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Abstract

Background: Pregnant women with major depressive disorder (MDD) report that psychotherapy is a more
acceptable treatment than pharmacotherapy. However, although results of several studies suggest that psycho-
therapy is an effective treatment for pregnant women, logistical barriers—including cost and traveling for weekly
visits—can limit real-world utility. We hypothesized that computer-assisted cognitive behavior therapy (CCBT)
would be both acceptable and would significantly decrease depressive symptoms in pregnant women with MDD.
Methods: As a preliminary test of this hypothesis, we treated 10 pregnant women with MDD using a stan-
dardized CCBT protocol.
Results: The pilot results were very promising, with 80% of participants showing treatment response and 60%
showing remission after only eight sessions of CCBT.
Conclusion: A larger, randomized controlled trial of CCBT in pregnant women with MDD is warranted.

Introduction

Depression during pregnancy, referred to here after as
antenatal depression (AD), affects 10%–15% of preg-

nant women, making it a national health issue of vital im-
portance.1–3 With roughly four million births each year in
the United States, about 500,000 pregnancies are exposed to
depression per year. The impact to the mother can be dev-
astating as up to 3% of all pregnant women and 30% of
depressed pregnant women report suicidal ideation.4,5 The
infant is also at risk as in untreated women, antenatal
depressive symptoms have been linked to serious adverse
birth outcomes6 such as preterm birth,7,8 lower birth
weight,9,10 pre-eclampsia,11 and abnormal infant neuroen-
docrine development,12 which all have significant long-term
health and economic impacts. Beyond the immediate post-
partum period, AD continues to have a negative health
impact, as it has been associated with impairment in maternal–
fetal attachment and abnormal child development.13,14 De-
spite the importance of recognizing and treating AD, less
than half of pregnant women receive appropriate care.15

Pregnant women report several barriers to accessing proper
mental health treatment, including stigma, poor access to
mental health care, a lack of time and obstetric provider
training, transportation, money, and childcare.16,17 Further-
more, with mounting evidence suggesting that antidepres-

sants may adversely affect fetal health,18 perinatal women
are reluctant to consider antidepressant treatment with anti-
depressant acceptability rates only between 10%–20% dur-
ing pregnancy.19,20 Based on these reported barriers and a
reluctance to try medication, the ideal treatment during
pregnancy would be a short-term, easy-to-access alternative
to pharmacologic antidepressant treatments.

Psychotherapy, the main nonpharmacologic treatment
prescribed for depression, has limited data in pregnancy de-
spite its high acceptability among this patient population.17,21

The largest study of psychotherapy for AD was a randomized
controlled trial of 12 weeks of interpersonal psychotherapy or
a parenting education class which found that both interven-
tions were equally effective (41.9% vs. 48.6% remission
rates).22 Cognitive behavioral therapy (CBT) for AD has
been associated with better infant orientation, engagement
and emotional regulation in women with improvement in
their depression symptoms.23 CBT has been studied more
extensively for postpartum depression,21 and computer-based
interventions for postpartum depression that involved per-
sonal coach calls24 or weekly phone call support25 signifi-
cantly improved symptoms. Modified CBT for women with
AD has been attempted in two pilot studies.26,27 Burns et al.
(2013) treated 18 pregnant, depressed women with modified
CBT and 18 with treatment as usual (TAU). More women in
the intervention group (68.7%) no longer met criteria for
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depression compared with the TAU group (38.5%) at 15
weeks post randomization. In the population of low-income
women recruited for the second study, results of the inter-
vention were positive but intensive resources were needed to
get women to attend sessions (an average of 2.3 session at-
tendance was achieved). To address the issue of limited re-
sources and access of psychotherapy for pregnant women with
depression, we hypothesized that computer-assisted cognitive
behavior therapy (CCBT) would be an optimal psychotherapy
option for this special population.28 CCBT uses a multimedia
program integrated with abbreviated therapy with a clini-
cian.29 In nonpregnant populations, CCBT has shown similar
efficacy to the standard form of CBT as well as a high com-
pletion rate.30,31 We conducted a standardized case series of
CCBT in pregnant women with antenatal depression to
evaluate the acceptability and impact on symptom severity.

Methods

Subjects

Eligible women were 18–49 years old, 10–32 weeks ges-
tational age by last menstrual period, with a Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition
(DSM-IV) diagnosis of major depressive disorder (MDD)
based on the Structured Clinical Interview for DSM-IV
(SCID-I).32 Women were recruited from the Penn Center for
Women’s Behavioral Wellness through advertising and re-
ferrals. Subjects were allowed to be on psychotropic medi-
cations, but the dose had to be stable for 1 month prior to
admission, and concurrent psychotherapy was not allowed. A
Hamilton Depression Rating Scale (HAM-D-17)33 score ‡ 14
was required for study admission. Participants with comorbid
anxiety disorders were allowed as long as it was determined
by clinical interview that the primary diagnosis was MDD.
Exclusion criteria included the presence of a known abnor-
mality in the fetus; severe or poorly controlled concurrent
medical disorders that may cause depression or require
medication that could cause depressive symptoms; drug or
alcohol abuse history within the previous 12 months; Mini
Mental State Examination score < 27; lifetime diagnosis of
attention deficit hyperactivity disorder, learning disorder,
borderline personality disorder, antisocial personality disor-
der, or paranoid personality disorder; lifetime history of
psychotic disorder, including schizophrenia, schizoaffective
disorder, major depression with psychotic features, and bi-
polar disorder; previous failure to respond to a trial of at least
8 weeks of CBT conducted by a certified therapist; and active
suicidal ideation requiring hospitalization.

Study overview

This single-site study was approved by the University of
Pennsylvania Institutional Review Board. All subjects signed
an informed consent document before undergoing any study
procedures. All clinician ratings were done by a trained,
blinded rater unaware of study procedures or the hypothesis.
Ratings were done at study admission, after sessions four and
eight and 3 months after study treatment completion.

Treatment

CCBT consisted of eight sessions over 6–8 weeks (*3.75
total hours of direct therapist contact) (Fig. 1). There was an

initial 50-minute session with a therapist followed by a ses-
sion of approximately 25–35 minutes with the computer
software ‘‘Good Days Ahead (GDA): The Multimedia Pro-
gram for Cognitive Therapy.’’29 Subsequent CCBT visits
began with a 25-minute session with the clinician, followed
by a computer session. GDA provides a learning environment
that quickly familiarizes users to the basic principles of CBT.
They are able to see videos of individuals using CBT skills to
cope with depression, access a library of CBT exercises, and
perform these exercises as ‘‘homework’’ between therapist
sessions. The program is divided into six modules (Basic
Principles, Identifying Thoughts, Labeling Thoughts, Mod-
ifying Thoughts, Taking Action, Step by Step, Changing
Schemas, and Putting It All Together) that cover the core
concepts and procedures of CBT for depression. Patients may
repeat sections as desired. Patients rate their levels of de-
pression and anxiety on 0–10 point scales each time they start
or end a session. Feedback on improvement is shown on
colorful graphs. A two-password access system is used to
protect confidentiality of subject data. There were two cli-
nicians who were very experienced cognitive behavioral
therapists, specifically trained in the use of the CCBT pro-
gram. Clinician sessions included agenda setting and mood
check, brief review of the patient’s experiences with the
multimedia program, review of how the patient utilized CBT
skills in the past week, and orientation to the next session’s
content. A specific portion of the computer program was
assigned after the initial session and for the next session.
Previous research has shown that patients typically complete
all modules of the software in eight sessions.30 Participants
had the option of completing their assigned exercises at home
during the week or following their in-office session with the
clinician. The CCBT program used was not tailored specifi-
cally for pregnant women.

Feasibility and outcome assessments

Acute phase. An experienced, blinded evaluator as-
sessed participants pretreatment and after sessions 4 and 8,
and again at three months after completion of therapy. Eva-
luations were conducted without knowledge of the type of
intervention being tested or the hypothesis of the study.

Session Computer
content

Computer
Time

(minutes)

Therapist
Time

(minutes)

1 (week 1) Basic principles 25 50

2 (week 1) Identifying thoughts 30 25

3 (week 2) Labeling thoughts 30 25

4 (week 2) Modifying thoughts 25 25

5 (week 3) Taking action 30 25

6 (week 4) Step by step 35 25

7 (week 5) Changing schemas 25 25

8 (week 6) Putting it together 25 25

Total 225 225

FIG. 1. Computer-assisted cognitive behavioral therapy
schedule of therapy.
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Response at study endpoint was defined by (a) at least a 50%
reduction in the HAM-D-17 score from the subject’s pre-
treatment score, and (b) a HAM-D-17 score £ 10. Re-
sponders who ended treatment with a HAM-D-17 score of
7 or less were said to have achieved remission. We tracked
completion of each session, medication compliance, con-
sumer satisfaction, and willingness to try CCBT through a
treatment diary that asked subjects to indicate adherence such
as when they had a scheduled session with their provider and
whether they kept that session. All participants completed the
Patient Attitudes and Expectations Scale (PAES) pre-, mid-
and post-treatment. Developed for use in the National
Institute of Mental Health Treatment of Depression Colla-
borative Research Program and modified for the current study
to include additional items assessing participant’s prefer-
ences for use of computer-assigned learning paradigms, the
PAES enabled us to consider the participant’s perceptions
about depression and its treatment in relation to their subse-
quent outcome. A priori questions 6, 7, and 9 of the PAES
were picked as secondary outcomes. Questions 6 asks,
‘‘What is your attitude toward talking with a therapist/
counselor as treatment for your problem?’’ and is rated be-
tween 1 (very positive) and 7 (very negative). Question 7
asks, ‘‘What is your attitude toward taking medication as
treatment for your problems?’’ and is rated between 1 (very
positive) and 7 (very negative). Question 9 asks, ‘‘Overall,
how much improvement do you expect to experience as a
result of treatment?’’ and is rated between 1 (not at all) to 7
(great amount). Participants also completed the Beck De-
pression Inventory34 (BDI), Beck Anxiety Inventory35 (BAI),
and the Edinburgh Postnatal Depression Scale36 (EPDS) at
each assessment point. The Global Assessment of Func-
tioning37 (GAF) and the Inventory of Interpersonal Pro-
blems38 were completed at each assessment point. These
measures were included to assess improvement in function-
ing in global, social, and interpersonal domains. In addition,
all participants completed the self-report Quality of Life
Enjoyment and Satisfaction Questionnaire39 pre- and post-
treatment.

Structured longitudinal follow-up. All participants were
scheduled to return for follow-up evaluations at 3 months
after completion of therapy, as well as for more urgent in-
terim evaluations if they were experiencing a symptom ex-
acerbation.

Statistical methods

Descriptive analysis for both aims included graphical as-
sessment of continuously measured factors using box plots,
histograms, etc. to assess distributional assumptions. Fre-
quency distributions were computed for categorical data,
while means, medians, and standard deviations were com-
puted for continuous data. Treatment adherence was assessed
by number of sessions attended and minutes spent on the
computer program. We explored whether participant demo-
graphics or pretreatment attitudes and expectations differed
between treatment responders and nonresponders using chi-
square and independent sample t-tests. In addition, we com-
pared consumer satisfaction and willingness to try CCBT
versus other treatment modalities prior to and after CCBT
using paired sample t-tests. Satisfaction was assessed using

the PAES. HAM-D scores at baseline and endpoint were
compared using paired sample t-tests. Change in HAM-D
score was assessed with linear regression, which examines the
score at endpoint while adjusting for baseline levels. This
allowed us to assess whether improvement in HAM-D is
different for women who have higher scores at baseline (se-
verely depressed), compared to women who are moderate or
mild. The influence of demographic factors on the results was
investigated; however, the study was only powered to identify
large differences.

Results

Subject characteristics

A total of 23 women signed written, informed consent for
participation and 12 were found to be eligible for study
participation after completing the assessments (Fig. 2).
Twelve women initiated treatment and ten women completed
all treatment visits. Demographic characteristics of the 12
subjects are shown in Table 1. Eight women were in their
second trimester at admission and four were in the third tri-
mester. Eight women were primigravidas. Only one subject
was on psychiatric medication during the study for treatment
resistant depression. She had no change in her medication for
at least 4 weeks prior to study entry. Three women had a
history of previous psychiatric hospitalizations, and none of
the women reported drug, alcohol, or tobacco use during

23 subjects signed consent
after completing a
telephone screen 

3 withdrawn
1 delivered 
1 Mini Mental State 
Examination that was 
ineligible 
1 reported too much study 
paperwork 

4 ineligible 
2 psychosis 
1 panic disorder 
1 GAD

16 subjects
completed
admission visit

4 lost to follow-up

12 subjects completed
treatment #1 

1 dropped out after
treatment #1

1 delivered after treatment
#5

10 subjects completed
all treatment sessions 

FIG. 2. Study subject flow chart. GAD, generalized an-
xiety disorder.
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pregnancy. Married subjects had mean higher baseline EPDS
scores compared to nonmarried subjects [17.5 vs. 14.1;
t(10) = - 2.78, p = 0.02]. Past psychiatric history was not as-
sociated with baseline depression levels (HAM-D-17 scores)
but past therapy exposure was associated with higher baseline
BAI scores [18.8 vs. 6.7, t(10) = 2.39, p = 0.04].

Efficacy and attitude toward treatment

Intent to treat analyses in the 12 women who initiated
treatment showed significant improvement in HAM-D score,
the primary outcome measure, from baseline to session 8
[19.6 (SD 2.5) to 7.8 (SD 7.5); t(11) = 6.23, p < 0.001]; 95%
confidence interval (95% CI) = 7.71–16.13; (Table 2).
Among the 10 study completers, 80% (n = 8) achieved re-
sponse, and 60% (n = 6) were classified as remitted after
session eight. There were no significant differences between
responders (defined as 50% HAM-D-17 decrease over eight
sessions and HAM-D-17 £ 10 after session 8) and nonre-
sponders in demographic factors including age, education
level, parity, marital status, race, planned/unplanned preg-
nancy, or employment status ( p > 0.05 for all). There were
also no differences between response groups based on clini-
cal factors including number of previous depressive episodes,
length of current episode, number of SCID diagnoses, num-
ber of hospitalizations, past psychotherapy or past antide-
pressant use ( p > 0.05 for all). Intent to treat analyses in the 12
women who initiated treatment showed significant improve-
ment in GAF, HAM-D-17, EPDS, BDI, and BAI ( p’s < 0.043;
Table 2, Fig. 3). Subjects spent a mean of 215.8 (SD 132.5)
minutes on the computer program Good Days Ahead over the
eight sessions. Subjects attended a mean of 7.2 (SD 2.1) in-
person therapist sessions. There were no differences between
responders and nonresponders in number of CCBT sessions
attended or time spent on the computer program [t(5) = 0.48;
p = 0.65]. However, time spent on the computer program was
positively correlated with GAF at session 8 [r(55) = 0.49,
p < 0.01; r(5) = 0.72, p = 0.03] and change in GAF score from
baseline to session 8 [r(5) = 0.67, p = 0.05]. Improvement in
HAM-D-17 scores was no different for women who had
higher HAM-D-17 scores at baseline compared with women
who had lower scores at baseline [F(1, 8) = 0.008; p = 0.93].
The session 4 GAF score predicted the session eight scores for
the HAM-D-17, BDI, EPDS, and BAI but did not predict the
session 8 GAF score. No other rating scale scores at session
four predicted rating scale scores at session 8. Participants’
attitudes toward therapy did not change [t(11) = 1.44; p = 0.18]
between baseline and session 8 (PAES item 6).

Eight participants completed the longitudinal follow-up
phase (Table 3). At follow-up, one participant was pregnant,

Table 1. Subject Characteristics (n = 12)

Mean age (SD), in years 29.1 (6.3)
Mean gestational age (SD) 23.8 (7.1)

Race (n)
African American 4
Caucasian 8

Marital status (n)
Unmarried 7
Married 5

Employment status (n)
Full time 3
Part time 3
Unemployed 6

Income (n)
$25,000 7
$75–100,000 2
$100,000–125,000 1
$125,000–150,000 1
$225,000–250,000 1

Planned pregnancy
Yes 4
No 6
Unknown 2

Previous psychotherapy (n)
No 3
Yes 9

Previous antidepressant use (n)
No 4
Yes 8

Mean time spent on computer portion
of CCBT, minutes (SD)

215.8 (132.5)

Mean therapist sessions CCBT (SD) 7.2 (2.1)

*Significant; p < 0.05.
CCBT, Computer-Assisted Cognitive Behavior Therapy; (SD);

SD, standard deviation.

Table 2. Intent to Treat Analyses: Psychological Outcome Measures, Pre- and Post-Treatment (n = 12)

Mean (SD) Baseline Week 8 p Value 95% CI

GAF 55.4 (4.5) 67.1 (10.4) 0.002* - 18.1 to - 5.2

HAMD17 19.7 (2.5) 7.8 (7.5) < 0.001* 7.71 to 16.13

EPDS 15.5 (2.5) 7.6 (5.3) < 0.001* 4.9 to 10.9

BDI 20.8 (5.1) 7.8 (5.5) 0.001* 7.0 to 18.8

BAI 15.8 (9.1) 11.4 (8.4) 0.043* 0.2 to 8.5

PAES item 6 (SD) 1.9 (1.0) 1.5 (0.8) 0.18 - 0.2 to 1.0

PAES item 7 (SD) 4.1 (2.0) 4.0 (2.2) 0.62 - 1.1 to 1.8

PAES item 9 (SD) 5.3 (1.5) 5.6 (1.5) 0.27 - 1.2 to 0.4

QLES raw (SD) 40.5 (5.7) 49.6 (8.9) 0.01* - 15.7 to - 2.5

IIP composite 1.3 (0.46) 0.9 (0.6) 0.05* 0.0 to 0.8

*Significant, p < 0.05.
BAI, Beck Anxiety Inventory; BDI, Beck Depression Inventory; CI, confidence interval; EPDS, Edinburgh Postnatal Depression Scale;

HAMD, Hamilton Depression Rating Scale; IIP, Inventory of Interpersonal Problems; PAES; The Patient Attitudes and Expectations Scale;
QLES, Quality of Life Scale.
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while the other seven were postpartum. Among those who
completed the follow-up phase, 50% (n = 4) were classified as
remitters.

We compared those who initiated study treatment (n = 12)
with those who did not initiate treatment (n = 11) and found no
significant differences in age, education level, marital status,
employment status, income, whether the pregnancy was plan-
ned, number of children, previous depressive episodes, length
of current depressive episode, previous psychotherapy, history
of antidepressant use, or history of psychiatric hospitalization.
We did find that those who did not initiate treatment were
earlier in pregnancy [M 17.91 (SD 5.39) weeks compared with
initiators M 23.78 (SD 7.06) weeks; t(21) = - 2.22; p = 0.04].
There was a trend among noninitiators such that 72% (8 of 11)
were African American and 28% were Caucasian, compared
with initiators, of whom 33% (4 of 12) were African American
and 67% were Caucasian [v2 (1, n = 23) = 3.57; p = 0.06].

We also compared those who initiated treatment but
dropped out (n = 2) to those who completed treatment (n = 10).

While this is too small a sample to perform meaningful sta-
tistical analyses, descriptive statistics showed that both of the
women who did not complete treatment were never married
(compared with 50% of completers) and were African
American (compared with 20% of completers), unemployed
(compared with 40% of completers), had incomes less than
$25,000 per year (compared with 50% of completers), and had
an unplanned pregnancy (compared with 50% of completers).
The women who did not complete treatment were younger
than the women who did complete treatment [M 22.6 (SD 3.0)
years vs. M 30.4 (SD 6.0)], had fewer years education [M 11.5
(SD 0.7) years vs M 16.1 (SD 3.5)], and had more children
than those who completed [M 2.5 (SD 2.1) vs M 0.7 (SD 1.9)].
In terms of clinical characteristics, the two women who did
not complete treatment reported a higher number of psychi-
atric hospitalizations than those who completed [M 2.0 (SD
2.8) vs. M 0.4 (SD 0.8)] and included one woman who had a
history of antidepressant use (compared with 70% of com-
pleters who had previously used antidepressants) and one who
had previous psychotherapy exposure (compared with 80% of
completers who had previous psychotherapy exposure). The
two women who did not complete treatment were similar to
completers in terms of baseline HAMD, EPDS, BDI and BAI;
they had slightly lower GAF scores [M 50.0 (SD 0.0) vs. M
56.5 (SD 4.1)].

Discussion

In this standardized case series evaluating the feasibility
and symptom improvement of CCBT in pregnant women
with MDD, CCBT showed promise as treatment for AD, with
80% of participants showing treatment response and 60%
showing remission over the course of eight sessions. Because
participants took varying amounts of time to complete the
eight sessions, the time between pre- and post-assessments
varied. In the intent to treat analysis, women showed sig-
nificant improvement in all depression and anxiety ratings as
well as in their global assessment of functioning. In addition,
compliance with study procedures was excellent such that the
average number of sessions attended was seven out of eight.
In a recent meta-analysis of premature therapy termina-
tion, the dropout rate for CBT was 18.4 %.40 Another meta-
analysis looking at intervention strategies for improving
premature termination or therapy refusal found only a small
to moderate effect of studied interventions and suggested that
patient attendance be a primary outcome as without it all
other intervention will obviously not be effective.41 Growing
patient competence and familiarity with computer programs
and widespread internet availability is allowing for an in-
creased accessibility to mental health treatment for many
underserved populations. Pregnant women have many com-
peting demands on their time, and are additionally reluctant
to take psychiatric medications during pregnancy.19,20 The
possibilities for computer-assisted mental health care are
numerous, and a multitude of recent studies have examined
the efficacy of computer-assisted or computerized treatment
modalities as a treatment for depression in specific popula-
tions who are either reluctant to seek treatment, are avoidant,
or experience difficulties leaving their home.42–44

CCBT combines a multimedia computer program with
abbreviated one-on-one therapist time while maintaining the
efficacy of standard cognitive behavior therapy. CCBT

FIG. 3. Change in Hamilton Depression Rating Scale
(HAM-D) and Edinburgh Postnatal Depression Scale
(EPDS) scores over time.

Table 3. Psychological Outcome Measures,

Three Months Post-Treatment

Mean (SD)

GAF 69.00 (14.06)
HAMD17 12.13 (10.84)
EPDS 11.13 (8.96)
BDI 12.00 (11.40)
BAI 13.50 (13.96)
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delivers therapy while reducing time in the therapist’s office
and helping improve access to and cost effectiveness of ther-
apy.30,45 Despite concerns that a computer lacks the warmth
and empathy of a live therapist, studies show that patients enjoy
working with computers.29,45,46 CCBT offers a beneficial bal-
ance between traditional therapy and entirely computer-based
treatment such that pregnant women may be willing to consider
it an acceptable treatment alternative on par with traditional talk
therapy. One subject, due to being on bed rest, used Skype to
conduct her last two therapy sessions. Since transportation and
medical issues can be barriers to treatment, therapy sessions
could potentially be delivered in nontraditional settings (such as
at home or the obstetrician’s office) or through the telephone or
video chatting.

The mean gestational age of our participants was 23.8
weeks (SD 7.1). We allowed a wide gestational age for in-
clusion because our institution has a low preterm birth rate.
While antenatal depression is seen in all three trimesters, the
rates drop slightly in the second and third trimesters.2 In
populations with higher preterm birth rates, CCBT would still
be manageable since very few of our women (4 out of 12)
started treatment in the third trimester. However, a larger trial
would help to further determine the most likely time point
when women will enter treatment.

Gender may also be a significant factor in determining an
individual’s acceptance of computerized psychotherapies.
Women have been shown to be significantly more likely to
choose psychotherapy or counseling over medication as a
treatment for depression; this trend has been demonstrated in
samples of patients with and without depression.47,48 We
found that as women progressed through the study their at-
titude towards therapy in general improved significantly.

This study has some limitations. While this preliminary
data is encouraging, improvement is often better in open-
label compared with randomized trials. Since depression can
resolve without intervention, it is possible that some women
would have remitted without intervention; however, our in-
clusion of a significantly depressed population makes a high
placebo response rate less likely. Ultimately replicating this
finding in a larger, randomized trial would be preferable, but
given the low risk of the intervention, CCBT is a reasonable
option in women with mild to moderate MDD. In addition,
some women will not be compliant with the computer
modules and will not get full benefit of the program. We did
not test for cognitive or behavioral changes with any stan-
dardized measures, which would be an important addition.
We were not able to test whether CCBT enhanced overall
compliance with ongoing psychiatric treatment, as the vast
majority of participants were psychotropic medication naı̈ve.
Likewise, the sample size was too small to know whether
CCBT would improve adherence to prenatal appointments.
In addition, we did not track whether women were less likely
to develop postpartum depression, which would be an im-
portant future direction.

Conclusion

In conclusion, CCBT is a viable option for pregnant
women with mild to moderate MDD based on this case se-
ries. Despite the excellent results, tailoring the program for
pregnancy may be beneficial. In addition, our results would
need to be followed up with a larger randomized trial. The

utility of such a program modified for anxiety or bipolar
depression would also be important in pregnancy.
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