data be kept confidential? How will my data be kept safe?   

  

Your privacy is important to us.  We take many steps to make sure that we protect your 

confidentiality and keep your data safe. Here are some examples of how we do this:   

• We take the interview recordings and write them out (transcribe) using a unique code 

number to replace your identity.  One month after group interview or one month after 
confirmation of transcripts for one-to-one interviews only has been confirmed, Lisa 

Corrigan will delete the audio recordings and destroy the key linking your individual data 

with your transcript.  Therefore, the data will be completely anonymised at this point.    

• Paper copies of the transcripts are stored in locked cabinets, in a locked office where few 

designated people have access.   

• We keep an electronic version of the information you give us on Trinity College’s main 
server. Only the research team have access to this information.  We use password 

protection on every file containing personal data, encryption (special software to scramble 

the information so it cannot be read) and anti-virus software to protect the information 
on the computer.  

• All members of the research team will sign a confidentiality agreement form and abide by 

the Data Protection Policy, Data Protection Procedures and IT Security Policy of Trinity 

College Dublin.  

However, if something did go wrong, we will follow Trinity College Dublin’s Data Protection Breach 

procedures that comply with the General Data Protection Regulation 2018.    

  

What is the lawful basis to use my personal data?  

By law,2 we can use your personal information for scientific research3 (in the public interest4). We 

will also ask for your explicit consent to use your data as a requirement of the Irish Health Research 

Regulations.  

  

What are my rights?  

  You are entitled to:  

• The right to access to your data and receive a copy of it  

• The right to restrict or object to processing of your data  

• The right to object to any further processing of the information we hold about you (except 

where it is anonymised)  

• The right to have inaccurate information about you corrected or deleted  

• The right to receive your data in a portable format and to have it transferred to another 

data controller  

 

2 The European General Data Protection Regulation ( GDPR)  
3 Article 9(2) (j))  
4 (Article 6(1)(e)  
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• The right to request deletion of your data  

 

By law you can exercise the following rights in relation to your personal data, unless the request 

would make it impossible or very difficult to conduct the research. You can exercise these rights 

by contacting the Primary Investigator Lisa Corrigan at email licorrig@tcd.ie or phone/text on 086 

8265735 or the Trinity College Data Protection Officer, Secretary’s Office, Trinity College Dublin, 

Dublin 2, Ireland. Email: dataprotection@tcd.ie. Website: www.tcd.ie/privacy.   

http://www.tcd.ie/privacy
http://www.tcd.ie/privacy
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Part 3 – Costs, Funding and Approval 

  

Has this study been approved by a research ethics committee?   

  

Yes, this study has been approved by the Research Ethics Committee at the School of Nursing and 

Midwifery, Trinity College Dublin.  Approval was granted on [INSERT DATE].  They may be 

contacted at snm.ethics.com@tcd.ie  

  

Who is organising and funding this study? Will the results be used for commercial purposes?  

  

This research is being carried out as part of the primary researcher Lisa Corrigan’s PhD studies.  

Funding for the PhD has been provided by the Health Research Board Ireland as part of a 

scholarship programme to encourage research into population health and health services 

research.  The research will contribute to Lisa Corrigan’s final PhD qualification.    

  

Is there any payment for taking part?  Will it cost me anything if I agree to take part?  

No, participation is voluntary, and we are not offering payment should you take part in the study.  

We are not in a position to cover travel costs should you attend a focus group or interview at 

Trinity College Dublin.  If travel costs are a burden you may wish to avail of a telephone interview 

or have the primary researcher schedule an interview at a location convenient to you.    

  

Part 4 – Future Research 

Will my personal data be used in future studies?   

  

No, by participating you have only given permission for your data to be used for the current study.    

  

Part 5 – Further Information 

 

Who should I contact for information or complaints?   

  

If you have any concerns or questions, you can contact:  

• Principal Investigator: Lisa Corrigan on email licorrig@tcd.ie or phone/text at 086 

8265735.  

• Data Protection Officer, Trinity College Dublin: John Eustace, Interim Data Protection 

Officer, Secretary’s Office, Trinity College Dublin, Dublin 2, Ireland. Email: 

dataprotection@tcd.ie. Website: www.tcd.ie/privacy.  

 

 

http://www.tcd.ie/privacy
http://www.tcd.ie/privacy
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Under GDPR, if you are not satisfied with how your data is being processed, you have the right to 

lodge a complaint with the Office of the Data Protection Commission, 21 Fitzwilliam Square South, 

Dublin 2, Ireland.  Website: www.dataprotection.ie.  

  

Will I be contacted again? How do I take part?  

  

If you would like to take part in this study, you are asked to contact the primary investigator Lisa 

Corrigan (details above) to receive more information.  You can give recorded verbal consent to 

participate but you must also return the written consent form prior to attending your choice of a 

one-to-one or group interview where the primary researcher Lisa Corrigan will counter sign a 

paper copy of the Consent Form and provide you with a copy. For telephone interviews the 

countersigned consent form will be returned to you prior to the interview.  You will be given at 

least 7 days between giving consent and attending an interview to allow you time to ask any 

further questions.  The Consent Form asks you to sign your name to say that you agree to take 

part in this study.  You will be given a copy of this information leaflet and the signed Consent Form 

to keep for your own records.  

  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.dataprotection.ie/
http://www.dataprotection.ie/
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Appendix 8: Study 2 consent form 

 

Key stakeholders’ views of the essential components of a pregnancy yoga 
programme 

Study Contact:  telephone 086 826 5735 or email licorrig@tcd.ie 

 
Consent Form 
 

There are 2 sections in this form. Each section has a statement and asks you to initial if you 
agree.  The end of this form is for the researchers to complete.  
 
Please ask any questions you may have when reading each of the statements.  
Thank you for participating.  

Please Initial the box if you agree with the statement.  Please feel free to ask questions if there 
is something you do not understand. 

General  Tick box 

1. I confirm I have read and understood the Information Leaflet for the 
above study.  The information has been fully explained to me and I have 
been able to ask questions, all of which have been answered to my 
satisfaction. 

 

2. I understand that this study is entirely voluntary, and if I decide that I do 
not want to take part, I can stop taking part in this study at any time 
until data analysis without giving a reason.  I understand that deciding 
not to take part will not affect my future maternity care. 

 

3. I understand that I will not be paid for taking part in this study.   

4. I know how to contact the research team if I need to.  

5. I agree to take part in this research study having been fully informed of 
the risks, benefits and alternatives which are set out in full in the 
information leaflet which I have been provided with.  

 

6. I agree to being contacted by researchers by phone or email as part of 
this research study.  

 

Data processing  Tick box 

1. I understand that I can stop taking part in this study at any time until 
data analysis without giving a reason and this will not affect my future 
maternity care.  

 

2. I understand that there are no direct benefits to me from participating in 

this study.  

 

3. I understand that the researchers undertaking this research will hold in 

confidence and securely all collected data and other relevant information.   

 

4. I understand that I will be given an opportunity to review a transcript 
of the interview to confirm accuracy. 

 

mailto:licorrig@tcd.ie
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5. I understand that the transcript will not identify me by name but 
will use a study ID code and that the original digital recording will be 
erased once the accuracy of the transcript has been confirmed. 

 

6. I understand that information from this research will be published but 
that I will not be identified as a participant in this research in any 
publication. 

 

7. I understand that my personal details (name and address and other 
identifying information that links my identity to the study data) wi l l  
be  destroyed when this  s t u dy  is  complete. 

 

8. I freely and voluntarily consent to participating in this research study.  

 

 

   
----------------------------------------------------------------------------------------------------------------------- 
Participant Name (Block Capitals) Participant Signature                           Date 
 
 
 
 
---------------------------------------------------         -------------------------------------------------------------- 
Witness Name (Block Capitals) Witness Signature                          Date 
 
 
 
To be completed by the Principal Investigator or nominee.  

 

I, the undersigned, have taken the time to fully explain to the above participant the nature 

and purpose of this study in a way that they could understand. I have explained the risks 

and possible benefits involved. I have invited them to ask questions on any aspect of the 

study that concerned them. 

I have given a copy of the information leaflet and consent form to the participant with 

contacts of the study team 

 

Researcher name 

Title and qualifications 

Signature 

Date 
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Appendix 9: Study 2 ethics approval 
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Appendix 10: Study 2 interview guide 
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Interview Guide: 

Individual and Focus Group Interview (FGI) guide and prompts. All questions are general and open to change.  Contemporaneous/post interview notes.  

1. Introduction and 

purpose of interview 

Welcome and introductions (cover safety issues, fire exits, toilets, changing facilities etc.). Remind re 

audio-recording, consent, right to withdraw until data analysis, confidentiality, privacy and return of 

transcript should they wish to have it. FGI - complete consent form (in private) before the start. One-to-

one interview – confirm receipt of completed consent form and reconfirm and audio record verbal 

consent before start of interview. 

Personal issues raised by women during 

the one-to-one interviews will be 

acknowledged/addressed, and women 

will be offered advice/information leaflet 

on where to get help or support. 

Personal issues raised in the FGI will be 

acknowledged/addressed in private by 

one member of the team, at the most 

appropriate time, and women will be 

offered advice/information leaflet on 

where to get help or support.   

Purpose: find out key stakeholders’ views of the essential components of pregnancy yoga programmes. 

Background:   

At the start of the interview information will be provided on: 

(i) the researchers background and rationale for the study 
(ii) the purpose of the interviews, and how findings will be collected, analysed and 

disseminated.   
 

2. Where?  Start Q: Where do you think pregnancy yoga classes should ideally take place? Discussions on points 2-5 may be happen 

together depending on what women say. 

The important issue is to explore the 

components of pregnancy yoga 

programmes based on their knowledge 

and/or experience. 

Develop: Community, hospital, health centre 

(i) Environment 

(ii) Equipment/Props 

(iii) Accessibility (parking/public transport) 

(iv) Days and times 

(v) Class numbers 

3. How often? Start Q: How often do you think women attend pregnancy yoga classes?  

Explore frequency of attendance, when to start, when to stop. 
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4.  When? Start Q:  When do you think women should start to attend pregnancy yoga classes? 

(i) if from conception why do you think this? 

(ii) If from 12 weeks gestation why then and what informed your opinion? 

(iii) If from 14 weeks gestation why then and what informed your opinion? 

(iv) If other explore why and what informed this opinion 

5. Content? Start Q: What do you think a typical pregnancy yoga class should include? 

(i) If breathwork mentioned explore why and what types 

(ii) If Yoga poses for pregnancy explore which poses, safety of poses, challenges of poses etc.  

 (iii) If birth preparation tips explore how yoga can do this 

 (iv) If relaxation explore what type, position, how long for and why have this 

 (v) If meditation explore why and what benefit it might add 

 (vi) If circle time on check in explore the value of this and how best to do it 

 (vii) If advice on relieving common discomforts of pregnancy explore what the teacher should 
know etc.  

6. What’s missing?  What’s missing from the topics we have discussed? 

What advice would you give us about the essential components of a pregnancy yoga intervention? 

7. Closure Thank participants, and remind them of the aim/purpose of this study, mention timelines  
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Appendix 11: Excerpts from reflective diary for study 2 semi-structured interviews 

 

This reflective journal was written as a log of thoughts, feelings and experiences while conducting 

face-to-face and telephone interviews as part of the PhD research process for study 2.  It was kept 

in order to document the researcher’s responses to the participants experiences and the material 

discussed.  Key learning is highlighted throughout.   

 

Interviews 

ID 11 Yoga teacher – This interview took place in person at the participants own home where I was 

made to feel very welcome creating a sense of ease for the interview. From the outset it was evident 

that the yoga teacher was very experienced and very invested in her practice. She was very 

passionate about all aspects of women’s health and it was a challenge not to explore avenues other 

than those related to the components of pregnancy yoga as per the interview schedule. For me this 

interview was early in the research process yet so rich in information. As a researcher I had to learn 

when to interject and return to topic and equally when to stop and just listen and allow the flow of 

information. After this interview the following thoughts remained with me:  

• Huge changes in the popularity of pregnancy yoga and indeed yoga generally. 

• Grew organically women’s positive experiences shared 

• No change in how women are treated in work/home when pregnant, so pregnancy yoga 

offers a chance to sit with this and be with others in a shared circle 

• Uniqueness of pregnancy yoga asking name, how they are at start of class, opening circle 

• Moving from analytical mind into the body, the breath 

• Women no longer have the same connections they used to  

• In pregnancy yoga class there is a realization they are dealing with the same issues 

regardless of class/role/job etc. 

• Women trying very hard for so long to pretend they are men and can be like men and then 

they get pregnant which can be seen as an inconvenience for some - power to create new 

life is a power not a weakness.   

• By 14 weeks the idea of I’m pregnant has landed more but women have also already picked 

their care team and care pathway (pros and cons to starting then) 

• Benefit regardless of stage of pregnancy but earlier the better 

• Pregnancy yoga can provide a natural organic support group – advice from person beside 

you in class for example 
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• Women with other kids at home class can be a refuge 

• Motherhood phase of carrying so much 

• Always somebody else doing the practice not just the woman but the baby 

• Pregnancy yoga should create strength and stability it’s not about going deeper into 

postures 

• Pregnant women are often healthier than they have ever been, so they need challenge too 

• Pregnancy yoga practices can be carried into the postnatal period 

• So valuable to connect with the baby every week 

• Importance of the space that is created for the class, the environment as a facilitator 

• 90-minute class time as the ideal  

• World has sped up and technology has created a disconnect - every woman should have a 

sacred space to disconnect from this 

 

This was a delightful interview to conduct with a very passionate teacher and I felt I left the space 

feeling empowered and with a sense of purpose to translate her thoughts to paper.   

 

ID 19 Pregnant woman - This interview took place in-person at the participants own home where I 

was made to feel very welcome. Of note the participant was in the latter stages of her first 

pregnancy and planning a home birth. Really interesting interview with a pregnant woman who also 

happens to be a yoga teacher but not a pregnancy yoga teacher. An issue raised as mentioned in 

previous interviews was the perceived community of support in a face-to-face class however for 

her this was especially important as someone from abroad/outside her hometown. Participant 

highlighted value of local classes and raised preference for certified pregnancy yoga teacher with 

experience. It was interesting to hear a yoga teacher speak about wanting the safety of attending 

classes with a yoga teacher who unlike her specialised in pregnancy yoga and had additional 

training. Really nice to hear her mention the contribution yoga practice has made to her preparation 

for labour and birth and trusting in her bodies ability to birth her baby. As noted above participant 

is planning a homebirth and has also been using hypnobirthing techniques. Regarding the 

components of pregnancy yoga, she spoke specifically of the value of check-in and relaxation but 

also mentioned role of squats and lunges for strengthening the body. Another area mentioned 

several times (like other interviews) was her perception of the benefit for baby and her connection 

with her baby. An area that other yoga teachers rather than pregnant women/mothers had 

mentioned was how yoga teachers maintain a personal yoga practice and teach their classes while 

pregnant right from the beginning. It was valuable to hear her take as someone who is not teaching 
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pregnancy classes and as such classes that are likely more challenging in terms of postures and 

positioning in prone/supine. While this is not something for this study it is of interest to the 

researcher as a yoga teacher and potential future research in this field.  

 

ID 29 Maternity care provider – This interview took place during COVID-19 restrictions and was 

conducted via telephone and audio-recorded. Of note the participant lives in a rural location so the 

signal dropped several times, and the interview was cut off twice and restarted. This interview was 

later in the research process and it was apparent that new information was becoming less 

prevalent. As a researcher I was becoming aware of the possibility of data saturation or at least 

coming close to this point. This was something I hadn’t really considered fully before until I was 

immersed in the interview process. I had a very strong sense of enjoying the interviews but at the 

same time needing to reflect and recognise where new data was arising and where saturation was 

reached. This interview was challenging at times as the participant had a very strong sense of her 

perceived flaws in the maternity system and it was important to hear these and equally move away 

from them unless they pertained to pregnancy yoga. The participants openness to reflect on her 

own personal experiences as a midwife needed to be heard and valued and as a researcher, I felt 

this was vital to build the trust within the interview process. I think this was achieved and some 

valuable learning arose more from the conduct of the interview rather than the content. Valuable 

contributions were made in describing the components of pregnancy yoga classes and the 

importance of not just providing yoga but tools for labour and birth. I ended this interview with a 

feeling of sadness and held a sense of a midwife with such a huge wealth of knowledge and 

experience and so much to offer that just wasn’t being fully embraced or utilised in the system.  
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Appendix 12: Study 2 data analysis codebook 
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Initial Codes Description 

1. Demographics • For example, age, race, marital status, number of children (if any), employment status, 
occupation, income, education level, living status, health background 

2. Birth experiences  Any information regarding previous birth experience  

3. Postnatal experience   Any information regarding postnatal experience, postnatal recovery, postnatal support or 

postnatal wellbeing 

4. Changes in maternity care Any information demonstrating a change in maternity care services, options or preferences over 

time?  

5. Pre-pregnancy yoga experience Any details of previous yoga experience among pregnant women and mothers and/or any 

comments by yoga teachers or maternity care providers on women’s past yoga practices 

6. Antenatal advice re physical activity Any comments regarding advice or recommendations given by or received from a maternity care 

professional on engagement in physical activity in pregnancy or the types of physical activity 

recommended or contra-indicated 

7. Socio-economic issues  Any information linking socioeconomic issues to pregnancy yoga  

8. Change in popularity of pregnancy yoga over 
time  

Any information regarding changes in the uptake of pregnancy yoga over time 

9. Reasons for uptake of pregnancy yoga Any information regarding the reasons why women choose to engage in pregnancy yoga and how 

they hear about it 

10. Cultural shift Any information documenting changes in beliefs, thoughts and behaviours towards the practice 

of yoga and how it is being delivered  

11. Benefits of pregnancy yoga  Any comments documenting the importance of or potential benefits or positive experiences of 

pregnancy yoga during pregnancy, in labour and birth and in the postnatal period 
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12. Birth preparation topics Any information suggesting the use of birth preparation topics in pregnancy yoga classes and/or 

how they are experienced by pregnant women and/or any information that documents how 

pregnant women can/do bring their pregnancy yoga practice into the labour and delivery with 

them   

13. Analytical v sensory state - connection with 
body   

Any comments documenting how yoga does or can support a shift from the busy over-thinking 

mind into the sensory body and/or any comments noting how yoga does/can or might support a 

mind -body connection or allow women to connect with themselves in a more holistic way 

14. Control Any comments regarding sense of control or sense of loss of control during pregnancy and 

childbirth 

15. Pregnancy yoga as time out  Any comments supporting or documenting the role of pregnancy yoga in offering time out for 

pregnant women and/or the role of pregnancy yoga in pregnant women’s self-care and/or 

women’s need for and/or lack of self-care practices 

16. Pregnancy yoga as time to focus on you and 
baby 

Time to connect with baby, bonding 

17. Advice on discomforts of pregnancy Any information on how pregnancy yoga can or does offer advice or support on the common 

discomforts of pregnancy  

18. Confidence-building  Any comments demonstrating how yoga can and/or does support and contribute to women’s 

confidence in their ability,  sense of empowerment and reassurance regarding their pregnancy 

and birth needs and concerns and trust in their bodies and abilities to birth their babies 

19. Refuge Any information demonstrating how pregnancy yoga can and/or does offer a refuge for women 

and mothers from the pressures of modern life 

20. Safety Any comments highlighting the safety of pregnancy yoga postures and practices and 

contraindications in the postures and practice of pregnancy yoga 
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21. Education Any comments that raise awareness of the need to educate pregnant women on the role and/or 

benefits of pregnancy yoga and/or comments that highlight who might do this and for whom 

22. Maternity options  Any information documenting the range of maternity options available to pregnant women and 

how they hear about maternity options and from whom 

23. Online resources Any information regarding the availability of or use of online pregnancy yoga resources, services, 

classes or sites 

24. Relationship and rapport with teacher  Any comments specific to the role of rapport and trust in the relationship with the pregnancy 

yoga teacher 

25. Teacher’s experience  Any information regarding the pregnancy yoga teachers’ level of expertise and/or information 

highlighting the training requirements for pregnancy yoga teachers 

26. Teacher role Any comments regarding the pregnancy yoga teaching role what it entails and what it is not e.g., 

offering/giving clinical care/advice and/or any comments documenting pregnancy yoga teacher 

qualities or behaviours pertaining to their teaching style or class engagement 

27. Location of class Any comments documenting where classes are held, could or should be held and/or where they 

should not be held 

28. Environment Any comments describing the class surroundings e.g., how the class is set up, props, layout 

29. Ambience Any information regarding the mood or tone that is set, can be set or should be set in a pregnancy 

yoga class 

30. Class numbers  Any comments recording the number of women in a pregnancy yoga class or any suggesting 

optimal numbers for a pregnancy yoga class 

31. check in/circle time                                                               Any comments that mention the use of and purpose of a pregnancy yoga class check in or circle 

time and/or how it is structured 
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32. Class content Any information documenting the general structure and/or components of a pregnancy yoga 

class 

33. Poses Any comments pertaining to yoga poses or postures used, recommended and contra-indicated 

34. When to start a pregnancy yoga class Any comments noting when women start a pregnancy yoga class and/or should or could start a 

pregnancy yoga class e.g., first trimester, late pregnancy, 14 weeks 

35. Class duration Any information relating to the length of a pregnancy yoga class and/or the optimal length of a 

class 

36. Frequency of class Any comments regarding the days and times when pregnancy yoga classes are scheduled and 

what works and what doesn’t work 

37. Frequency of practice (Dose) Any comments highlighting how often and where pregnant women do or should engage in a 

pregnancy yoga practice and/or how many pregnancy yoga classes is or should be recommended 

38. Importance of relaxation  Any comments pertaining to the role of relaxation in a pregnancy yoga class 

39. Type of yoga practice Any comments documenting the type and nature of the pregnancy yoga practice e.g., slow, 

gentle, strong, challenging 

40. Challenges of motherhood Any comments relating to aspects of motherhood that can be challenging for women e.g., mother 

guilt, transforming and becoming a mother, work and daily life demands 

41. Childcare Any information highlighting childcare issues for pregnant women that make it difficult to carve 

out time to attend a pregnancy yoga class 

42. Women in society Any comments that relate to how women act or are perceived in modern society e.g., modern 

womanhood, how women are or can be seen and heard, recognising the emotional work of 

women and motherhood,  societal expectations of pregnant women 

43. Class Cost Any information highlighting the cost or cost implications of pregnancy yoga classes. 
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Appendix 13: Excerpts from Study 2 NVivo analysis 
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Appendix 14: Pregnancy yoga manualised programme 

 

 

Manual for an evidence-based pregnancy yoga group 

programme 
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Introduction 

 

This manual for an evidence-based pregnancy yoga programme has been developed due to a lack 

of evidence and guidance in the design of reproducible pregnancy yoga programmes.  It combines 

evidence from a systematic review on the effectiveness of pregnancy yoga and interviews with 21 

pregnant women, mothers, maternity care providers and yoga teachers. As the systematic review 

used the FITT (frequency, intensity, time/duration and type) principle of physical activity to 

characterise the different types of yoga programmes it is also being applied in this manual as 

follows: 

• Frequency – Sessions should be scheduled once weekly. 

• Intensity – There are six sessions in the programme. 

• Time – Each session is designed to last 60 minutes. 

• Type – The yoga sessions are designed based on the principles of Hatha yoga.   

It is recommended based on the evidence from the systematic review and interviews that: 

• Women begin this programme from 14 weeks gestation onwards. 

• The sessions should be facilitated by an experienced certified pregnancy yoga teacher as 

this was highlighted by teachers, maternity care providers and pregnant and postnatal 

women as essential to maintain the integrity of the pregnancy yoga practice. 

• Each session includes a check-in, breath exercise, warm up, yoga postures, wind down and 

shavasana as core components. 

• The sessions are also designed to support mind-body connection, preparation for labour 

and birth and connection with baby. 

• The maximum number of women in the class should be 12 (this was identified from 

interviews as the optimal number to maintain safety). 

The sessions can be run in any order and do not have to be scheduled in the order listed as there 

was no evidence from the systematic review illustrating a full pregnancy yoga programme.  Of the 

studies that described the pregnancy yoga programmes, most only gave a single yoga session 

example and many taught the same sequence for the entire programme.  A list of postures from 

the studies is included in appendix 1. 

Each session in this programme is unique and is broken down as follows: 

• Check-in – 5 minutes 

• Breath exercise – 5 minutes 

• Warm-up – 5 minutes 

• Yoga postures – 30 minutes 

• Wind-down – 5 minutes 

• Shavasana – 10 minutes  

The interview data identified the need to include the same warm-up exercises each week to enable 

participants to become familiar with these exercises for use at home on a regular basis to release 



 

 

247 

 

tension in the body. The following pre-requisites, which also emerged from the interviews, are 

recommended to support pregnant women during the programme: 

• Where possible, facilitate a sharing circle by configuring yoga mats into a circle or semi-

circle. 

• Create a quiet, warm, inviting space for participants. 

• Ensure participants have a yoga mat, 2 cushions, blanket and chair available to them.  In a 

yoga studio they may also have the use of bolsters, blocks, belts, exercise balls and other 

yoga props. 

• Postures are best demonstrated first by the yoga teacher before guiding participants 

through them with verbal cues.   

• Adjust poses based on teacher experience and knowledge of the participants and their 

individual needs.   

This manual was developed for a face-to-face pregnancy yoga programme. However due to COVID-

19 safety restrictions limiting face-to-face contact from March 2020 it is being used to test the 

feasibility of an online live-streamed pregnancy yoga programme. The programme will be 

facilitated by an experienced certified pregnancy yoga teacher and pregnancy yoga teacher trainer 

skilled in the delivery of online pregnancy yoga sessions.   

Summary of Evidence from Systematic Review and Interviews 

 

Overall, the evidence in support of pregnancy yoga is positive with results from randomised control 

trials (RCTs) indicating improvements in stress levels, quality of life (QoL), anxiety, depression, fear 

of childbirth, autonomic nervous system functioning and labour parameters such as comfort, pain 

and duration. (1, 2, 3) While research points to the connection between stress and anxiety in 

pregnancy and poor pregnancy, birth and infant outcomes, (4, 5, 6) there are limited studies of the 

feasibility, acceptability or effectiveness of evidence-based yoga programmes designed to reduce 

stress and anxiety in pregnant women. Our systematic review included 24 RCTs on pregnancy yoga 

comprising 10 studies from India, 8 from the USA and 1 each from the UK, Thailand, China, Japan, 

Iran and Indonesia with 2080 pregnant women across studies. The included studies varied widely 

in duration, description and intensity of the intervention, the degree of supervision of the 

intervention, measurement tools utilised, sample size, mean gestational age and outcomes 

measured. By applying the FITT principle of physical activity, the following table shows some of the 

variation across the studies: 

 

FITT Principle Study Data 

Frequency Once-off to daily 

Intensity Range from unknown to availability of 126 practice sessions 

Timing Range from unknown to 2 hours 

Type Two studies named Hatha yoga and another Ashtanga Vinyasa modified for 

pregnancy while no other studies explicitly named the type of yoga 



 

 

248 

 

 

In terms of frequency pregnancy yoga was provided in a once-off session, daily, three times a week, 

bi-weekly and weekly and it was unclear how many of these sessions were taught sessions and how 

many were self-practice at home. While it was not possible to estimate the average number of 

pregnancy yoga sessions from included studies, the interview data identified the need for a 

minimum of six sessions in order for women to benefit and build a practice. When the timing of 

sessions could be calculated from the included studies, the mean session duration was 61 minutes 

and interview data identified 60-90 minutes as optimal. Yoga teachers recommend a longer class 

duration than pregnant and postnatal women indicated they wanted or were attending.  

Multiparous women sought class durations of 45-60 minutes, highlighting the demands on their 

time. While studies did not explicitly name the type of yoga taught, it was evident from the 

descriptions given in interviews that teachers were using Hatha yoga, incorporating breath work, 

postures meditation and relaxation. The systematic review included studies that used posture work 

alone as well as studies incorporating postures, breathwork, meditation and relaxation. Class 

numbers varied across studies from 12-20 and interviews demonstrated a preference for smaller 

class numbers of between 8-12 participants. All 21 interviews identified the role and importance of 

check-in at the start of class and relaxation at the end.     

While the evidence in support of pregnancy yoga is accumulating, the systematic review identified 

a need for more robust studies using transparent, reproducible yoga programmes with defined 

outcomes to accurately capture effectiveness, fidelity and acceptability.  This manual aims to offer 

a pregnancy yoga programme that is evidence-informed and reproducible.  Its ease of use will be 

tested as part of a feasibility study   
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1. Session 1: Building emotional well-being 

 

1.1 Check-in (5 minutes) 

Welcome everyone to the circle and invite each person to say their name, how many weeks 

pregnant they are, how they are feeling and any baby news or physical issues.  (For more details on 

check-in see Appendix 2)  

1.2 Breath exercise - Three Part Breath (5 minutes) 

For centering and to connect with baby.  

• Sitting in a comfortable seated position (give options of easy pose, hero pose or legs 

straight out in front (Appendix 3), rest your hands on your abdomen and close your eyes. 

Each time you breathe in feel your baby rising up towards your hands and start to notice 

whether your breath is shallow in your chest or deep in your abdomen. Try to deepen and 

lengthen your breath. Remember to release your shoulders away from your ears. Breathing 

into the abdomen is sending lots of lovely oxygen to your baby and calming the nervous 

system. Tune into how you are feeling and notice any stuck or tight areas. Slow your breath 

and direct it to those areas of discomfort. Inhaling nourishing the body and exhaling 

softening. Start to notice how your mind and breath together can help to release tension. 

Sit tall anchoring through the hips & tailbone lifting up through the spine creating space for 

those lovely babies. Make sure to relax all the muscles in the face and jaw.  

• Now place your hands on your rib cage and as you inhale feel your rib cage expand as your 

fingers move further away from each other. As you exhale feel your fingers move back 

towards each other again. Inhale expand, exhale soften, inhale expand, exhale soften. Tell 

yourself with each breath I send energy to my baby and the whole of my system. Listen to 

the sound of your breath moving in and out of your body and feel the movement of the 

breath creating space in your rib cage.  

• Now bring your fingertips up to rest just below your collar bones and breathe into this area, 

sending the breath into your chest. Make sure to keep the shoulders relaxed. Send the 

breath all the way to the top of your lungs as you inhale and imagine emptying them as you 

exhale. On the next inhalation imagine the breath moving into the back of your lungs. Tell 

yourself I breathe deeply to create more space in my body for my baby.  

• On your next exhalation bring your hands back down to rest on your baby and see whether 

your breathing feels deeper/different. Notice how you feel now. Do you feel calmer? More 

connected with your baby? Maybe you don’t feel any different and this is ok too. Gently 

massage your abdomen in a clockwise direction imagining a golden circle of light all around 

your baby. Now rest one hand on the heart centre and the other on your belly feeling the 

breath moving in and out of your body. With each breath imagine sending positive energy 

and love to your baby. Feel a connection from your heart to the baby’s heart.  

• Now slowly open your eyes keeping your gaze soft and face relaxed ready for our warm-

up. 
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1.3 Warm-up (5 minutes)  

In a comfortable seated position (give options of easy pose, heroes pose, tailor pose or legs straight 

out in front). Neck and head rolls to release tension in the neck and shoulders and can help relieve 

headaches. Shrug shoulders up to the ears and release down with a big ‘Ha’ sound to release the 

jaw.  Shoulder rolls to release tight shoulders and upper back. Elbow circles to open up the chest 

and improve lung capacity while also loosening out tight shoulders can also help with symptoms of 

heartburn.  Eagle arms to release tight shoulders and upper back, improve circulation, relieve 

swelling and fluid retention. Wrist circles each direction to improve circulation and strengthen the 

arms.  Clasp hands above head creating space in the rib cage, lengthening the back and releasing 

the shoulders.  Side to side stretching creates space in the body and opens rib cage, hips, lower 

back and lungs. Gentle side to side twist to release the lower back and aid digestion. Bring legs 

straight out in front and point and flex the toes lifting the heels off the floor a few times followed 

by ankle circles one direction and then the other direction can help with fluid retention or swelling.  

Always engage pelvic floor where possible and remind of importance of continuing to tone the 

pelvic floor throughout pregnancy and postnatally. 

1.4 Yoga Postures (30 minutes – each posture lasts approximately four (4) 
minutes) 

• Move from seated to a high kneel placing a blanket under the knees for padding. Bring the 

knees hip width, legs parallel behind, front of foot resting on floor. Hands on hips hip circles 

to the right pushing as far back as possible, right back unto the heels if this is comfortable. 

Really exaggerate the circles inhaling coming up, exhaling pushing back.  This will 

strengthen the legs which can help support you to alter position for pain relief during 

labour.  Hip circles are also great for helping baby move down the birth canal in labour.  

However, I recommend doing them in a less challenging position such as sitting on an 

exercise ball, standing or on all fours.  Now change the direction of the circles and travel to 

the left this time continuing with the breath. Coming back to centre sit back towards the 

heels and take a breath.   

 
• From high kneeling gently step up to standing. Remind women about relaxin in the body 

and importance of moving with ease and listening to their own bodies.  Bring the feet hip 

width apart, spread the toes, ground down through all four corners of the feet, soften the 

knees and lengthen through the spine. Lift the shoulders and release them down with the 

palms of the hands facing forwards and chin parallel to the floor.  If you’re comfortable 

here raise the arms up towards the sky palms facing inwards and hold here for 5 breaths. 
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Feel the strength in your body and notice the postural alignment from keeping the feet 

parallel this is something you can check and adjust daily yourself if you’re waiting in a 

queue, standing at a bus stop etc.  Mountain pose is a foundational yoga pose great for 

centering, balancing, aligning, and strengthening your body.    

    

• Stand in Mountain pose inhale and raise your arms overhead perpendicular to the floor. 

Either keep the arms parallel, palms facing inward, or join the palms. Exhale and bend your 

knees, taking the thighs as parallel to the floor as possible. The knees will project out over 

the feet, and the torso will lean slightly forward over the thighs until the front of the body 

forms approximately a right angle with the tops of the thighs. Keep the inner thighs parallel 

to each other and press the heads of the thigh bones down toward the heels.  Firm your 

shoulder blades against the back and keep the lower back long.  Take five full deep breaths 

here holding the pose.  To come out of the pose straighten your knees with an inhalation, 

lifting strongly through the arms. Exhale and release your arms to your sides into Mountain. 

Repeat and if it feels comfortable this time raise the arms overhead on each inhale and 

return them to shoulder height stretched out in front of the body on each exhale.  To come 

out of the pose straighten your knees with an inhalation, lifting strongly through the arms. 

Exhale and release your arms to your sides into Mountain. 

 

about:blank
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• From Mountain Pose, step your right foot back, slightly angling it outwards. Bend your left 

knee so that your knee is directly over your foot then bring your arms straight up towards 

the sky in a v shape while opening your chest and relaxing the shoulders down away from 

the ears. Look up if that’s comfortable otherwise keep the gaze at eye level. Think of 

building power and energy throughout your whole body. Take a few deep breaths in this 

pose to build strength in the legs.  Warrior poses are great for building strength and 

endurance.  To release the pose, press your weight through your back heel and straighten 

your front leg. Lower your arms. Step the right foot forward and repeat on the opposite 

side.   

 

• From standing step your feet about 4 feet apart, parallel to one another. Turn your right 

leg outward 90 degrees and bend your right knee, moving toward stacking it above your 

ankle. (If your knee extends beyond your toes, widen your stance.) Extend your arms 

parallel to your mat, and gaze to the front or over your right fingertips, whichever feels 

most comfortable. Take 5–10 deep breaths here, then repeat on the other side. 

 
• From Warrior II on your right side, straighten your bent leg and reach forward with your 

right arm before lowering it to the floor or just behind, your right foot. Press down through 

your right palm as you raise your left arm skyward, stacking your wrists and opening your 

chest as much as feels comfortable for you. Stay here for 5 breaths, then return to Warrior 



 

 

253 

 

II, and repeat both Warrior II and Triangle on the left side.  To come out of this gently 

scissors the feet back together and take a breath.    

 
• Standing with both feet on the ground spread the toes and shift your weight back and forth 

until you feel your weight evenly distributed between the front and back of your feet so 

that all 4 corners of your feet have equal weight. Shift your weight to the right foot and 

imagine that foot is rooted into the ground from each of the four corners of your foot.  

When you feel rooted lift one foot to your ankle and balance.  If you are comfort- able 

there, bring the foot higher on your leg below the knee, eventually to your inner thigh if 

this is comfortable.  Never rest on the knee joint always above or below.  Bring the hands 

into prayer position at heart centre and then inhale overhead and exhale back to heart 

centre for 3 cycles of the breath.  Repeat on left leg. 

       

 

1.5 Wind-down – Stretching exercises (5 minutes) 

In standing head and neck rolls, shoulder rolls, pelvic tilts, hip circles, ankle circles, wrist circles. 

1.6 Shavasana - Connection and affirmation sample script (10 minutes) 

Ten minutes (need cushions and blankets for comfort).  Take a moment to put on any additional 

layers or socks to warm the body and get any additional cushions or blankets needed to support 
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your comfort.  Get yourself into a comfortable position preferably lying on your left side for 

optimum blood flow to baby.   

 

• Closing your eyes now bring your focus and awareness to your breath, inhaling peace and 

exhaling tension, letting go and releasing with each and every breath.  Feel all the points of 

your body connected with the mat below.  You are fully held and supported by the earth.  

On your next inhale repeat the word slow and, on the exhale, repeat the word down – ‘slow 

down’.  Gift yourself this time now for deep healing rest.  (5 seconds pause) 

• Resting your hands now on your tummy connecting with baby take a moment to send your 

own personal message now to your baby.  (2 seconds pause) Thanking your body for all the 

amazing things it is doing to provide everything your baby needs to grow and thrive.  You 

are doing an incredible job to give your baby the best start in life.  Return to your breath 

now and visualise the inhale as a beautiful rainbow of light travelling deep into your tummy 

to connect and nourish you and your baby.  Allow that light to surround and protect baby 

cocooning them in your love.  (5 seconds pause) 

• Allow that light now to travel all around your body absorbing tension, melting it away and 

releasing it into the floor below.  Feel lightness in your body and know you are fully held 

and supported.  Inhale peace and exhale away tension, letting go.  (2 seconds pause) 

• As you prepare now for labour and birth remind yourself ‘my body is ready and able to 

birth my baby’, ‘my body is strong and knows exactly what to do’, ‘my baby and I are a 

team and we will work together to have the best possible birth experience’, ‘I will trust my 

body, I will trust my birth choices, I will trust my birth partner’, ‘my birth will be exactly as 

I need it to be to safely hold my baby in my arms’, ‘I will gently guide my baby into my 

arms’. ‘I will remember to breathe’.  (2 seconds pause) 

• A happy healthy baby needs a happy healthy mum so you’re now going to set an intention 

of ‘self-care’ for the week ahead.  Choose one small thing you will do this week to nourish 

yourself - a walk in the park, a swim, running a bath, better still having someone run you a 

bath, phoning a friend, reading a book, connecting with nature whatever it may be one 

small thing to look after yourself – happy health mum means happy healthy baby.   

• Now return your focus to the breath bringing the palms of the hands together and rubbing 

them to create heat and energy.  Rest your hands now on baby/your tummy and send all 

that positive nurturing touch to your baby.  Connecting with your baby and sending them 

all your love.  (2 seconds pause) Full deep inhale and exhale now release sigh let go.  Then 

gently bring some movement back to the fingers and toes, pointing/flexing the feet, making 

fists and releasing, roll back the shoulder, release the neck and gently in your own time 
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make your way back to sitting allowing the eyes to be the last thing to open.  Thank you for 

your practice, Namaste.    
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2 Session 2: Pelvis and pelvic floor 
 

2.1 Check-in (5 minutes) 

Welcome everyone to the circle and invite each person to say their name, how many weeks 

pregnant they are, how they are feeling and any baby news or physical issues.   

 

2.2 Breath exercise - Ujjayi Breath (5 minutes) 

Point out the benefits of its use in labour for reducing blood pressure and remaining calm.  

• Sitting in a comfortable seated position (give options of easy pose, hero pose or legs 

straight out in front (Appendix 3) breathe in through your nose and breathe out of your 

mouth, placing your hand in front of your mouth. Breathe out through the mouth as if 

fogging up a mirror.  

• Keep your face relaxed and your eyes soft.  

• Move the hand away. 

• On the next exhale close your mouth and try making the same sound with your breath 

coming from the back of your throat.  

• Focus on the sound of the breath to bring your attention within you. It should sound like 

the sea.  

• Keep the breath fluid and regular and continue the breath for 5 more full inhales and 

exhales. 

• Return the breath to its natural rhythm and tune in to how the body is feeling before softly 

opening the eyes and coming back into your space for our warm-up.    

 

2.3 Warm-up (5 minutes)  

In a comfortable seated position (give options of easy pose, hero pose or legs straight out in front 

(Appendix 2)). Neck and head rolls to release tension in the neck and shoulders and can help relieve 

headaches. Shrug shoulders up to the ears and release down with a big ‘Ha’ sound to release the 

jaw.  Shoulder rolls to release tight shoulders and upper back. Elbow circles to open up the chest 

and improve lung capacity while also loosening out tight shoulders can also help with symptoms of 

heartburn.  Eagle arms to release tight shoulders and upper back, improve circulation, relieve 

swelling and fluid retention. Wrist circles each direction to improve circulation and strengthen the 

arms.  Clasp hands above head creating space in the rib cage, lengthening the back and releasing 

the shoulders.  Side to side stretching creates space in the body and opens rib cage, hips, lower 

back and lungs. Gentle side to side twist to release the lower back and aid digestion. Bring legs 

straight out in front and point and flex the toes lifting the heels off the floor a few times followed 

by ankle circles one direction and then the other direction can help with fluid retention or swelling.  

Always engage pelvic floor where possible and remind of importance of continuing to tone the 

pelvic floor throughput pregnancy and postnatally. 
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2.4 Yoga postures (30 minutes) 

• Introduce the pelvic floor and focus on pelvic floor exercise on all fours with forearms on 

the mat and bum lifted. Use imaginary lift going up 1st floor, 2nd floor, top floor and then 

releasing down floor by floor.  Focus on breathing during these exercises.  Check in with all 

women to make sure they can feel their pelvic floor working and know they are doing the 

exercise correct.   

 
• Keeping the knees hip width come unto all fours.  Spread the fingers, middle finger in line 

with the side of the mat.  Wrists, elbows and shoulders stacked on top of each other 

shoulder rolled back.  If anyone has wrist pain, they can use blocks, make fists with the 

hands or roll up the mat for padding.  From all fours practice hip circles, moving out to the 

right, back towards the heels, across to the left and forwards.  Really exaggerate the circles 

inhaling coming forwards, exhaling pushing back. You can even exhale through the lips to 

release the jaw or play sound with sound here.  This can be helpful for pain relief during 

labour.  Hip circles are also great for helping baby move down the birth canal in labour. 

 
• Staying on all fours try some figures of eight.  So, looking down at the mat neck long, 

shoulders relaxed imagine you have a pencil attached to your nose and you’re going to 

draw the number eight on the mat below.  As you draw this allow the body to follow the 

pattern of movement moving forwards, across to the right, back and across to the left, 

across to the right and then forwards and across to the left.  Inhale moving forwards, exhale 

moving back.  Repeat several times and then change direction.  

• From all fours bring the toes together open the knees and push back towards the heels into 

child’s pose allowing the arms to fall away and elbows to rest on the floor with the forehead 

on the mat.  If this is not comfortable place one fist on top of the other and rest the head 

on top or come up onto the forearms.  For anyone with bad heartburn they can come into 

a high sit. Hold this pose for several breaths to allow the heart rate to return to its normal 

rhythm.      
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• Sit back onto the heels and gently guide the legs around to the front bringing them into a 

cross-legged easy pose.  From here imagine your abdomen is holding a bucket of water 

filled to the brim.  With your hands resting on your hips you’re going to gently tilt the pelvis 

forward and back spilling that water and then lifting that bucket. Once you’ve mastered 

this, you’re going to bring the arms into firstly lifting the arms out to the side at shoulder 

height.  Then inhaling bring the backs of the hands together in front of the body as you tilt 

back, and exhaling bring them out to the side again with the palms facing forwards as you 

tilt forwards arching the back.  Repeat several times.  Pelvic tilts strengthen the muscles of 

the lower back, increase hip mobility, and help relieve low back pain during pregnancy and 

labour. 

 
• Sitting in easy pose take both hands to your knees and begin to draw big circles with your 

chest around the midline. On each inhalation, bring your heart and chest forward; on each 

exhalation, draw your chest back. You can make the circles as wide or small as you like.  
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Take 5–10 rotations in one direction, then repeat 5–10 rotations in the other direction. 

 
• Sit with your legs outstretched. Bend your knees and bring the soles of the feet together, 

keeping the heels as close to the body as possible. Fully relax your inner thighs. Hold your 

feet with both hands. Gently bounce your knees up and down, using the elbows as levers 

to press the legs down. Do not use any force. Repeat up to 20-30 times. Straighten your 

legs and relax.  Explain that this is excellent for loosening up the hip joints and can increase 

blood circulation to the pelvic floor and help a woman get used to the feeling of opening 

up. Staying in this position gently rock side to side attempting to bring the knee to the floor 

(rock the baby).   

 
• On an inhale bring the legs out in front and into staff pose. While exhaling move the feet 

away from each other while keeping the legs straight and the feet flexed. Maintain a gentle 

bend in the knees if needed or even place a cushion under each knee for support.  Inhale 

and clasp the hands out in front of the body with straight arms.   Lengthen through the 

spine and moving from the shoulders, angle the clasped hands over the right foot starting 

a circular rotation.  Exhale and move the clasped hands forward and between the feet, 

leaning forward.  Continue the movement to the left over the left foot. Inhale and continue 

circling the clasped hands back, while leaning back and toward the right foot.  Exhale as the 

hands approach the right foot. Rotate 5-10 times, and then repeat in the other direction. 

Visualise stirring a large pot of gloopy porridge moving forward and back within your own 

comfort zone.   
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• Relax the legs, bend the knees and placing the hands behind the knees lift the legs back to 

centre and swing them around to the side coming into a high kneel and take a breath here.  

Place a cushion or rolled up blanket under the right knee for padding then bring the 

fingertips to the floor and move the left leg to the side turning the toes outwards at a 45-

degree angle.  Come up into a high kneel lengthening the spine and gently lunging forward 

and back allowing the knee to glide over the toes. Inhale pushing forward and exhale 

coming back to centre. Repeat for 10 lunges and then hold the lunge for 3 cycles of the 

breath inhaling the arms overhead in prayer and exhaling the arms back to heart centre 

with each breath cycle. Gently push the leg straight out in front and come forwards until 

you feel a stretch down the back of the leg, holding here for a few breaths.  Lunges are 

great for strengthening the legs to facilitate changing position in labour, but they also can 

help support optimal fetal positioning, release the hip flexors, stretch the perineal area and 

in labour help baby to move down the birth canal.  Repeat on the opposite leg.  Then push 

back into a high kneel and take a breath inhaling the arms overhead and returning to prayer 

3 times. 

 

2.5 Wind-down – Stretching exercises (5 minutes) 

In standing head and neck rolls, shoulder rolls, pelvic tilts, hip circles, ankle circles, wrist circles. 
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2.6 Shavasana – Yoga nidra sample script (10 minutes)   

Ten minutes (need cushions and blankets for comfort).  Take a moment to put on any additional 

layers or socks to warm the body and get any additional cushions or blankets needed to support 

your comfort.  Get yourself into a comfortable position preferably lying on your left side for 

optimum blood flow to baby.   

 

 

• Allow your eyes to close and keep them closed until the practice has ended you can rest 

your hands on your baby if it feels right to do so. If the mind becomes overactive with 

thoughts and worries, just come back to the sound of my voice.  

 

• Become aware of any sounds you can hear in this moment. Nothing else but what you can 

hear without strain. Begin to focus on the most distant sounds that you can hear. Let your 

sense of hearing radiate outward, searching out these distant sounds and following them 

for a few moments. Move your attention from sound to sound without labelling the source. 

Gradually bring your attention to closer sounds, to sounds outside the building, to sounds 

inside the building, to sounds inside the room. Without opening your eyes visualise the four 

walls of the room, the ceiling, the floor, your body lying on the floor. Visualise your body 

lying on the floor, the position of your body, your clothes, your hair, your face, your bump. 

Become acutely aware of the existence of your physical body lying on the floor. 

 

• Become aware now of your natural breath as it moves in and out of your body without any 

effort. The natural breath flowing in through both nostrils. Notice the feeling of the breath 

as it comes in and out of your nostrils. There is a sense of coolness as you inhale the breath. 

Follow this feeling into your nose, your sinuses, the back of your throat, into your lungs and 

all the way down to your baby. There is a sense of warmth as you exhale the breath. Feel 

this warmth on your upper lip as you breathe out. The natural breath flows through both 

nostrils during the inhale and the exhale. Allow your breath to become longer and slower. 

Take a long slow inhalation, followed by a longer slower exhalation. Make your exhale even 

slower - notice the slight pause after the exhale. Slow inhale, even slower exhale.  Please 

continue breathing in this way. Now go back to the natural easy breath inhaling 

nourishment, exhaling softening. 

 

• The practise of yoga nidra begins now. At this moment you should make your sankalpa or 

resolve. The sankalpa should be a short, positive statement or affirmation. State your 



 

 

262 

 

sankalpa clearly and with awareness three times in your mind. The sankalpa you make 

during yoga nidra plants a seed in the fertile soil of your mind to bring about transformation 

and healing. Also say to yourself, “I am practising yoga nidra, I am awake and relaxed.”  

 

• We will now begin a systematic journey of sensory awareness throughout the body. You 

will move your awareness to different parts of your body as soon as you hear them named. 

Please say the name of the part to yourself and feel that part of your body but do not move 

any part. The practice begins on the right side. Right hand thumb … 2nd finger … 3rd finger 

… 4th finger … 5th finger … palm of the hand … back of the hand … wrist … forearm … elbow 

… upper arm … shoulder … armpit … waist … hip … thigh … knee … calf … ankle … heel … 

sole of the foot … top of the foot … right big toe … 2nd toe … 3rd toe … 4th toe … 5th toe. 

Left hand thumb … 2nd finger … 3rd finger … 4th finger … 5th finger … palm of the hand … 

back of the hand … wrist … forearm … elbow … upper arm … shoulder … armpit … waist … 

hip … thigh … knee … calf … ankle … heel … sole of the foot … top of the foot … left big toe 

… 2nd toe … 3rd toe … 4th toe … 5th toe. No go to the back of the body … right heel … left 

heel … right calf … left calf … right thigh … left thigh … right buttock … left buttock … lower 

back … middle back … upper back … the entire spine … right shoulder blade … left shoulder 

blade … back of the neck … back of the head. Top of the head … forehead … right temple … 

left temple … right ear … left ear … right eyebrow … left eyebrow … middle of the eyebrows 

… right eye … left eye … right nostril … left nostril … right cheek … left cheek … upper lip … 

lower lip … both lip together … chin … jaw … throat … right collarbone … left collarbone … 

right side of the chest … left side of the chest … upper abdomen … navel … lower abdomen 

… right groin … left groin … the pelvic floor. The whole right leg … whole left leg … whole 

right arm … whole left arm … the whole face … the whole head … the whole torso … the 

whole body … the whole body … the whole body.  

 

• Now imagine the whole body becoming light. As though your body could float away from 

the floor and toward the ceiling. The head is light and weightless, the limbs are light and 

weightless, the torso is light and weightless, the whole-body light and weightless. You are 

rising higher and higher away from the floor. Imagine your body becoming heavy. Feel the 

heaviness in all parts of the body, each part is becoming heavier and heavier and heavier. 

The head is heavy, the limbs are heavy, the torso is heavy, the whole body is heavy. So 

heavy that it is sinking down into the floor.  

 

• Awaken the experience of cold in the body, the experience of chilly cold. Imagine being 

outside in winter without enough clothing. You feel this chill permeating your entire body. 

Now allow the sensation of warmth to spread throughout the entire body. Remember the 

feeling of heat in summer when you are out in the sun with no shade. You feel heat 

radiating onto your skin, heat all around the body. Manifest the experience of calm in your 

entire mind, body and emotions. You are relaxed and aware, you are completely calm.  

 

• It is time to repeat your sankalpa. Please repeat the same statement made at the beginning 

of the practice three times mentally now. Come back to the feeling of your breath flowing 

in and out of your nostrils. Maintain your awareness of breath and at the same time 

develop your awareness of your physical body. Your body is relaxed and lying on the floor. 
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Feel the container of your skin and the clothes and props that are touching you. Notice the 

heaviness of your body as it rests on the floor and take your awareness into all the points 

that are touching the floor; the back of your heels, thighs, buttocks, shoulder blades, arms, 

hands and head. Do not open your eyes yet but visualize the surrounding room. Imagine 

where you are in the room and the other objects that are around you. Lie quietly until you 

feel ready to move. Start by slowly moving your hands and feet, take your time, there is no 

hurry. When you are sure that you are fully awake, gently open your eyes. From side lying 

use your hands to press yourself up from the floor and let your head come up last. This 

practice of yoga nidra is now complete. Namaste.   
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3 Session 3: Fear Release 
 

3.1 Check-in (5 minutes) 

Welcome everyone to the circle and invite each person to say their name, how many weeks 

pregnant they are, how they are feeling and any baby news or physical issues.   

3.2 Breath exercise - Golden Thread Breath (5 minutes) 

This breath can calm the nervous system, focus the mind and release the jaw alleviating stress and 

adrenaline build up.   

• Sitting in a comfortable seated position (give options of easy pose, hero pose or legs 

straight out in front (Appendix 3) breathe in through the nose. 

• Exhale from pursed lips and imagine a golden thread spinning across the room. 

• Feel the thread lengthen across the room from the mouth with each out-breath. Keep the 

mouth, jaw and shoulders relaxed. 

• Allow your mind to focus on the sound, feel and visualisation of this golden 

          thread. 

• Imagine a small soft feather between your thumb and index finger. 

• Gently blow it away through pursed lips. 

• Feel the cooling air through your lips on the exhalation. 

• Repeat as desired until you feel calmer. 

• Softly open eyes keeping gaze soft and return the breath to its natural rhythm ready for 

our warm-up. 

 

3.3 Warm-up (5 minutes) 

In a comfortable seated position (give options of easy pose, hero pose or legs straight out in front).  

Neck and head rolls to release tension in the neck and shoulders and can help relieve headaches. 

Shrug shoulders up to the ears and release down with a big ‘Ha’ sound to release the jaw.  Shoulder 

rolls to release tight shoulders and upper back. Elbow circles to open up the chest and improve lung 

capacity while also loosening out tight shoulders can also help with symptoms of heartburn.  Eagle 

arms to release tight shoulders and upper back, improve circulation, relieve swelling and fluid 

retention. Wrist circles each direction to improve circulation and strengthen the arms.  Clasp hands 

above head creating space in the rib cage, lengthening the back and releasing the shoulders.  Side 

to side stretching creates space in the body and opens rib cage, hips, lower back and lungs. Gentle 

side to side twist to release the lower back and aid digestion. Bring legs straight out in front and 

point and flex the toes lifting the heels off the floor a few times followed by ankle circles one 

direction and then the other direction can help with fluid retention or swelling.  Always engage 

pelvic floor where possible and remind of importance of continuing to tone the pelvic floor 

throughput pregnancy and postnatally. 
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3.4 Yoga postures (30 minutes)  

• From seated come to all fours knees hip width apart.  Spread the fingers, middle finger in 

line with the side of the mat.  Wrists, elbows and shoulders stacked on top of each other 

shoulder rolled back.  If anyone has wrist pain, they can use blocks, make fists with the 

hands or roll up the mat for padding.  From all fours practice cat pose through to tabletop 

(cow/counter cat is not recommended in pregnancy as its places too much pressure on an 

already compromised lower back).  Inhale in tabletop (flat spine) and exhale bringing the 

chin to the chest rounding the upper back and lifting the belly button upwards as if hugging 

baby.  Inhale back to tabletop and repeat at your own pace to strengthen and release out 

the lower back (can also bring the pelvic floor into this pose by encouraging engagement 

of the muscles on the exhale).  Repeat for 6-10 breath cycles.  Return to tabletop.   

 
• From tabletop gently step the right leg out to the side into a lunge position toes facing away 

from you by at least 45 degrees knee over the ankle.  Slowly now begin to rock forward and 

back so the knee is gliding out in a straight line over the toes. Exhale moving forward over 

the toes and inhale moving back.  Repeat for 10 more lunges with breath.  If this is easy 

and you want to go deeper, you can walk the right and left hand across closer to the right 

foot.  If it is uncomfortable in this position you can always bring the hands onto the right 

thigh into a higher lunge (especially if you have heartburn).  On the final inhale bring the 

right leg back in under the hips and repeat on the opposite side. Returning to tabletop.    
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• From all fours gently slide the right knee forward between the hands and rest on your right 

hip.  Straighten your left leg behind you.  Bring your right foot towards your left hip then 

square both hips to the ground so that the top of your back foot and thigh are centered on 

the ground (all 5 toenails should be on the floor.)  If you are uncomfortable, place a pillow 

under your right hip.  Adjust your right foot so that it is in front of your belly for a deeper 

stretch or behind your belly for a less intense stretch. If you are comfortable there, you can 

rest on your elbows.  Stay here 5 breaths, then repeat on the opposite side. (Variation 

puppy dog pose on all fours) 

 
• From all fours bring the toes together open the knees and push back towards the heels into 

child’s pose allowing the arms to fall away and elbows to rest on the floor with the forehead 

on the mat.  If this is not comfortable place one fist on top of the other and rest the head 

on top or come up onto the forearms.  For anyone with bad heartburn they can come into 
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a high sit. Hold this pose for several breaths to allow the heart rate to return to its normal 

rhythm.  This is a lovely resting pose and can be used between contractions in labour.   

 
• From child’s pose sit back onto the heels tucking the toes under.  Place the hands on the 

front of the thighs and just breathe here for three breaths.  This is a great stretch for the 

soles of the feet.  On the last exhale or if the pose is uncomfortable release the pose come 

into a high kneel and step up to standing.    

 

• From standing let your hips rotate outward so that your feet are turned out to a 45-degree 

angle and your knees face the second toe of each foot (see figure a).  Keep your spine erect 

and gaze forward as you inhale and bend your knees toward a 90-degree angle, keeping 

your knees turned out (see figure b).  Bring the arms out to the side palms facing up with a 

slight bend in the elbows.  Hold for 5 breaths.  Repeat reminding women that 5 breaths are 

the average length of a contraction. Exhale as you press to standing.    
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• From standing bring the arms out in front of the body making fists with the hands.  On the 

exhale you’re going to bend the knees to squat and turn the fists upwards to tap on the top 

of your thighs as if doing a move from the ‘haka’.  On the exhale you’re going to release the 

jaw with a ‘ha’ sound.  Repeat three times. This is a great pose for releasing tension, anger, 

frustration.    

 
• Gently scissors the feet back towards each other until they are hip width apart.  Side of the 

foot is in line with a side of the mat, toes are spread, and all four corners of the feet are 

evenly placed.  Bring the arms in front of you palms facing the floor and as you exhale bend 

your knees, taking the thighs as parallel to the floor as possible. The knees will project out 

over the feet, and the torso will lean slightly forward over the thighs until the front of the 

body forms approximately a right angle with the tops of the thighs. Keep the inner thighs 

parallel to each other and press the heads of the thigh bones down toward the heels.  Relax 

your shoulder blades down away from the ears and take five full deep breaths here holding 
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the pose.  To come out of the pose straighten your knees with an inhalation. Exhale and 

release your arms to your sides into Mountain.  Repeat for 3 rounds.   

 
• Bringing the feet slightly wider than hip width so about the width of your mat with the toes 

turned outwards by about 45-degrees.  Lengthen through the spine, keep the knees soft 

and gently sway side to side to cool yourself down.  This can be a really nice pose in labour 

to cool you down and relieve pain.  

   

3.5 Wind-down - Kriya to eliminate fear (5 minutes)  

Kriyas are series of actions, breathwork, sounds and mudras that work towards a specific outcome.   

• Sit in a cross-legged or kneeling position.  Eyes closed looking to 3rd eye.  Chin slightly tucked 

to chest.   

• Extend the arms out to the sides, shoulder level, parallel to the ground. 

• Curl fingers into the base of the palms and stick the thumbs up. 

• Inhale bring the thumbs towards the shoulders, without touching them. 

• Exhale return to the starting position. 
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• Start slowly then increase the pace, moving with the breath all the time.  Never hold the 

breath. 

• Practise for between one and a half to three minutes, the idea is to find this challenging 

but sustainable.   

3.6 Shavasana – Visualisation sample script (10 minutes)  

Ten minutes (need cushions and blankets for comfort).  Take a moment to put on any additional 

layers or socks to warm the body and get any additional cushions or blankets needed to support 

your comfort.  Get yourself into a comfortable position preferably lying on your left side for 

optimum blood flow to baby.   

 

• Closing your eyes now bring your focus and awareness to your breath, inhaling peace and 

exhaling tension, letting go and releasing with each and every breath.  Take slow, calm 

breaths. 

• Mentally scan your body, taking note of how your body feels. Focus in on the areas where 

tension is stored and concentrate on relaxing those areas. 

• Feel your body becoming more relaxed…slowly releasing tension...letting go of stress.... 

• Now imagine that there is a protective light shining around your body... almost as if you 

are glowing. This light can keep you safe from stress, tension, worries. Feel how relaxed, 

calm, and secure you feel as this protective light surrounds you.  The light is like a protective 

shield from your head to your feet.  Trust, allow and see your internalised wisdom and 

courage.  

• Start breathing in through your nose and out through your mouth and when you breathe 

in try to open your chest and your stomach. Breathe in and breathe out. 

 

• Feel your body, feel the ground beneath you. Feel the tension of your muscles and feel the 

breath helping in the release.  In this magic moment to yourself don't try to place anyone. 

Don't control it just help. Allow deep slow calm breath into your stomach and into your 

chest open it’s safe. When you breathe out allow all the stress, all the sorrow, all the pain, 

all the sadness the anger, resentment, the rage, disappointment the fear.  (2 seconds 

pause).  Just allow all that to go. Let it go into the gentle embrace of golden liquid light.  (2 

seconds pause). Let go, let go of all the vibrations that were keeping you prisoner.  Let go 
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thoughts, let go emotions, let go the past and just be who you are. Present not defined by 

your past flowing creating liquid golden light. 

 

• From this point we will go deeper are you ready? Bring all of your awareness into the 

middle of your physical brain there in the middle lies a little gland that is no bigger than a 

knot but has this enormous potential of spreading your awareness and creating a safe 

connection to your heart.  (2 seconds pause). Bring all of your attention into this little spot, 

visualise it and stay there.  (2 seconds pause). Now breathe in through your nose and 

breathe out from your mouth. (2 seconds pause) Breathe in through your nose and out 

through your mouth.  Feel peace, feel stillness (5 seconds pause).  Now imagine the air 

around you is liquid golden light imagine how around you instead of the air there is this 

golden liquid light. Breathe it in, breathe it in to the middle of your brain.  Breathe it into 

every cell of your perfect body.  Breathe it in to your baby.  Allow the golden flow of light 

to fill you to heal you to protect you. And allow the golden flow to love you and your baby 

filling your whole body with golden liquid light.   

 

• Here now in this moment you have been seen and you’re being unconditionally loved. 

Breathe and enjoy this moment.  (20 seconds pause) 

 

• Lie quietly until you feel ready to move. Start by slowly moving your hands and feet, take 

your time, there is no hurry. When you are sure that you are fully awake, gently open your 

eyes. From side lying use your hands to press yourself up from the floor and let your head 

come up last. This relaxation is now complete. Namaste.   
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4 Session 4: Oxytocin your best friend.   
 

4.1 Check-in (5 minutes) 

Welcome everyone to the circle and invite each person to say their name, how many weeks 

pregnant they are, how they are feeling and any baby news or physical issues.   

4.2 Breath exercise - Alternate Nostril Breathing (5 minutes)  

Alternate nostril breathing to calm and relax and refresh all aspects of the body and mind. (Avoid 

if you have severe nasal congestion).  

 

• Sit cross legged. With eyes closed take a deep breath in.  

• Close your right nostril with your right thumb, keeping your left nostril open. Inhale through 

the left nostril, then close it with the ring finger, release the thumb and exhale through the 

right nostril.  

• Inhale through the right nostril, then close it with the thumb, release the ring finger and 

exhale through the left nostril. Repeat for several minutes.  

• Keep breath slow and relaxed and finish by exhaling through the left nostril to activate 

feminine, lunar, calming and cooling energy.  

• Return the breath to its normal rhythm coming back into your space for our warm-up. 

 

4.3 Warm-up (5 minutes) 

In a comfortable seated position (give options of easy pose, hero pose or legs straight out in front).  

Neck and head rolls to release tension in the neck and shoulders and can help relieve headaches. 

Shrug shoulders up to the ears and release down with a big ‘Ha’ sound to release the jaw.  Shoulder 

rolls to release tight shoulders and upper back. Elbow circles to open up the chest and improve lung 

capacity while also loosening out tight shoulders can also help with symptoms of heartburn.  Eagle 

arms to release tight shoulders and upper back, improve circulation, relieve swelling and fluid 

retention. Wrist circles each direction to improve circulation and strengthen the arms.  Clasp hands 

above head creating space in the rib cage, lengthening the back and releasing the shoulders.  Side 

to side stretching creates space in the body and opens rib cage, hips, lower back and lungs. Gentle 

side to side twist to release the lower back and aid digestion. Bring legs straight out in front and 

point and flex the toes lifting the heels off the floor a few times followed by ankle circles one 

direction and then the other direction can help with fluid retention or swelling.  Always engage 

pelvic floor where possible and remind of importance of continuing to tone the pelvic floor 

throughput pregnancy and postnatally. 

4.4 Yoga postures (30 minutes) 

This session will focus on postures to support pregnant women to slow down and let go.  It is the 

perfect antidote to a stressful day and will aid the production of oxytocin in the body and the 

release of tension.   
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• From seated bend the knees and sweep the legs to the side sitting back onto the heels with 

the front of the foot flat on the floor.  Inhale the arms up overhead into prayer and exhale 

them down to prayer at heart centre.  Repeat 5 times with breath.  

 
• Resting the hands on the thighs close the eyes and take an inhale with closed lips and then 

exhale allowing your lips to vibrate as the air passes out (horse-lips).  Repeat for 3 breaths. 

 
• Move from kneeling to all four’s knees hip width apart.  Spread the fingers, middle finger 

in line with the side of the mat.  Wrists, elbows and shoulders stacked on top of each other 

shoulder rolled back.  If anyone has wrist pain, they can use blocks, make fists with the 

hands or roll up the mat for padding.  From all fours gently move forward and back with 

your breath.  Inhale moving forwards and exhale moving back towards the heels.  Repeat 

for 5 breaths.  From all fours practice hip circles, moving out to the right, back towards the 

heels, across to the left and forwards.  Really exaggerate the circles inhaling coming 

forwards, exhaling pushing back. You can even exhale through the lips to release the jaw 

or play sound with sound here.  This can be helpful for pain relief during labour.  Hip circles 

are also great for helping baby move down the birth canal in labour. 
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• From all fours stretch the left leg back long behind you. Pull your right knee forward to the 

front of your mat so your knee is towards your right wrist and the foot is towards the left 

wrist.  You’re trying to bring your shin parallel to the front of the mat. Your left leg will be 

stretched out straight behind you, knee and top of the foot on the floor. Use your arm 

strength at both sides of your body to prop you up while you adjust your hips so they are 

level with one another. If there is a great discrepancy between the height and position of 

each hip, place a folded or rolled up blanket or bolster under the hip of the bent leg in order 

to support it. Take your time settling into this pose and if you feel comfortable you can walk 

your hands out in front of you and fold forward making sure there is never any weight on 

your belly as you fold. Enjoy 8-10 deep breaths then to come out of the pose lift the chest 

and slide the right leg back coming into all fours.  Repeat on the other side.   

  

• From all fours bring your big toes together and your spread knees as wide as your yoga 

mat.  Slowly relax your hips onto (or towards) your heels and extend your arms towards 

the front of your mat.  Feel free to rest your forehead on a pillow, rolled up blanket or 

“hug” the bolster for more support.  Use this opportunity to deepen and connect to your 

breath. Or maybe you take this opportunity to talk to your growing baby.  Rest here for 8-

10 breaths. 
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• From child’s pose sit up straight and place a cushion underneath you for padding. With 

your knees bent, bring the soles of your feet together. Gently guide your knees toward the 

floor. Place rolled up blankets, cushions or yoga blocks under your knees for support. Bring 

your feet as close to your body as is comfortable. Push the outer edges of your feet firmly 

into the floor and wrap your hands around your feet or ankles.  Hold for 5 breaths.  If it 

feels comfortable bring the hands onto the floor and fold forward keeping the chest lifted 

to give space for baby.  Hold for 5 more breaths before releasing the pose.  

  

  
• Gently place the hands behind the knees and supports the legs into a wide-legged position 

that is comfortable for you.  Point the toes towards the ceiling and with your legs wide 

apart and your buttocks and hips firmly on the floor breathe deeply lengthening your spine 

and filling your upper body with each inhalation.  Keep breathing gently and rhythmically 

and bend to the right, extending your right arm towards your right foot.  Bring your left 
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arm up and over your head as far as feels comfortable. Remember to carry on breathing 

and make sure your hips and buttocks stay firmly grounded.  Don’t go any further than you 

can without straining.  Relax into the stretch and hold it for around half a minute before 

gently releasing and repeating the exercise on the other side.  

 

• Staying wide-legged inhale deeply and on your exhale slowly walk your hands out in front 

of you, bringing your torso down as far as it wants to go, supported by a cushion, rolled up 

blanket or bolster. Try to let your props hold you up instead of your back strength, which 

will defeat the purpose of the relaxation element of the pose. Avoid placing any strain on 

your neck but rather let your head rest on your props. The purpose of the pose is not to 

see how far down you can go, but rather to relax into the pose. Stay in the pose for up 8-

10 breaths or whatever is comfortable for you.  To release the pose walk the arms back in 

and place a hand under each knee lifting them to straight leg.  Shake the legs out and 

prepare for wind-down.   

 

4.5 Wind-down – Stretching exercises (5 minutes)  

In standing head and neck rolls, shoulder rolls, pelvic tilts, hip circles, ankle circles, wrist circles. 

4.6 Shavasana – Yoga nidra sample script (10 minutes) 

Ten minutes (need cushions and blankets for comfort).  Take a moment to put on any additional 

layers or socks to warm the body and get any additional cushions or blankets needed to support 

your comfort.  Get yourself into a comfortable position preferably lying on your left side for 

optimum blood flow to baby.   



 

 

277 

 

 

• Welcome to this practice of yoga nidra, a practice for deep relaxation.  Once you’re 

comfortable I invite you to then be still for the next 10 minutes.  It’s probable that all sorts 

of thoughts will pop into your head but just see if you can simply observe them rather than 

acting upon them and try to remain still so that your body can rest very deeply.   If at any 

point you become very uncomfortable do move but move with awareness and see if you 

can settle back into stillness.   

 

• Imagine now that you are settling your body against the earth and the left side of your body 

feels incredibly heavy as it settles.  Everything settling down against the earth as if it is 

cradling you and making you feel settled and at ease.  In contrast to the left side of the 

body feeling very heavy the right side is very light, weightless even buoyant as if the right 

side could just float up like a feather on a gentle breeze.  So, the left side is feeling very 

heavy settling down and the right side is incredibly light floating up.   

 

• Allow your breath now to settle so that on the inhalation you have a sense of lightness and 

on the exhale a sense of grounding.  Breathing out heavy, breathing in light.  Feel that the 

breath is like water flowing effortlessly in and out of the body.  Your breath is like a wave 

settling you down on the exhalation and lifting you up on the inhalation.  Using the golden 

thread breath now breathing in through the nostrils and out through the lips.  The lips 

slightly parted and blowing gently for the length of the exhalation.  So, imagining a fine 

golden thread spiralling away from you perhaps towards your baby.  Letting your breath 

be relaxed and at ease.  Now as you inhale count 9 and exhale the golden thread through 

parted lips and on the next inhalation counting 8 gradually counting down towards zero. 

Pause (1 minute) 

 

• Now just relax the breath wherever you got to and we’re going to take your awareness 

around the body.  So, taking your awareness to the eyebrow centre and imagine shining a 

light at each point that I mention.  So to the eyebrow centre, the throat , the right shoulder, 

inside of the right elbow, inside of the right wrist, the right thumb, index finger, middle 

finger, ring finger and little finger, the right wrist, the right elbow, front of right shoulder, 

the throat, left shoulder,   inside of the left elbow, inside of the left wrist, the left thumb, 

index finger, middle finger, ring finger and little finger, the left wrist, the left elbow, front 

left shoulder, back to the throat and then to the centre of the breastbone, left breast, 

centre of the breastbone, right breast, centre of the breastbone, navel, the pubic bones, 

right hip bone, right knee, right ankle, right big toe, second toe, third toe, fourth toe, fifth 

toe, right ankle, right knee, right hip, and the pubic bones, left hip bone, left knee, left 
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ankle, left big toe, second toe, third toe, fourth toe, fifth toe, left ankle, left knee, left hip, 

and the pubic bones and back to the navel, the centre of breastbone, the throat and 

eyebrow centre and now taking your awareness to your baby knowing they are in the 

perfect position ready for birth and sending a kiss to baby’s head, baby’s face, baby’s body, 

baby’s right arm, baby’s right leg, baby’s body, babies left arm, baby’s left leg, back to the 

baby’s body, the babies face and the top of the baby’s head.   

 

• You have everything you need to birth your baby when the time comes.  I invite you now 

to imagine an older version of yourself now that has already birth your baby and imagine 

her cradling you now telling you to trust your body, to trust your instincts and that you 

have everything that you need for your birthing journey.  Now return to the golden thread 

breath.  Let that golden thread carry you back to the room as you inhale bringing energy, 

prana, life force into your baby and as you exhale, or sigh out reconnect with the world 

around you.  Become aware of your body and feel that you are ready to move.  Wriggling 

fingers and toes, wrist and ankles, stretching and then rubbing the hands together create 

warmth and place the hands over the eye sockets and when you’re ready gently let the 

light in so you are fully back in your space where this practice of yoga nidra is now complete.   
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5 Session 5: Preparing for birth.  
 

(Encourage women to have either an anti-burst exercise ball or a high back chair available in the 

room) 

5.1 Check-in (5 minutes)  

Welcome everyone to the circle and invite each person to say their name, how many weeks 

pregnant they are, how they are feeling and any baby news or physical issues.   

5.2 Breath exercise – Bhramari (Humming Bee) Breath (5 minutes)   

This pranayama can calm and quiet the mind, stimulate the pineal and pituitary glands, soothe the 

nerves, relieve stress and anxiety, dissipate anger, lower blood pressure, support the healing of 

bodily tissues and induce sound sleep. 

• Sit comfortably, with the back tall and shoulders relaxed.  

• Start by taking a few natural breaths and close your eyes. 

• Keeping the lips lightly sealed, inhale through the nostrils. Exhaling make the sound of the 

letter M, essentially a humming sound. Sustain the sound until you need to inhale. 

• Then repeat by inhaling through the nose, then humming like a buzzing bee as you exhale. 

Continue by inhaling as needed and exhaling with this sound for several minutes.  

• Do not force the breath beyond your capacity as this can have the reverse effect, causing 

stress. Simply inhale whenever necessary and let the buzzing sound last as long as it is 

comfortable.  

• Finally, spend a few breaths sitting quietly and noticing whether there are any changes in 

your breath or mood. 

5.3 Warm-up (5 minutes) 

In a comfortable seated position (give options of easy pose, hero pose or legs straight out in front).  

Neck and head rolls to release tension in the neck and shoulders and can help relieve headaches. 

Shrug shoulders up to the ears and release down with a big ‘Ha’ sound to release the jaw.  Shoulder 

rolls to release tight shoulders and upper back. Elbow circles to open up the chest and improve lung 

capacity while also loosening out tight shoulders can also help with symptoms of heartburn.  Eagle 

arms to release tight shoulders and upper back, improve circulation, relieve swelling and fluid 

retention. Wrist circles each direction to improve circulation and strengthen the arms.  Clasp hands 

above head creating space in the rib cage, lengthening the back and releasing the shoulders.  Side 

to side stretching creates space in the body and opens rib cage, hips, lower back and lungs. Gentle 

side to side twist to release the lower back and aid digestion. Bring legs straight out in front and 

point and flex the toes lifting the heels off the floor a few times followed by ankle circles one 

direction and then the other direction can help with fluid retention or swelling.  Always engage 

pelvic floor where possible and remind of importance of continuing to tone the pelvic floor 

throughput pregnancy and postnatally. 
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5.4 Yoga postures (30 minutes)  

• Introduce the idea of using a ball during labour and birth and give tips on what size and 

where to get one.  Advise women to ensure the ball is anti-burst. 

• Coming to sit on the ball or chair with the feet flat on the floor at least hip width apart. 

Bring the hands to rest on the hips and gently tilt the pelvis forwards and back a few times.  

Now bring the arms and the breath into it by inhaling the arms out in front on the next tilt 

back and then exhaling opening the arms and chest as you tilt forwards.  Move with the 

rhythm of your breath and just enjoy the release in the spine.  This can be great for lower 

back pain and pain relief during labour.  It also maintains mobility in the pelvis.  

  
• From here move into full hip circles keeping the feet grounded and the hands on the hips.  

Circle one direction for 5 breaths and then the other for 5 breaths.  Hip circles are great for 

pain relief in labour and they can also help baby to move down the birth canal.  You could 

be using the ball in the early stages of labour both at home and on the labour ward before 

moving to the delivery suite.   

      
• Sitting on the ball or chair with weight evenly distributed through both sit bones rest the 

left hand on the left thigh inhale and gently raise the right hand up overhead stretching out 

the rib cage and creating space for baby. Hold here for three breaths exhaling back to 

centre and repeating on the opposite side.    
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• Come to standing and move the ball or chair in front of you.  If using a chair place a cushion 

on the chair seat.  Move gently to all fours and rest your forearms and head on the ball or 

chair.  From here you’re going to practice hip circles both directions.  Really exaggerate the 

movement and make full deep inhales and full deep exhales, sighs or even play around with 

sound here as this may be helpful in labour.  Making sounds releases the jaw and can help 

you relax.  Your birth partner can also support you in this position from the front by holding 

your hands or massaging your shoulder or from behind massaging the lower back. 
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• From all fours you’re going to take the right leg out to the side and move into a lunge (give 

high/low options) letting the right knee glide out over the toes on the exhale and return to 

centre on the inhale.  Repeat ten times on each side.  Explain lunges create space in the 

pelvis for baby to descend and can help to progress labour.   

   

   
• Come back to just resting on the ball/chair and just enjoy taking a few deep breaths here.  

This can be a helpful restorative posture during labour. 
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• Teach full squat with variations including use of a chair/ball based on participants needs.  

Firstly, demonstrate full squat and then cue participants into squat from standing.  Come 

to the top of your mat, stepping your feet a little bit wider than hip-width apart. Turn your 

toes outward 45 degrees and bring your heels onto the floor or a folded blanket. Bend your 

knees as much as your hips will allow. Bring your hands to your heart center and use your 

elbows to help open your knees. Lift your sternum, drop your tailbone, and take ten deep 

breaths here or as many as is comfortable to a maximum of ten.  Squatting positions help 

you cope with contractions during labour. The exercises facilitate the expansion of the birth 

canal, and thus an easy descent of your baby. Squatting also helps in relaxation of the 

perineal muscles.    
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• Release the posture by placing the hands on the floor and bringing the knees down into a 

high kneel.  From here gently step up to standing to practice hip circles with forearms 

resting against the wall.  If participants don’t have a clear wall space available, they can do 

this in standing.  Bring the feet slightly wider than hip width toes turned slightly outwards, 

knees soft.  Gently circle your hips around in one direction while keeping a slight bend in 

your knees.  Perform the exercise slowly and enjoy several circles in one direction before 

you pause and change sides.  Use the breath inhaling through the nose and exhaling 

through soft lips.  (Change image) 
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• Find a suitable wall space or use the back of a chair for support.  Place both hands on the 

wall or high back of the chair and resting the hands against the wall, or on the back of a 

chair walk back until the arms are parallel to the floor and the legs  

perpendicular to the torso.  Feel the stretch in the back and the back of the legs.  Hold for 

3 breaths and release by bending the knees and walking the feet inwards.  If the stretch is 

too intense bend and soften the knees. 

  

 

5.5 Wind-down - Kriya to create strength (5 minutes)  

Kriyas are series of actions, breathwork, sounds and mudras that work towards a specific outcome.   

• Sit in a cross-legged or kneeling position.  Eyes closed looking to 3rd eye.  Chin slightly tucked 

to chest.   

• Extend the arms out to the sides, shoulder level, parallel to the ground. 
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• Curl fingers into the base of the palms and stick the thumbs up. 

• Inhale turn the thumbs downwards. 

• Exhale turn the thumbs upwards. 

• Start slowly then increase the pace, moving with the breath all the time.  Never hold the 

breath. 

• Practice for between one and a half to three minutes, the idea is to find this challenging 

but sustainable.   

5.6 Shavasana – Connection and affirmation sample script (10 minutes)  

Ten minutes (need cushions and blankets for comfort).  Take a moment to put on any additional 

layers or socks to warm the body and get any additional cushions or blankets needed to support 

your comfort.  Get yourself into a comfortable position preferably lying on your left side for 

optimum blood flow to baby.   

 

• Ensure now you are comfortable and warm and make any adjustments now or during the 

practice.  Begin by paying attention to the physical body becoming aware of all the points 

of physical contact with the earth.  Allow yourself to be held within the unconditional 

support of the earth.  Experiencing security, grounding.   

 

• Turning your awareness now to the breath knowing that the breath flows in and out of the 

body in the same way that water flows upon the earth, there need be no effort.  Resist the 

urge to control the breath and just rest like the tide rolling in and rolling out.  Allow the 

breath to travel down to connect with your baby.  Surrounding your baby in warm, golden 

light.  As you rest with your attention there bring into your mind something that you feel 

glad about, something that makes you smile.  Something that allows you to experience 

gladness and joy so that you notice the tiniest of smiles forming on your lips.  Allowing the 

whole of your face and your jaw and your throat to release and relax.  Experience openness 

at the centre of the chest, the heart space and send that warmth and love to your baby.  

With each breath now take a little bit more of that warmth down to your baby knowing 

that your baby can hear and feel every breath and that each warm- hearted exhale will feel 

very reassuring.   

 

• Picture your baby now curled up in the perfect position for birth with a contented smile on 

their face.  Visualising baby now make a positive resolution which acknowledges your own 

innate wisdom, and your bodies innate ability to grow, nourish and birth your baby.  ‘I 



 

 

287 

 

honour my body and trust my inner wisdom’ repeat these words now silently to yourself 3 

times with 3 breaths.   

 

• Now bring your awareness back to the experience of the whole physical body resting.  

Allow the breath like a warm golden light travel all around the body absorbing tension and 

releasing it into the ground below so the body becomes more and more relaxed. Experience 

the whole body and your baby held within bathing in the warm golden glow of peace and 

relaxation.   

 

• Feel the connection now of the body with the earth.  Feel the support of the earth know 

that you and your baby are held and feel this unconditional support of mother earth.  

Experience the flow of breath now into the body inhaling peace and exhaling tension.  And 

with minimal effort now let the exhalation make a tiny pinprick hole between your lips and 

allow the breath to leave the body through this space.  Relax the lips and resist any urge to 

force the breath.  Allow the breath to be even softer, each exhalation releasing, relaxing, 

calming, connecting you and your baby.  Rest within the rhythm of the breath.  (Pause 1 

minute) 

 

• Allow your awareness now to come back to your heart centre to that thing that makes you 

feel glad that thing that brings happiness and gratitude into your heart.  Let your heart 

open to this gladness.  And with your next exhalation let some love from your heart be 

breathe down to your womb, to your baby.  And picture your baby again curled up in the 

perfect position for birth.  Draw the breath now deep into the body, into your fingers and 

toes beginning to make some gentle movements, wriggling and stretching.  Connect with 

each of your senses now one by one hearing, touch, smell, taste and finally sight what do 

you expect to see when you open your eyes? Picture clearly where you are and softly open 

your eyes coming back into your space.  Namaste 
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6 Session 6: Strong women 
 

6.1 Check-in (5 minutes)  

Welcome everyone to the circle and invite each person to say their name, how many weeks 

pregnant they are, how they are feeling and any baby news or physical issues.   

6.2 Breath exercise – Shitali (Cooling) Breath (5 minutes)   

This breath purifies the blood and rejuvenates the body while removing the excess heat in the body 

to reduce fear and anxiety. It is also good for constipation, acidity, high blood pressure and 

indigestion.  

 

• In a comfortable seated position (give options of easy pose, heroes pose, tailor pose or legs 

straight out in front).  

• Close your eyes and relax the whole body. 

• Take two or three deep inhales and exhales through the nose to prepare. 

• Extend the tongue outside the mouth as far as possible without strain. Roll the tongue, 

curling the sides in towards the centre to form a tube. Stick the end of the tongue out 

between your pursed lips. If you can’t roll your tongue, just purse the lips making a small 

‘o’ shape with the mouth. 

• Practise a long, smooth and controlled inhalation through the rolled tongue, allowing the 

air to pass over your tongue thus creating a cooling sensation. 

• After you inhale, draw the tongue in, close the mouth and exhale through the nose. Then 

again stick the curled tongue out and repeat. The breath should produce a sucking sound. 

A feeling of icy coldness will be experienced on the tongue and the roof of the mouth. This 

is one round. 

• With practice, the duration of the inhalation should gradually become longer to increase 

the cooling effect. Gradually increase the number of rounds from 9 to 15. For general 

purposes 15 rounds is sufficient. 

 

6.3 Warm-up (5 minutes)  

In a comfortable seated position (give options of easy pose, hero pose or legs straight out in front).  

Neck and head rolls to release tension in the neck and shoulders and can help relieve headaches. 

Shrug shoulders up to the ears and release down with a big ‘Ha’ sound to release the jaw.  Shoulder 

rolls to release tight shoulders and upper back. Elbow circles to open up the chest and improve lung 

capacity while also loosening out tight shoulders can also help with symptoms of heartburn.  Eagle 

arms to release tight shoulders and upper back, improve circulation, relieve swelling and fluid 

retention. Wrist circles each direction to improve circulation and strengthen the arms.  Clasp hands 

above head creating space in the rib cage, lengthening the back and releasing the shoulders.  Side 

to side stretching creates space in the body and opens rib cage, hips, lower back and lungs. Gentle 

side to side twist to release the lower back and aid digestion. Bring legs straight out in front and 

point and flex the toes lifting the heels off the floor a few times followed by ankle circles one 

direction and then the other direction can help with fluid retention or swelling.  Always engage 
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pelvic floor where possible and remind of importance of continuing to tone the pelvic floor 

throughput pregnancy and postnatally. 

6.4 Yoga postures (30 minutes)  

Thirty minutes to strengthen the body and incorporate breathwork to support labour and 

childbirth.  Note adjustments may be made as required.  Most yoga poses are easily adjusted using 

props or variations.    

• Move from seated to a high kneel placing a blanket under the knees for padding.  Bring the 

knees hip width, legs parallel behind, front of foot resting on floor.  Hands on hips hip circles 

to the right pushing as far back as possible, right back unto the heels if this is comfortable.  

Really exaggerate the circles inhaling coming up, exhaling pushing back.  This will 

strengthen the legs which can help support you to alter position for pain relief during 

labour.  Hip circles are also great for helping baby move down the birth canal in labour.  

However, I recommend doing them in a less challenging position such as sitting on an 

exercise ball, standing or on all fours.  Now change the direction of the circles and travel to 

the left this time continuing with the breath.   Coming back to centre sit back towards the 

heels and take a breath.   

 
• Keeping the knees hip width come unto all fours.  Spread the fingers, middle finger in line 

with the side of the mat.  Wrists, elbows and shoulders stacked on top of each other 

shoulder rolled back.  If anyone has wrist pain, they can use blocks, make fists with the 

hands or roll up the mat for padding.  From all fours practice cat pose through to tabletop 

(cow/counter cat is not recommended in pregnancy as its places too much pressure on an 

already compromised lower back).  Inhale in tabletop (flat spine) and exhale bringing the 

chin to the chest rounding the upper back and lifting the belly button upwards as if hugging 

baby.  Inhale back to tabletop and repeat at your own pace to strengthen and release out 

the lower back (can also bring the pelvic floor into this pose by encouraging engagement 

of the muscles on the exhale).  Repeat for 6-10 breath cycles.  Return to tabletop.   



 

 

290 

 

 
• From all fours firstly demonstrate supermom pose with variations.  Raise the right arm in 

front to shoulder height palm facing the floor, now if comfortable bring the left leg behind 

keeping toes on the floor is you have any pelvic or sciatic pain otherwise lift the left leg 

straight behind toes relaxed, stretching the arm and opposite leg away from each other as 

if lengthening the body.  Hold this pose for 3 full breaths.  Repeat for up to 3 cycles of the 

breath.   This pose works almost all the muscles in the body and is great for strengthening 

the lower back.  It also supports learning to use the breath to work through discomfort to 

support labour.   

 
• From all fours bring the toes together open the knees and push back towards the heels into 

child’s pose allowing the arms to fall away and elbows to rest on the floor with the forehead 

on the mat.  If this is not comfortable place one fist on top of the other and rest the head 

on top or come up onto the forearms.  For anyone with bad heartburn they can come into 

a high sit. Hold this pose for several breaths to allow the heart rate to return to its normal 

rhythm.   
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• Come into a high kneel from child’s pose and take a breath here.  Place a cushion or rolled 

up blanket under the right knee for padding then bring the fingertips to the floor and move 

the left leg to the side turning the toes outwards at a 45-degree angle.  Come up into a high 

kneel lengthening the spine and gently lunging forward and back allowing the knee to glide 

over the toes. Inhale pushing forward and exhale coming back to centre. Repeat for 10 

lunges and then hold the lunge for 3 cycles of the breath inhaling the arms overhead in 

prayer and exhaling the arms back to heart centre with each breath cycle. Gently push the 

leg straight out in front and come forwards until you feel a stretch down the back of the 

leg, holding here for a few breaths.  Lunges are great for strengthening the legs to facilitate 

changing position in labour, but they also can help support optimal fetal positioning, 

release the hip flexors, stretch the perineal area and in labour help baby to move down the 

birth canal.  Repeat on the opposite leg.  Then push back into a high kneel and take a breath 

inhaling the arms overhead and returning to prayer 3 times. 

 
• From high kneeling gently step up to standing in the middle of the mat.  Bring the feet hip 

width, soften the knees, elongate the spine, roll back and relax the shoulders.  Now on an 

inhale raise the arms in front of the body to shoulder height palms facing downwards.  

Gently raise the heels off the floor, bend the knees and sit back into chair pose only going 

as low as is comfortable.  Maintain the integrity of a straight spine no overarching or 

rounding of the back.  Hold this position for 5 cycles of the breath and repeat.  This really 

works the leg muscles and activates the core.  (Can also bring the arms into this using a 

yoga strap or long sock, scarf or pair of tights and moving arms up and down in the pose 

with heels raised to increase heart rate and improve aerobic fitness).   
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• Using the length of the mat bring the legs 3 to 4 feet apart and turn the toes outwards by 

an inch or two.  Inhale and bring the hands to prayer at heart centre.  Now bend the knees 

and sit into an imaginary chair as if the tailbone is being pulled to the earth.  Maintain a 

straight spine to protect the lower back. Hold here for 5 cycles of the breath and then come 

back to centre breathing here and repeat for 3 sets.  This half squat pose is great for 

strengthening the entire lower half of the body and using the breath to work through 

discomfort.  The 5 breaths are approximately 45 seconds the length of an average 

contraction.  (Check for stages of pregnancy and baby positioning and make adjustments 

as required) 

   
• Keeping the feet 3 to 4 feet apart turn the toes of the right foot inwards by an inch, now 

swivel on the left heel so the left foot is facing forwards in line with the side of the mat. 

Keep the back leg straight and bend that front left knee, so the knee is in line with the 

ankle.  Lift the arms to the chest and raise one arm in front and one behind at shoulder 

height and gaze to the front or over your right fingertips, whichever feels most 

comfortable. Take 5–10 deep breaths here, then repeat on the other side.  Scissors the feet 

gently back together. 
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• Move to the centre of the mat and bring the feet hip width again.  Lift and spread the toes, 

soften the knees, lengthen the spine, roll back the shoulders and bring the hands in prayer 

to heart centre.  Shift the weight to the right leg and lift the left leg resting above the ankle, 

below the knee or above the knee into the crease of the hip in tree pose.  Pick your ‘drishti’ 

or point of focus and breathe here calming the mind.  This pose strengthens the legs, opens 

the hips and groin and calms the nervous system.  Repeat on the opposite side.  Then gently 

bring the feet the width of the mat, soften the knees and sway side the side swinging the 

arms and cooling the body.   

       

• Finish coming back to the floor sitting cross-legged or kneeling inhaling the arms overhead 

and exhaling back to heart centre for 3 breaths.      

    

6.5 Wind-down – Stretching exercises (5 minutes) 

In standing head and neck rolls, shoulder rolls, pelvic tilts, hip circles, ankle circles, wrist circles. 

6.6 Shavasana – Visualisation sample script (10 minutes)  

Ten minutes (need cushions and blankets for comfort).  Take a moment to put on any additional 

layers or socks to warm the body and get any additional cushions or blankets needed to support 

your comfort.  Get yourself into a comfortable position preferably lying on your left side for 

optimum blood flow to baby.   
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• Closing your eyes now bring one hand on to your heart and one on to your belly and just 

connect to the breath.  Your breath is like a bridge between you and your baby so just 

imagine the breath now moving in and out of the body as if each inhalation is saying hello 

to your baby and each exhalation is expressing your joy and happiness.  Enjoy these slow, 

calm relaxing breaths. 

• As you breathe just notice all the places in your body that are touched by your breath, scan 

your body, taking note of how your body feels. Bring awareness to  the places where 

tension is stored and use the breath to relax those areas. 

• Feel your body becoming calmer, lighter, more relaxed…inhaling peace and exhaling 

tension ...letting go.... 

• As you rest here now take a moment to see yourself on your baby’s birthing day.  You are 

calm and ready to meet your baby.  You feel empowered and confident that both your 

body and mind are strong, ready and able to birth your baby whatever your birth choices 

may be.  Really sense the trust that you feel in yourself, your baby and your birth partner.  

Now visualise yourself stepping into this scene.  Hold this picture in your head clearly, 

revisit it whenever you need, share it with your birth partner, set aside fear and trust it to 

be.  Telling yourself now ‘my body is ready and able to birth my baby’.   

• Now hear these beautiful words from John O’Donohue for a Mother-to-be: 

Nothing could have prepared your heart to open like this. 

 

From beyond the skies and the stars 

This echo arrived inside of you and started to pulse with life 

Each beat a tiny act of growth, 

Traversing all our ancient shapes, 

On its way home to itself. 

 

Once it began, you were no longer your own. 

A new, more courageous you, offering itself 

In a new way to a presence you can sense 

But you have not seen or known. 

 

It has made you feel alone 
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In a way you never knew before; 

Everyone else sees only from the outside 

What you feel and feed with every fiber of your being. 

 

Never have you traveled farther inward 

Where words and thoughts become half-light 

unable to reach the fund of brightness 

Strengthening inside the night of your womb. 

 

Like some primeval moon, 

Your soul brightens 

The tides of essence 

That flow to your child. 

 

You know your life has changed forever, 

For in all the days and years to come, 

Distance will never be able to cut you off 

From the one you now carry 

For nine months under your heart. 

 

May you be blessed with quiet confidence 

That destiny will guide you and mind you. 

 

May the emerging spirit of your child 

Imbibe encouragement and joy 

From the continuous music of your heart, 

So that it can grow with ease, 

Respectant of wonder and welcome when its form is fully filled 

 

And it makes it journey out 

To see you and settle at last 

Relieved and glad in your arms (Pause 30 seconds) 

 

• Lie quietly until you feel ready to move. Start by slowly moving your hands and feet, take 

your time, there is no hurry. When you are sure that you are fully awake, gently open your 

eyes. From side lying use your hands to press yourself up from the floor and let your head 

come up last. This relaxation is now complete. Namaste.   
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Pregnancy yoga manual Appendix 1 

Pose/Breath from systematic review Included 

(13 of 24) 

Included in programme 

Breathing exercises   

1. Alternate nostril breathing  9 √ 

2. Bhramari (Humming bee breath) 7 √ 

3. Rabbit breathing 1  

4. Sadanta (cooling breath version) 1  

5. Sasankasana breathing 1  

6. Sectional breathing (three part breath) 4 √ 

7. Sitakari (Hissing breath) 1  

8. Sitali (sheetali/cooling breath) 4 √ 

9. Vyagraha (tiger breathing) 5 √ (variation) 

Poses   

10. Bound angle pose (butterfly) 12 √ 

11. Child pose 3 √ 

12. Corpse pose  3 Contraindicated 

13. Cows head pose 2 Challenging pose 

14. Crescent pose 1  

15. Downward facing dog 2 Inversion 

16. Eagle pose arms only 2 √ 

17. Easy pose 2 √ 

18. Easy seated forward fold 1 √ 

19. Easy seated side stretch 1 √ 

20. Garland pose (squat/malasana) 5 √ 

21. Gate pose 1  

22. Half sun salutations x 3 1  

23. Inverted (revolved) triangle 3 Contraindicated 

24. Kneeling warrior 3  
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25. Konasana (angle pose/standing side 
stretch) 

1  

26. Lateral arc pose 3 Side bend should be 

supervised 

27. Marichi's pose C (sage marichi pose c) 1 Significant twist can cause 

discomfort 

28. Marjari (Cat pose) 1 √ 

29. Matsya (fish pose) 1 Contraindicated 

30. Mountain pose (Tadasana) 4 √ 

31. Padahasta (hands to feet pose) 2 Requires modifications 

32. Pascimothana (ankle 
posture/thunderbolt pose) 

1 √ 

33. Pavanamuktasana (wind relieving pose) 5 Contraindicated 

34. Prasarita (standing wide-legged 
forward fold) 

2  

35. Pyramid pose 1 Inversion 

36. Saddle pose 1 Contraindicated 

37. Sarvanga (shoulder stand pose) 1 Contraindicated 

38. Sasanka (hare pose) 1  

39. Seated head to knee pose 1  

40. Shalabha ardha (half locust pose) 1 Contraindicated 

41. Siddha yoni asana 1 √ (variation) 

42. Siddhasana (sage pose/marichi pose i) 3 Can cause discomfort 

43. Spinal twist 1 √ (variation) 

44. Standing cat/cow 1  

45. Standing extended side angle pose 1  

46. Standing forward bend 1 Can cause discomfort 

47. Standing half forward fold 1 √ (variation) 

48. Stork pose 2  

49. Sunset salutation x 3 1  

50. Table pose 3 √ 

51. Titali (purna & ardha) 1 √ (variation) 

52. Tree pose 6 √ 
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53. Triangle (trikonasana) 8 √ 

54. Upavishta konasana (wide-legged 
forward fold) 

5 √ 

55. Ustra (ustrasana/camel pose) 2 contraindicated 

56. Vajrasana (thunderbolt) 4 √ 

57. Vakra (seated twist pose) 1 √ 

58. Vakrasana (half spinal twist) 4 √ (variation) 

59. Viparita karani (legs up the wall 
pose/half shoulder stand) 

5 Contraindicated in second 

and third trimester 

requires props 

60. Warrior I 3 √ 

61. Warrior II 4 √ 
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Pregnancy yoga manual Appendix 2 

 

Check-in at the start of a pregnancy yoga session emerged from the interviews as fundamental to 

the class structure. The pregnant women and mothers saw this as time to be heard and seen as a 

pregnant woman. They also regarded it as an opportunity to get advice on the common complaints 

of pregnancy and acknowledged that it offered reassurance.  Yoga teachers reported the same and 

were clear to highlight that their role was not to offer medical advice but rather allow the circle of 

women to support one another and problem solve collectively.   

Circle-time should be brief and offer each women an opportunity to speak.  By saying their name 

and how many weeks pregnant they are the women get to know each other and some may even 

have the same due dates and form connections around this that offer support and friendship 

postnatally.  This was identified as both a reason to attend pregnancy yoga and a positive outcome 

from attending pregnancy yoga in our interviews with pregnant and postnatal women.   

Check-in requires active listening on the part of the pregnancy yoga teacher as well as an ability to 

move the circle along when this is needed.  It should last no longer than 5 minutes for a class of up 

to 12 women.  If a particular student is struggling with something it may be beneficial to 

acknowledge this and offer to talk to them at the end of the class, not to offer medical advice but 

to let them know where they can get support. 

For the purpose of online classes check-in should be run exactly as it is in a face-to-face class.  The 

pregnancy yoga teacher will be required to have all the participants names to hand and will need 

to name each person before they speak.   
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Pregnancy yoga manual Appendix 3 

Easy pose:  

 

Instructions 

1. Come into a seated position with the buttocks on the floor, then cross the legs, 

placing the feet directly below the knees. Rest the hands on the knees or the lap 

with the palms facing up or down. 

2. Press the hip bones down into the floor and reach the crown of the head up to 

lengthen the spine. Drop the shoulders down and back and press the chest towards 

the front of the room. 

3. Relax the face, jaw, and belly. Let the tongue rest on the roof of the mouth, just 

behind the front teeth. 

4. Breathe deeply through the nose down into the belly. Hold as long as comfortable. 

 

Hero pose:  

 

Instructions 
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1. Bring the knees to the floor with the knees together and the feet hip’s width 

apart. Carefully sit back on your heels with the heels touching the outside of hips. 

Rest the hands on the knees with the palms facing up or down. 

2. Press the lower legs down into the floor and reach the crown of the head up to 

lengthen the spine. Drop the shoulders down and back, and press the chest 

towards the front of the room. 

3. Relax the face, jaw, and belly. Let the tongue rest on the roof of the mouth, just 

behind the front teeth. 

Breathe deeply through the nose down into the belly. Hold as long as comfortable. 

 

Legs straight out in front (relaxed version of staff pose): 

    

Instructions: 

1. Sit with your legs extended straight in front of you. 

2. You want to be sitting on your sit bones as much as possible. To that end, take hold of 

the flesh of each buttock and move it out of the way. This results in a much more 

grounded feeling. 

3. Engage your thigh muscles and flex both feet. Your heels may come up off the floor. 

For the purpose of use as a seated position in a warm-up practice relax the feet. 

4. Stack the shoulders directly on top of the hips. Release your shoulders away from your 

ears. 

5. The ideal version of the pose has the arms straight and the palms flat on the floor on 

either side of your hips to support your spine. However, arm lengths vary so there is 

some discretion to bend your arms slightly or shift the placement of your palms.  

6. Inhale to lengthen your spine. 
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Appendix 15: Pregnancy yoga feasibility study protocol 

 

 

Protocol for a feasibility study of an evidence-based live-

streamed online pregnancy yoga group programme 
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1. Introduction 

The aim of this study is to examine the feasibility and acceptability of a pregnancy yoga programme 

for healthy pregnant women. This programme is being developed due to lack of guidance in the 

design of reproducible yoga programmes. A course of research has been undertaken to inform the 

development and design of this programme. First, a systematic review of the effectiveness and 

characteristics of pregnancy yoga was conducted with results used to inform the design and 

content of the programme. Subsequently an interview topic guide informed by the systematic 

review was used to conduct twenty-one qualitative interviews with pregnant women, mothers, 

maternity care providers and yoga teachers to establish their views of the key components of 

pregnancy yoga programmes. Evidence from the qualitative interviews also informed the design 

and content of the final pregnancy yoga programme, including a pregnancy yoga manual to 

operationalise the programme. The manual was developed for a face-to-face pregnancy yoga 

programme. However due to COVID-19 safety restrictions limiting face-to-face contact from March 

2020, it is being used to test the feasibility and acceptability of an online live-streamed pregnancy 

yoga programme.  

 

2. Background 

Pregnancy yoga has emerged as a common complementary and alternative practice accessed by 

pregnant women. (1) It is thought to alter nervous system regulation, physiology, psychological well-

being and physical fitness. (2)  While no data exists on usage among Irish women, it is estimated that 

between 17% and 19% of women practice pregnancy yoga. (3)  Overall, the evidence in support of 

pregnancy yoga is positive with results from randomised control trials (RCTs) indicating 

improvements in stress levels, quality of life (QoL), anxiety, depression, fear of childbirth, 

autonomic nervous system functioning and labour parameters such as comfort, pain and duration. 

(4, 5, 6) While research points to the connection between stress and anxiety in pregnancy and poor 

pregnancy, birth and infant outcomes,(7, 8, 9) there are limited studies on the feasibility, acceptability 

or effectiveness of evidence-based yoga programmes designed to reduce stress and anxiety in 

pregnant women.   

Pregnancy is a time of significant change which can elevate stress levels and increase responsivity 

to external stressors. (4, 10) These external stressors can lead to adverse perinatal outcomes such as 

perinatal depression, pregnancy induced hypertension (PIH) and pre-eclampsia with prolonged 

maternal stress associated with both preterm birth and low birth weight. (7, 8, 9) Excessive maternal 

stress during pregnancy has also been linked to children’s later attention deficit hyperactivity 
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disorder (ADHD) symptomatology as well as lower executive functioning. (11, 12) Adverse levels of 

stress during pregnancy are therefore a cause for concern and represent a significant public health 

concern. In recent years yoga has been adapted for the pregnant body and is a common 

complementary and alternative medicine used by pregnant women. (1) It is a low impact exercise 

that can easily be adapted to suit individual needs. A review of yoga’s effect on stress, reported in 

25 of 35 included trials with 1398 participants, showed that a yoga intervention significantly 

reduced stress. (13)  The same review also identified limitations in yoga trials such as small sample 

sizes, lack of randomisation and no control group.   

The word yoga, meaning ‘union’, is a mind-body-spirit practice that can include meditation, breath 

awareness, Asanas or postures and relaxation. It is thought to alter nervous system regulation, 

physiology, psychological well-being and physical fitness.  A systematic review of the effects of 

pregnancy yoga on birth outcomes identified eleven studies all demonstrating the benefits of a 

pregnancy yoga intervention with no adverse effects reported. (14)  The included studies varied 

widely in length and intensity of the intervention, the degree of supervision of the intervention, 

measurement tools utilised, study populations and outcomes measured. While the evidence in 

support of pregnancy yoga is accumulating, systematic reviews of the literature clearly identify a 

need for more robust studies using transparent, reproducible yoga programmes with defined 

outcomes to accurately capture effectiveness, fidelity and acceptability.  

 

3. Research Question 

Is pregnancy yoga a feasible and acceptable practice to reduce stress, anxiety and fear of childbirth 

in healthy pregnant women?   

 

P – Population  Healthy Pregnant Women 

E – Exposure  Pregnancy Yoga 

O – Outcomes or themes Primary: Feasibility/Acceptability/Fidelity 

Secondary: Stress/Anxiety/Fear of childbirth 

 

Table 1. PEO 

 

4. Aims and Objectives: 

4.1 Aim 
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• To determine if an evidence-based pregnancy yoga programme is a feasible and acceptable practice 

for reducing perceived stress, anxiety and fear of childbirth in healthy pregnancy women. 

4.2 Objectives 

• To identify successful recruitment strategies and assess whether pregnant women are willing to be 

recruited e.g., most appropriate pregnancy gestation. 

• To describe socioeconomic/demographic profiles to ascertain reach. 

• To determine levels of engagement with and fidelity to the programme. 

• To assess whether the programme is acceptable to healthy pregnant women. 

• To provide estimates of the variability in the secondary outcomes. 

• To investigate issues of retention and reasons for any attrition.  

• To understand how the programme is implemented and received in practice by pregnant women.  

• To identify any adverse outcomes as a result of engagement in the pregnancy yoga programme.  

 

5. Methods 

 

5.1 Study Design 

This study will use multiple methods to examine the feasibility, acceptability and outcomes of a six-

week evidence-based yoga programme among pregnant women related to perceived stress, 

anxiety and fear of childbirth. A before-and-after study design will examine if this pregnancy yoga 

programme contributes to reduced stress anxiety and fear of childbirth. Online pre and post 

questionnaires and post programme one-to-one telephone interviews will be conducted.  

5.2 Recruitment 

The researcher aims to recruit participants via online women’s health organisations. In order to 

advertise and promote the study online a range of relevant women’s health organisations in Ireland 

will be sent a letter of invitation (Appendix 1). The women’s health organisations that will be 

targeted are Her.ie, Herfamily.ie, Rollercoaster.ie, Mummypages.ie, and Everymum.ie.  To allow 

each organisation to make an informed decision about advertising the study and sharing the 

information with their registered users, they will be provided with all the study information 

including the participant information leaflet (PIL Appendix 2), participant invitation letter (Appendix 

3), consent form (Appendix 4) and a study recruitment poster digital image for use online (Appendix 

5) with a request for assistance in advertising and promoting the study on their various online 

platforms including webpages and social media. Information meetings via Microsoft Teams will be 

offered to these organisations to answer any queries they have regarding the study and/or their 
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involvement. On receiving or viewing the study information potential participants will self-select 

by contacting the researcher directly, via phone, text or email, to discuss the study, answer their 

questions, and complete a brief eligibility form (Appendix 6). Once eligibility for participation is 

established to maintain confidentiality the consent form (Appendix 4) with the researcher’s contact 

details will be re-shared for completion using Microsoft Teams. Participants will have a minimum 

of one week in which to consider the information before consenting to participate. The soft copy 

consent form will be signed by the researcher and returned by Microsoft Teams prior to 

participation. A soft copy of the consent form will be retained in a double-encrypted, password 

protected, restricted access folder.  

5.3 Eligibility criteria 

5.3.1 Inclusion criteria  

Pregnant women who are 

• Aged 18 years and over 

• Able to read, write and understand English 

• Between 13-28 completed weeks’ pregnant, with a singleton healthy pregnancy 

• No known medical reason not to exercise assessed using the PAR-Q for pregnancy 

• Give informed written consent  

 

5.3.2 Exclusion criteria 

• Less than 13 weeks and greater than 28 weeks pregnant 

• Multiple pregnancy, or pregnancy-related complications 

• Unable to read, write and understand English 

• Under 18 years of age 

• Known medical reason not to exercise assessed using the PAR-Q for pregnancy 

 

5.4 Pregnancy yoga programme 

The pregnancy yoga programme was developed by combining evidence from a systematic review 

on the effectiveness of pregnancy yoga and interviews with 21 pregnant women, mothers, 

maternity care providers and yoga teachers. It consists of 6 consecutive 60-minute weekly online 

classes, delivered by an experienced certified pregnancy yoga teacher. Classes will be live streamed 

using Zoom and there will be a maximum of 12 participants per class to maximise safety.  

Participants must be at last 14 weeks gestation to start the classes.  

A copy of the detailed pregnancy yoga programme manual can be viewed in Appendix 7.  
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5.5 Outcome assessments 

5.5.1 Socio-demographics 

Baseline demographic data will include date of birth, marital status, education level, employment 

status, number of pregnancies, number of children, number of weeks’ gestation and any previous 

yoga experience. The following participant characteristics will be collected age, marital status, 

education, employment and family composition/household and geographical location to ascertain 

reach. 

5.5.2 Feasibility outcomes 

Feasibility outcomes Table 2 below will examine recruitment rates, eligibility criteria, data 

collection, attrition, resources needed to complete the study and programme, participants’ 

engagement with the programme, yoga teachers’ adherence to the pregnancy yoga programme 

and acceptability of the programme and study procedures to participants. 

Outcome Evaluation 

Recruitment and eligibility • Number assessed for eligibility 

• Percentage fulfilling inclusion criteria, 

and included (of total number 

identified) 

• Numbers signed up to participate  

• Ambiguities regarding eligibility 

criteria 

• Numbers  

• Reasons for ineligibility 

• Reasons for non-participation 

Data collection • Percentage completing assessments 

• Numbers of missing items 

Attrition • Rates of study drop out 

• Baseline characteristics of participants 

lost to follow-up and those remaining 

Resources needed to complete the study and 

the programme 

Length of time required for: 

• Participants to complete the 

programme 
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• Participants to complete 

questionnaires and interviews 

• Yoga teachers to deliver the 

programme 

• Primary researcher to administer the 

study 

Finances required for: 

• Yoga teacher fees 

• Pregnancy yoga manual production 

• Technological supports to deliver the 

programme 

Participants’ engagement with the 

programme 

• Number of attended yoga sessions 

Yoga teachers’ adherence to the programme • Fidelity measurement of at least 50% 

of the pregnancy yoga sessions 

delivered by an experienced pregnancy 

yoga teacher 

Participants’ acceptability of the programme 

and data collection 

• Reasons for poor attendance and 

withdrawal from the study and 

programme 

• Reasons for completion of 

programme?  

• Experiences of engaging with the yoga 

programme and of completing the 

questionnaires and interviews 

 

Table 2 

5.5.3 Maternal health outcomes 

Perceived stress will be measured before and after participation in the programme using the 

Perceived Stress Scale (PSS-10). This is a 10-item scale, each item has 5 possible responses 

measuring the frequency of perceived stress over the last month. It has high reliability in pregnant 

populations with acceptable psychometric properties that are superior to those of the PSS-14. 
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Therefore, it is recommended that the PSS-10 be used to measure perceived stress, both in practice 

and research. (15) 

Anxiety will be measured before and after participation in the programme using the State Trait and 

Anxiety Inventory (STAI). The Spielberger STAI is a commonly used instrument which is designed to 

measure 2 different types of anxiety: state anxiety (A-State), a transitory emotional response to a 

specific situation accompanied by feeling tension and apprehension, and trait anxiety (A-Trait) 

which is a relatively stable disposition to perceive a wide range of situations as threatening. (16) 

Accordingly, STAI consists of two 20-item scales, with each item scored on a 4-point Likert scale 

ranging from 1 to 4. The total score ranges from 20 to 80 for each scale, where a higher score 

indicates higher anxiety. (16) In an investigation of the reliability generalisation of the STAI, the 2 

scales demonstrated excellent internal consistency (averages αs >0.89). (17) The STAI, a widely used 

measure of general anxiety, has also been commonly used in research on pregnancy anxiety. (18) 

 

Fear of childbirth will be measured before and after participation in the programme using the 

Wijma Delivery Expectancy Questionnaire (WDEQ). (19) This questionnaire has been validated in 

both parous and nulliparous women. It asks participants how they think they will feel during labour 

using a number of adjectives and a scale of 1 to 6 with 1 being ‘Extremely’ and 6 being ‘Not at all’. 

Higher scores indicate greater fear of labour and birth. Eleven items are reverse scored. Alpha 

coefficients for internal consistency is high in both the original validation study and within a 

subsequent British sample (0.89 and >0.91 respectively). (19, 20)  It is by far the most frequently 

reported measure of fear of childbirth in the literature. (21, 22, 23, 24, 25)  

The total estimated completion time for the assessments is 10-15 minutes via a secure link through 

Microsoft Teams.  The potential for an adverse outcome is considered low however, the PIL will 

clearly state the following:  

• Following the yoga practice, you may feel a little stiff and have minor soreness in your legs 

for the next few days. 

• Please seek immediate advice from your GP or maternity care provider should you 

encounter any issues of concern during your participation in the study. 

 

Any adverse outcomes will be recorded, reported and managed appropriately by the research 

team.  

 

5.6 Sample size  
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The aim is to recruit 24 pregnant women between 13-28 weeks’ pregnant in order to run two six-

week programmes with 12 pregnant women in each. Sample size for post programme interviews 

cannot be stated a priori and interviews will be conducted until data saturation is met. 

  

6. Data Collection 

 

Perceived stress, anxiety and fear of childbirth will be assessed using a predesigned online set of 

validated questionnaires (Appendix 8) at baseline and post programme using a combination of 

Qualtrics and Microsoft Teams. Prior to participating in the yoga programme, all potential 

participants will be asked to complete a pre-exercise questionnaire called the PAR-Q for Pregnancy 

(Appendix 9) via a link sent from Microsoft Teams to identify any underlying medical reason that 

would prohibit them from engaging in exercise and taking part in the study. Participants will then 

be invited to take part in a six-week evidence-based pregnancy yoga group programme delivered 

online by an experienced certified pregnancy yoga teacher recruited specifically to deliver the 

programme. Each session will last one hour, and the programme manual is included in Appendix 7. 

The pregnancy yoga teacher will record the number of attendees at each session. A predesigned 

fidelity tool (Appendix 10) will be used in 50% of the sessions by the researcher a qualified 

pregnancy yoga teacher to evaluate fidelity to the programme manual based on saved double-

encrypted recordings of live-streamed pregnancy yoga sessions 1, 3 and 6 which will be 

permanently deleted when the study ends. Post programme telephone interviews with participants 

will be audio recorded and transcribed verbatim for analysis to explore acceptability and user 

experience.  

 

7. Data Analysis 

 

Data analysis will primarily be descriptive and will address the outcomes relating to the feasibility 

of the intervention and study procedures. 

 

7.1 Quantitative analysis 

An adapted CONSORT diagram for pilot and feasibility studies (26) will be used to demonstrate 

participant flow. Numbers of participants identified by advertisements, numbers expressing initial 

interest, consented, assessed for eligibility, eligible and included, will be reported. Exact 95% CIs 

will be calculated for the percentages of:  

• participants assessed for eligibility of the total number invited; 
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• participants meeting eligibility criteria of the total number invited; and  

• participants enrolled in the study of the total number invited 

 

Reasons for ineligibility, ambiguities regarding eligibility criteria and reasons for non-participation 

will be reported at each stage. Follow-up rates and numbers of missing items relating to outcome 

measures will be calculated with 95% CIs. In addition, means and SDs for time taken to complete 

questionnaires and interviews will be reported. Descriptive statistics including the means and SDs 

or medians and IQRs and change scores for each outcome measurement at baseline and post-

programme follow-up will be reported. Attrition proportions (both programme and study dropout) 

will be reported with 95% CIs. Means, SDs and frequencies of participant attendance at the 

scheduled yoga sessions will be reported.  

Means and SDs for the length of time taken for participants to complete the eligibility interview, 

baseline, post-programme follow-up assessments will be reported. In addition, means and SDs will 

be reported for the length of time yoga teachers spend delivering the programme; for yoga teacher 

training and for the researcher to administer the data collection procedures from invitation through 

follow-up. These data will be used to assess the feasibility of the programme and study procedures. 

Potential types and numbers of measures undertaken to assure participant safety, and types and 

numbers of unforeseen adverse events or safety issues will be reported. 

  

The variance across factors such as number of classes attended, gestational age, maternal age, 

marital status, employment status, level of education, number of children and number of 

pregnancies will be included in the analysis. Data will be analysed using Stata software, Version 

15.0.  

 

7.2 Qualitative analysis 

Interview data will be transcribed verbatim, read and reread and inductive thematic analysis will 

be undertaken using the framework of Braun and Clarke (Figure 1). (27)  This approach will facilitate 

an exploration of the participants’ experiences of both the programme and the study procedures. 

The research team will be involved in reviewing and agreeing initial codes and themes. To increase 

trustworthiness of the analysis, at least two researchers will double code 20-30% of the transcripts 

to ensure rigour, transparency and reliability. Analysis of data will be supported by the use of NVivo 

software which will be used to show inter-rater reliability. (28) 
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Figure 1 

8. Ethical Considerations 

 

The study has been approved by the Trinity Faculty for Health Sciences Research Ethics Committee 

and will be conducted in accordance with the Helsinki Declaration, ensuring the welfare and rights 

of all participants. Confidentiality will be guaranteed and informed consent will be collected to 

ensure participants are aware of the conditions of study participation. Participants will be reminded 

of their rights to withdraw from the study without giving any reason and provided with contact 

information within the PIL for both the principal investigator and the data controller should they 

have any cause for concern regarding the conduct of the study. All data will be handled according 

to the General Data Protection Regulation (EU 2016/679). Participants will be assigned a study code 

to pseudonymise data and personal information about participants will be stored separately from 

coded data. Data collected via Microsoft Teams will be stored on secure servers at Trinity College 

Dublin, with personal data and user-generated data stored on separate databases. Any adverse 

events or negative effects discovered during the study will be reported to both the Trinity Faculty 

for Health Sciences research Ethics Committee and The School of Nursing & Midwifery Research 

Ethics Committee.  Study findings will be published in an open-access journal and via national and 

international conference presentations. 

 

9. Conclusion 
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The study presented in this protocol will examine the feasibility and acceptability of a pregnancy 

yoga programme developed to reduce stress, anxiety and fear of childbirth in pregnant women. 

Investigating the feasibility and acceptability of complex interventions and study procedures is 

strongly recommended to estimate important parameters and answer key uncertainties required 

to inform the design of future definitive controlled trials. (29) Given the novelty of this programme 

and limited number of pregnancy yoga intervention studies conducted with a clearly defined 

reproducible programme assessing the acceptability and feasibility of the programme and study 

procedures is of great importance in informing refinements and the planning of a future controlled 

trial. Should the programme and procedures be demonstrated to be feasible and acceptable, the 

programme may be evaluated in a follow-up control trial. In turn, should the programme be 

demonstrated to be clinically and cost-effective, the aim would be to recommend to the 

Department of Health and Children (DoHC) and the Health Service Executive (HSE) that it would be 

implemented as part of standard antenatal care. 
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Appendix 16: Study 3 letter of invitation to advertise the study 

  
School of Nursing and Midwifery  

Trinity College Dublin  

24 D’Olier St  

D02 T283   

Date   

Invitation to publicise a research study   

  

Dear Sir/Madam  

My name is Lisa Corrigan, and I am a PhD student in the School of Nursing and Midwifery, Trinity 

College Dublin. I am writing to ask you if you would be willing to advertise and publicise a research 

study of ‘Feasibility of an evidence-based live-streamed online pregnancy yoga group 

programme’.  You may be interested in publicising the study and/or informing women who access 

your services about the study.  The aim of the study is to evaluate the feasibility, acceptability and 

self-reported health outcomes of a 6-week evidence-based live-streamed online pregnancy yoga 

group programme.  

   

I enclose a study information leaflet, letter of invitation and consent form which I invite you to read 

carefully.  I also enclose a digital poster advertising the study.  I would invite you to display or 

distribute the poster and study information to any relevant people within or using your service.  I 

am undertaking this research as part of my PhD study with the School of Nursing and Midwifery, 

Trinity College Dublin.  This will be the first study of an evidence-based live-streamed pregnancy 

yoga programme in an Irish context.  The results of the research will be published in academic 

journals and it will also be written up as a PhD thesis.  The combined, collated findings will be 

available to all participants and interested parties and sent to you directly should you wish.    

  

I greatly appreciate any assistance you can provide in informing people about this research, and I 

would be very happy to discuss this via Microsoft Teams to explain the research and your role in 

more detail.  You can contact me by email, phone or text at the details provided at the bottom of 

this letter.  

Yours sincerely  

  

Lisa Corrigan licorrig@tcd.ie  

086-8265735  

 

mailto:licorrig@tcd.ie


 

 

320 

 

Appendix 17: Study 3 participant information leaflet 

 

Name of Study: Feasibility of an evidence-based live-streamed online pregnancy yoga 
group programme. 

 
You are being invited to take part in a research study titled ‘the feasibility of an evidence-
based live-streamed online pregnancy yoga group programme’ that is being carried out 
by Lisa Corrigan at the School of Nursing and Midwifery at Trinity College Dublin as part of her 
PhD studies.   Before you decide whether or not you wish to take part, please read this 
information leaflet carefully. If you have any questions that are not answered by the 
information leaflet, please feel free to contact Lisa Corrigan at the contact details above with 
any questions. Please do not feel rushed or under pressure to make a quick decision. You 
should understand the risks and benefits of taking part in this study so that you can make a 
decision that is right for you. You may wish to discuss it with your family, friends or a care 
provider.   
 
Please note you do not have to take part in this research, and you can change your mind about 
taking part in the study at any time up to data anonymisation which will be one month after 
the programme finishes.  You do not have to provide any reason for choosing to opt-out.   

This leaflet has five main parts: 
Part 1 – The Study 
Part 2 – Data Protection 

Site Trinity College Dublin  

Principal Investigator(s) and 

Co-Investigator(s) 

(insert names, titles and 

contact details) 

Principal Investigator: Lisa Corrigan, SPHeRE PhD Scholar, School 

of Nursing and Midwifery, 24 D’Olier Street, Dublin, D02 T283.  

Email: licorrig@tcd.ie or Phone: 086 8265735.  

Supervisors: Dr Deirdre Daly, Assistant Professor Midwifery and Dr 

Patrick Moran, Senior Research Fellow in Health Economics, School 

of Nursing and Midwifery, 24 D’Olier Street, Dublin, D02 T283.  Dr 

Aisling Walsh, Lecturer, Public Health & Epidemiology, Royal 

College of Surgeons Ireland (RCSI), Dublin 2. 

Study Organiser/ Sponsor (if 

applicable) 

SPHeRE PhD scholarship funded through the Health Research 

Board Ireland.   

Data Controllers Trinity College Dublin  

Data Protection Officer Evelyn Fox 

Data Protection Officer 

Secretary’s Office  

Trinity College Dublin 

Dublin 2 
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Part 3 – Costs, Funding and Approval 
Part 4 – Future Research 
Part 5 – Further Information
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Part 1 – The Study 

 

Why is this study being done? 
 

The aim of this study is to evaluate the feasibility, acceptability and outcomes of a 6-week live-
streamed online pregnancy yoga group programme designed using evidence from randomised 
control trials of pregnancy yoga and interviews with pregnant women, mums, maternity care 
providers and yoga teachers.  We are doing this study because we know from the literature 
that women engage in pregnancy yoga programmes.  There is some evidence that these 
programmes can improve stress levels and quality of life, lower anxiety, reduce the risk of 
preterm labour and improve labour outcomes such as comfort, pain management and duration 
of labour.  However, there is considerable variation in the pregnancy yoga programmes offered 
and to date no studies in the Irish context.  This programme will be led by an experienced, 
accredited pregnancy yoga teacher.   
 

Why have I been invited to take part? 

  
We are asking pregnant women over the age of 18 years who are between 13-28 weeks 
pregnant with a healthy singleton pregnancy if they would be willing to take part in six live-
streamed online pregnancy yoga group sessions streamed using Microsoft Teams. You will also 
be asked to complete a series of health status questionnaires before the first session and after 
the last session as well as a brief telephone interview after the last session to share your views 
on the programme.   

Do I have to take part?  Can I withdraw? 

You are under no obligation to take part in this study.  It is entirely voluntary, and you choose 
to participate by contacting the researcher Lisa Corrigan directly. You can change your mind 
about taking part in the study and opt out at any time up to the point of data anonymisation 
(i.e. the point where your data can no longer be linked in any way with you as an individual), 
one month after the programme finishes.  You do not have to give a reason for not taking part 
or for opting out. If following  participation, you wish to opt out, please contact Lisa Corrigan 
by phone or text on 086 8265735 or email at licorrig@tcd.ie or Dr Deirdre Daly by email at 
dalyd8@tcd.ie and you will be supported with this.

about:blank
about:blank
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What happens if I change my mind? 

 
You may withdraw at any time until the point of data anonymisation which will be one month 
following the programme. You can change your mind by contacting the primary investigator 
Lisa Corrigan at email licorrig@tcd.ie or phone or text on 086 8265735 or Dr Deirdre Daly by 
email at dalyd8@tcd.ie. If you choose not to continue to take part, no reason is required, it is 
entirely your choice. If you wish, you can ask for your data stored to be destroyed. If you 
request this, we will destroy all data that are in our possession. We will no longer use your data 
for research from this point onwards. 
 

What will happen to me if I decide to take part? 
 

You will be contacted by the primary investigator Lisa Corrigan and invited to complete a 5-
minute pre-exercise questionnaire called the PAR-Q for Pregnancy to identify any underlying 
medical reason that would prohibit you from engaging in exercise.  Once this is completed 
successfully you will be asked to complete a series of online questionnaires to determine your 
current levels of perceived stress, anxiety and fear of childbirth as well as basic demographics 
such as number of weeks pregnant, marital status, education level, previous yoga experience.  
This will take 10-15 minutes.  You will then engage in six one hour live-streamed pregnancy 
yoga group sessions (once a week) with up to 12 participants and a certified pregnancy yoga 
teacher.   You will be asked to respect the confidentiality of the group and identity of your fellow 
participants throughout.  At the end of the six weeks you will be asked to complete the same 
series of questionnaires and you will be invited to engage in a 15-25-minute telephone 
interview with the primary investigator Lisa Corrigan. The interviews will be audio-recorded 
so they can be written out (transcribed) afterwards for analysis.  During the interview you will 
be asked a series of questions to explore your experience of the live-streamed online pregnancy 
yoga group sessions. At your request a copy of your interview can be sent to you to allow you 
to review, clarify or amend anything that you have shared.  All participants will receive an 
anonymised combined and collated summary of all the research findings.   

What will happen to my Data? 
 

 
Once you choose to participate you will be allocated a study ID code, which will replace your 
personal details on all questionnaires and interview transcripts.  The key containing your 
personal details and your allocated study ID code will be stored electronically in a password-

How will the study be carried out? 

If you express an interest in participating, I will collect your name and contact details and 
complete a brief eligibility form to ensure you meet the criteria to take part in the study.  I will 
also send you the consent form via a secure link using Microsoft Teams.  You will have a minimum 
of one week in which to consider the information at which point I will contact you again to answer 
any further questions and take verbal consent from you to participate.  You will be required to 
return a signed consent form via a secure link using Microsoft Teams prior to participation.  We 
hope to recruit approximately 24 pregnant women.    

about:blank
about:blank
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protected folder held on Trinity College Dublin’s main server, separate from the 
questionnaires, recordings and transcripts. All files will be password protected and encrypted.  
The principal investigator Lisa Corrigan will retain the key linking your study ID code with 
personal details.   
 
For interviews one month after interview or one month after the accuracy of the transcripts 
has been confirmed, Lisa Corrigan will delete the audio recordings and destroy the key linking 
your individual data with your transcript.  Therefore, the interview data will be completely 
anonymised at this point.  All files will be password protected and encrypted for protection.   
The hardcopy of your signed consent form will be stored in a locked cabinet in a locked office 
within Trinity College Dublin which only the research team can access.  
 
The anonymous questionnaires and transcripts will be analysed to understand the feasibility 
of a live-streamed online pregnancy yoga group programme.  Findings may be published in 
relevant scientific journals or presented at academic conferences.  They will also form part of 
the principal investigator’s PhD thesis.   
 

Are there any benefits to taking part in this research? 

 
Taking part in this study may not directly benefit you. However, your information and the 
information provided by the other participants when combined and analysed, may help us to 
better understand the feasibility of delivering a live-streamed online pregnancy yoga group 
programme and may result in new approaches to organising and providing these programmes. 
By participating, you may also benefit from a reduction in levels of stress and anxiety and the 
pregnancy yoga sessions may support you to prepare for labour and birth.  You will also receive 
a copy of the anonymised combined and collated findings that may be of interest to you.   

Are there any risks to me or others if I take part? 

 
Following the yoga practice, you may feel a little stiff and have minor soreness in your legs for 
the next few days.  It is recommended that you seek advice from your GP or maternity care 
provider should you encounter any issues of concern during your participation in the study.  
Great care will be taken to ensure the confidentiality of all your data and the risk to participants 
of a breach of confidentiality is considered very low.   
 
Will I be told the outcome of the study? Will I be told the results of any tests or 

investigations performed as part of this study that relate to me? 

All participants will receive a copy of the anonymised combined and collated findings.  The 
results of the study will be reported in relevant scientific journals and presented at academic 
conferences targeting women’s organisations, maternity care professionals, maternity care 
providers and policy makers.  They will also form a chapter in the primary investigator Lisa 
Corrigan’s PhD thesis.  No information which reveals your identity will be disclosed. 
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Part 2 – Data Protection 

 
What information about me (personal data) will be used as part of this study? Will 

my medical records be accessed? 

The personal data that will be collected directly from you by the primary investigator Lisa 
Corrigan will include your name, date of birth, telephone number, email address, contact 
address, marital status, level of education, employment status, number of weeks pregnant, 
number of pregnancies and number of children.  This information is required to facilitate 
contact and will also allow us to understand the profile of those who choose to engage in 
pregnancy yoga.     

 

What will happen to my personal data? 

Your data will be processed (collected, held, analysed) in compliance with General Data 
Protection Regulation 2018 Article 6.1 (e): processing is necessary for the performance of a 
task carried out in the public interest or in the exercise of official authority vested in the 
controller; and Article 9. 2 (j): processing is necessary for archiving purposes in the public 
interest, scientific or historical research purposes or statistical purposes in accordance with 
Article 89(1) based on Union or Member State law which shall be proportionate to the aim 
pursued, respect the essence of the right to data protection and provide for suitable and 
specific measures to safeguard the fundamental rights and the interests of the data subject. 
Participants have the right to restrict or object to having their data processed, unless the 
request would make it impossible or make it very difficult to conduct the research. For 
example, it will not be possible to remove data after anonymisation, analysis or publication. 
Participants have the right to have their personal data deleted, unless their request would 
make it impossible or make it very difficult to conduct the research. For example, it will not be 
possible to remove personal data and maintain future contact with consenting participants. 

Personal data must be retained for legal reasons for 7 years and the primary investigator Lisa 
Corrigan will be responsible for destroying it.  If audio-recordings are passed to a professional 
transcriber they will be required to sign a confidentiality agreement.  

Should a breach of data occur, the researcher will contact the Data Protection Commissioner 
and both the Faculty of Health Sciences and the School of Nursing and Midwifery Research 
Ethics Committees immediately to inform them.  Data breaches may occur in a variety of 
contexts, such as loss or theft of data, using unsecure passwords, equipment failure, hacking, 
viruses or other security attacks on IT equipment systems or networks.  No form of automated 
processing of personal data or profiling will be conducted within the study. 
 

Who will access and use my personal data as part of this study?  

All the information you provide will be private and confidential and will only be shared with 
research team members who have a legitimate need to access the data in performance of their 
professional research duties.  These members must sign a confidentiality agreement form, and, 
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like all members of the University community, must abide by the Data Protection Policy, Data 
Protection Procedures and IT Security Policy.   
 

Will my personal data be kept confidential? How will my data be kept safe?  

 
Your privacy is important to us.  We take many steps to make sure that we protect your 
confidentiality and keep your data safe. Here are some examples of how we do this:  

• We take the interview recordings and write them out (transcribe) using a unique code 
number to replace your identity.  One month after the interview or one month after 
confirmation of transcripts has been confirmed, Lisa Corrigan will delete the audio 
recordings and destroy the key linking your individual data with your transcript.  
Therefore, the data will be completely anonymised at this point.   

• Paper copies of the transcripts are stored in locked cabinets, in a locked office where 
few designated people have access.  

• We keep an electronic version of the questionnaires you complete on Trinity College’s 
main server. Only the research team have access to this information.  We use password 
protection on every file containing personal data, encryption (special software to 
scramble the information so it cannot be read) and anti-virus software to protect the 
information on the computer. 

• All members of the research team will sign a confidentiality agreement form and abide 
by the Data Protection Policy, Data Protection Procedures and IT Security Policy of 
Trinity College Dublin. 

However, if something did go wrong, we will follow Trinity College Dublin’s Data Protection 
Breach procedures that comply with the General Data Protection Regulation 2018.   
 

What is the lawful basis to use my personal data? 

By law,5 we can use your personal information for scientific research6 (in the public interest7). 
We will also ask for your explicit consent to use your data as a requirement of the Irish Health 
Research Regulations. 
 

What are my rights? 

  You are entitled to: 

• The right to access to your data and receive a copy of it 

• The right to restrict or object to processing of your data 

 

5  The European General Data Protection Regulation ( GDPR) 

6 Article 9(2) (j)) 

7 (Article 6(1)(e) 
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• The right to object to any further processing of the information we hold about you 
(except where it is anonymised) 

• The right to have inaccurate information about you corrected or deleted 

• The right to receive your data in a portable format and to have it transferred to another 
data controller 

• The right to request deletion of your data 

By law you can exercise the following rights in relation to your personal data, unless the 
request would make it impossible or very difficult to conduct the research. You can exercise 
these rights by contacting the Primary Investigator Lisa Corrigan at email licorrig@tcd.ie or 
phone/text on 086 8265735 or the Trinity College Data Protection Officer, Secretary’s Office, 
Trinity College Dublin, Dublin 2, Ireland. Email: dataprotection@tcd.ie. Website: 
www.tcd.ie/privacy. 

about:blank
about:blank
about:blank
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Part 3 – Costs, Funding and Approval 

 

Has this study been approved by a research ethics committee?  

 
Yes, this study has been approved by the Research Ethics Committee at the Faculty of Health 
Sciences, Trinity College Dublin.  Approval was granted on [INSERT DATE].  They may be 
contacted at researchethics@tcd.ie 
 

Who is organising and funding this study? Will the results be used for commercial 
purposes? 

 
This research is being carried out as part of the primary researcher Lisa Corrigan’s PhD studies.  
Funding for the PhD has been provided by the Health Research Board Ireland as part of a 
scholarship programme to encourage research into population health and health services 
research.  The research will contribute to Lisa Corrigan’s final PhD qualification.   

 

Is there any payment for taking part?  Will it cost me anything if I agree to take part? 

No, participation is voluntary, and we are not offering payment should you take part in the 
study.   

 

Part 4 – Future Research 

 

Will my personal data be used in future studies?  

 

No, by participating you have only given permission for your data to be used for the current 

study.   

 

about:blank
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Part 5 – Further Information 

 

Who should I contact for information or complaints?  

 
If you have any concerns or questions, you can contact: 

• Principal Investigator: Lisa Corrigan on email licorrig@tcd.ie or phone/text at 086 
8265735. 

• Data Protection Officer, Trinity College Dublin: Evelyn Fox, Data Protection Officer, 
Secretary’s Office, Trinity College Dublin, Dublin 2, Ireland. Email: 
dataprotection@tcd.ie. Website: www.tcd.ie/privacy. 

Under GDPR, if you are not satisfied with how your data is being processed, you have the right 
to lodge a complaint with the Office of the Data Protection Commission, 21 Fitzwilliam Square 
South, Dublin 2, Ireland.  Website: www.dataprotection.ie. 

 
Will I be contacted again? How do I take part? 

 
If you would like to take part in this study, you are asked to contact the primary investigator 
Lisa Corrigan (details above) to receive more information.  You can give recorded verbal 
consent to participate but you must also return a signed consent form prior to participating. 
The primary researcher Lisa Corrigan will counter sign the copy of the Consent Form and 
provide you with a copy by secure link using Microsoft Teams. You will be given at least 7 days 
between giving consent and participating to allow you time to ask any further questions.  The 
Consent Form asks you to sign your name to say that you agree to take part in this study.  You 
will be given a copy of this information leaflet and the signed Consent Form to keep for your 
own records. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

about:blank
about:blank
about:blank
about:blank
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Appendix 18: Study 3 participant cover letter 

  
School of Nursing and Midwifery  

Trinity College Dublin  

2 Clare St  

Dublin 2 D02 CK80   

Date   

Invitation to take part in a research study  

  

Dear Madam,   

Thank you for making contact regarding my PhD research study the ‘Feasibility of an evidence-

based live-streamed online pregnancy yoga group programme.   

I am inviting pregnant women who are healthy, between 13-28 weeks’ and expecting one baby to 

take part in six online live-streamed pregnancy yoga group sessions.  Taking part involves 

completing a pre-enrolment physical activity readiness questionnaire and a series of 10-minute 

online health status questionnaires before the first yoga session and again after the last yoga 

session as well as an invitation to partake in a telephone interview at the end of the programme 

to share your views on the acceptability and your experience of the yoga classes delivered to you. 

As the pregnancy yoga sessions will be run as a group all participants will be asked to respect the 

confidentiality of the group and identity of their fellow participants.  If a participant wishes they 

may turn their video off and only share audio during the online sessions.    

  

If you feel this is a research study that would interest you, I should be grateful if you would take a 

few minutes to read the enclosed information leaflet to find out what taking part means for you. 

If after reading this you are interested in taking part or feel you would like to know more about 

the study, please return the enclosed expression of interest form and/or consent form using the 

freepost envelope, text/call me on 086 8265735 or email me at licorrig@tcd.ie   

  

Thank you for taking the time to consider this request, and I look forward to hearing from you.  

  

Yours sincerely  

  

Lisa Corrigan  
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Appendix 19: Study 3 consent form 

  

Feasibility of an evidence-based live-streamed online pregnancy 

yoga group programme  

Study Contact:  telephone 086 826 5735 or email licorrig@tcd.ie  

  

Consent Form  

There are 2 sections in this form. Each section has a statement and asks you to initial if you agree.  

The end of this form is for the researchers to complete.   

  

Please ask any questions you may have when reading each of the statements.  Thank 

you for participating.   

Please Initial the box if you agree with the statement.  Please feel free to ask questions if there is 

something you do not understand.  

General   Tick box  

1. I confirm I have read and understood the Information Leaflet for the above 

study.  The information has been fully explained to me and I have been able 

to ask questions, all of which have been answered to my satisfaction.  

  

2. I understand that this study is entirely voluntary, and if I decide that I do not 

want to take part, I can stop taking part in this study at any time until data 

analysis without giving a reason.  I understand that deciding not to take part 

will not affect my future maternity care.  

  

3. I understand that I will not be paid for taking part in this study.     

4. I know how to contact the research team if I need to.    

5. I agree to take part in this research study having been fully informed of the 

risks, benefits and alternatives which are set out in full in the information 

leaflet which I have been provided with.   

  

6. I agree to being contacted by researchers by phone or email as part of this 

research study.   

  

Data processing   Tick box  

1. I understand that I can stop taking part in this study at any time until data 

analysis without giving a reason and this will not affect my future 

maternity care.   
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2. I understand that there are no guaranteed direct benefits to me from 

participating in this study.   

  

3. I understand that the researchers undertaking this research will hold in 

confidence and securely all collected data and other relevant information.    

  

4.  I understand that I will be given an opportunity to review a transcript of the 

interview to confirm accuracy.  

  

5.  I understand that the transcript will not identify me by name but will use a 

study ID code and that the original digital recording will be erased once the 

accuracy of the transcript has been confirmed.  

  

6.  I understand that information from this research will be published but that I 

will not be identified as a participant in this research in any publication.  

  

7.  I understand that my personal details (name, email and other identifying 

information that links my identity to the study data) will be destroyed 

when this study is complete.  

  

8.  I freely and voluntarily consent to participating in this research study.    

  

      

--------------------------------------------------------------------------------------------------------------------------  

Participant Name (Block Capitals)  Participant Signature                           Date  

  

  

---------------------------------------------------         ----------------------------------------------------------------  

Witness Name (Block Capitals)  Witness Signature                          Date  

To be completed by the Principal Investigator or nominee.   

I, the undersigned, have taken the time to fully explain to the above participant the nature and 

purpose of this study in a way that they could understand. I have explained the risks and possible 

benefits involved. I have invited them to ask questions on any aspect of the study that concerned 

them.  

I have given a copy of the information leaflet and consent form to the participant with contacts of 

the study team  

Researcher name  

Title and qualifications  

Signed 

Date  
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Appendix 20: Study 3 Study 3 advertising poster 

  

PARTICIPANTS NEEDED FOR  

PREGNANCY YOGA RESEARCH   

  
  

We are inviting healthy pregnant women 13-28 weeks gestation to engage in a 6-week live 

streamed online pregnancy yoga course delivered by an experienced certified pregnancy 

yoga teacher.  

‘Feasibility of an evidence-based live-streamed online pregnancy yoga group 

programme’  

As a participant in this study, you will be invited to take part in six pregnancy yoga group 

sessions free of charge.  You will be asked to complete a 10-minute online  

series of health status questionnaires related to stress, anxiety and fear of childbirth before 

and after the course and invited to share your experience of the course in a telephone 

interview after completing the course.  

Your participation is entirely voluntary. By participating in this study, you will help us to 

understand the impact of pregnancy yoga and the feasibility of running online pregnancy 

yoga sessions.  

To learn more or to express your interest in participating in this study please contact:  

Principal Investigator Lisa 

Corrigan  

Email: licorrig@tcd.ie  

Phone: 086 8265735 (call or text)  
  

This study is supervised by Dr Deirdre Daly, Dr Pat Moran & Dr Aisling Walsh 

Study reference 2020603 has been approved by the Faculty of Health Sciences Research Ethics  
Committee, Trinity College Dublin and is supported by Health Research Board (HRB) funding.  
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Appendix 21: Study 3 eligibility form 

 

Eligibility form 

Study Name: 
Feasibility of an evidence-based live-streamed online pregnancy yoga group 

programme  

Date:  

Principal 

Investigator: 
Lisa Corrigan, School of Nursing and Midwifery, Trinity College Dublin 

 

 

PARTICIPANT # _____________________       

INCLUSION CRITERIA 

Must be "yes"* 
Yes No 

Are you aged 18 or over? □ □ 

Between 13-28 weeks gestation with healthy singleton pregnancy 

 

□ □ 

Do you speak and understand English fluently? □ □ 

No known reason not to exercise □ □ 

   *Potential participants who do not meet all of the inclusion criteria will be excluded 
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Appendix 22: Study 3 pre and post programme survey packs 

Pregnancy Yoga Questionnaire Pack T1 
Thank you for joining our pregnancy yoga programme we really value your participation.  We would 

like to invite you to answer the questions in this pack as truthfully as possible. There are no right or 

wrong answers, only what you personally think or feel. Please read the instructions for each 

questionnaire fully and answer the questions truthfully without thinking about the questions too 

much.  The questionnaires look at perceived stress, anxiety and fear of childbirth and will take 

approximately 10-15 minutes to complete fully.  We will ask you to complete them again after you 

have completed the 6-week pregnancy yoga programme.       If you have any questions, please 

contact Lisa on 086 8265735 or email: licorrig@tcd.ie 

 

I freely and voluntarily consent to participating in this pregnancy yoga study 

o Yes   

o No    

Start of Block: Demographics 
 

Q1 Date of Birth: 

________________________________________________________________ 
 

Q2 Marital Status 

o Married   

o Living with a partner   

o Divorced  

o Separated   

o Single   

o Other   
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Q3 Educational Level 

o Leaving certificate  

o Some college   

o University degree   

o Masters degree   

o PhD   

o No formal education   
 

Q4 Employment Status 

o Unemployed   

o Part-time   

o Full-time   

o Student   

o Homemaker    

o Other   
 

Q5 How many pregnancies have you had? 

________________________________________________________________ 
 

Q6 How many children do you have? 

________________________________________________________________ 
 

Q7 How many weeks pregnant are you? 

________________________________________________________________ 
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Q8 Do you have any previous yoga experience? 

o None   

o 1-6months   

o 6-12months  

o More than 1 year   
 

Q9 Which city do you live in? 

________________________________________________________________ 
 

Q10 My location is 

o Urban    

o Rural   

End of Block: Demographics 
________________________________________________________________________________

__ 

 

 

 

Start of Block: PSS-10 
 

The questions in this scale ask you about your feelings and thoughts during the last month.  In each 
case, you will be asked to indicate by choosing how often you felt or thought a certain way.  

 

Q1 In the last month, how often have you been upset because of something that happened 
unexpectedly?  

o Never   

o Almost Never    

o Sometimes   

o Fairly Often   

o Very Often   
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Q2 In the last month, how often have you felt that you were unable to control the important things 
in your life?              

o Never   

o Almost Never   

o Sometimes   

o Fairly Often   

o Very Often   
 

Q3 In the last month, how often have you felt nervous and “stressed”?       

o Never   

o Almost Never   

o Sometimes   

o Fairly Often   

o Very Often    
 

Q4 In the last month, how often have you felt confident about your ability to handle your personal 
problems?  

o Never   

o Almost Never   

o Sometimes   

o Fairly Often   

o Very Often  
 

Q5 In the last month, how often have you felt that things were going your way?  

o Never   

o Almost Never   

o Sometimes   

o Fairly Often   

o Very Often   
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Q6 In the last month, how often have you found that you could not cope with all the things that 
you had to do?      

o Never   

o Almost Never   

o Sometimes   

o Fairly Often   

o Very Often   
 

Q7 In the last month, how often have you been able to control irritations in your life?  

o Never   

o Almost Never   

o Sometimes   

o Fairly Often   

o Very Often   
 

Q8 In the last month, how often have you felt that you were on top of things?  

o Never   

o Almost Never   

o Sometimes    

o Fairly Often   

o Very Often   
 

Q9 In the last month, how often have you been angered because of things that were outside of 
your control?          

o Never   

o Almost Never   

o Sometimes   

o Fairly Often   

o Very Often    
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Q10 In the last month, how often have you felt difficulties were piling up so high that you could not 
overcome them?  

o Never   

o Almost Never   

o Sometimes   

o Fairly Often   

o Very Often   

End of Block: PSS-10 
 

Start of Block: STAI-S 
 

A number of statements which people have used to describe themselves are given below.  Read 
each statement and then choose the appropriate choice to indicate how you feel right now, that is 
at this moment.  There are no right or wrong answers.  Do not spend too much time on any one 
statement but give the answer which seems to describe your present feelings best. 

 

Q11 I feel calm 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q12 I feel secure 

o Not at All  

o Somewhat    

o Moderately So   

o Very much So   
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Q13 I am tense 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So  
 

Q14 I feel strained 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much so   
 

Q15 I feel at ease 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q16 I feel upset 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
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Q17 I am presently worrying over possible misfortunes 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

 

Q18 I feel satisfied 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q19 I feel frightened 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q20 I feel comfortable 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
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Q21 I feel self-confident 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q22 I feel nervous 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q23 I feel jittery 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q24 I feel indecisive 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
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Q25 I am relaxed 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q26 I feel content 

o Not at All   

o Somewhat   

o Moderately So  

o Very Much So   
 

Q27 I am worried 

o Not at All   

o Somewhat   

o Moderately So 

o Very Much So   
 

Q28 I feel confused 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
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Q29 I feel steady 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q30 I feel pleasant 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

End of Block: STAI-S 
 

Start of Block: WDEQ 
 

This questionnaire is about feelings and thoughts women may have at the prospect of labour and 
birth. The answers to each question appear as a scale from 1 to 6. The outermost answers (1 and 6 
respectively) correspond to the opposite extremes of a certain feeling or thought.     Please 
complete each question by drawing a choosing the number which most closely corresponds to how 
you imagine your labour and birth will be. Please answer how you imagine your labour and birth 
will be - not the way you hope it will be. 

 

Q31 How do you think you will feel in general during the labour and birth? 

 Extreme Not at All 

 

 1 2 3 4 5 6 
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Lonely 
 

Strong  
 

Confident  
 

Afraid  
 

Deserted  
 

Weak  
 

Safe  
 

Independent  
 

Desolate  
 

Tense  
 

Glad  
 

Proud  
 

Abandoned  
 

Composed  
 

Relaxed  
 

Happy  
 

Natural  
 

Panic  
 

Hopelessness  
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Longing for the Child  
 

Self-confident  
 

Trust  
 

Pain  
 

 

 

Q32 How do you think your labour and birth will turn out as a whole? 

 Extreme Not at All 

 

 1 2 3 4 5 6 

 

Fantastic  
 

Frightful  
 

 

End of Block: WDEQ 
 

Start of Block: STAI-T 
 

A number of statements which people have used to describe themselves are given below.  Read 
each statement and then choose the appropriate choice to indicate how you generally feel (e.g. 
most of the time). There are no right or wrong answers.  Do not spend too much time on any one 
statement but give the answer which seems to describe how you generally feel (e.g. most of the 
time).  

 

Q33 I feel pleasant 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
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Q34 I feel nervous and restless 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q35 I feel satisfied with myself 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q36 I wish I could be as happy as others seem to be  

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q37 I feel like a failure 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
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Q38 I feel rested 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q39 I am 'calm, cool and collected' 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q40 I feel that difficulties are piling up so that I cannot overcome them 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q41 I worry too much over something that really doesn't matter 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
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Q42 I am happy  

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q43 I have disturbing thoughts 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q44 I lack self-confidence 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q45 I feel secure 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
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Q46 I make decisions easily 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q47 I feel inadequate 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q48 I am content  

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q49 Some unimportant thought runs through my mind and bothers me 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
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Q50 I take disappointments so keenly that I can't put them out of my mind 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q51 I am a steady person 

o Not at All  

o Somewhat   

o Moderately So   

o Very Much So   
 

Q52 I get in a state of tension or turmoil as I think over my recent concerns and interests 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

End of Block: STAI-T 

 
 

Pregnancy Yoga Questionnaire Pack T2 
Start of Block: Consent 
Thank you for completing our pregnancy yoga programme and the first questionnaire pack. We 
really value your participation and hope you enjoyed the yoga.  We would like to now invite you to 
answer the questions in this second pack as truthfully as possible. There are no right or wrong 
answers, only what you personally think or feel. Please read the instructions for each questionnaire 
fully and answer the questions truthfully without thinking about the questions too much.  The 
questionnaires ask about perceived stress, anxiety, fear of childbirth and your experience of the 
pregnancy yoga programme and will take approximately 10-12 minutes to complete fully. Once 
submitted as a thank you I will send you the link to 3 further pregnancy yoga pre-recorded classes 
to use at your leisure.     If you have any questions, please contact Lisa on 086 8265735 or email: 
licorrig@tcd.ie 
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I freely and voluntarily consent to participating in this pregnancy yoga study 

o Yes   

o No   
 

Start of Block: PSS-10 
 

The questions in this scale ask you about your feelings and thoughts during the last month.  In each 
case, you will be asked to indicate by choosing how often you felt or thought a certain way.  

 

 

Q1 In the last month, how often have you been upset because of something that happened 
unexpectedly?  

o Never   

o Almost Never    

o Sometimes   

o Fairly Often   

o Very Often   
 

Q2 In the last month, how often have you felt that you were unable to control the important things 
in your life?              

o Never   

o Almost Never   

o Sometimes   

o Fairly Often   

o Very Often   
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Q3 In the last month, how often have you felt nervous and “stressed”?       

o Never   

o Almost Never   

o Sometimes   

o Fairly Often   

o Very Often    
 

Q4 In the last month, how often have you felt confident about your ability to handle your personal 
problems?  

o Never   

o Almost Never   

o Sometimes   

o Fairly Often   

o Very Often  
 

Q5 In the last month, how often have you felt that things were going your way?  

o Never   

o Almost Never   

o Sometimes   

o Fairly Often   

o Very Often   
 

Q6 In the last month, how often have you found that you could not cope with all the things that 
you had to do?      

o Never   

o Almost Never   

o Sometimes   

o Fairly Often   

o Very Often   
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Q7 In the last month, how often have you been able to control irritations in your life?  

o Never   

o Almost Never   

o Sometimes   

o Fairly Often   

o Very Often   
 

Q8 In the last month, how often have you felt that you were on top of things?  

o Never   

o Almost Never   

o Sometimes    

o Fairly Often   

o Very Often   
 

Q9 In the last month, how often have you been angered because of things that were outside of 
your control?          

o Never   

o Almost Never   

o Sometimes   

o Fairly Often   

o Very Often    
 

Q10 In the last month, how often have you felt difficulties were piling up so high that you could not 
overcome them?  

o Never   

o Almost Never   

o Sometimes   

o Fairly Often   

o Very Often   
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End of Block: PSS-10 
 

Start of Block: STAI-S 
 

A number of statements which people have used to describe themselves are given below.  Read 
each statement and then choose the appropriate choice to indicate how you feel right now, that is 
at this moment.  There are no right or wrong answers.  Do not spend too much time on any one 
statement but give the answer which seems to describe your present feelings best. 

 

Q11 I feel calm 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q12 I feel secure 

o Not at All  

o Somewhat    

o Moderately So   

o Very much So   
 

Q13 I am tense 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So  
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Q14 I feel strained 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much so   
 

Q15 I feel at ease 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q16 I feel upset 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q17 I am presently worrying over possible misfortunes 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
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Q18 I feel satisfied 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q19 I feel frightened 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q20 I feel comfortable 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q21 I feel self-confident 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
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Q22 I feel nervous 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q23 I feel jittery 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q24 I feel indecisive 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q25 I am relaxed 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
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Q26 I feel content 

o Not at All   

o Somewhat   

o Moderately So  

o Very Much So   
 

Q27 I am worried 

o Not at All   

o Somewhat   

o Moderately So 

o Very Much So   
 

Q28 I feel confused 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q29 I feel steady 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
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Q30 I feel pleasant 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

End of Block: STAI-S 
 

Start of Block: WDEQ 
 

This questionnaire is about feelings and thoughts women may have at the prospect of labour and 
birth. The answers to each question appear as a scale from 1 to 6. The outermost answers (1 and 6 
respectively) correspond to the opposite extremes of a certain feeling or thought.     Please 
complete each question by drawing a choosing the number which most closely corresponds to how 
you imagine your labour and birth will be. Please answer how you imagine your labour and birth 
will be - not the way you hope it will be. 

 

Q31 How do you think you will feel in general during the labour and birth? 

 Extreme Not at All 

 

 1 2 3 4 5 6 
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Lonely 
 

Strong  
 

Confident  
 

Afraid  
 

Deserted  
 

Weak  
 

Safe  
 

Independent  
 

Desolate  
 

Tense  
 

Glad  
 

Proud  
 

Abandoned  
 

Composed  
 

Relaxed  
 

Happy  
 

Natural  
 

Panic  
 

Hopelessness  
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Longing for the Child  
 

Self-confident  
 

Trust  
 

Pain  
 

 

 

Q32 How do you think your labour and birth will turn out as a whole? 

 Extreme Not at All 

 

 1 2 3 4 5 6 

 

Fantastic  
 

Frightful  
 

 

End of Block: WDEQ 
 

Start of Block: STAI-T 
 

A number of statements which people have used to describe themselves are given below.  Read 
each statement and then choose the appropriate choice to indicate how you generally feel (e.g. 
most of the time). There are no right or wrong answers.  Do not spend too much time on any one 
statement but give the answer which seems to describe how you generally feel (e.g. most of the 
time).  

 

Q33 I feel pleasant 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
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Q34 I feel nervous and restless 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q35 I feel satisfied with myself 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q36 I wish I could be as happy as others seem to be  

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q37 I feel like a failure 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
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Q38 I feel rested 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q39 I am 'calm, cool and collected' 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q40 I feel that difficulties are piling up so that I cannot overcome them 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q41 I worry too much over something that really doesn't matter 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
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Q42 I am happy  

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q43 I have disturbing thoughts 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q44 I lack self-confidence 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q45 I feel secure 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
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Q46 I make decisions easily 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q47 I feel inadequate 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q48 I am content  

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q49 Some unimportant thought runs through my mind and bothers me 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
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Q50 I take disappointments so keenly that I can't put them out of my mind 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

Q51 I am a steady person 

o Not at All  

o Somewhat   

o Moderately So   

o Very Much So   
 

Q52 I get in a state of tension or turmoil as I think over my recent concerns and interests 

o Not at All   

o Somewhat   

o Moderately So   

o Very Much So   
 

End of Block: STAI-T 
 

Start of Block: Block 5 
The following questions will give you the opportunity to tell us more about your experience of the 
study and the pregnancy yoga programme.  

 

Q53 How would you rate the overall quality of the pregnancy yoga programme you received? 

o Excellent   

o Good   

o Average   

o Poor   
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Q54 How would you rate your overall experience of participating in this pregnancy yoga 
programme? 

o Excellent   

o Good   

o Average   

o Poor   
 

Q55 Would you recommend this pregnancy yoga programme to other pregnant women or friends? 

o Yes   

o Maybe   

o No   
 

Q56 Did the class day and time suit you? 

o Yes    

o No   

Display This Question: 

If Did the class day and time suit you? = No 
 

Q57 If you answered 'no' when would have suited you best? 

o Weekday morning   

o Weekday afternoon   

o Weekday after 8pm   

o Weekend morning   

o Weekend afternoon   

o Weekend evening    
 



 

 

370 

 

Q58 How many classes did you manage to attend? 

o 6    

o 5   

o 4    

o 3   

o 2   

o 1   

o 0   
 

Q59 Were you regularly attending any other exercise class during the 6 week programme? 

o Yes   

o No   

Display This Question: 

If Were you regularly attending any other exercise class during the 6 week programme? = Yes 
 

Q60 If 'yes' what kind of exercise class and how often? 

________________________________________________________________ 
 

Q61 Is there anything further you would like to share about your experience of the programme?  

________________________________________________________________ 
 

End of Block: Block 5 
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Appendix 23: Study 3 fidelity tool  

Pregnancy Yoga Programme Coding Guidelines and Fidelity Tool  

 

Coding Guidelines: 

About the checklists 

There are three checklists as follows:  

➢ Pregnancy yoga session 1 

➢ Pregnancy yoga session 3 

➢ Pregnancy yoga session 6 

 

These checklists detail the programme actions that should have been delivered in each 

session. They are divided into content received and components delivered. Some activities 

happen in every session, others are unique to one session only (these are clearly marked in 

the guideline). 

How do I fill out the checklists?  

Please: 

➢ Watch the recorded programme session once all the way through to familiarise 

yourself with it 

➢ Read the coding guidelines all the way through to familiarise yourself with them  

➢ Watch the recorded programme session again 

➢ Record your initials next to coder ID and put the date that you are completing the 

checklist.  

➢ Go through the checklist actions one by one. 

➢ For every item on the checklist, please tick whether it was: 

o Done 

o Done to some extent 

o Not done 

➢ If there is an apparent reason (e.g. yoga teacher mentions that they have ran out of 

time) why this may not have been delivered or delivered to some extent, please make 

a note in the note’s column to document this. 

➢ Note: Only tick the boxes if activities have been done. Blank box indicates not done 

response and shaded box with no tick indicates N/A response.  

 

How do I decide which score to give?  

- Please choose ‘done’ if there is evidence in the video that all aspects of the action 

have been delivered. This will receive a score of 3. 
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- Please choose ‘done to a great extent’, if there is evidence that the action has been 

mostly delivered or if the yoga teacher could have done more. This will receive a 

score of 2. 

- Please choose ‘done to a minor extent’, if there is evidence that the action has only 

been partially delivered or if the yoga teacher could have done much more.  This will 

receive a score of 1. 

- Please choose ‘not done’ if there is no evidence in the video that this action has been 

delivered. This will receive a score of 0.  

 

Please note, some processes are repeated across sessions (check-in, warm-up, cool 

down). 
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 Pregnancy Yoga Fidelity Checklist: Session 1 

Researcher ID:  

Date:  

No. of participants: 

 Please Tick  

Notes: If not done or done to 

some extent please give a brief 

explanation e.g., ran out of time, 

forgot, adjusted to suit 

participants’ needs 
Programme actions: Done To 

great 

extent 

To 

minor 

extent 

Not 

done 

 Content Received 

1. Welcome and check 
in (5 minutes)  

     

2. Three-part breath         
(5 minutes) 

     

Warm up (tick for each): 

(5 minutes) 

3. Head and neck rolls  
4. Shoulder shrugs  
5. Shoulder rolls  
6. Elbow circles 
7. Eagle arms  
8. Wrist circles  
9. Clasp hands above 

head  
10. Side to side 

stretching  
11. Side to side twist  
12. Legs straight out in 

front point and flex 
the toes  

13. Ankle circles  

     

Asana practice (tick for 

each): (30 minutes) 

14. High kneel hip circles 
15. Mountain 
16. Chair arms overhead 
17. Warrior I 
18. Warrior II 
19. Triangle 
20. Tree 

     

Wind down (tick for each):    

(5 minutes) 

21. Head and neck rolls 
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22. Shoulder rolls 
23. Pelvic tilts 
24. Hip circles 
25. Ankle circles 
26. Wrist circles 

Shavasana: (10 minutes) 

27. Connection and 
affirmation  

     

Components Delivered      

28. Begin and end on 
time 

     

29. Offer encouragement      

30. Answer questions      

31. Engage with 
participants 

     

32. Maintain safety      

33. Include adjustments 
or alternatives where 
needed 

     

34. Any other comments      

 

 Pregnancy Yoga Fidelity Checklist: Session 3 

Researcher ID:  

Date:  

No. of participants: 

 Please Tick  

Notes: If not done or done to 

some extent please give a brief 

explanation e.g., ran out of time, 

forgot, adjusted to suit 

participants’ needs 
Programme actions: Done To 

great 

extent 

To 

minor 

extent 

Not 

done 

 Content Received 

1. Welcome and check 
in (5 minutes) 

     

2. Golden thread 
breath (5 minutes) 

     

Warm up (tick for each):        

(5 minutes) 

3. Head and neck rolls  
4. Shoulder shrugs  
5. Shoulder rolls  
6. Elbow circles 
7. Eagle arms  
8. Wrist circles  
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9. Clasp hands above 
head  

10. Side to side 
stretching  

11. Side to side twist  
12. Legs straight out in 

front point and flex 
the toes  

13. Ankle circles  

Asana practice (tick for 

each): (30 minutes) 

14. Table/cat 
15. Low lunges 
16. Pigeon 
17. Child 
18. Thunderbolt toes 

tucked under 
19. Goddess squat 
20. Half squat tai chi 
21. Chair arms in front 
22. Standing cooling 

twist 

     

Wind down – Kriya for fear 

release (5 minutes) 

     

Shavasana: (10 minutes) 

23. Visualisation 

     

Components Delivered      

24. Begin and end on 
time 

     

25. Offer 
encouragement 

     

26. Answer questions      

27. Engage with 
participants 

     

28. Maintain safety      

29. Include adjustments 
or alternatives where 
needed 

     

30. Any other comments      

 

 Pregnancy Yoga Fidelity Checklist: Session 6 

Researcher ID:  

Date:  

 Please Tick  
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No. of participants: Notes: If not done or done to 

some extent please give a brief 

explanation e.g., ran out of time, 

forgot, adjusted to suit 

participants’ needs 

Programme actions: Done To 

great 

extent 

To 

minor 

extent 

Not 

done 

 Content Received 

1. Welcome and check 
in (5 minutes) 

     

2. Shitali (Cooling) 
breath (5 minutes) 

     

Warm up (tick for each):        

(5 minutes) 

3. Head and neck rolls  
4. Shoulder shrugs  
5. Shoulder rolls  
6. Elbow circles 
7. Eagle arms  
8. Wrist circles  
9. Clasp hands above 

head  
10. Side to side 

stretching  
11. Side to side twist  
12. Legs straight out in 

front point and flex 
the toes 

13. Ankle circles  

     

Asana practice (tick for 

each): (30 minutes) 

14. High kneel hip circles 
15. Table/cat 
16. Supermum 
17. Child 
18. Lunge with variations 
19. Chair with balance 
20. Half squat prayer 
21. Tree 
22. Easy pose with 

breath  

     

Wind down (tick for each):    

(5 minutes) 

23. Head and neck rolls 
24. Shoulder rolls 
25. Pelvic tilts 
26. Hip circles 
27. Ankle circles 
28. Wrist circles 
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Shavasana: (10 minutes) 

29. Visualisation  

     

Components Delivered      

30. Begin and end on 
time 

     

31. Offer 
encouragement 

     

32. Answer questions      

33. Engage with 
participants 

     

34. Maintain safety      

35. Include adjustments 
or alternatives where 
needed 

     

36. Any other comments      
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Appendix 24: Study 3 Physical activity readiness questionnaire (PAR-Q) for pregnancy 

 
PAR-Q Screening Questionnaire for Antenatal Exercise  
 

NAME: ____________________ DOB: _______________________ 
 

ADDRESS: 
________________________________________________________
________________________________________________________

__ 
POSTCODE: _______________________________  

 
TEL NO: __________________________________  

 

Regular physical activity is fun and healthy, especially during pregnancy. However, we 
would recommend that you complete and check this questionnaire with your doctor before 

embarking on any new activity programme. 

When answering the following questions, common sense is your best guide. Please read 
the questions carefully and answer each one honestly. (All responses will be treated with 

the strictest of confidence).  
A – General Health  

   
Question Yes No 

1. Has your doctor ever said that you have a heart condition? If YES, 
please give details. 

  

2. Do you feel pain in your chest when you do physical activity?   

3. In the past month, have you had chest pain when you were not 
doing physical activity? 

  

4. Do you lose your balance because of dizziness or do you ever lose 
consciousness? 

  

5. Do you have back/pelvic or other joint problem that could be 
made worse by a change in your physical activity? If, YES please 
give details 

  

6. Do you suffer from raised blood pressure? If YES, is this 
pregnancy related and how is it being treated? 

  

7. Do you suffer from diabetes? If YES, is this pregnancy related and 
how is it being treated? 

  

8. Do you suffer from asthma? If YES, how is this controlled?   

9. Do you know of any other reason that could affect your 
participation in exercise? 

  

 

 
SIGNED: ________________________ DATE: ______________________  
 

If anything changes as your pregnancy progresses, please would you let us know 
 as soon as possible. 
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Appendix 25: Study 3 excerpts from reflective diary post programme interviews 

 

Abstract 

 

This reflective journal was written as a log of thoughts, feelings and experiences while conducting 

post programme telephone interviews as part of the PhD research process for study 3.  It was kept 

in order to document the researcher’s responses to the participants experiences and the material 

discussed.  Key learning is highlighted throughout.   

 

Interviews 

Programme 1 Participant 1 – Second pregnancy and attended pregnancy yoga on the first. Main 

area to highlight was her positive experience of doing pregnancy yoga online in this pregnancy 

compared to her previous experience of face-to-face classes. Participant cited the advantages of 

online reducing travel time for her and allowing her to get her infant settled before class. She also 

enjoyed the comfort of being at home and reported that she often fell asleep during the relaxation. 

Happy with the class duration and content and felt there was good variety and challenge.  Really 

enjoyed the class with the exercise ball. Started the classes around 18 weeks gestation and would 

have been happy to have started earlier than this. Spoke very openly about COVID-19 challenges 

and I got a real feeling of a collective caring for all pregnant mothers from her and a genuine 

concern for what they are being faced with. Positive feedback on programme and teacher and 

would be happy to recommend the programme. This was a really lovely first post programme 

interview and very heartening to get positive feedback. I also think this interview really highlighted 

for me the complexity of the challenges pregnant women face amid COVID-19 restrictions. As a 

researcher I felt very privileged to have offered these women something tangible during this time 

to hopefully support them.  

 

Programme 2 Participant 3 – Participant again highlighted preference for the online classes and 

even cited signing up for other classes (face-to-face pre COVID-19) and not attending due to an 

unpredictable work schedule. Really open interview where participant spoke of her previous high 

level of fitness and how the challenges, she faced in pregnancy challenged her concept of how fit 

she was. It was really good to hear her experience of the modifications offered in class and how 

she used them and found them helpful. She really valued the aspects of the class that focused on 

positions for labour and birth and postures to support optimal foetal positioning. She was very 
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honest in describing how she was working with her consultant towards a NVB despite the odds 

being stacked against her for several reasons. Of note she felt the classes helped support her 

mentally with this challenge. An interesting issue raised was how as someone working in maternity 

care she feels very well equipped for the pregnancy and labour but less so for the baby and 

suggested gaps in supports for the ‘what to do with baby’ transition. She said this is particularly 

overwhelming with COVID-19 restrictions and reduced social contacts and supports and even an 

inability to go to the shops to get what you need for baby. As a mother myself I got a real sense of 

the difficulty with the practicalities of getting ready for babies’ arrival and a loss of some of the joy 

and planning that happens among friends and colleagues during that time. Given the participant 

works in maternity care it was very reassuring to get positive feedback that the advice given 

throughout the programme was sound, evidence-based and did not disempower women 

(something the participant experienced in another pregnancy yoga class).  

 

Programme 3 Participant 2 – Of note this interview was conducted very close to Christmas so the 

participants contribution was very much appreciated. Interviews were reaching saturation at this 

point and limited new information was arising. However, while this interviewee did speak very 

positively about the programme and would highly recommend it, she would like classes twice a 

week and for more than six sessions. Another interview where the exercise ball class was the 

favourite aspect of the programme due to its practical tips for labour and birth positions. Also, of 

interest the participant suggested starting classes from 20 weeks duration when you are beginning 

to really feel pregnant and starting to get a bump. Again, lots of positive feedback on the 

programme, no issues with the study surveys and high praise for the yoga teacher.  
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Appendix 26: Study 3 Ethics approval 

Lisa Corrigan   

School of Nursing & Midwifery  

Trinity College Dublin  

24 D'Olier Street  

Dublin 2  

Ireland  

  

24th July 2020  

  

Ref:  2020603  

  

Title of Study: Feasibility of an evidence-based live-streamed online pregnancy yoga group          

programme.  

   

Dear Lisa,  

  

Further to a meeting of the Faculty of Health Sciences Ethics Committee held in June 2020. We 

are pleased to inform you that the above project has ethical approval to proceed.     

  

This study has been ethically approved. We would advise you to seek review and comments on 

your DPIA from the DPO if required prior to study commencement'   

  

As a researcher you must ensure that you comply with other relevant regulations, including DATA 

PROTECTION and HEALTH AND SAFETY.   

  

Yours sincerely,   

  
  

Prof. Jacintha O’Sullivan   

Chairperson  Faculty Research Ethics Committee  
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Appendix 27: Study 2 participant support services leaflet 

 

Support Services and Complaints Agencies 

Support 
 

It is important that if you feel like you need to speak to someone, that you find the support you 
need.  This is a list of potential support services you may wish to explore:  
 

GP and Maternity care: Your GP can help you locate services and if appropriate refer you to a 

service.  Your Midwife can also help and refer you if you wish. There are support services in some 

maternity units and your GP or Midwife can refer you to these.  

Support groups/Organisations:  The following organisations run support groups and services 

around the country. 

• Aware (Depression): 1890 303 302, www.aware.ie 

• Console (Suicide Bereavement Support): 1800 201 890, www.console.ie 

• Grow (Mental Health Support Groups): 1890 474 474, www.grow.ie 

• 24-Hour helpline Support 

• Samaritans: 1850 60 90 90 www.samaritans.org 

• www.nurturepnd.org- This Irish site offers information on professional 

counselling and support services in relation to mental health and emotional 

wellbeing for pregnant women and new mothers, their partners and families. 

• www.pnd.ie- This Irish site offers information to those suffering from Post Natal 

Depression. 

Helplines and information: 

• Aware (Depression) Helpline: 1890 303 302 

• HSE Info Line: 1850 24 1850  

• Health Service Executive: 1850 24 1850, www.hse.ie 

• Marriage & Relationship Counselling Services: 1890 380 380, www.mrcs.ie 

• Mental Health Ireland: www.mentalhealthireland.ie 

An accredited list of counsellors can be found here: http://www.irish-counselling.ie/ 
An accredited list of counselling or clinical psychologists (panic or anxiety or post-traumatic 

stress) can be found here – OR – can be arranged via a referral through a GP or this 
site: http://www.psychologicalsociety.ie/find-a-psychologist/ 

Family Resource Centres offer counselling liaison services. Find your nearest Family Resource 
Centre here: http://www.tusla.ie/services/family-community-support/family-resource-
centres/find-family-resource-centre 

Positive Birth Healing Workshops Ireland facilitate not-for-profit full day healing workshops 

and private sessions for mothers who have experienced birth trauma.  Contact 

support@aimsireland.com for more information 
AIMSI Birth Healing support group: A closed group for women who have experienced a difficult 
or traumatic childbirth offering a safe place to share stories and provide peer support. If you are 
interested in this group, you may contact AIMS Ireland at support@aimsireland.com.  You will be 

required to provide an email address to be added. 

http://www.samaritans.org/
http://l.facebook.com/l.php?u=http%3A%2F%2Fwww.irish-counselling.ie%2F&h=GAQGZIxIe&enc=AZOq3hXB4FCNQLK9Yz6g-4xDYynaIzdVMB3ci14S_gdExdPKinS4LYlE28-KLoGMBbr7kE3oNK89Ys7Yu5cUG2H_H44PcqbPI_bv1sdrwGQFg3218LPRqXetKo3bbVUmobyy9xrdW3zruhjOh7KZGEQG&s=1
http://l.facebook.com/l.php?u=http%3A%2F%2Fwww.psychologicalsociety.ie%2Ffind-a-psychologist%2F&h=WAQHnON9r&enc=AZOJ_uz1hXVeGKaliVNikP0EOFMrEKrrnWO8RpKG0RnDpJhbRmzRI_M5o483YqjZZecxSO8L1p7T9U45CvBhmnZUj6o5mLk3OyyUZaREAqDlqr6gQjBvdjGW_tKl5hgxGXMCxiB_6m-wdUOvKBHPFfHv&s=1
http://l.facebook.com/l.php?u=http%3A%2F%2Fwww.tusla.ie%2Fservices%2Ffamily-community-support%2Ffamily-resource-centres%2Ffind-family-resource-centre&h=fAQH-llLK&enc=AZNIupv6cNsEEMujBN64EBRfDK8FysKZnJkgLSKSXadrxiu6sVgXSkLx8x4wiIUEULdNBucjTw3-lqDJtOndyI0Kgo2NtOTPc2PmI_hhfLKKBUoCwy5PAtWRtysVqDTLrwJZFPXgaj5ebQ2o3GSSEtoY&s=1
http://l.facebook.com/l.php?u=http%3A%2F%2Fwww.tusla.ie%2Fservices%2Ffamily-community-support%2Ffamily-resource-centres%2Ffind-family-resource-centre&h=fAQH-llLK&enc=AZNIupv6cNsEEMujBN64EBRfDK8FysKZnJkgLSKSXadrxiu6sVgXSkLx8x4wiIUEULdNBucjTw3-lqDJtOndyI0Kgo2NtOTPc2PmI_hhfLKKBUoCwy5PAtWRtysVqDTLrwJZFPXgaj5ebQ2o3GSSEtoY&s=1
mailto:support@aimsireland.com


 

 

383 

 

 

 

 

Comments, Compliments or Complaints 

Contact the Health Service Executive (HSE) You can contact the HSE with ‘comments, 

compliments or complaints’.  See the HSE website here for a variety of ways to contact them and 

what the process involves: http://www.hse.ie/eng/services/yourhealthservice/ 

Alternatively, you may also make a complaint through the HSE “Your Service, Your Say” service.  
A brochure for the HSE service is available 

from: http://www.hse.ie/eng/services/yourhealthservice/focus/ysys.html 
 

Contact your maternity unit  You can correspond directly with the maternity unit you attended. 
Contact the Hospital Complaints Officer or Patient Services Manager for more information.  Your 

complaint may be sent to the Master or General Manager of your maternity unit, the Director of 
Midwifery (DoM), Patient Services Manager or a Complaints Officer. 

 

Complaint to An Bord Altranais (A complaint about a Midwife or Nurse) Complaints which involve 
the individual practice of a midwife or nurse may be sent to the professional body of An Bord 
Altranais. You will need the individual’s name and the unit where they work. Read more about 

the An Bord Altranais complaints process 

at: http://www.nursingboard.ie/en/complaints_process.aspx 

 

Complaint to The Medical Council (A complaint about a doctor, registrar, consultant) 
Complaints which involve the individual practice of a doctor may be sent to the professional body 

of The Medical Council. You will need the individual’s name and the unit where they work.  Read 
more about The Medical Council’s complaints process 
here:  http://www.medicalcouncil.ie/Public-Information/Making-a-Complaint-/ 

Contact AIMS Ireland 

 

AIMS Ireland offers a confidential support service for women requiring assistance in making a 

complaint or sending a letter of recognition to a maternity unit. Please contact them at 
support@aimsireland.com 
 

 

 

 

 

 

 

 

 

 

http://www.hse.ie/eng/services/yourhealthservice/
http://www.hse.ie/eng/services/yourhealthservice/focus/ysys.html
http://www.nursingboard.ie/en/complaints_process.aspx
http://www.medicalcouncil.ie/Public-Information/Making-a-Complaint-/
mailto:support@aimsireland.com
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Appendix 28: Study 2 lone researcher visit proforma 

 
Visit Proforma for Researchers Working Alone 

 
 

Interviewer Safety Information 
 

School or Department   

Name of Head of School or Supervisor  

Contact Details for Head of Dept or 

Supervisor 

 

Nominated Colleague (name)  

Researcher name  

Mobile phone no.  

Car registration  

Make of car  

Model of car  

Colour of car  

Public transport –  

Which route 

Bus/Luas/Train 

 
VISIT INFORMATION 

 
 

Date of interview  

Place of interview (if different from the 

address of the interviewee) 

 

 

 

Time of interview  

Time will ring in  
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Time expected to be back in office 

OR 

Decided not going to return to office after 

last visit 

 

 

 

Yes / No 

Name of interviewee  

Address of interviewee 

 

 

 

 

 

 

Phone no.  

Route to be taken  
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Appendix 29: Study 3 TIDieR (Template for Intervention Description and Replication) checklist 

 

Item 

number 
The TIDieR (Template for Intervention Description and Replication) 

Checklist*: (1) 

Information to include when describing an intervention and the location of the 
information 

Item 

 BRIEF NAME 

1. 6 week live-streamed online pregnancy yoga programme 

 WHY 

2. • To identify successful recruitment strategies and assess whether pregnant women 

are willing to be recruited e.g., most appropriate pregnancy gestation. 

• To describe socioeconomic/demographic profiles to ascertain reach. 

• To determine levels of engagement with and fidelity to the programme. 

• To assess whether the programme is acceptable to healthy pregnant women. 

• To provide estimates of the variability in outcome measures of perceived stress, 

anxiety and fear of childbirth. 

• To investigate issues of retention and reasons for any attrition.  

• To understand how the programme is implemented and received in practice by 

pregnant women.  

• To identify any adverse outcomes as a result of engagement in the pregnancy yoga 

programme.  

 WHAT 

3. Materials: An evidence-based pregnancy yoga manual was used to train and guide an 

experienced certified pregnancy yoga teacher in delivery of the programme as per 

protocol.  Training was delivered by the researcher an experienced pregnancy yoga 

teacher involved in the design of the manual.  Participants require a yoga mat, blanket, 

cushions and a high back chair or anti-burst exercise ball.   

4. Procedures: 6 live-streamed online pregnancy yoga sessions.  Each session in this 

programme is unique and is structured as follows: 

• Check-in – 5 minutes 

• Breath exercise – 5 minutes 

• Warm-up – 5 minutes 

• Yoga postures – 30 minutes 

• Wind-down – 5 minutes 

• Shavasana – 10 minutes  

 WHO PROVIDED 

5. Experienced certified pregnancy yoga teacher with a minimum of 3 years teaching 

experience. 

 HOW 

6. Live-streamed online group sessions lasting one hour each.   
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 WHERE 

7. 

 

8. 

Online via Zoom link sent out 5 days in advance with a reminder sent the day of the 

session. 

WHEN and HOW MUCH 

Each six- week programme will be delivered 3 times in total with 12 participants per 

class.  Each class will last one hour and be run once weekly. Participants are encouraged 

to attend all six sessions offered to them.   

 

 TAILORING 

9. By its very nature pregnancy can result in complications and as such each scheduled 

pregnancy yoga session can be tailored to the need of each participant by encouraging 

them to work at their own pace.   

 MODIFICATIONS 

10.ǂ N/A   

 HOW WELL 

11. Planned: Sessions 1, 3 and 6 will be video-recorded and marked according to a pre-

determined fidelity checklist individualised to each session.   

12.ǂ 

 

Actual: N/A 

 

** Authors - use N/A if an item is not applicable for the intervention being described. Reviewers – 

use ‘?’ if information about the element is not reported/not   sufficiently reported.         

† If the information is not provided in the primary paper, give details of where this information is 

available. This may include locations such as a published protocol      or other published papers 

(provide citation details) or a website (provide the URL). 

 

ǂ If completing the TIDieR checklist for a protocol, these items are not relevant to the protocol and 

cannot be described until the study is complete. 

* We strongly recommend using this checklist in conjunction with the TIDieR guide (see BMJ 

2014;348:g1687) which contains an explanation and elaboration for each item. 

 

 

References:  

Hoffmann Tammy C, Glasziou Paul 

P, Boutron Isabelle, Milne Ruairidh, Perera Rafael, Moher David et al. Better reporting of 

interventions: template for intervention description and replication (TIDieR) checklist and 

guide BMJ 2014; 348 :g1
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Appendix 30: Study 3 completed fidelity tool study 3 

Block 1:   

  Pregnancy Yoga Fidelity Checklist: Session 1  

Researcher ID: LC  

Date: 08/10/2020  

No. of participants:  

  Please Tick    

Notes: If not done or done to 
some extent please give a brief 
explanation e.g., ran out of time, 
forgot, adjusted to suit  
participants’ needs  

Programme actions:  Done  To 

great 

extent  

To 

minor 

extent  

Not 

done  

  Content Received  

1. Welcome and check  

in (5 minutes)   

X        As week 1 participants were 

invited to log in for welcome, 

check in and introductions 5 mins 

early  

2. Three-part breath  (5 

minutes)  

 X        (6 mins) Really nice intro to 
seating positions for the breath 
practice. Postural awareness and 
lengthening of spine emphasised. 
Connection with baby and 
sending a message to  
baby with hands on tummy in 

first part of breath. Lots of 

references to baby.   

Warm up (tick for each):  

(5 minutes)  

3. Head and neck rolls   

4. Shoulder shrugs   

5. Shoulder rolls   

6. Elbow circles  

7. Eagle arms   

8. Wrist circles   

9. Clasp hands above 
head   

10. Side  to  side  

stretching   

11. Side to side twist   

12. Legs straight out in 
front point and flex 
the toes   

13. Ankle circles   

  

  

X  

X  

X  

X  

X  

X  

X  

  

X  

  

  

X  

  

  

X  

      

  

  

  

  

  

  

  

  

  

  

  

X  

(7 mins)  

  

  

With sound/sigh to release  

‘motion is lotion’  

  

variation hands on shoulders  

  

  

  

  

  

Missed twist  
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Asana practice (tick for each): 
(30 minutes)  

14. High kneel hip circles 

15. Mountain  

16. Chair arms overhead  

17. Warrior I  

18. Warrior II  

19. Triangle  

20. Tree  

  

  

X  

X  

X  

X  

X  

X  

X  

      (21 mins)  

  

With blanket and foot options  

With arms up/down also  

  

Detailed demonstration  

Checked participants on monitor   

With variations easy/harder  

With foot position variations  

Wind down (tick for each):    

(5 minutes)  

  

  

      (5 mins)  

  

21. Head and neck rolls  

22. Shoulder rolls  

23. Pelvic tilts  

24. Hip circles  

25. Ankle circles  

26. Wrist circles  

X  

X  

X  

X  

X  

X  

     

  

With and without arms  

  

  

Hands clasped circles  

Shavasana: (10 minutes)  

 27. Connection  and  

affirmation   

        (13 mins) Set participants up for 

relaxation gave positions, 

mentioned 

props/cushions/blankets and 

spoke of left side lying as well as 

options for heartburn, PGP etc.  

Components Delivered            

28. Begin and end on time  X        Good time keeping  

29. Offer encouragement  X        Lots of encouragement and 

comments demonstrating 

awareness of group  

30. Answer questions  N/A        As online advised could email 

queries after. Could use chat box if 

needed or turn mic on.   

31. Engage with 

participants  

X        During check in and based on 

comments clearly monitoring on 

the video for safety etc.   

32. Maintain safety  X        Lots of emphasis on safety and 

modifications to maintain safety  

33. Include adjustments 

or alternatives where 

needed  

X        Always offered variations and 

encouraged working at own pace  
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34. Any other comments          Introduced importance of pelvic 

floor and posture and how yoga 

can support labour and birth. 

Described and demonstrated poses 

and often also named them. 

Mentioned what poses were good 

for e.g. circulation, back pain, 

swelling  

  

Total score: 93/96 (missed one item; 2 are N/A) = 97%  
  Pregnancy Yoga Fidelity Checklist: Session 3   

Researcher ID:   

Date:   

No. of participants:  

  Please Tick    

Notes: If not done or done to 
some extent please give a brief 
explanation e.g., ran out of time, 
forgot, adjusted to suit  
participants’ needs  

Programme actions:  Done  To 

great 

extent  

To 

minor 

extent  

Not 

done  

  Content Received   

1. Welcome and check  

in (5 minutes)  

X        (10 mins)  

 

 2. Golden  thread  

breath (5 minutes)  

X        (5 mins)   

Gave seating variations and 

supports for comfort. Using 

breath for labour and birth, soft 

face, soft jaw.   

Warm up (tick for each):         

(5 minutes)  

3. Head and neck rolls   

4. Shoulder shrugs   

5. Shoulder rolls   

6. Elbow circles  

7. Eagle arms   

8. Wrist circles   

9. Clasp hands above 
head   

10. Side  to  side  

stretching   

11. Side to side twist   

12. Legs straight out in 
front point and flex 
the toes   

13. Ankle circles   

  

  

  

X  

X  

X  

X  

  

X  

  

X  

  

X  

X  

  

  

X  

      

  

X  

  

  

  

  

X  

(7 mins)  

  

Missed for warm up  

Did before breath/after  

Did before breath  

Both directions with breath/sigh  

With variations/breathe/release  

Missed for warm up  

  

  

Own pace, create space  

  

  

  

  

  

Shake legs out  



 

 

391 

 

Asana practice (tick for 
each): (30 minutes)  

14. Table/cat  

15. Low lunges  

16. Pigeon  

17. Child  

18. Thunderbolt toes 
tucked under  

19. Goddess squat  

20. Half squat tai chi  

21. Chair arms in front  

22. Standing 

 cooling  

twist  

  

  

X  

X  

X  

X  

X  

  

X  

X  

X  

X  

      (24 mins)  

  

With variations/breath  

Listen to body gentle/deep  

Variations/puppy dog pose after  

Demonstrated options heartburn  

Legs in front if uncomfortable  

  

Demonstrated first w variations  

Using sound for labour/birth  

Strengthening legs  

Use in labour/birth/postnatal  

Wind down – Kriya for fear 

release (5 minutes)  

X        (4 mins cool down first then 4.5 

mins Kriya)  

Shavasana: (10 minutes)  

23. Visualisation  

  

X  

      (10 mins)  

Gave positions and variations. 

Recommended always turning on 

side to lie down and get up. 

Suggestions on propping for 

support.   

Components Delivered            

24. Begin and end on 

time  

X        Variation in timing of 

components but it all worked 

well with no rushing of sections.  

25. Offer encouragement  X        Lots of praise “lovely, well done, 

great, that’s fantastic, go at your 

own pace, looked great there  

     everyone I could see you all there 

you’re doing brilliant”.  

26. Answer questions  N/A        Option of chat box or turning on 

mic was available but most chat 

happens in check in.  

 27. Engage  with  

participants  

X        Checked video for more complex 

postures  

28. Maintain safety  X        Checked video as needed. Always 

gave demonstration when 

needed.   

29. Include adjustments 

or alternatives 

where needed  

X        Always very clear instruction on 

adjustments or options for 

postures to meet everyone’s 

needs. Lots of time given to more 

complex poses like pigeon.  
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30. Any other comments          Reference to pelvic floor, 
posture, alignment, preparation 
for labour and birth throughout. 
For goddess/squat gave use of 
breath and breathing through 
discomfort for labour and birth.  
Lots of humour/warmth.   

Total score: 90/96 (missed two items; 2 are N/A) = 94%  
  Pregnancy Yoga Fidelity Checklist: Session 6   

Researcher ID:   

Date:   

No. of participants:  

  Please Tick    

Notes: If not done or done to 
some extent please give a brief 
explanation e.g., ran out of 
time, forgot, adjusted to suit  
participants’ needs  

Programme actions:  Done  To   

greatextent 

To 

minor 

extent 

Not 

done 

  Content Received   

1. Welcome and check  

in (5 minutes)  

X          

 2. Shitali  (Cooling)  

breath (5 minutes)  

X        (4 mins)   

Really nice explanation of how 

to use the breath if feeling 

overwhelmed or overheated  

Warm up (tick for each):         

(5 minutes)  

3. Head and neck rolls   

4. Shoulder shrugs   

5. Shoulder rolls   

6. Elbow circles  

7. Eagle arms   

8. Wrist circles   

9. Clasp hands above 
head   

10. Side  to  side  

stretching   

11. Side to side twist   

  

  

X  

X  

X  

X  

X  

  

X  

  

X  

  

X  

      

  

  

  

  

  

  

X  

(5 mins)  

Mixed up the order for all of 
these to allow for more 
movement and variation so 
women not sitting too long in 
one position.   
Did after high kneel hip circles  

  

  

  

  

With movement and breath  

12. Legs straight out in 
front point and flex 
the toes  

13. Ankle circles   

X  

  

  

X  
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Asana practice (tick for 
each): (30 minutes)  

14. High kneel hip 

circles  

15. Table/cat  

16. Supermum  

17. Child  

18. Lunge with 

variations  

19. Chair with balance  

20. Half squat prayer  

21. Tree  

22. Easy  pose 

 with  

breath   

  

  

X  

X  

X  

X  

X  

X  

X  

X  

X  

      (24 mins)  

  

With variation for back 

pain/PGP  

With pelvic floor  

Variation for all levels/PGP  

Variation for heartburn/PGP  

Variation all levels/pelvic floor  

Demonstrated options  

Modified for breech/breathing 

through discomfort  

Wind down (tick for each):     

(5 minutes)  

23. Head and neck rolls  

24. Shoulder rolls  

25. Pelvic tilts  

26. Hip circles  

27. Ankle circles  

28. Wrist circles  

  

  

X  

X  

X  

X  

X  

X  

      (5 mins)  

Mixed up order for variety and 
movement  
  

  

With arms  

  

Interlocking fingers  

Shavasana: (10 minutes)  

29. Visualisation   

  

X  

      (12 mins)   

Advice given on positioning 

for shavasana/comfort.  

Connection heart to belly, 

heart to baby. Poem reading 

was beautiful and worked 

really well.  

Components Delivered            

30. Begin and end on 

time  

X          

31. Offer 

encouragement  

X        ‘Gorgeous everybody’ ‘really 

nice’ ‘well done’  

32. Answer questions  N/A          

 33. Engage  with  

participants  

X        Named participants when 

needed for modifications 

and extra support  

34. Maintain safety  X        Consistently offered 

modifcations/variations  

35. Include adjustments 

or alternatives 

where needed  

X          

36. Any other comments  N/A        Class flowed really well  
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Total score: 93/96 (missed one item; 2 are N/A) = 97%  

Overall: 97/97/94 = 96%  

Block 2:   

  Pregnancy Yoga Fidelity Checklist: Session 1  

Researcher ID: LC  

Date: 08/10/2020  

No. of participants:  

  Please Tick    

Notes: If not done or done to 
some extent please give a brief 
explanation e.g., ran out of time, 
forgot, adjusted to suit  
participants’ needs  

Programme actions:  Done  To 

great 

extent  

To 

minor 

extent  

Not 

done  

  Content Received  

1. Welcome and check  

in (5 minutes)   

X        (8 mins)  

2. Three-part breath  (5 

minutes)  

 X        (7 mins)   

Set up and grounded first. Gave 

seated variations. Spoke about 

pelvic floor, calming nervous 

system, breath awareness for 

labour and birth  

Warm up (tick for each):  

(5 minutes)  

3. Head and neck rolls   

4. Shoulder shrugs   

5. Shoulder rolls   

6. Elbow circles  

7. Eagle arms   

8. Wrist circles   

9. Clasp hands above 
head   

10. Side  to  side  

stretching   

11. Side to side twist   

12. Legs straight out in 
front point and flex 
the toes   

13. Ankle circles   

  

  

X  

X  

X  

X  

X  

X  

X  

  

X  

  

  

X  

  

  

X  

      

  

  

  

  

  

  

  

  

  

  

  

X  

(6 mins)  

  

Releasing tension  

With sound ‘ha’  

Chest opening  

  

With variations  

Ankles/wrists at same time  

Bend elbows, release breath  

  

Creating space  

  

Missed this  

Stretching for leg cramps  

  

  

Circulation/blood flow  

Asana practice (tick for each): 
(30 minutes)  

14. High kneel hip circles  

15. Mountain  

16. Chair arms overhead  

17. Warrior I  

18. Warrior II  

19. Triangle  

20. Tree  

  

  

X  

X  

X  

X  

X  

X  

X  

      (19 mins)  

  

Introduced sound/role in birth  

With arm movements  

Focus pelvic floor/spine/breath  

Breath release  

Detailed set up/checked video  

Demo & instruction  

With variations all demonstrated  
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Wind down (tick for each):     

(5 minutes)  

21. Head and neck rolls  

22. Shoulder rolls  

23. Pelvic tilts  

24. Hip circles  

25. Ankle circles  

  

  

X  

X  

X  

X  

X  

      (6 mins in standing)  

  

Slower movement  

Let the arms release too  

Rocking for baby/used arms  

  

In standing   

26. Wrist circles  X     Circling out wrists/shaking out  

Shavasana: (10 minutes)  

 27. Connection  and  

affirmation   

  

X  

      (11 mins)   

Gave variation on positions, use of 

props. Advised could lie on sofa or 

in bed if that’s what they need. 

Always turn on side to get 

up/down. Cushion between knee 

and ankles. Loving energy to self 

and baby.   

Components Delivered            

28. Begin and end on time  X        Good time keeping components 

adjusted appropriately. Nothing 

felt rushed.   

29. Offer encouragement  X        Lots of positive feedback given. 

“Well done, lovely, that’s great, 

fantastic”.   

30. Answer questions  N/A        As online advised could use chat 

box if needed or turn mic on.   

31. Engage with 

participants  

X        Emphasis on how body feels and 

listening to own body. Making 

adjustments to suit own level, 

going at own pace.  

32. Maintain safety  X        Lots of emphasis on safety and 

modifications to maintain safety  

33. Include adjustments 

or alternatives where 

needed  

X        Variations offered for postures and 

sitting positions as well as 

shavasana.   

34. Any other comments  N/A        Gave advice on what each posture 
supports e.g. strength, endurance, 
breath awareness, pelvic floor etc. 
Mention of mums practicing with 
kids beside them, welcomed this.  
Relax jaw, release.  

  

Total score: 93/96 (missed one item; 2 are N/A) = 97%  

  Pregnancy Yoga Fidelity Checklist: Session 3   
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Researcher ID:   

Date:   

No. of participants:  

  Please Tick    

Notes: If not done or done to 
some extent please give a brief 
explanation e.g., ran out of time, 
forgot, adjusted to suit  
participants’ needs  

Programme actions:  Done  To 

great 

extent  

To 

minor 

extent  

Not 

done  

  Content Received   

1. Welcome and check  

in (5 minutes)  

X        (15 mins) Long discussion and 

questions  

 2. Golden  thread  

breath (5 minutes)  

X        (4 mins)   

 

     Gave adjustments for seated 

positions for comfort. Included 

some connection with baby.   

Warm up (tick for each):         

(5 minutes)  

3. Head and neck rolls   

4. Shoulder shrugs   

5. Shoulder rolls   

6. Elbow circles  

7. Eagle arms   

8. Wrist circles   

9. Clasp hands above 
head   

10. Side  to  side  

stretching   

11. Side to side twist   

12. Legs straight out in 
front point and flex 
the toes   

13. Ankle circles   

  

  

  

X  

X  

X  

X  

X  

X  

  

X  

  

X  

X  

  

  

X  

      

  

X  

(6 mins)   

Completed some warm-ups 
before the breath exercise to 
allow for more movement. 
Explained rationale for 
movements e.g. to create space 
in the body, nice to release the 
back, improves circulation. 
Added flicking of fingers after the 
wrist circles. Offered opportunity 
to change leg positioning. Added 
some circling with eagle arms for 
variation.  
Missed head and neck rolls.   

  

Lymph/fluid/movement 

reference  

Asana practice (tick for each): 
(30 minutes)  

14. Table/cat  

15. Low lunges  

16. Pigeon  

17. Child  

18. Thunderbolt toes 
tucked under  

19. Goddess squat  

20. Half squat tai chi  

21. Chair arms in front  

22. Standing 

 cooling  

  

  

X  

X  

X  

X  

  

  

X  

X  

X  

X  

    

  

  

  

  

  

  

  

  

  

  

  

  

X  

(24 mins)  

  

Set up and gave modifications  

Cushion under knee/variations  

Demonstrated alternative   

Demonstrated alternatives  

Missed thunerbolt  

  

Alternatives for pelvic pain  

Reference to NZ rugby  

  

Emphasised knee bend/cooling 

effect/calming nervous system  
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twist  

Wind down – Kriya for fear 

release (5 minutes)  

X        (4.5 mins)   

Emphasised working through 

discomfort in preparation for 

labour and birth  

Shavasana: (10 minutes)  

23. Visualisation  

X        (11 mins)  

Allowed time to set up and get 

comfortable.  

Components Delivered            

24. Begin and end on 

time  

X          

25. Offer encouragement  X        Lots of praise given.  

26. Answer questions  N/A          

 27. Engage  with  

participants  

X        Gave specific comments to 

individuals as needed.   

28. Maintain safety            

29. Include adjustments 

or alternatives where 

needed  

X        Adjustments and alternatives 

given for lunges, pigeon, child, 

squat,   

30. Any other comments          Lots of reference to pelvic floor, 

everyday exercise and postures 

useful postnatally as well. Birth 

preparation with breath during 

the postures. Reference to labour 

and contractions and breath 

including length of contractions 

and holding postures for this 

time or longer. Resting between 

contractions/surges.   

  

Total score:   90/96 (missed two items; 2 are N/A) = 94%  

  Pregnancy Yoga Fidelity Checklist: Session 6   
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Researcher ID:   

Date:   

No. of participants:  

  Please Tick    

Notes: If not done or done to 
some extent please give a brief 
explanation e.g., ran out of time, 
forgot, adjusted to suit  
participants’ needs  

Programme actions:  Done  To 

great 

extent  

To 

minor 

extent  

Not 

done  

  Content Received   

1. Welcome and check  

in (5 minutes)  

X        Also thanked everyone for being 

part of study etc.   

 2. Shitali  (Cooling)  

breath (5 minutes)  

X        (4 mins) Lovely description of 

how and when to use this breath 

also gave demonstration and its 

use in future during 

perimenopause and postnatal.   

Warm up (tick for each):         

(5 minutes)  

3. Head and neck rolls   

4. Shoulder shrugs   

5. Shoulder rolls   

6. Elbow circles  

7. Eagle arms   

8. Wrist circles   

9. Clasp hands above 
head   

10. Side  to  side  

stretching   

11. Side to side twist   

12. Legs straight out in 
front point and flex 
the toes  

13. Ankle circles   

  

  

  

X  

X  

X  

X  

X  

X  

  

X  

  

X  

X  

  

  

X  

      

  

X  

(5 mins)   

As always lovely variation on the 

warm-up order of movements.  

Really good to offer variety here 

so same exercises just different 

sequence or position. Checked in 

with everyone and changed 

positions. Gave options mixed 

into asana practice 

appropriately. Did eagle arms 

with circles.  

Asana practice (tick for each): 

(30 minutes)  

  

  

        

(32 mins)  

14. High kneel hip circles  

15. Table/cat  

16. Supermum  

17. Child  

18. Lunge with variations  

19. Chair with balance  

20. Half squat prayer  

21. Tree  

22. Easy  pose  with  

breath   

X  

X  

X  

X  

X  

X  

X  

X  

X  

     

Advice on position/pelvic floor  

Demo first ‘watch me’  

  

Options given/demonstrated  

Mentioned benefits  

Mods for PGP/positioning  

Benefits for postnatal given  
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Wind down (tick for each):     

(5 minutes)  

23. Head and neck rolls  

24. Shoulder rolls  

25. Pelvic tilts  

26. Hip circles  

27. Ankle circles  

28. Wrist circles  

  

  

X  

  

X  

X  

X  

X  

      

  

  

X  

(4 mins)  

  

Variation with tilts/rolls  

Missed  

Standing and seated  

Standing and all fours  

Shavasana: (10 minutes)  

29. Visualisation   

X        (11 mins)  

Set up and gave positions.  

Advised could stay in rest at the 

end. Engagement with baby.   

Components Delivered            

30. Begin and end on 

time  

X          

31. Offer encouragement  X          

32. Answer questions  N/A          

 33. Engage  with  

participants  

X        ‘Watch me’. ‘Lovely’ ‘really nice’. 
Checked camera. Named  
participants to give individual and 

group advice  

34. Maintain safety  X        Checked video. Gave  

modifications and individualised 

advice  

35. Include adjustments 

or alternatives where 

needed  

X        Plenty of options given for all 

levels and any issues (low back 

pain/pelvic pain/sciatica)  

36. Any other comments  N/A          

  

Total score:   90/96 (missed two items; 2 are N/A) = 94%  

Overall: 97/94/94 = 95%  
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Block 3:   

  Pregnancy Yoga Fidelity Checklist: Session 1  

Researcher ID: LC  

Date: 08/10/2020  

No. of participants:  

  Please Tick    

Notes: If not done or done to 
some extent please give a brief 
explanation e.g., ran out of time, 
forgot, adjusted to suit  
participants’ needs  

Programme actions:  Done  To 

great 

extent  

To 

minor 

extent  

Not 

done  

  Content Received  

1. Welcome and check  

in (5 minutes)   

X        As week 1 participants were 

invited to log in for welcome, 

check in and introductions 5 mins 

early  

2. Three-part breath  (5 

minutes)  

 X        (5 mins) Really nice intro to 

seating positions and 

modifications for SPD/back pain 

etc. Connection with baby and 

sending a message to baby with 

hands on tummy in first part of 

breath. Lots of references to 

baby/connection/breath 

awareness. Breath like a wave 

and baby being rocked by that 

wave.  Impact on nervous system. 

Relax the jaw/release tension  

Warm up (tick for each):  

(5 minutes)  

3. Head and neck rolls   

4. Shoulder shrugs   

5. Shoulder rolls   

6. Elbow circles  

7. Eagle arms   

8. Wrist circles   

9. Clasp hands above 
head   

10. Side  to  side  

stretching   

11. Side to side twist   

12. Legs straight out in 
front point and flex 
the toes   

13. Ankle circles   

  

  

  

X  

X  

X  

X  

X  

X  

  

X  

  

  

X  

  

  

X  

      

  

X  

  

  

  

  

  

  

  

  

  

X  

(4 mins)  

  

Missed head and neck rolls  

With sound/sigh to release  

‘motion is lotion’ shoulder 
release  
variation hands on shoulders  

in high kneel 
In high kneel  
  

  

  

Missed twist  

  

  

  

Benefits for swelling  
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Asana practice (tick for each): 
(30 minutes)  

14. High kneel hip circles 

15. Mountain  

16. Chair arms overhead  

17. Warrior I  

18. Warrior II  

  

  

X  

X  

X  

X  

X  

      (26 mins)  

  

With blanket (during warmup)  

With arms up/down also  

Pelvic floor/option PGP  

Demo first/hip circles after  

Advice for those w PGP given   

19. Triangle  

20. Tree  

X  

X  

   With variations easy/harder PGP 

With variations for PGP  

Wind down (tick for each):     

(5 minutes)  

21. Head and neck rolls  

22. Shoulder rolls  

23. Pelvic tilts  

24. Hip circles  

25. Ankle circles  

26. Wrist circles  

  

  

X  

X  

X  

X  

X  

X  

      (3 mins some mixed in with 
asanas)  
  

  

  

Benefits for back  

  

Shavasana: (10 minutes)  

 27. Connection  and  

affirmation   

  

X  

      (12 mins) Set participants up for 

relaxation gave positions, 

mentioned 

props/cushions/blankets and 

spoke of left side lying as well as 

options for PGP. Offered option to 

lie in bed/on sofa/stay resting 

after.  

Components Delivered            

28. Begin and end on time  X        Shorter class approx. 50mins)  

29. Offer encouragement  X        Well done, really nice, that’s great. 

Lots of positive comments and 

motivating words  

30. Answer questions  N/A        As online advised could email 

queries after. Could use chat box if 

needed or turn mic on.   

31. Engage with 

participants  

X        Gave advice to group and 

individuals as appropriate  

32. Maintain safety  X        “take everything up off your mat 

now that you might trip over on 

and move to the side before 

coming into standing”   

33. Include adjustments 

or alternatives where 

needed  

X        Always offered variations and 

encouraged working at own pace 

especially with PGP  



 

 

402 

 

34. Any other comments  N/A        Seemed to be significant numbers 

with PGP in class this eve  

  

Total score: 90/96 (missed two items; 2 are N/A) = 94%  

 Pregnancy Yoga Fidelity Checklist: Session 3 

Researcher ID: LC  

Date: 08/10/2020  

No. of participants:  

  Please Tick    

Notes: If not done or done to 
some extent please give a brief 
explanation e.g., ran out of time, 
forgot, adjusted to suit  
participants’ needs  

Programme actions:  Done  To 

great 

extent  

To 

minor 

extent  

Not 

done  

  Content Received  

1. Welcome and check  

in (5 minutes)  

X          

 2. Golden  thread  

breath (5 minutes)  

X        (5.5 mins)  

Lots of seated variations for 

comfort given. Did some 

warm0up exercises before the 

breath worked well and allowed 

some movements to ground 

before working on breath 

practices. Lovely visual of 

softening  letting go with each 

breath and reference to labour 

and birth. Connection with baby 

hand on heart acknowledging 

space that’s being created for 

your baby.    

Warm up (tick for each):         

(5 minutes)  

3. Head and neck rolls   

4. Shoulder shrugs   

5. Shoulder rolls   

6. Elbow circles  

7. Eagle arms   

8. Wrist circles   

9. Clasp hands above 
head   

10. Side  to  side  

stretching   

11. Side to side twist   

12. Legs straight out in 
front point and flex 
the toes   

  

  

X  

X  

X  

X  

X  

X  

X  

  

X  

  

X  

X  

  

  

      (1m15 then 4.5 mins)  

Did eagle arms after cat/table  
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13. Ankle circles   X  

Asana practice (tick for each): 
(30 minutes)  

14. Table/cat  

15. Low lunges  

16. Pigeon  

17. Child  

18. Thunderbolt toes 
tucked under  

19. Goddess squat  

20. Half squat tai chi  

21. Chair arms in front  

22. Standing 

 cooling  

twist  

  

  

X  

X  

X  

X  

X  

  

X  

X  

X  

X  

      (25 mins)  

Lots of variations and  

modifications given in particular 
for pelvic pain. Positive 
reinforcement and linking poses 
to what they support in 
pregnancy, labour and birth.  
Encouraged use of pelvic floor. 

Gave other options for pigeon. 

Asked group to watch first then 

try for more complex poses. 

Referenced breathing through 

discomfort.  

Wind down – Kriya for fear 

release (5 minutes)  

X        (5 mins)  

Gave seated variations and 

explained purpose. Breathing 

through contractions as well as  

     rest/pause and how to drop into 

that.   

Shavasana: (10 minutes)  

23. Visualisation  

        (12.5 mins)  

Gave time to set up and get 

comfortable. Allowed to stay in 

shavasana at end if that felt 

right.   

Components Delivered            

24. Begin and end on 

time  

X          

25. Offer encouragement  X          
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26. Answer questions  N/A          

 27. Engage  with  

participants  

X        Offered adjustments specific to 

individual needs based on check-

in information  

28. Maintain safety  X          

29. Include adjustments 

or alternatives where 

needed  

X          

30. Any other comments  N/A          

  

Total score: 96/96 (2 are N/A) = 100%  

  

  Pregnancy Yoga Fidelity Checklist: Session 6   

Researcher ID:   

Date:   

No. of participants:  

  Please Tick    

Notes: If not done or done to 
some extent please give a brief 
explanation e.g., ran out of time, 
forgot, adjusted to suit  
participants’ needs  

Programme actions:  Done  To 

great 

extent  

To 

minor 

extent  

Not 

done  

  Content Received   

1. Welcome and check  

in (5 minutes)  

x        (5 mins)  

Welcomed questions.  

 2. Shitali  (Cooling)  

breath (5 minutes)  

x        (5.5 mins)  

Lovely explanation of how to use 

the breath if overheated in 

labour and postnatally with 

hormones etc. Spoke of lifelong 

benefits including during 

perimenopause   

Warm up (tick for each):         

(5 minutes)  

3. Head and neck rolls   

4. Shoulder shrugs   

5. Shoulder rolls   

6. Elbow circles  

7. Eagle arms   

8. Wrist circles   

  

  

x  

x  

x  

x  

x  

x  

      (6.5 mins)  

Mixed up sequences to allow for 

movement. Added nice pelvic 

circles with horselips.   
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9. Clasp hands above 
head   

10. Side  to  side  

stretching   

11. Side to side twist   

12. Legs straight out in 
front point and flex 
the toes  

13. Ankle circles   

x  

  

x  

  

x  
x  
  

  

x  

    

Asana practice (tick for each): 
(30 minutes)  

14. High kneel hip circles  

15. Table/cat  

16. Supermum  

17. Child  

18. Lunge with variations  

19. Chair with balance  

20. Half squat prayer  

21. Tree  

22. Easy  pose  with  

breath   

  

  

x  

x  

x  

x  

x  

x  

x  

x  

x  

      (26 mins)  

Mingled some postures in 
between warm-up exercises. 
Always explaining benefits of 
postures and variations. How to  
use breath between contractions 

and resting postures for support. 

Gave variations for squats based 

on stage of pregnancy and 

position of baby. Spoke of 

challenge in postures to build 

endurance for labour and birth.   

Wind down (tick for each):     

(5 minutes)  

23. Head and neck rolls  

24. Shoulder rolls  

25. Pelvic tilts  

26. Hip circles  

27. Ankle circles  

28. Wrist circles  

  

  

  

x  

x  

x  

x  

      

  

x  

  

  

  

  

x  

(4 mins)  

Shavasana: (10 minutes)  

29. Visualisation   

  

x  

      (14 mins)  

Lovely relaxation could sense 
women all very relaxed and 
possibly even sleeping at the 
end. Lots of reference to 
connection with baby.  
“acknowledging space you have 

created in your heart for this 

little one growing inside”  

Components Delivered            

30. Begin and end on 

time  

x          

31. Offer encouragement  x        Lots of lovely supportive 

comments and phrases ‘lovely’, 

‘well done’, ‘perfect’, ‘great’  

32. Answer questions  N/A          
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 33. Engage  with  

participants  

x        Very relatable spoke of life and 

special time with baby and telling 

their babies in later life about 

how they did yoga to connect 

with them. Loads of  

     lovely references to connection 

with baby.  

34. Maintain safety  x        Always offering adjustments and 

options/variations  

35. Include adjustments 

or alternatives where 

needed  

x          

36. Any other comments            

Total score: 90/96 (missed two items; 2 are N/A) = 94%  
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Appendix 31: Study 3 histograms and box plots for normality of distribution across outcome 
measures  

 
Outcome measure Statistic df p-value 

PSS-10 pre .96 43 .20 

STAI-S pre .97 43 .34 

STAI-T pre .96 43 .17 

WDEQ pre .98 43 .45 

PSS-10 post .97 39 .29 

STAI-S post .93 39 .01 

STAI-T post .94 39 .05 

WDEQ post .94 39 .04 
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Appendix 32: Study 3 data analysis codebook 

Name Description 

1. Benefits of 

pregnancy yoga 

Any comments documenting the importance of or potential 

benefits or positive experiences of pregnancy yoga during 

pregnancy, in labour and birth and in the postnatal period 

2. Birth preparation  Any information relating to the use of labour and birth 

preparation poses or topics in the pregnancy yoga classes 

and/or how they were experienced  

3. Challenges of 

connecting in 

COVID 

Any mention of COVID related challenges affecting connection 

with family, friends, other pregnant women, health care 

providers etc.  

4. Challenges of taking 

time out due to 

family 

commitments  

Any comments relating to aspects of motherhood or daily life 

commitments that infringe on time out 

5. Class content Any information documenting the general structure and/or 

components of the pregnancy yoga class 

6. Class reminders Any comments pertaining to the receipt of the weekly class 

reminder email and zoom link 

7. Connection/support 

from other women 

Any comments regarding experience of connecting and sharing 

a space with other pregnant women  

8. Confidence in the 

programme 

Any comments regarding the evidence base or confidence in 

the programme classes 

9. Demands work/life Any information regarding work or life demands or 

expectations contributing to engagement with the programme 

or taking time out 

10. Favourite aspects of 

class 

Any comments describing a favourite component of the class  

11. Fear of coping 

postnatally 

Any comments regarding concerns or fears about the postnatal 

period and what to expect  

12. Frequency of class Any comments regarding the days and times when pregnancy 

yoga classes were scheduled and what works and what 

doesn’t work 
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Name Description 

13. Intensity of class Any comments regarding the number of sessions offered, 

preferred or suggested as optimal 

14. Intention to 

continue a yoga 

practice 

Any comments suggesting a desire to or intention to maintain 

a yoga practice 

15. Making time for self Any information documenting the experience of carving out 

time for themselves by attending the class each week and how 

easy or difficult this was.  

16. Online experience Any information regarding the expectation, experience and 

pros/cons of the online pregnancy yoga classes  

17. Physical benefits of 

class 

Any comments stating the physical gains from attending the 

programme classes 

18. Poses Any comments pertaining to yoga poses or postures used, 

recommended and contra-indicated 

19. Postnatal 

experience 

Any information regarding postnatal experience, postnatal 

recovery, postnatal support or postnatal wellbeing 

20. Preparation for 

motherhood 

Any comments regarding becoming a mother and/or preparing 

to become one 

21. Previous yoga 

experience 

Any details of previous yoga experience among pregnant 

women and/or mothers 

22. Questionnaires Any information regarding the link, layout or completion of the 

pre/post questionnaire pack 

23. Reflection on 

wellbeing/ability to 

cope 

 

24. Session recordings Any mention of desire for session recordings or preference for 

not having them 

25. Teacher role Any comments regarding the pregnancy yoga teacher and/or 

any comments documenting pregnancy yoga teacher level of 

expertise, qualities or behaviours pertaining to their teaching 

style, advice or class engagement  
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Name Description 

26. Time duration of 

class 

Any information relating to the length of a pregnancy yoga 

class and/or the optimal length of a class 

27. Time to connect 

with baby 

Any comments regarding bonding or connection with baby 

28. When to start/stop 

a pregnancy yoga 

class 

Any comments noting when women start a pregnancy yoga 

class and/or should or could start a pregnancy yoga class e.g. 

first trimester, late pregnancy, 14 weeks and any comments 

about when they should stop or how long they should 

continue for 
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