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INTRODUCTION 

The postpartum period involves sudden physiological, 

psychological, and social reorganizations that increase 

susceptibility to mood symptoms, stress dysregulation, 

sleep disturbances, and alterations in body schema.1 

Pharmacotherapy and psychotherapies are effective for 

many individuals; however, their adoption is inconsistent, 

and residual distress is prevalent, especially in contexts 

with limited access to specialty care or ongoing concerns 

regarding medication during lactation.2 Mind–body 

practices, particularly yoga, which combines movement 

(āsana), breath control (prāṇāyāma), focus training 

(dhyāna), and ethical/attitudinal frameworks, are readily 

accessible and culturally versatile, rendering them 

appealing as supplementary or preliminary interventions.3 

Initial studies and evaluations indicate advantages for 

depressive symptoms, perceived stress, and anxiety; 

additionally, yoga likely interacts with stress-related 

biological mechanisms, encompassing HPA axis 

regulation and cortisol fluctuations, through vagal 

inference, attentional reframing, and incremental 

exposure to autonomic arousal.4 The postpartum literature 

is still not well organized, though. Different styles and 

protocols are used, endocrine endpoints are not always 

measured correctly, and somatic disorientation, which is 

common but not well studied after pregnancy and 

delivery, is not often listed as a main outcome.5 This 

review combines the most recent research on postpartum 

yoga with an integrated view of affect, HPA/cortisol, and 
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ABSTRACT 

Following childbirth, most women show linked disruptions in affect regulation, hypothalamic-pituitary-adrenal 

(HPA) axis, and somatic orientation that may impede their emotional functioning and mother-infant relationships. 

Pharmacotherapy typically fails to adequately address these complex challenges. This manuscript is a narrative review 

that summarizes the findings of randomized trials, systematic reviews, and mechanistic studies on yoga-based 

interventions to address postpartum mood, cortisol regulation, and somatic disorientation. Results on the whole show 

that yoga is linked with decreases in depressive and anxiety symptoms, enhancements in perceived stress, and 

changes in HPA axis activity. Nevertheless, the various styles of yoga, dosing regimens, levels of supervision, and the 

use of small sample sizes with short follow-up periods contribute to the uncertainty of the conclusions. The emerging 

literature and reasonable biopsychosocial hypotheses indicate that yoga can be a practical supplement to standard 

postpartum care. The review provides a comment on the gaps in the methodology and gives suggestions on the 

possibility of normalizing protocols, outcome measures, and safety reporting to enhance future studies and make it 

more equal in its application. 
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embodiment. It then outlines a practical research and 

implementation plan to turn promising signals into 

standard practices.6 

METHODS 

The study was performed a structured narrative review of 
yoga-based interventions during late pregnancy and the 
initial postpartum year, concentrating on outcomes 
pertinent to affect (depressive and anxiety symptoms), 
perceived stress, HPA axis activity (basal cortisol, diurnal 
slope, acute reactivity), somatic/body awareness 
(interoception, dissociation, vestibular unease, 
proprioceptive comfort), and early mother–infant bonding 
(sensitivity, synchrony). Eligible designs encompassed 
randomized controlled trials, quasi-experimental studies, 
meta-analyses, and mechanistic observational studies. We 
focused on postpartum samples and incorporated 
perinatal studies that elucidated mechanisms or feasibility 
pertinent to the postpartum transition. We gathered 
information on the direction and size of effects, the style, 
dose, supervision, and delivery mode of the intervention, 
and the reporting of safety and adverse events across 
different measures. To follow the journal's rules, we aim 
for 50 to 60 references in the final manuscript and focus 
on the most useful evidence. 

Conceptual framework 

The logic of postpartum yoga is developed based on a 
multifaceted framework. Initially, graded, intentional 
motion and deliberate breathing activate the vagal 
pathways, diminish sympathetic preeminence, and may 
reestablish the HPA tone by decreasing the level of 
perceived threats and increasing the regulation of internal 
feeling. Second, attentional training alters the physical 
signal processing by the brain following childbirth (such 
as pain, pelvic-floor sensation, lactation pain, and fatigue) 
so that catastrophic interpretations are less likely, and 
interoceptive accuracy is enhanced. Third, prosocial and 
social factors (group classes, compassion/mettā practices) 
reduce isolation and increase positive emotions, which in 
turn have subsequent effects on dyadic attunement. All 
these aspects build a plausible relationship between 
practice and symptom reduction, cortisol regulation, and 
an improved embodied presence in early caregiving. 

RESULTS 

Affective symptoms: depressive and anxiety outcomes 

In a series of controlled trials, yoga demonstrates, with 

effect sizes on a small-to-moderate scale, improvements 

in postpartum depressive symptoms compared to normal 

care or low-contact controls. Programs of 6-12 weeks 

with two or three sessions per week are most likely to 

provide a signal, although shorter, so-called micro-doses 

(10-20 minutes of daily sequences) have been reported to 

have significant, albeit smaller, effects in the case of high 

adherence. The severity of baseline, co-interventions 

(psychotherapy, antidepressants), and the timing of 

postpartum make synthesis difficult; however, 

directionality is very coherent towards benefit. Anxiety 

results are more diverse: within samples where worry and 

somatic tension are more pronounced, the use of longer 

exhalation ratios and slower transitions in the practices 

seems to be more effective compared to vigorous flow-

based practices. In both fields, digitally based or hybrid 

courses, which have been mass-scaled due to public-

health restrictions, still provide a signal, indicating that 

contactless or tele-supervised courses can be permissible 

and effective in cases where the logistics of safety or 

childcare restrict in-person courses. 

Perceived stress and sleep 

Perceived stress generally follows depressive symptom 

changes; yoga interventions always lessen the self-

reported stress and rumination. Although the sleep 

outcome is not a primary goal, secondary analyses often 

show improved sleep continuity and reduced sleep-

related impairment, likely due to the down-regulation of 

nocturnal hyperarousal and the adoption of better evening 

routines focused on breathwork. In its turn, sleep 

improvements may result in reduced daytime affective 

lability, which implies a virtuous cycle in which 

programs focus on pre-sleep sequences and breathwork.  

Cortisol and HPA axis modulation 

Fewer postpartum trials incorporate endocrine analyses, 

although the tendency is indicative: waking cortisol 

decreases, no longer different increases, and weaker 

cortisol responses to acute stressors have been 

demonstrated in samples at perinatal and closely related 

stress vulnerabilities. Possible mediators involve 

improved vagal tone (signified by heart-rate variability), 

a change in limbic appraisal of interoceptive signals, and 

systemic inflammation. The cortisol patterns of 

postpartum depression and postpartum anxiety might 

exhibit different cortisol patterns (e.g., blunted basal 

output vs. hyper-reactivity); thus, the intervention effects 

must be examined by symptom phenotype and time rather 

than lumping them together in varied presentations. 

Saliva sampling (awakening, +30 minutes, midday, and 

evening) should be standardized; the assay procedure and 

reactivity paradigm would speed up the interpretability. 

Small samples and brief follow-ups (usually of less than 

12 weeks) require replication by well-powered and 

longer-horizon studies. 

Somatic disorientation and embodied recovery 

Somatic disorientation, a sense of physical feigned 

unfamiliarity with the body, disrupted interoception, or 

disturbed proprioception or vestibular comfort, is a 

frequent but not adequately measured event in the period 

of postpartum recovery following cesarean section, 

pelvic-floor trauma, or long labor. This area is directly 

addressed by yoga because, when combined with graded 

load exposure and breath-synchronized concentration, 
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body maps and a sense of internal coherence are restored. 

Exercises that are focused on floor stability, gradual 

motion, and self-awareness (e.g., scanning pelvic floor 

activity on breath out, directing breathing to tension-

inducing regions, coordinating exercises with head-eye-

neck movements, etc.) are often rated as tolerable and 

useful. Postpartum embodiment has few validated 

outcomes; however, proxy measures such as 

interoceptive awareness scales, dissociation assessments, 

and body appreciation tend to show improvement in 

desirable directions after participating in yoga programs. 

Formal metrics of embodiment (and the regular reporting 

of pelvic-floor outcomes, pain trajectories, and 

dizziness/orthostatic symptoms) would provide a 

significant gap in evidence. 

Mother–infant bonding and dyadic regulation 

The ability of yoga to increase maternal sensitivity and 

mother-infant synchrony is probably a combination of 

less distress, improved autonomic regulation, and 

augmented interoception of delicate infant 

communication. Preliminary results, albeit limited, 

describe improvements in experienced bonding and 

witnessed quality of interaction after a yoga session of 

mothers, especially where sessions were filled with brief, 

guided in-arm movement exercises, breath-based stare, 

and serve-and-return improvisation, which reflects infant 

tempos. Bonding gains may be greatest among more 

distressed or somatically disconnected mothers who join 

programs—one more argument for stratified analyses. 

Safety, contraindications, and adverse events 

There is agreement regarding graded, symptom-informed 

postpartum return-to-activity, such as yoga, with 

customization for diastasis recti, pelvic-floor dysfunction, 

cesarean incision recovery, hypertensive disorders, and 

chronic pain. Serious adverse events are uncommon 

across trials, but there is inconsistency in safety reporting, 

and information about posture families, load progression, 

and breath ratios is often missing. The programs must not 

use Valsalva-like strain in the initial stages; focus on 

exhale-dominant breathwork as a method of autonomic 

down-regulation; teach neutral spine and intra-abdominal 

pressure control; provide side-lying/restorative options 

for fatigue; and be aware of red flags (fever, heavy 

bleeding, severe headache/visual changes, wound 

problems) that may require medical attention. 

Comparability would be enhanced by the use of 

standardized adverse-event taxonomies that were 

borrowed from rehabilitation research. 

Implementation and equity 

The capacity of yoga to scale is based on pragmatic 

presentation: short, fragmented practices; tele-friendly 

lessons; language that is culturally tailored; and 

embedding in conventional perinatal care (e.g., lactation 

support visits, new-baby clinics, and community health 

worker initiatives). Hybrid models (two supervised 

sessions with home practice guided by the app) are a 

compromising approach to safety and reach. Equity 

requires consideration of cost, childcare, transportation, 

and cultural fit. Community partnerships (faith groups, 

mothers' groups), training peer facilitators, and providing 

asynchronous choices can reduce the barriers. The 

sociodemographics and contexts of participants (housing, 

employment, and caregiving burden) ought to be reported 

as standard to determine gaps in reaching as well as to 

adjust interventions. 

Program design guidance 

Core components 

Movement (āsana): Focus on low-to-moderate weight, 

stability on the floor, gentle rotary, hip/pelvis sequencing, 

and shoulder/upper back release of feeding poses. 

Extreme range or extreme intra-abdominal pressure early 

postpartum needs to be avoided. 

Breathwork (prāṇāyāma): Lengthening exhales (e.g., 4-6 

inhales, 6-8 exhales), nasal breathing, and light humming 

to optimize vagal tone; avoid retentions during the first 

few weeks. 

Attention (dhyana): Mindfulness anchors such as breath 

and points of contact, along with compassionate framing, 

include short, repeated micro-practices that can be 

applied while taking care of an infant. 

Attitude/ethics: Non-striving, gentle, normalizing 

fluctuations, safety/self-efficacy. 

Dosing and progression 

Initiate with 10-20 minute micro-doses on most days the 

first two weeks, increasing to 30-45 minute sessions 2-3 

times a week by weeks 6-8, according to delivery type 

and complications. Promote accumulated practice time 

throughout the day, without blocks; combine practice 

with other routines (e.g., after infant naps) to enhance 

compliance. 

Population-specific modifications 

Pelvic-floor dysfunction/diastasis: The priorities should 

be to use exhale-biased load, side-lying stabilization, and 

progressive restoration to front-loaded planks; no strain 

from breath-holding. 

Cesarean gain: Lie flat or on his side; move trunk 

rotation and hip flexion gradually; scar mobilization 

education on passing clearance. 

Emphasis on high anxiety/panic: Decrease inflammation 

of the vestibular system, have longer exhalations, follow 

predictable patterns, and do not change positions of the 

head rapidly. 
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Bad mood/apathy: Include upright chest-opening poses, 

light rhythmic moves, and focus on mastery by repetition. 

Methodological gaps 

Standardization: Style, session length/frequency, breath 

ratios, and progression rules should be pre-registered in 

trials. The conditions of control need to be plausible and 

matched in contact time. 

Measurement: Incorporate harmonized symptom scales; 

incorporate endocrine endpoints (waking cortisol, CAR, 

slope, reactivity); include autonomic measures (HRV); 

and include validated interoception/embodiment scales. 

Phenotype stratification: Compare depression- and 

anxiety-predominant presentations, early (6 weeks) and 

late postpartum. 

Durability: Continue follow-up (6–12 months) to assess 

maintenance and prevent relapse; promote booster 

sessions. 

Equity and context: Report the source of recruitment, 

language adaptations, access to technology, and cost; test 

community-partnered administration. 

Safety reporting: Utilize common adverse-event 

taxonomies, measure pelvic-floor outcomes, and identify 

posture families and alterations. 

DISCUSSION 

The total evidence indicates that yoga is a viable, 

acceptable, and potentially efficacious adjunct for 

postpartum affective distress, perceived stress, and 

somatic disorientation, with mechanistic plausibility for 

HPA axis modulation.7 In the early postpartum period, 

participants with anxiety or pelvic-floor issues tend to do 

better with programs that focus on stability, exhale-biased 

breathwork, and short, repeatable attentional anchors than 

with vigorous flow styles.8 Tele-delivery options 

maintain accessibility when childcare, transportation, or 

health limitations restrict physical attendance, and 

preliminary findings suggest that therapeutic efficacy can 

be retained with suitable guidance and safety 

assessment.9  

Nonetheless, the heterogeneity of the literature mitigates 

robust causal assertions. Protocols differ significantly in 

style, dosage, instructor training, and control design; 

endocrine endpoints are inconsistently recorded; and 

somatic/embodiment outcomes are inadequately assessed, 

despite their importance to postpartum recovery.10 

Sample sizes are frequently limited, and follow-up 

periods are concise, constraining accuracy for enduring 

effects and relapse prevention.11 The field would benefit 

from a consensus “minimum viable protocol” that 

includes movement families (like floor-based stabilizers 

and gentle extensions), breath ratios (like longer 

exhalation without retentions), and attentional practices 

(like brief, compassion-framed anchors). There could also 

be optional modules that can be added as tolerance and 

time grow.12 

Yoga probably works through several different pathways: 

vagal modulation and reduced sympathetic overdrive 

(which improves heart-rate variability and stress 

recovery), reappraisal and tolerance of interoceptive 

signals (which helps people stop worrying about pain, 

fatigue, and pelvic sensations), behavioral activation 

through mastery experiences, and social buffering.13 

These pathways correspond to observed decreases in 

depressive symptoms and perceived stress, as well as 

initial findings of a normalized cortisol slope and 

diminished reactivity.14 Importantly, postpartum 

depression and anxiety may exhibit distinct cortisol 

signatures, indicating that aggregated analyses conceal 

phenotype-specific responses; trials should be stratified 

and appropriately powered.15 

Somatic disorientation should be recognized as a co-

primary outcome in postpartum yoga trials.16 The shift 

from pregnancy to postpartum quickly changes 

proprioceptive and interoceptive landscapes. Cesarean 

delivery, perineal trauma, and diastasis make body maps 

even more confusing. Practices that promote slow, floor-

based orientation, breath-movement integration, and 

compassionate awareness appear especially effective in 

reinstating a perceived sense of bodily coherence.¹⁷ 

Adding validated interoception scales, dissociation 

measures, and pelvic-floor function indices would help 

the field describe, test, and standardize embodied 

recovery pathways instead of just treating them as 

anecdotal benefits.18 

From a practical perspective, stepped-care integration 

makes sense: start with low-intensity, accessible modules 

(like app-guided 10–15 minute sequences with weekly 

brief coaching) that are built into routine postpartum 

touchpoints (like well-baby visits and lactation support), 

and then move on to supervised small-group programs for 

people with persistent or severe symptoms.19 To avoid 

widening gaps in postpartum mental health, equity must 

be built in. This means offering free or low-cost services, 

scheduling that takes into account childcare needs, 

materials in multiple languages, and framing that is 

culturally relevant (for example, linking practices to local 

traditions of breathing and movement).²⁰ Researchers 

must disclose sociodemographic reach, attrition 

influenced by burden, and contextual barriers to facilitate 

meta-analytic equity audits.²¹ 

Safety is still excellent but not well-documented.²² Trials 

ought to implement standardized definitions for adverse 

events, delineate exclusion criteria and red-flag 

screening, and explicitly articulate adjustments for 

pelvic-floor disorders and postoperative recovery.²³ 

Collaborations with pelvic-health physiotherapists can 

enhance screening and customization when possible.²⁴ As 



Bhandari M et al. Int J Clin Trials. 2026 Feb;13(1):102-107 

                                                                 International Journal of Clinical Trials | January-March 2026 | Vol 13 | Issue 1    Page 106 

agreement grows, professional groups can make graded 

suggestions based on the stage of postpartum and the type 

of symptoms to help doctors and teachers in the 

community.²⁵ 

Lastly, durability is important. Postpartum trajectories 

change as sleep recovery, going back to work, and the 

baby's needs change.²⁶ Programs need to test maintenance 

strategies like booster sessions, peer cohorts, and micro-

dose habit scaffolding. They should also look at long-

term outcomes (six to twelve months) to see if early gains 

last and if relapse prevention is possible through 

continued, light-touch practice.²⁷ 

In short, a standardized but flexible yoga framework that 

is delivered with safety, cultural humility, and tailoring to 

different body types could fill a big gap between minimal 

advice and intensive therapies in postpartum care.²⁸ The 

next steps to turning promising signals into reliable, 

everyday benefits are to tighten the methodology and put 

equity first in the implementation.²⁹ 

CONCLUSION 

Yoga is a low-risk adjunct that can be scaled to address 

the interrelated postpartum issues in mood, stress 

biology, and embodiment. Depressive symptoms and 

perceived stress have been regularly improved, initial 

normalization of cortisol dynamics and plausible 

provision of somatic orientation have been provided, and 

early dyadic attunement has been credibly provided. The 

field can be advanced to transform its varied potential 

into practical recommendations that enhance routine 

postpartum care by standardizing protocols and 

measurements (including endocrine and embodiment 

endpoints), stratifying by symptom phenotype and 

postpartum timing, ensuring prolonged follow-up, and 

promoting equity in delivery models. The reward is 

functional: short, flexible exercises designed to make new 

mothers feel more controlled, more at home in their 

bodies, and more responsive in early care provision.  
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