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ABSTRACT 

 
 There is a significant need for those with depression and anxiety to have 
complementary treatment options to help treat the multifaceted symptoms of these 
illnesses. Evaluating programs for the complementary treatment of depression and 
anxiety is essential for organizations to measure the outcomes of their programs and to 
offer quality comprehensive care to clients. This project evaluated the outcomes of a 
yoga-Cognitive Behavioral Therapy group started at a community mental health center in 
Montana using the CDC’s Guide to Effective Evaluation as a guideline. The yoga-CBT 
group did not show any positive results in either BDI or GAD-7 scores, and a discussion 
of limitations of this program was had with stakeholders. Despite the number of 
limitations, lessons were learned about effective implementation of programs at the 
community mental health center.  
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CHAPTER ONE 
 
 

INTRODUCTION 
 
 

Background 
 
 

Major depressive disorder (MDD) and generalized anxiety disorder (GAD) are 

respectively two of the most common depressive and anxiety  disorders worldwide. 

Major depressive disorder affects approximately 25 million Americans over the age of 12 

(Centers for Disease Control and Prevention [CDC], 2014) and generalized anxiety 

disorder affects approximately 6.8 million adults in the United States (Anxiety and 

Depression Association of America [ADAA], n.d.). Comorbidity of MDD and GAD has 

been estimated to be higher than 70% (Wu & Fang, 2014). The World Health 

Organization (WHO) (2016) estimates that depression affects about 350 million people 

around the world. Further, the number of people suffering from depression and anxiety 

has increased almost 50% from 416 million to 615 million between 1990 and 2013 

(WHO, 2016).  

 The average onset of MDD and GAD can start as early as 13 to 15 years of age 

(Anxiety and Depression Association of America, n.d.). While both of these disorders can 

occur at any age, the median age of onset for MDD is 32.5 years old, while the median 

age of onset for GAD is 30 years old (MentalHealth.org, n.d.). Women are more likely 

than men to have both MDD and GAD across all age ranges (CDC, 2014; 

MentalHealth.org, n.d.; Faravelli et al., 2013). Among those with depression, 90% say 
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that the symptoms are distressing enough that they affect their work, home, and social 

activities (CDC, 2014).  

 Treatment options for MDD and GAD include psychopharmacological 

medications like selective serotonin reuptake inhibitors (SSRIs) or selective 

norepinephrine reuptake inhibitors (SNRIs), which are first-line treatments in both MDD 

and GAD (Stahl, 2013). Other psychopharmacological options include combination 

therapy with an SSRI and an anxiolytic agent, like buspirone or pregabalin. 

Nonpharmacological treatment options include electroconvulsive therapy (ECT), 

repetitive transcranial magnetic stimulation (rTMS), and deep brain stimulation, which 

involves using electrical currents or magnets placed in specific areas on the brain to 

reduce depressive symptoms.  

Psychotherapy is another treatment option for MDD and GAD, including 

dialectical behavior therapy, behavior modification therapy, motivational interviewing, 

and cognitive behavioral therapy (CBT). Cognitive behavioral therapy is one of the most 

popular and effective treatments for MDD and GAD. Cognitive behavioral therapy 

involves changing thinking patterns and learning to recognize distortions in thinking and 

then reevaluating them, gaining understanding of other individuals’ behaviors and 

motivations, learning better problem-solving skills to cope with difficult situations, and 

learning to develop a greater sense of self-confidence (American Psychiatric Association, 

n.d.). 

As many of the treatment options for MDD and GAD involve side effects that 

most people want to avoid, complementary methods of treatment are being sought by 
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patients. One such treatment is the use of yoga to reduce depression and anxiety 

symptoms. There are many different types of yoga that can be used, including Hatha 

Yoga, Ashtanga Yoga, Vinyasa Yoga, Kundalini Yoga, Yin Yoga, and others. Each type 

of yoga has a different activity level; for example Vinyasa Yoga is the most athletic yoga 

style while Hatha and Yin Yoga are more slow-paced and better for beginners (McGee, 

2018). Other yoga styles focus more on meditation, breathing, and mindfulness and less 

on activity levels, like Ashtanga Yoga.  

Despite the wide variety of treatment options, only about half of patients with 

MDD and GAD seek treatment (WHO, 2016; Josefsson, Lindwall, & Archer, 2014). 

Many shun treatment due to the stigma of mental illness or the perceived shame of being 

labeled mentally ill. Others suffer because they do not want to take a medication, or have 

tried medications and could not tolerate the side effects, or they simply deem medications 

too expensive. In fact, in Montana, over half (52.5%) of individuals who identified as 

having a mental illness in Montana did not receive any mental health treatment or 

counseling (SAMHSA, 2015). Suicide rates in Montana have been nearly two times 

higher than the United States average (Montana DPHHS, 2017). Despite the increase in 

availability of psychopharmacological treatments, response and tolerability still remain 

inconsistent and unreliable (Balasubramaniam, Telles, & Doraiswamy, 2012). The use of 

complementary treatment options like yoga in combination with psychotherapy like CBT 

are important to encourage patients to get the treatment they need without experiencing 

significant side effects. 
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Significance of Clinical Problem 
 
 

Major depressive disorder and GAD are both associated with diminished quality 

of life due to poorer prognosis, severity of symptoms, greater MDD recurrence, and a 

higher suicide risk (Zhou et al., 2017). Suicide is a major concern for those who have 

MDD and GAD (Substance Abuse and Mental Health Services Administration, n.d.). 

Other complications include excess weight or obesity, heart disease, diabetes, insomnia, 

headaches, digestive or bowel problems, alcohol or substance abuse, family conflicts, 

social isolation, problems functioning at work, and premature death (Mayo Clinic, 2018a; 

Mayo Clinic, 2018b). It has also been found that individuals who have the symptoms of 

depression and anxiety, but have not been formally diagnosed, have a persistently lower 

quality of life (Walters, Buszewicz, Weich, & King, 2011).  

In addition to health-related burdens, there is an economic burden of MDD and 

GAD that includes direct costs of health care, direct nonmedical costs, and indirect costs. 

The direct costs include hospital admissions, diagnostic services, medical time, and 

medications; while the direct nonmedical costs include social care services, like 

accommodations for disability; and the indirect costs include loss of productivity due to 

unemployment, reduced efficiency at work, early retirement, and premature death (Wade, 

2012). Between 1990 and 2013, there was a 50% increase in the number of people who 

suffer from depression and/or anxiety disorders (WHO, 2016), contributing to the overall 

economic burden. According to the World Health Organization (2016), if there was an 

increase of $147 billion in the treatment of these disorders, it would generate a 5% 

improvement in the labor force, which would equal $399 billion in returns.  
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It is clear, based on the health and economic burdens for those with MDD and 

GAD, that treatment options must be comprehensive and varied in order to reach those 

who need help. Not all treatment options are going to be useful or effective for all 

individuals needing treatment.  

 
Rationale for Project 

 

 In central Montana, there is a serious need for the incorporation of 

complementary health approaches in treating MDD and GAD. As noted above, not all 

patients respond well to the first-line treatments of psychopharmacology or 

psychotherapy. However, these are primarily the treatments available to patients in rural 

areas of Montana. At a community mental health clinic, these treatments are further 

constricted due to limitations of the providers. Large patient caseloads have caused 

mental health providers to restrict the number for whom they can provide services and 

patients diagnosed with MDD and GAD are referred out to be managed by primary care 

providers.  

 When the mental health providers started restricting the diagnoses that they see, 

the community mental health center in central Montana felt it was necessary to provide 

these patients with a complementary approach to help alleviate and manage their 

symptoms. As a result, a pilot program utilizing yoga and CBT was planned and 

implemented.  
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Purpose of this Project 
 

 This project was to retrospectively evaluate a pilot program at a community 

mental health center in central Montana that utilized yoga and CBT for a complementary 

treatment of MDD and GAD. Its purpose was to evaluate the implementation processes to 

assist in program planning and patient outcomes at the community mental health center. 

Given the significant need to incorporate complementary health approaches to treating 

MDD and GAD, as a future psychiatric/mental health Doctor of Nursing Practice 

professional, one goal is to be a clinical expert on a variety of treatment modalities for 

MDD and GAD. One way to accomplish this is by evaluating program and patient 

outcomes. If the pilot yoga and CBT program at the community mental health center 

showed promise, there was the potential to implement the program in satellite offices in 

other rural areas in Montana. In contrast, if the program was not successful, the goal was 

to understand the limitations and make recommendations for future programs. 
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CHAPTER TWO 
 
 

REVIEW OF LITERATURE  
 
 

Introduction 
 
 

The focus of treatment of individuals with depression and anxiety has shifted 

toward a more holistic approach in recent years (Gaiswinkler & Unterrainer, 2016). It is 

necessary to treat patients as individuals and plan care for each patient that meets them 

where they are in their recovery. The use of complementary treatments like yoga-CBT 

offer a holistic and individual care plan to patients with MDD and GAD. There is ample 

evidence that points to the benefit of physical activity in the adjunctive treatment of 

depression and anxiety; however, there is a lack of explanation about what constitutes 

beneficial physical activity to improve depression and anxiety symptoms. Studies that use 

a specific type of physical activity like yoga in combination with CBT have shown 

benefits in improving depressive and anxious symptoms, and they have also provided 

some definition to the types of physical activity that are useful for reducing mood 

symptoms.  

 With the addition of CBT and yoga to the MDD and GAD treatment regimen, 

several studies have found decreases in depression and anxiety severity scores as well as 

a decrease in sleep complaints and stress levels, and an overall improvement in health 

(Balasubramaniam et al., 2012; Gaiswinkler & Unterrainer, 2016; Josefsson, Lindwall, & 

Archer, 2014; Kvam et al., 2016). The modalities of treatment vary across many of the 

studies, including if they incorporate psychopharmacological intervention in combination 
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with yoga and CBT. In the following literature review studies, yoga was utilized as a 

complementary technique and was also combined with CBT for the alleviation of MDD 

and GAD symptoms. Cognitive behavioral therapy was not reviewed as a standalone 

treatment for MDD and GAD due to the fact that it is a psychosocial intervention and was 

not the focus of the yoga-CBT group started at the community mental health center.  

 
Definition of Key Terms 

 

Major Depressive Disorder: A mental disorder that is characterized by a 

persistently depressed mood and long-term loss of pleasure or interest in life, often with 

other symptoms such as disturbed sleep, feelings of guilt or inadequacy, and suicidal 

thoughts (American Psychological Association [APA], 2013).  

Generalized Anxiety Disorder: A disorder characterized by excessive or 

unrealistic anxiety about two or more aspects of life (work, social relationships, financial 

matters, etc.), often accompanied by physical symptoms such as palpitations, shortness of 

breath, or dizziness (APA, 2013).  

Cognitive Behavioral Therapy: A short-term, goal-oriented psychotherapy 

treatment that takes a hands-on approach to problem-solving with the goal to change 

patterns of thinking or behavior that are detrimental to an individual’s life (Martin, 2019).  

Yoga: A Hindu spiritual and ascetic discipline, a part of which includes breath 

control, simple meditation, and the adoption of specific bodily postures that is practiced 

for health and relaxation (Oxford Dictionary, 2019).  
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Complementary Treatment: This is when a non-mainstream practice is used 

together with a conventional medication or therapy (National Center for Complementary 

and Integrative Health, n.d.).  

 
Search Methods 

 

Databases searched included CINAHL, PubMed, and PsychInfo. All databases 

were searched for randomized control trials (RCTs) in the last 10 years. Key words 

searched included (a) depression, (b) anxiety, (c) yoga, and (d) cognitive behavioral 

therapy (CBT). To provide a high level of evidence, only randomized controlled trials of 

yoga or yoga and CBT with depression and/or anxiety as a primary diagnosis were 

included in this literature review. Review articles, including systematic reviews and 

meta-analyses were excluded, as well as studies with a focus on a major medical illness 

with depression or anxiety as an outcome. This search yielded 11 studies that were 

relevant and within the limitations described above.  

 
Yoga for Major Depressive Disorder 

 

Yoga has been found to be effective in the treatment of MDD and its depressive 

symptoms such as ruminations. Ruminations are a type of depressive symptom where the 

individual continuously thinks the same thoughts, which tend to be sad or dark in nature. 

In an effort to address the need to evaluate complementary therapies that are acceptable 

and feasible for women with depression and, specifically, with ruminations, Kinser, 

Bourguignon, Whaley, Hauenstein, and Taylor (2013) conducted an eight-week yoga 
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intervention. A total of N = 27 women diagnosed with MDD or dysthymia were 

randomly assigned to a yoga group (n = 15) or a health-education control group (n = 12). 

Depression severity, stress, anxiety, ruminations, and health-related quality of life were 

rated using the Patient Health Questionnaire (PHQ-9), the Perceived Stress Scale-10 

(PSS-10), the State Trait Anxiety Inventory (STAI), the Ruminative Responses Scale, 

and the Short Form Health Survey version 2 (SF-12), respectively and assessed weekly 

for the eight weeks and again at a one-year follow-up (Kinser et al., 2013). The authors 

reported a statistically significant decrease in depression (p < .05) over time in both 

groups and a statistically significant decrease in rumination (p < .05) over time in the 

yoga group, but not in the health-education control group (Kinser et al., 2013). The 

authors failed to report effect sizes and thus, the magnitude of the relationship between 

group assignment and depression or rumination cannot be assessed. Kinser and 

colleagues (2013) also noted a higher retention rate in the yoga group (80%) compared to 

the health-education control group (50%). These findings suggest that both interventions 

might result in improved depression, but yoga has the potential for better adherence than 

an education group.  

In another study, Schuver and Lewis (2016) examined the efficacy of a 12-week, 

mindfulness-based yoga intervention on depressive symptoms and rumination among 

depressed women. Adult women were the target of this study as they are twice as likely 

to report depressive symptoms, and the majority of individuals that practice yoga in the 

United States are women (Schuver & Lewis, 2016). A total of N = 40 women between 

the ages 20 and 64 years were recruited for this study and were randomly assigned to 
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either the mindfulness-based yoga intervention or a control condition that consisted of 

walking. Depression severity and ruminations were assessed using the Beck Depression 

Inventory (BDI) and the Ruminative Responses Scale (RRS), respectively. This study 

found decreased depression scores in both the groups at the end of the 12-week 

interventions (p < 0.001) and the one-month follow-up (p < 0.001). Effect sizes were not 

reported for these findings. When baseline BDI scores were used as covariate to control 

for baseline variability they found no significant difference between depression scores at 

post-intervention (p = 0.44; d = 0.25) and one-month follow-up (p = 0.78; d = 0.08). This 

led to the conclusion that both yoga and walking have the benefit of not only alleviating 

depression and anxiety, but also have an improvement of overall health (Schuver & 

Lewis, 2016).    

In a further study, Uebelacker et al. (2017) aimed to determine whether Hatha 

Yoga is an efficacious adjunctive intervention for individuals with continued depressive 

symptoms despite antidepressant treatment. A total of N = 122 individuals diagnosed 

with MDD who were currently taking an antidepressant dose that has demonstrated 

effectiveness were included in the study. The individuals were randomly assigned to a 

10-week intervention period of weekly yoga classes (n = 63) or health-education classes 

(n = 59). Depression severity was assessed using the Quick Inventory of Depression 

Symptomatology-Clinical Rating (QIDS) at the eligibility assessment, baseline, 3.3 

weeks, 6.6 weeks and 10 weeks. Further follow-up assessments were conducted at three 

months and six months. The authors noted no statistically significant difference between 

the two groups at the end of the 10-week intervention period (p = .30). Although average 
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change in QIDS scores was -3.15 (SD=5.09) for health-education classes and -3.93 

(SD=3.90) for yoga, this resulted in an effect size of 0.29, in favor of the yoga group. 

Further, it was noted that yoga participants had a significant reduction in depressive 

symptoms compared to health-education classes over the entire intervention and follow-

up periods (p = 0.01, effect size = 0.50). The authors concluded that benefits of yoga may 

accumulate over time (Uebelacker et al., 2017). 

To investigate the potential mood benefits of Hatha Yoga as monotherapy for 

mild-to-moderate major depression, the authors Prathikanti et al. (2017) conducted an 

eight-week intervention. A total of N = 38 individuals diagnosed with MDD were 

randomized to a 90-minute Hatha Yoga intervention (n = 20) or an attention control 

group (n = 18) of 90-minute education modules on yoga history and philosophy. 

Depression severity was measured using the Beck Depression Inventory II (BDI-II) at 

baseline and weeks two, four, six, and eight. The authors noted over time that the yoga 

practice group had a greater reduction in depression symptoms relative to the control 

group (p = 0.034). The authors calculated BDI change scores each week and found the 

Cohen’s d effect size of -0.96 for yoga in reducing BDI scores (Prathikanti et al., 2017).  

To determine the optimal dose of yoga and assess the effects of an intervention of 

Iyengar Yoga and coherent, or deep, breathing, the authors Streeter et al. (2017) 

conducted a 12-week intervention. A total of N = 30 individuals diagnosed with MDD 

were randomly assigned to either a high-dose group (HDG: n = 15) of three yoga 

interventions per week or a low-dose group (LDG: n = 15) of two yoga interventions per 

week. Depression severity was assessed using the Beck Depression Inventory (BDI-II) at 
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baseline and weekly thereafter. The authors found evidence that participation in Iyengar 

Yoga and coherent breathing is associated with a significant reduction in depressive 

symptoms. BDI-II scores were significantly lower from screening to 12 weeks in the 

HDG (p < 0.001; Cohen’s d = -2.81) and BDI-II scores from the LDG from screening to 

12 weeks (p<0.001; Cohen’s d = -1.89). The HDG and LDG showed no significant 

difference in rates of response, which led the authors to conclude that twice-weekly 

classes of yoga were an effective way to gain the mood benefits from this intervention 

(Streeter et al., 2017).  

 
Yoga Intervention with Depression and Anxiety 

 

Yoga has been shown to promote meditation which can increase strength, 

flexibility and mindfulness (Gaiswinkler & Unterrainer, 2016). Mindfulness can be 

defined as the deliberate and nonjudgmental attention to the present moment (Lang, 

2013). Falsafi (2016) compared the effectiveness of mindfulness versus yoga and a non-

interventional control group in mitigating depressive and/or anxiety symptoms in college 

students. The intervention groups were conducted over an eight-week period and 

included regular treatments like medication and psychotherapy. A total of N = 90 college 

students with a diagnosis of GAD and/or MDD were randomly assigned to three different 

groups including a mindfulness and self-compassion intervention group (n = 30), a yoga-

only intervention group (n = 30), and a non-intervention group (n = 30). The intensity, 

severity, and depth of depressive symptoms was assessed using the Beck Depression 

Inventory and the severity of anxiety symptoms was assessed using the Hamilton Anxiety 
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Scale at baseline, four, eight, and 12 weeks. This study found that both interventions were 

helpful in reducing symptoms of depression and/or anxiety (Falsafi, 2016). Compared 

with the control group, depression, anxiety, and stress symptoms were significantly 

decreased (p < 0.01; Cohen’s d coefficient was not reported) and mindfulness scores 

increased significantly from baseline (p < 0.01; Cohen’s d coefficient was not reported). 

Some participants preferred the mindfulness exercises while others in the study preferred 

the yoga intervention because it involved the body and the mind (Falsafi, 2016).  

To assess the effects of an individualized yoga intervention, de Manincor et al. 

(2016) conducted a six-week intervention. A total of N = 101 individuals diagnosed with 

MDD and/or GAD were randomly assigned to either a yoga plus treatment as usual 

(TAU) intervention group (n = 47) or a wait-list plus TAU group (n = 54). Psychological 

distress, anxiety, depression, and general physical and mental health were measured using 

the Kessler Psychological Distress Scale (K10) at commencement, completion of the 

yoga training, and at a six-week follow-up. The authors found that yoga plus regular care 

was effective in reducing depressive symptoms compared with regular care alone (p = 

0.01; effect size = -0.44). However, reductions in anxiety symptoms were not found to be 

statistically significant (p = 0.16; effect size was not noted). The authors further 

concluded that yoga can be used as a lifestyle adjunct to conventional treatments and can 

also be modified for individuals with specific concerns like pregnant women or others 

who are reluctant to use medication (de Manincor et al., 2016).  

In a 12-week study by Streeter et al. (2010), the objective was to determine if 

changes in mood, anxiety, and brain gamma-aminobutyric acid (GABA) levels are 
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specific to a practice of yoga posture or whether they occur in a metabolically matched 

walking intervention. A total of N = 52 individuals were randomly assigned to either a 

yoga intervention group (n = 28) or a walking intervention group (n = 24). Mood was 

assessed using the Exercise-Induced Feeling Inventory (EIFI), anxiety was assessed with 

the Spielberger State-Trait Anxiety Inventory (STAI), and a magnetic resonance 

spectroscopy (MRS) scan was completed at baseline and weeks four, eight, and 12. The 

authors found that the yoga intervention was associated with greater improvements in 

mood and anxiety (p < 0.001; no effect size was noted) than the metabolically matched 

walking exercise. Yoga was also found to be associated with a positive correlation 

between acute increases in thalamic GABA levels, which are associated with 

improvements in mood and anxiety (Streeter et al., 2010).  

 
Yoga Combined with Cognitive Behavioral Therapy 

 

The combination of yoga with CBT has been gaining popularity as a safe and 

effective treatment option that has little to no side effects and can be used in a variety of 

settings. In a two-month study by Vorkapic and Range (2014), yoga combined with CBT 

was used to examine the effects of yoga in patients suffering from panic disorder. This 

study included N = 20 subjects who were all diagnosed with panic disorder and randomly 

assigned them to two groups. Group one was given the intervention of yoga as a 

standalone therapy (n = 10) and group two was given the intervention of yoga combined 

with CBT (Y-CBT) (n = 10). Panic and anxiety symptoms were evaluated pretest and 

post-test using the Beck Anxiety Inventory (BAI), Hamilton Rating Scale (HAM-A), The 



16 
 

 

Panic Beliefs Inventory (PBI), and the Body Sensations Questionnaire (BSQ). Both 

groups had overall improvement across time for panic beliefs (HAM-A scores (p < 0.001) 

and BAI scores (p < 0.001) (Vorkapic & Range, 2014). Effect sizes were not reported; 

therefore, these results should be interpreted with caution.  

To assess how complementary therapies are acceptable and feasible, a yoga 

intervention for women with MDD and dysthymia was conducted with a long follow-up 

period. Kinser, Elswick, and Kornstein (2014) conducted a one-year follow-up for 

individuals who had previously attended an eight-week yoga intervention or health-

education control group. A total of N = 9 women participated in the follow-up, with n = 7 

from the yoga group and n = 2 from the health-education group. Depression severity, 

stress, anxiety, ruminations, and health-related quality of life was rated using the Patient 

Health Questionnaire (PHQ-9), the Perceived Stress Scale-10 (PSS-10), the State-Trait 

Anxiety Inventory (STAI), the Ruminative Responses Scale, and the Short Form Health 

Survey version 2 (SF-12), respectively. It was found that when yoga use was sustained 

over a year, depression severity decreased to a “mild” level (p = 0.0017; no effect size 

was noted). However, perceived stress, state anxiety, and the mental health-related 

quality of life were not statistically sustained at one year in comparison to the health-

education group. One further finding from this study was that the use of CBT, when in 

combination with yoga, had a long-term benefit in the treatment of MDD that reduced the 

rates of relapse as long as six years after treatment was discontinued (Kinser, Elswick, & 

Kornstein, 2014).  
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In summary, while yoga has been found to be an effective treatment, the 

combination of yoga and CBT may have greater long-term and short-term outcomes for 

individuals with MDD and GAD. Through mindfulness and a holistic approach, yoga 

focuses on physical and emotional health instead of correcting a deficit or treating poor 

health, which may appeal to more people (Uebelacker & Broughton, 2016). These 

benefits may help attrition rates, compliance, and can be helpful to motivate patients to 

stick with this CAM approach to treatment. There were no studies found regarding the 

implementation of a yoga-CBT group which is a gap in the literature that was addressed 

by this project.  
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CHAPTER THREE 

 
THEORETICAL UNDERPINNINGS 

 
 

Introduction 
 

 Nursing theory is utilized as a way to better understand the many factors that 

prevent or allow health promotion interventions to work and to choose the appropriate 

strategies needed to sustain change (Sleet, Branscum, & Knowlden, 2017). To achieve 

this goal, Pender’s Health Promotion Model was chosen for this project. This theory will 

help to organize information in a way that will promote health and prevent disease (Sleet, 

Branscum, & Knowlden, 2017). This theory portrays the multidimensional aspects of 

individuals as they pursue health in their interpersonal and physical environments 

(Pender, 1996).  

 
Description of Theory 

 

 Nola J. Pender’s Health Promotion Model (HPM) was first published in 1985 and 

has been used to promote lifestyles and behaviors that enable a person to maximize their 

potential through individual, organizational, and community change (Pender, 2015). The 

Health Promotion Model is a middle-range theory with a narrower scope than a grand 

theory dealing with concrete concepts and is more useful in a practical setting (Masters, 

2015). Health Promotion Model is an attempt to portray the multidimensionality of an 

individual interacting with their interpersonal and physical environments as they pursue 

health (Masters, 2015). This model has three major categories to consider including 
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individual characteristics and experiences, behavior-specific cognitions and affect, and 

behavioral outcome (Masters, 2015).  

For the purpose of this project, the focus will be on individuals with depression 

and anxiety, assisting them to increase their health through a combination of yoga and 

cognitive behavioral therapy, and promoting a decrease in depressive and anxiety 

symptoms. All individuals have unique characteristics, personal experiences, and 

physiological makeup that will affect their reactions and receptiveness to engaging in 

health-promoting behaviors (Masters, 2014). The nurse’s role is to guide the individual to 

promote positive change by assisting the many facets of the change process to ultimately 

increase the individual’s capacity to maintain that level of change (Pender, 2015).  

 
Rationale for Theory Selection 

 

 Pender’s Health Promotion Model (2015) was chosen due to its close parallelism 

of beliefs with this author and this DNP project. In this theory, people are examined as 

individuals, each with unique characteristics and experiences that affect subsequent 

actions (Petiprin, 2016). Information is organized in comprehensible behavior patterns 

that allow nurses to promote health and prevent diseases (Sleet, Branscum, & Knowlden, 

2017). Health Promotion Model theory can easily be translated to nursing practice as the 

ultimate goal is to attain a positive health outcome, optimize well-being, personal 

fulfillment, and productive living (Pender, 2015).  

 In the Health Promotion Model physical activity is specifically examined and the 

model attempts to integrate it into an individual’s lifestyle with the help of nursing. 
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Regular physical activity like yoga has been shown to enhance or maintain physical 

function in adults and lessen the risk for depression and cognitive decline (Pender, 2015). 

Physical activity has been shown to be a viable, effective treatment for depression and 

anxiety and as an adjunct treatment in combination with psychotherapy and 

antidepressants (Kvam, Kleppe, Nordhus, & Hovland, 2016). Millions of Americans who 

are at risk for common mental health problems like depression and anxiety may prevent 

or modify these problems by adopting an active lifestyle (Pender, 2015).  
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CHAPTER FOUR 

 
METHODS 

 

Introduction 
 

The community mental health center is located in central Montana and services 11 

counties and approximately 2,777 individuals a year. There are a total of 121 clinically 

based employees that include one area director, one clinical manager, four supervisors, 

four managers, one administration services manager, two client registration 

representatives, one administrative assistant, 13 youth services therapists, 13 youth 

behavior specialists, two youth case managers, one in-home service representative, six 

outpatient therapists, six youth crisis diversion employees, 14 PACT employees, four day 

treatment employees, two supportive employment specialists, seven adult case managers, 

five adult therapeutic aides, one recovery home specialist, 26 group-home employees, 

two psychiatrists, one nursing supervisor, three nurses, and one treatment-plan 

coordinator.  

The community mental health center implemented a nine-week yoga-CBT 

program with the goal of providing a complementary treatment for individuals with 

depression and anxiety. The group was started with three participants. This pilot program 

was initiated by two therapists, one with knowledge of cognitive behavioral therapy 

techniques and one with knowledge of Hatha Yoga. The program was set with a nine-

week end date to give the community mental health center a chance to review the results. 
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Only two of the three participants completed the program which did run the entire nine 

weeks.  

 The yoga-CBT program was evaluated using the Centers for Disease Control and 

Prevention’s Effective Evaluation Plan (2011). This evaluation plan clarifies the steps 

needed to assess the processes and outcomes of a program and serves as a bridge between 

evaluation and program planning by highlighting program goals, clarifying measurable 

program objectives, and linking program activities with intended outcomes (CDC, 2011). 

The steps of the evaluation plan include (a) engaging stakeholders, (b) describing the 

program, (c) focusing the evaluation design by looking at required resources and the 

focus of outcomes, (d) gathering credible evidence, (e) analyzing data into meaningful, 

useful, and accessible information, and (f) dissemination and sharing the lessons learned. 

In addition to these steps this evaluation plan includes evaluation standards to enhance 

the quality of the evaluation (CDC, 2011). These standards include utility (how the 

program serves information needs of intended users), feasibility (being realistic, prudent, 

diplomatic, and frugal), propriety (behaving legally, ethically, and with due regard for the 

welfare of those involved and affected by the program), and accuracy (the evaluation is 

comprehensive and grounded in data).  

 
Ethics 

 

This project was submitted to the Montana State University Institutional Review 

Board and was given exempt status on March 7, 2019. Health Insurance Portability and 

Accountability Act (HIPAA) confidentiality and policies and procedures related to 
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confidentiality within the community mental health center were strictly observed. Data 

collected for this evaluation were all de-identified information since the start of the pilot 

yoga-CBT program.  

 
Defining the Purpose 

 

 This project was to retrospectively evaluate the pilot program at the community 

mental health center in central Montana that utilized yoga and CBT as a complementary 

treatment of MDD and GAD. Its purpose was to evaluate the implementation processes to 

assist in program planning and patient outcomes at the community mental health center. 

Given the significant need to incorporate complementary health approaches to treating 

MDD and GAD, as a future psychiatric/mental health Doctor of Nursing Practice 

professional, one of my goals is to be a clinical expert on a variety of treatment 

modalities for MDD and GAD. One way to accomplish this is by evaluating program and 

patient outcomes. If the pilot yoga and CBT program at the community mental health 

center showed promise, there was the potential to implement the program in satellite 

offices in other rural areas in Montana. In contrast, if the program was not successful, my 

goal was to understand the limitations and make recommendations for future programs.  

 
Steps of Program Evaluation 

 
 

Step One 

This first step involved engaging stakeholders. Stakeholders involved in this 

program included a DNP student, therapy supervisor, therapists involved in the program, 
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nursing staff co-facilitating the program, the Clinical Directors team, and Regional 

Management Team. 

 
Step Two 

This step involved describing the program, including how the program 

incorporated both the therapy and screening tools. This step also included looking at the 

need for the community and the target population for this group. It also involved 

determining the stage of development of the program.  

 
Step Three 

This step involved looking at the required resources for implementation of the 

program and the focus of outcomes. The outputs or direct products obtained from the 

program activities included the BDI and GAD-7. The changes, impact, and results of the 

yoga-CBT program implementation included short-term outcomes, intermediate 

outcomes, and long-term outcomes. This also included a logic model, which can visually 

show the link between activities and the outcomes (CDC, 2011).  

 
Step Four 

At this stage, credible evidence was gathered through the use of the BDI-I and 

GAD-7. The data collected were quantitative since the goal of this project was to look at 

the outcomes and outputs of the yoga-CBT pilot program.  

 The Beck Depression Inventory (BDI-I) is one of the most well-researched and 

widely used screening tools for depression in adults. This tool is a 21-item self-report 

inventory that measures characteristic attitudes and symptoms of depression (American 
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Psychological Association, n.d.). Each item is summed for a total score and the 

summated scores are interpreted as mild depression (10–19), moderate to severe 

depression (20–30), and severe depression (31 or higher). The BDI has a sensitivity and 

specificity with adult depressed outpatient of 100% and 96%, respectively. It has also 

shown adequate test-retest reliability and concurrent validity (0.77–0.9) (Edelstein et al., 

2010).  

 The Generalized Anxiety Disorder Scale-7 (GAD-7) is a seven-item, self-rated 

scale that was developed as a screening tool and severity indicator for GAD (Rutter & 

Brown, 2016). Each item is scored on a 0–3 scale with 0 = not at all sure, 1 = several 

days, 2 = over half the days, and 3 = nearly every day for each question. Individuals rate 

themselves over the last two weeks for how often they have been bothered by each of the 

seven items. Scores are interpreted as minimal anxiety (0–4), mild anxiety (5–9), 

moderate anxiety (10–14), and severe anxiety (15–21). The GAD-7 has a sensitivity of 

89% and specificity of 82% in adults in outpatient settings (Rutter & Brown, 2016). The 

GAD-7 has also shown adequate validity and reliability in outpatient settings as well as 

good criterion, factorial, and procedural validity (Rutter & Brown, 2016).  

 
Step Five 

In this step, the data were analyzed into meaningful, useful, and accessible 

information through the use of tables and graphs that were passed along to the 

stakeholders. Stakeholders were then given time for interpretation and review, which 

increased the transparency and validity of the conclusions. It was then decided whether 

this pilot program was sustainable or if changes should be made to the initial program to 
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be able to continue it and possibly start at other locations within the community mental 

health center.  

 
Step Six 

The final step encompasses the dissemination and sharing of the lessons learned. 

Once conclusions were drawn from the data, the DNP student disseminated the 

knowledge learned to the stakeholders and other interested parties in the organization. 

This included a presentation at the community mental health center to not only the 

stakeholders but also employees and interested consumers.  
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CHAPTER FIVE 

 
RESULTS 

 
 

Step One: Engaging Stakeholders 
 
 

 The DNP student involved the stakeholders for the evaluation of the yoga-CBT 

group. Stakeholders were identified as those individuals who had a vested interest in the 

program and who were directly affected by, or who could benefit from, the program 

(CDC, 2011). These individuals included the therapists who started the program, the 

therapy supervisor, nursing staff, the Clinical Directors team, the Regional Management 

Team, and the DNP student. Unfortunately, both therapists who developed the program 

quit working at the organization shortly after the completion of the nine-week pilot 

program. The therapist supervisor was involved in the planning for the pilot program and 

provided training and supervision to the therapists. Nursing staff was on-call for the 

group in case of any injuries or crisis intervention needed. The Clinical Directors team 

was involved in assessing and analyzing the outcomes of the program, while the Regional 

Management Team was involved in assessing the financial feasibility of the program. 

Finally, the DNP student was involved in the evaluation of the pilot program and 

disseminating results to the stakeholders.  

 
Step Two: Describe the Program 

 
 

A pilot program of yoga in combination with CBT was initiated at a community 

mental health center in Montana to offer an alternative treatment to individuals with 
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MDD and GAD. The initial program consisted of two therapists, one educated in CBT 

and another in yoga techniques. The type of yoga utilized in this group was Hatha Yoga, 

which is a beginner style of yoga that is easy for most individuals to follow. Elements of 

CBT were interwoven into the group process with an emphasis on staying in the present 

and focusing on the here-and-now, as opposed to the past. Groups lasted an hour long and 

were held on Wednesday afternoons in a conference room at the community mental 

health center. Sessions consisted of the therapists spending the first 45 minutes of the 

group with Hatha Yoga and the final 15 minutes on deep breathing and CBT techniques 

of staying in the moment. Referrals for the group came from psychiatrists and other 

therapists within the organization. The Beck Depression Inventory (BDI) and 

Generalized Anxiety Disorder Screening-7 (GAD-7) were administered to each 

participant in the program after each session was completed.  

 
Need 

 The goal of the yoga-CBT group was to provide a complementary technique for 

individuals who have depression or anxiety. In rural, central Montana, complementary 

health approaches are necessary to offer patients a more comprehensive and holistic 

treatment for their mental illness. Montana has some of the highest rates of depression 

and suicide in the country. About 4.7% of all adults in Montana have a serious mental 

illness (SAMHSA, 2015) while less than half (47.5%) of those who identified as having a 

serious mental illness in Montana received treatment (SAMHSA, 2015). Of those that 

received mental health treatment in Montana, only about 62.1% reported improved 

functioning as a result of their treatment (SAMHSA, 2015). These data underscore the 
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importance of incorporating complementary health programs like yoga-CBT, but also 

why it is necessary to make sure that these programs are implemented correctly.  

 
Target Population 

 The yoga-CBT group was opened to adults aged 18 to 64 years who had a 

diagnosis of major depressive disorder or generalized anxiety disorder. The group was 

not limited by gender and was open for both men and women to attend. Group 

participation did not exclude individuals who were currently on antidepressant and/or 

anti-anxiety medication. The group was also targeted for those individuals who wanted to 

have better physical health, but may not have been aware of how to achieve this on their 

own.  

 
Step Three: Focus the Evaluation 

 
 
Required Resources 

 Resources that were utilized for the implementation of this program included a 

therapist who was well versed in CBT techniques, and a yoga instructor who was also a 

therapist and understood the client population and Hatha Yoga techniques. Staff nurses 

provided support for the group therapy. Advertisements were posted in January, 2018, for 

the groups to start in March, 2018. Advertisements consisted of a one-page paper that 

was put up around the community mental health center. Information was given about the 

group when inquired, but was not offered to patients due to low buy-in from other 

frontline therapists.  
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 There were three individuals who signed up for the pilot program, which was 

considered financially feasible for the community mental health center. After the first two 

weeks, one of the participants chose not to participate any longer. However, the group 

continued despite running at a loss for the community mental health center.  

 
Activities 

 The activities involved in this program included Hatha Yoga and cognitive 

behavioral therapy. Hatha Yoga is one of the most practiced types of yoga in North 

America and is intended to create physical and emotional balance between the body and 

the mind (Forfylow, 2011). This type of yoga is a contemporary practice that involves 

concentrated breath work through a variety of standing, seated, and balancing postures 

followed by forms of twists and backbends or inversions, and then ends with a relaxation 

or meditation posture (Forfylow, 2011). The mechanism of yoga is thought to invoke the 

relaxation response, as well as, an endogenous, coordinated response that arouses the 

autonomic nervous system and activates the hypothalamic pituitary axis, thereby 

reducing fight-or-flight response (Khalsa et al., 2015). Hatha Yoga also uses meditation, 

which involves relaxing control of attention, which has direct effects on cognition by 

reducing the ruminative and mind-wandering activity in which the brain is engaged 

(Khalsa et al., 2015).  

 Cognitive behavioral therapy involves a goal-focused, directive approach that is 

often supplemented with worksheets and other structured assignments. Cognitive 

behavioral therapy emphasizes the individual’s personal impact of their dysfunctional 

thought processes and beliefs and then teaches them to detect internal and external cues, 
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and employ strategies that will enable them to better manage their psychological and 

physical symptoms of anxiety and depression (Khalsa et al., 2015).  

 
Outputs 

 It was anticipated that the implementation of a yoga-CBT group would have 

benefits not only to the individuals who were involved in the program, but also to the 

organization. As the number of participants in the group increased, there should have 

been recognizable outputs in clients’ outcomes and financial outcomes for the community 

mental health center.  

 
Anticipated Outcomes 

 The focus of outcomes was on improvement in the client’s anxiety and depression 

severity scores on the BDI screening and the GAD-7 screening that were administered to 

the clients after each session of yoga-CBT.  

 
Logic Model 

 Logic models are often used in evaluations to visually show the link between 

activities and the intended outcomes of the evaluation (CDC, 2011). The elements of a 

logic model include inputs, activities, outputs, outcomes, and the intended impact of a 

program (CDC, 2011). Inputs are all the resources that are necessary for program 

implementation, activities include the actual interventions that the program implements, 

outputs are the direct products obtained as a result of the program activities, and 

outcomes are the changes or results of the program implementation (CDC, 2011).  



32 
 

 

 The logic model in Table 1 is a condensed version of the focus of the yoga-CBT 

program and serves as a visual representation of the goals of the program. This model is 

intended to be read down not across.  

 
Table 1. Logic Model 

Inputs Activities Outputs Outcomes Impact 
• Therapist 

knowledgeabl
e about CBT 
techniques 

• Hatha 
Yoga  

• Increase 
in clients 
coming 
into the 
organizat
ion in the 
form of 
referrals 

• Improvement 
in depression 
scores on the 
BDI-I 

• Improvement 
in the 
client’s 
health and 
day-to-day 
functioning 

• Therapist/yoga 
instructor 
certified in 
yoga 
techniques 

• Cognitive 
behavioral 
therapy 

 • Improvement 
in anxiety 
scores on the 
GAD-7 

 

• Nursing 
support 

    

 

Step Four: Gathering Credible Evidence 
 
 
 Credible evidence was gathered by the DNP student and assessed. Scores from 

the BDI screening and the GAD-7 screen were inserted into a table and graphed to show 

results (See Tables 2 and 4 and Figures 1 and 2).  

 
Table 2. Beck Depression Inventory-I Results 

Beck Depression Inventory - I  

  P1 P2 P3 

WEEK 1 5 22 35 
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Table 2. Beck Depression Inventory-I Results Continued 
WEEK 2 7 13 35 

WEEK 3 - 12 31 

WEEK 4 - 12 28 

WEEK 5 - 11 28 

WEEK 6 - 13 30 

WEEK 7 - 15 30 

WEEK 8 - 10 38 

WEEK 9 - 10 38 

P1 = Participant 1; P2 = Participant 2; P3 = Participant 3 

 
Figure 1. Beck Depression Inventory-I Graph Results 

 
P2 = Participant 2; P3 = Participant 3 

 
 
 
 
 

0

5

10

15

20

25

30

35

40

WEEK 1 WEEK 2 WEEK 3 WEEK 4 WEEK 5 WEEK 6 WEEK 7 WEEK 8 WEEK 9

Beck Depression Inventory

P2 P3



34 
 

 

Table 3. GAD-7 Results 
GAD-7 

  P1 P2 P3 

WEEK 1 5 16 10 

WEEK 2 7 7 10 

WEEK 3 - 9 7 

WEEK 4 - 9 15 

WEEK 5 - 3 11 

WEEK 6 - 7 13 

WEEK 7 - 9 13 

WEEK 8 - 8 13 

WEEK 9 - 8 13 

P1 = Participant 1; P2 = Participant 2; P3 = Participant 3 

 
Figure 2. GAD-7 Graph Results 
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Step Five: Drawing Conclusions 
 
 

Stakeholders were invited to a meeting to discuss the evaluation of the pilot yoga-

CBT program. The stakeholder group consisted of three members compared to the 

original number of nine members. The reduction in stakeholders was primarily due to 

individuals departing from the community mental health center as employees. Benefits 

and limitations of the pilot yoga-CBT program were discussed with the stakeholders and 

are outlined in Chapter Six of this scholarly paper.  

 
Data Analysis 

 The data from the BDI and GAD-7 were presented to the stakeholders. Participant 

1 dropped out of the program after the first two session for unknown reasons. Participants 

2 and 3 completed the nine-week program. As displayed in Figures 3 and 5, there does 

not visually appear to be much improvement in either depression or anxiety severity 

scores for the two participants who completed the program. Indeed, Participant 3’s BDI 

scores went up toward the end of the program. This was explained by one of the 

therapists that the client had a death in the family toward the end of the group, which may 

have contributed to the spike in her week-eight BDI scores. Both Participants 2 and 3 had 

a small decrease in anxiety severity scores. The number of participants in the program 

was too small to make any conclusions about how the program influences depression and 

anxiety.  
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Step Six: Sharing of Lessons Learned 
 
 

Information regarding the viability of the yoga-CBT program was disseminated to 

the appropriate stakeholders, as well as other interested individuals within the community 

mental health center, in the form of an oral presentation. Considering the number of 

limitations with the pilot program, recommendations on how to improve the 

implementation of programs within the community mental health center were offered.  
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CHAPTER SIX 

 
DISCUSSION 

 
 

Lessons Learned 
 
 

The purpose of this project was to retrospectively evaluate the pilot program at a 

community mental health center in central Montana that utilized yoga and CBT for the 

treatment of MDD and GAD. Given the significant need to incorporate complementary 

approaches to treating MDD and GAD, as a future psychiatric/mental health Doctor of 

Nursing Practice professional, one goal is to be a clinical expert on a variety of treatment 

modalities for MDD and GAD. Even though the number of participants in the program 

was too small to make any conclusions about the role the program plays in depression or 

anxiety severity scores, there were several lessons learned from the limitations of this 

pilot program.  

 
Limitations 

 
 

 This retrospective evaluation revealed several limitations in an initial pilot yoga-

CBT program. First, there was a lack of advertising about the program, which severely 

limited the number of clients who signed up for the group. The therapists put up posters 

around the community mental health center, but did not talk with the various departments 

so that referrals could be made. They also did not do any outside advertising of the group 

(i.e., newspaper or radio) that could have brought in clients who were not part of the 

community mental health center. This could have allowed for more clients to join this 
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initial pilot which could have provide more evidence about the effectiveness of the 

program.  

 The second limitation with the program was the lack of oversight from the 

therapists’ supervisor and a lack of buy-in from other therapists and providers at the 

community mental health center. This program was put together by two relatively new 

therapists who were practitioners-in-training (PITs), which may have contributed to the 

lack of buy-in as the idea of yoga-CBT may not have been fully embraced by the 

therapists and administrators. They were not seasoned in cognitive behavioral therapy, 

but did have exposure and education about this type of therapy in school and in some of 

their training hours. With more supervision and training from their supervisor and more 

buy-in from administration and their colleagues, the program may have been more 

successful.  

 A third limitation was in the sample of individuals attending the yoga-CBT group. 

There were not enough members that came regularly to get a good idea whether this 

program was having its intended effects or not. Also, the length of this pilot program was 

not sufficient to get an accurate idea of potential benefits. The review of literature 

revealed that most programs that had positive effects were 12 weeks or longer, whereas 

this program was only nine weeks. In addition, attrition was also a factor in the 

limitations of this study as one third of the participants dropped out. Due to the extremely 

small sample size (n = 3), this made analyzing these results difficult.  

 A fourth limitation was due to the organizational issues and changes that took 

place during the pilot program. The community mental health center also went through a 
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number of staffing changes that resulted in the two therapists that ran the program leaving 

shortly after the program ended, the therapy supervisor also left the organization, and the 

organization itself went through a restructuring that changed to whom the final results of 

the evaluation were reported. 

Finally, the length of time that it took to complete this project was too long from 

start to finish. The pilot program ended in the spring of 2017 and this evaluation is being 

completed in the fall of 2019. In order to make changes in an organization and have them 

be effective, this process needs to be more timely.  

 
Future Recommendations/Considerations 

 
 

 To learn from this pilot program and make necessary changes to how pilot 

programs are started and established at a community mental health center, it will first be 

important to conduct a thorough review of the literature. Learning from prior projects and 

how those have been done and how each of these were successful or not is important in 

not making the same mistakes that others have made and to learn what makes a 

successful program.  

 From here, it would be necessary to create a group of stakeholders who have 

interest and are excited about the start of a new program. This group would then be 

charged with making changes and asking the tough questions before the program is 

started and tested on clients. The stakeholders may also find it necessary to do a budget 

analysis of a new program to make sure that it is financially responsible to the 

organization. The stakeholders would also be responsible for making sure that the 
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employees who are implementing the program have guidance throughout the program, 

not just at the beginning and the end.  

 In order to give the program its best chance for success, it is also recommended 

that advertising for the program start at least two to three months in advance of the 

program’s start date and that some outside advertising be employed (i.e., newspaper or 

radio) in addition to advertising within the organization, and making sure that all 

departments are aware of the start of a new program. This will allow for not only current 

clients, but also consumers from outside the organization to take part in the program. 

Advertising will also increase referrals, both internally and externally, for an 

organization. As other providers in the community hear about the programs that the 

organization is starting or maintaining, this will remind them of the organization and 

prompt them to suggest to clients to come for services.  

Financial responsibility is also important for the start of a pilot program in a 

community mental health center. As finances are always an issue, it is important to stick 

with the budget analysis that is done by the stakeholders. This will include the minimum 

number of participants in the program. The program should also make sure that there is 

some accountability for attrition and have more than the minimum number of 

participants, which would give better data for outcomes as well as be financially 

responsible.  
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Outcomes 
 
 

The community mental health center stakeholders were excited to hear about the 

results and limitations of the pilot program and decided to make changes to how they 

implement programs. They decided not to keep the yoga-CBT program, but did have 

ideas about other programs or expanding programs. The community mental health center 

brought in consultants to help with strategic planning and implementation of new 

programs. The goal was to start programs that have strategic and financial benefits to a 

rural community. Once the strategic plan was in place, a subcommittee of senior 

leadership was started to be the stakeholders in program implementation.  

 
Implications for Psychiatric Mental Health Nursing 

 
 

 Program implementation needs to be effective in order for complementary 

programs like yoga-CBT to have an effect on individuals with mental illness. When 

programs are unsuccessful or do not reach a large enough population due to poor program 

planning or implementing, the programs are cut from organizations. There need to be 

complementary treatments available for individuals who do not respond fully to 

treatments of psychotherapy or psychopharmacology and thus, careful planning of 

programs that offer complementary modalities should be considered. As a future DNP, it 

is important to understand how an organization can fail when implementing a program 

and help guide program implementation so that outcomes can be achieved.  

 

  



42 
 

 

 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

REFERENCES CITED 

  



43 
 

 

American Medical Association. (2017). Fee schedule for community/private mental 
health centers. Retrieved from https://medicaid.ms.gov/wp-
content/uploads/2014/03/CommunityMentalHealthCenter.pdf  

 
American Psychiatric Association. (2013). Diagnostic and Statistical Manual of Mental 

 Disorders (5th ed.). Arlington, VA: American Psychiatric Association.  
 
American Psychological Association. (n.d.). What is cognitive behavioral therapy? 

Retrieved from https://www.apa.org/ptsd-guideline  
 
American Psychological Association. (n.d.). Beck depression inventory. Retrieved from  

https://www.apa.org/pi/about/publications/caregivers/practice-
settings/assessment/tools/beck-depression  

 
Anxiety and Depression Association of America. (n.d.). Facts and statistics. Retrieved 

from https://adaa.org/about-adaa/press-room/facts-statistics  
 
Balasubramaniam, M., Telles, S., & Doraiswamy, P. M. (2013). Yoga on our minds: A 

systematic review of yoga for neuropsychiatric disorders. Frontiers in Psychiatry, 
25(3), 117–133. doi: 10.3389/fpsyt.2012.00117. 

 
Centers for Disease Control and Prevention. (2011). Developing an effective evaluation 

plan. Atlanta, GA: Centers for Disease Control and Prevention. Retrieved from 
https://www.cdc.gov/obesity/downloads/cdc-evaluation-workbook-508.pdf  

 
Centers for Disease Control and Prevention. (2014). Depression in the US household 

population, 2009–2012. Retrieved from 
https://www.cdc.gov/nchs/data/databriefs/db172.htm  

 
Edelstein, B. A., Drozdick, L. W., & Ciliberti, C. M. (2010). Assessment of depression 

and bereavement in older adults. In P. A. Lichtenberg (Eds.), Handbook of 
assessment in clinical gerontology (2nd ed.) (pp. 3–43). Burlington, MA: Elsevier.  

 
Falsafi, N. (2016). A randomized controlled trial of mindfulness versus yoga: Effects on  

depression and/or anxiety in college students. Journal of the American 
Psychiatric Nurses Association, 22(6), 483–497. doi: 
10.1177/1078390316663307.  

 
Faravelli, C., Scarpato, M. A., Castellini, G., & Lo Sauro, C. (2013). Gender differences 

in depression and anxiety: The role of age. Psychiatry Research, 210, 1301–1303. 
doi: 10.1016/j.psycres.2013.09.027.  

 



44 
 

 

Forfylow, A. L. (2011). Integrating yoga with psychotherapy: A complementary 
treatment for anxiety and depression. Canadian Journal of Counselling and 
Psychotherapy, 45(2), 132–150.  

 
Gaiswinkler, L., & Unterrainer, H. F. (2016). The relationship between yoga 

involvement, mindfulness, and psychological well-being. Complementary 
Therapies in Medicine, 26, 123–127. doi: 10.1016/j.ctim.2016.03.011.  

 
Josefsson, T., Lindwall, M., & Archer, T. (2014). Physical exercise intervention in 

depressive disorders: Meta-analysis and systematic review. Scandinavian Journal 
of Medicine and Science in Sports, 24(2), 259–272. doi: 10.1111/sms.12050.  

 
Khalsa, M. K., Greiner-Ferris, J. M., Hofmann, S. G., & Khalsa, S. S. (2015). Yoga-

enhanced cognitive behavioral therapy (Y-CBT) for anxiety management: A pilot 
study. Clinical Psychology and Psychotherapy, 22(4), 364–371. doi: 
10.1002/cpp.1902.  

 
Kinser, P. A., Bourguignon, C., Whaley, D., Hauenstein, E., & Taylor, A. G. (2013). 

Feasibility, acceptability, and effects of gentle hatha yoga for women with major 
depression: Findings from a randomized controlled mixed-method study. Archives 
of Psychiatric Nursing, 27, 137–147. doi: 10.1016/j.apnu.2013.01.003.  

 
Kinser, P. A., Elswick, R. K., & Kornstein, S. (2014). Potential long-term effects of a 

mind-body intervention for women with major depressive disorder: Sustained 
mental health improvements with a pilot yoga intervention. Archives of 
Psychiatric Nursing, 28, 377–383. doi: 10.1016/j.apnu.2014.08.014.  

 
Kvam, S., Kleppe, C. L., Nordhus, I. H., & Hovland, A. (2016). Exercise as a treatment 

for depression: A meta-analysis. Journal of Affective Disorders, 202, 67–86. doi: 
10.1016/j.jad.2016.03.063.  

 
Lang, A. J. (2013). What mindfulness brings to psychotherapy for anxiety and 

depression. Depression and Anxiety, 30, 409–412. doi: 10.1002/da.22081.  
 
de Manincor, M., Bensoussan, A., Smith, C. A., Barr, K., Schweickle, M., Donoghoe, L,  

… & Fahey, P. (2016). Individualized yoga for reducing depression and anxiety, 
and improving well-being: A randomized controlled trial. Depression and 
Anxiety, 33, 816–828. doi: 10.1002/da.22502.  

 
Martin, B. (2019). In-depth: Cognitive behavioral therapy. Psych Central. Retrieved from  

https://psychcentral.com/lib/in-depth-cognitive-behavioral-therapy/  
 
Masters, K. (2015). Nursing theories: A framework for professional practice. Burlington, 

MA: Jones & Bartlett Learning.  



45 
 

 

Mayo Clinic. (2018a). Anxiety disorders. Retrieved from  
https://www.mayoclinic.org/diseases-conditions/anxiety/symptoms-causes/syc-
20350961  

 
Mayo Clinic. (2018b). Depression (major depressive disorder). Retrieved from  

https://www.mayoclinic.org/diseases-conditions/depression/symptoms-
causes/syc-20356007  

 
McGee, K. (2018). 11 types of yoga: A breakdown of the major styles. Mind Body Green.  

Retrieved from https://www.mindbodygreen.com/articles/the-11-major-types-of-
yoga-explained-simply  

 
MentalHealth.org. (n.d.). Generalized anxiety disorder. Retrieved from  

https://www.mentalhealth.org/what-to-look-for/anxiety-disorders/generalized-
anxiety-disorder  

 
Montana Department of Public Health & Human Services. (2017). Montana state health 

assessment: A report on the health of Montanans. Retrieved from 
https://dphhs.mt.gov/Portals/85/ahealthiermontana/2017SHAFinal.pdf  

 
National Center for Complementary and Integrative Health. (n.d.). Complementary, 

alternative, or integrative health: What’s in a name. Retrieved from 
https://nccih.nih.gov/health/integrative-health  

 
Oxford Dictionary. (2019). Yoga. Retrieved from 

https://www.lexico.com/en/definition/yoga  
 
Pender, N. J., Murdaugh, C. L., & Parsons, M. A. (2015). Health promotion in nursing 

practice. Upper Saddle River, NJ: Pearson.  
 
Petiprin, A. (2016). Health promotion model-nursing theory. Retrieved from  

http://www.nursing-theory.org/theories-and-models/pender-health-promotion-
model.php  

 
Prathikanti, S., Rivera, R., Cochran, A., Tungol, J. G., Fayazmanesh, N., & Weinmann, 

E. (2017). Treating major depression with yoga: A prospective, randomized, 
controlled pilot trial. PLoS One, 12(3), 1–36. doi: 10.1371/journal.pone.0173869.  

 
Rutter, L. A., & Brown, T. A. (2017). Psychometric properties of the generalized anxiety 

disorder scale-7 (GAD-7) in outpatients with anxiety and mood disorders. Journal 
of Psychopathology and Behavioral Assessment, 39, 140–146. doi: 
10.1007/s10862-016-9571-9.  

 



46 
 

 

Schuver, K., & Lewis, B. A. (2016). Mindfulness-based yoga intervention for women 
with depression. Complementary Therapies in Medicine, 26, 85–91. doi: 
10.1016/j.ctim.2016.03.003.  

 
Sleet, D., Branscum, P., & Knowlden, A. (2017). Advancing theory in health promotion 

and community health. Family and Community Health, 40(1), 1–2. doi: 
10.1097/FCH.0000000000000138. 

 
Stahl, S. M. (2013). Stahl’s essential psychopharmacology: Neuroscientific basis and 

practical applications (4th Ed.). Cambridge, UK: Cambridge University Press.  
 
Streeter, C. C., Gerbarg, P. L., Whitfield, T. H., Owen, L., Johnston, J., Silveri, M. M., … 

& Jensen, J. E. (2017). Treatment of major depressive disorder with iyengar yoga 
and coherent breathing: A randomized controlled trial. The Journal of Alternative 
and Complementary Medicine, 23(3), 201–207. doi: 10.1089/acm.2016.0140.  

 
Streeter, C. C., Whitfield, T. H., Owen, L., Rein, T., Karri, S. K., Yakhkind, A., … & 

Jensen, E. (2010). Effects of yoga versus walking on mood, anxiety, and brain 
GABA levels: A randomized controlled MRS study. The Journal of Alternative 
and Complementary Medicine, 16(11), 1145–1152. doi: 10.1089/acm.2010.0007.  

 
Substance Abuse and Mental Health Services Administration. (n.d.). Depression. 

Retrieved from https://www.samhsa.gov/treatment/mental-disorders/depression  
 
Substance Abuse and Mental Health Services Administration (SAMHSA). (2015). 

Behavioral health barometer: Montana, 2015. Retrieved from 
https://www.samhsa.gov/data/sites/default/files/2015_Montana_BHBarometer.pdf  

 
Uebelacker, L. A., & Broughton, M. K. (2016). Yoga for depression and anxiety: A 

review of published research and implications for healthcare providers. Rhode 
Island Medical Journal, 99(3), 20–22.  

 
Uebelacker, L. A., Tremont, G., Gillette, L. T., Epstein-Lubow, G., Strong, D. R., 

Abrantes, A. M., … & Miller, L. W. (2017). Adjunctive yoga versus health 
education for persistent major depression: A randomized controlled trial. 
Psychological Medicine, 47, 2130–2142. doi: 10.1017/S0033291717000575.  

 
Vorkapic, C. F., & Range, B. (2014). Reducing the symptomatology of panic disorder: 

The effects of a yoga program alone and in combination with cognitive-
behavioral therapy. Frontiers in Psychiatry, 5, 177–192. doi: 
10.3389/fpsyt.2014.00177.  

 
Wade, A. G. (2012). The economic burden of anxiety and depression. Medicographia, 

34, 300–306.  



47 
 

 

Walters, K., Buszewicz, M., Weich, S., & King, M. (2011). Mixed anxiety and 
depressive disorder outcomes: Prospective cohort study in primary care. The 
British Journal of Psychiatry, 198(6), 472–478. doi: 10.1192/bjp.bp.110.085092.  

 
World Health Organization. (2016). Investing in treatment for depression and anxiety 

leads to fourfold return. Retrieved from http://www.who.int/en/news-
room/detail/13-04-2016-investing-in-treatment-for-depression-and-anxiety-leads-
to-fourfold-return  

 
Wu, F., & Fang, Y. (2014). Comorbidity of depressive and anxiety disorders: Challenges 

in diagnosis and assessment. Shanghai Archives of Psychiatry, 26(4), 227–231. 
doi: 10.3969/j.issn.1002-0829.2014.04.006.  

 
Zhou, Y., Cao, Z., Yang, M., Xi, X., Guo, Y., Fang, M., … & Du, Y. (2017). Comorbid 

generalized anxiety disorder and its association with quality of life in patients 
with major depressive disorder. Scientific Reports, 7, 1–22. Retrieved from 
https://www.nature.com/articles/srep40511  

 

 

  



48 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

APPENDIX A 
 
 

INSTITUTIONAL REVIEW BOARD APPROVAL LETTER 
 
 



49 
 

 

 
 
 


