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Abstract

Background
Mental health disturbances have been well documented due to COVID-19 pandemic. There was surge in literature about use of various Mind Body Therapies
during pandemic to curb these disturbances. But none have been studied to prospectively during COVID-19 pandemic. Hence, present study was planned to
evaluate the e�cacy of Yoganidra in frontline Health care workers (HCW) during pandemic using online and digital tools.

Methods
This open label randomized trial consisting of 2 arms (Yoganidra and Supine Relaxation technique [SRT]) was conducted at Level- III COVID care centre
involving dedicated frontline HCWs. Online YouTube digital platform was used deliver the respective intervention to study participants. Daily reminders were
sent using digital social media. Each intervention lasted for 30min a day. Participants completing > 9 days of practice were included for analysis. Primary
outcome was changes in scores of Physical Health Quality (PHQ)-9, Generalized Anxiety Score (GAD)-7, Insomnia Severity Index (ISI) scale. Secondary
outcomes were rate of recruitment, days of intervention practice, satisfaction of digital contents. Statistical analysis was carried out using SPSS v.23.

Results
Of 139 HCWs contacted, 79 HCWs (40 in SRT and 39 in Yoganidra) consented and were recruited into study. After withdrawal and incomplete practice days, 32
in SRT group and 30 in Yoganidra group were included for �nal analysis. Demographics and pre-intervention scores of PHQ-9, GAD-7, ISI were comparable at
baseline. After completion of study, there were signi�cant reduction in scores of PHQ-9, GAD-7 and ISI in Yoganidra 0.002 vs 0.064, < 0.001 vs 0.123, < 0.001 vs
0.828 respectively and effect size was 0.041, 0.013 and 0.024 respectively compared to SRT group. Recruitment rate was 56.8%, 78% of participants
completed > 9 days of practice and 100% satisfaction among participants.

Conclusion
Yoganidra signi�cantly reduces depression, anxiety and insomnia scores among frontline COVID HCWs compared to SRT using virtual session platform. It is
also feasible to conduct the virtual sessions of Yoga Nidra using digital platform.

Trial Registration:
Clinical Trials Registry of India REF/CTRI/2020/07/026609, (ctri.nic.in/clinicaltrials/login.php, number REF/CTRI/2020/07/026609)

Background:
Coronavirus disease 2019 (COVID-19) is a severe acute respiratory infection COVID-19 started as an outbreak in Wuhan, Hubei Province of China spread
rapidly globally to become pandemic with several countries imposing lockdown [1]. COVID-19 is a highly contagious disease and has a widely varying
spectrum of clinical presentations most common being respiratory symptoms [2]. But emotional, psychological problems like depression, anxiety, stress, and
insomnia in both patients and all spectrum of health care providers are prevalent [3, 4]. The fear of rapid spread combined with the active and passive
quarantine of patients from family and health care workers during active duty, and changes in circadian during duty with rapid shift changes, lack of adequate
personal protective equipment, improper self-care, inadequate stay and food during isolation, infrequent and inadequate interactions and communications
with family and friends (the need of modern/digital era), less time and no space for recreational activities further exacerbate the emotional, psychological
problems [5, 6, 7]. These mental health disturbances have been well documented in the COVID literature [6, 7, 8, 9]. To cope with emotional, behavioral, and
psychological problems various traditional, complementary, and integrative medicines have been extensively reviewed for COVID-19 crisis psychosomatic
symptoms with sound scienti�c evidence. Various Mind-Body Techniques (MBT) including exercise, relaxations, meditation, stress regulation interventions,
mindfulness, Qi Gong, Tai Chi, Tai Chi Qi Gong, Therapeutic touch, Transcendental Meditation, mindful Yogic practices have been used in the treatment of
emotional and psychological problems like post-traumatic stress disorders, depression, and behavior management [9, 10, 11, 12, 13, 14, 15, 16].

Yoga, a form of MBT is an ancient Indian practice, induces cessation of thought waves in the mind. Yoga includes various yogic pranayamas (breath control
exercises), yogic asanas (Yoga postures), and meditation or relaxation with considerable variability across different schools of Yoga and Yoga Nidra. Yoga
Nidra (state of yogic sleep) is a dynamic state of consciousness between waking and sleeping, like the "going-to-sleep" stage and it involves a systematic
method of inducing complete physical, mental and emotional relaxation. The term Yoga Nidra is derived from two Sanskrit words, Yoga meaning union or one-
pointed awareness, and Nidra means sleep. During the practice of Yoga Nidra, one appears to be asleep, but the consciousness is functioning at a deeper level
of awareness. For this reason, Yoga Nidra is often referred to as the state of psychic sleep or deep relaxation with inner awareness. In this threshold state
between sleep and wakefulness, contact with the subconscious and unconscious dimensions occurs spontaneously [17, 18].

Various MBTs including Yoga are known to control the central nervous system directly or indirectly by invoking the whole body, peripheral neural connections,
higher neural pathways, and alterations in genomic, intracellular, and cytoplasmic neurotransmitters in the central nervous system, thereby resulting in
calmness, de-stress, relief of anxiety, recovery from depression and help in regulating circadian rhythm [19, 20, 21]. Yoga and Yoga Nidra have been used as
successful alternative therapy for both recent and long-standing psychological disturbances, anxiety, insomnia, post-traumatic stress disorder, and overall
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general wellbeing in various patient populations [19, 20, 21, 22, 23, 24]. Yoga therapy as an alternative form of therapy for behavioral modi�cation is safer
without any known complications directly related to it [25]. Considering the bene�cial effects and non-availability of controlled trials evaluating the degree of
feasibility and e�cacy of various MBTs in COVID-19 health care professionals, the Yoganidra study was planned.

Methods:
This prospective open-label randomized controlled study was carried out at the super-specialty referral center (Level III covid care center) from Sept 2020
through Feb 2021. The study was approved by Institutional Ethics Committee [IEC code: 2020-165-IP-EXP-22]. The trial was registered at the Clinical Trials
Registry of India [REF/CTRI/2020/07/026609]. Frontline COVID health care workers (HCW) on COVID-19 duty (Physicians, Residents, and Staff Nurses) during
the study period, agreeing to participate were included in the study.

Inclusion and Exclusion criteria

Frontline HCWs with the knowledge of the English language, who were involved in the active care of COVID-19 patients and willing to participate in the study
were included in the study. HCWs who became symptomatic of COVID-19 during the study period needing hospitalization and HCWs not practicing
interventions after randomization were excluded from the study.

Sample size calculation

Sample size was calculated taking into consideration that, Supine Relaxation Technique (SRT) and Yoganidra would reduce the Depression, Anxiety, and
Insomnia in frontline HCWs with an assumed reduction in SRT and Yoganidra of 25% and 60% respectively. At minimum two-sided 95% con�dence interval
and 80% power of the study, the estimated sample size in each of the two groups was 27. After adjusting 20% loss to follow up, �nally, we targeted
randomizing 33 HCWs in each of the two groups. However, patients were continuously recruited further even after completion of sample size, and the same
randomization table was repeated. The sample size was estimated using free software G*Power 3.1.9.2.

Recruitment and randomization

By taking into consideration of Covid duty roster of frontline HCWs, they were contacted telephonically and briefed in detail about the study including
objectives and methodology one day before their scheduled duty for the COVID-19 health center. Randomization was performed using a computer-generated
list of random numbers and allocation was followed in sequentially numbered sealed envelopes. The block randomization method was used to draw the
random number between 1 to 66 with 33 in each group where seed number (101357327907440) with block size 6 were used. The envelopes were opened by a
person who was not involved in the study and participants were allotted to particular groups in sequence. Health care workers were randomly allocated into
the SRT group or Yoga Nidra.

Intervention

Since HCWs were dealing with a highly contagious virus, and strict isolations and social distancing were mandatory to curb the disease spread, it was not
possible to deliver the content in physical mode and common sessions were not possible, the instructions for relevant sessions were practiced virtually using
digital YouTube platform. Hence, all the participant HCWs were contacted telephonically, familiar social messaging applications were used and relevant
participatory digital materials were given. All willing participants were given the electronic questionnaire consisting of demographics; Patient Health
Questionnaire-9 (PHQ-9), Generalized Anxiety Disorder-7 (GAD-7) scale, and 7-item Insomnia Severity Index (ISI) scale, and responses were collected in online
forms. After randomization to particular groups, relevant YouTube links (particular to the study arms) were delivered using a smartphone device. Participant
HCWs were reminded twice daily for the entire duration of the study period for particular techniques and were asked to practice the relevant method at their
convenience due to altered circadian and rapid shift changes nature of duties.

1. Group A / SRT (Supine Relaxation Technique) Group: In the Supine Relaxation Technique (a form of Mindfulness meditation), HCWs were asked to lie
down in a supine position comfortably on the �oor and were asked to listen to deep sleep music with eyes closed and relaxed for 30 min duration. A
YouTube link containing the details about the ‘Deep Sleep Music’ (https://www.youtube.com/watch?v=FaRrq7cYu84) was sent to the participants [26].

2. Group B / Yoganidra Group: Yoganidra (which is a state of dynamic yogic sleep) is a state of consciousness between waking and sleeping. In this group,
HCWs were asked to lie down in a supine position comfortably and were asked to listen to Yoga Nidra instructions with eyes closed and relaxed for 30
min duration. Video demonstration of Yoga Nidra (https://www.youtube.com/watch?v=R2GRhAFplkI) (by Swami Niranjanananda Saraswati – Beginners)
of 30 minutes duration was used for practicing Yoga Nidra [27]. All participant HCWs were followed on daily basis for 15 days i.e., the duration of covid
duty period.

Completion of intervention

Intervention was considered as complete when the participants completed at least 9 days of practice. Frontline HCWs not practicing interventions for a
minimum of 9 days were excluded from the �nal analysis.

Primary outcome

Changes in scores of PHQ-9 scale, GAD-7 scale, and ISI scale measurements before and after completion of COVID duty.

Secondary outcomes were rate of recruitment and completion of study interventions; and satisfaction concerning accessibility of content through YouTube
digital platform, the digital content, and interventions relevancy and recommendations to the peer group.
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Data collection

Changes in depression, anxiety, and insomnia scores were measured using the PHQ-9 scale [28], GAD-7 scale [29] and ISI score scales [30] respectively. These
validated scales were copyright-free and were free to use and were available for download from the internet with instructions on measurement. PHQ-9 scale
(range 0–27) was interpreted as Normal/minimal (0–4), Mild (5–9), Moderate (10–14), Moderately severe (15–19), and Severe (20–27) depression. GAD-7
(range 0–21) was interpreted as Normal/minimal (0–4), Mild (5–9), Moderate (10–14), Severe (15–21) anxiety. ISI scale (range 0–28) was interpreted as no
clinically signi�cant insomnia (0–7), Subthreshold insomnia (8–14), Moderate severity clinical insomnia (15–21), and Severe clinical insomnia (22–28). The
Cut off scores for detecting symptoms of major depression, anxiety, insomnia were 10, 7, and 15 respectively. All data were self-reported by participants. Rate
of recruitment, rate of completion of the intervention, and rate of satisfaction were noted. Satisfaction was measured using the accessibility of content
through YouTube digital platform, the digital content, and relevancy using dichotomized questionnaires (Yes/ No).

Statistical analysis

Data were collected using Google forms and transferred into Microsoft Excel 2010. Continuous variables were presented in mean ± standard deviation/median
(Interquartile range or IQR). Between SRT and Yoga groups, means were compared using independent samples t-test whereas data presented in medians were
compared by Mann Whitney U test. To test the change in pre and post observation between continuous measurements, Wilcoxon signed rank test was used.
Categorical variables were presented in frequency (%) and compared by chi-squared test / Fischer’s exact test. Cohen Effect size was calculated between the
paired differences of the means detected for SRT and Yoga Nidra patients. P-value < 0.05 was taken as statistically signi�cant. Statistical package for social
sciences version-23 (SPSS-23, IBM, Chicago, USA) used for data analysis.

Results:
A total of 139 health care workers were contacted during the study period. 93 health care workers expressed interest in participating in the study. After
delivering all digital materials, only 79 consented to the study and were recruited. 40 HCWs in the SRT group and 39 HCWS in the Yoganidra group were
allocated sequentially using random number table. In each group, 4 participants withdrew from the study after providing consent. After excluding participants
with < 9 days of practice of interventions, a total of 62 patients (32 in the SRT group and 30 in the Yoganidra group) were analyzed and remaining excluded
due to incomplete practices [Figure 1]. 

Demographic variables i.e., age, gender, marital status, health care role, job types, presence of children < 5 years old and pregnant women in the family, fear of
self-infection, fear of carrying the infection to family, �nancial worries were compared between SRT and Yoganidra groups and no signi�cant difference was
observed between two groups (p > 0.05). Also, infection transmission awareness, infection prevention awareness and mental health care services received
were comparable between the groups. It is worth noting that only 65.6% in the SRT group and 60% in the Yoganidra group received some form of mental
health care services [Table 1].

Table 1. Demographic and Clinical Characteristics
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Characteristic SRT Group

(n = 32) (%)

Yoganidra group

(n = 30) (%)

p value

Age (years) (mean sd) 31.856.32 32.97 0.43

Gender (Male) 21 (65) 19 (63) 0.85

Marital status (Married) 18 (56) 19 (63) 0.57

Education

Graduate

Post-graduate

Post-doctoral

 

4 (12)

7 (21)

21 (65)

 

6 (16)

9 (25)

15 (58)

0.45

Role as a health care worker

Faculty

Resident

Nursing Staff

 

3 (9)

28 (87)

1 (3)

 

5 (16)

24 (70)

1 (3)

0.69

Job type

Permanent

Temporary

Contractual

 

11 (34)

16 (50)

5 (15)

 

9 (30)

14 (46)

7 (23)

0.74

Earlier covid duty prior to recruitment (days) 27 (84) 21 (70) 0.17

Family type

Nuclear

Joint

 

26 (81)

6 (18)

 

26 (13)

4 (86)

0.56

Number of family members      

Children <5yr old in family- yes 6 (18) 8 (26) 0.45

Pregnant women in family- yes 0 1 (3) 0.29

Infected family members – yes 0 2 (7) 0.14

Fear of self-infection – yes 18 (56) 19 (63) 0.57

Fear of family infection – yes 24 (75) 19 (63) 0.32

Financial worries – yes 12 (37) 11 (37) 0.62

Infection Transmission Awareness

Cough

Handshake

Touch

In-animate Objects

Shared water

Shared food

Contaminated water

Contaminated food

 

 

30 (93)

29 (90)

27 (84)

24 (75)

15 (46)

15 (46)

12 (37)

12 (37)

 

 

30 (100)

26 (86)

28 (93)

20 (67)

18 (60)

18 (60)

13 (43)

13(43)

 

 

-

Infection Prevention Awareness

Social distance

Hand hygiene

Facemask usage

Prevent close contact

Cover nose and mouth during cough and sneeze

Prevent spitting

 

 

32 (100)

32(100)

31 (96)

31 (96)

30 (93)

 

 

29 (96)

29 (96)

29 (96)

29 (96)

28 (93)

-
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28 (87)

 

28 (93)

Mental Health Care Services received

Friends

Family

Social media

Digital media

Print media

Psychologist counseling

Psychiatrist counseling

 

21 (65)

 

10 (31)

7 (22)

13 (40)

6 (18)

7 (22)

1 (3)

0

18 (60)

 

6 (20)

4 (13)

8 (26)

5 (16)

2 (7)

2 (7)

1 (3)

-

Mean ± SD compared by Independent samples t-test. Frequency (%) using Chi-square test / Fisher exact test. p<0.05 signi�cant, SRT – Supine Relaxation
Technique

 
The distributions of depression, anxiety, and insomnia frequencies in frontline COVID HCWs have been shown in Table 2. In the SRT group, some form of
depression, anxiety, and insomnia were present in 12, 12, and 11 HCWs respectively and in the Yoga Nidra group 10, 10, 11 HCWs respectively before the
intervention. But after the intervention, frequencies of some form depression, anxiety, insomnia decreased to 11,10, 9 HCWs in the SRT group respectively and
in the Yoganidra group to 6, 5, 3 HCWs respectively.
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Table 2
Distribution of changes in the frequency of PHQ-9, GAD-7, ISI Scale subgroups between Pre- and Post-Intervention as well as between the

study groups
Variables Study Groups   Pre-Intervention Post-Intervention

PHQ-9, Depression SRT

(n = 32) (%)

Minimal 20 (67) 21(66)

Mild 7 (22) 9 (28)

Moderate 3 (9) 2 (6)

Mod Severe 1 (3) 0

Severe 1 (3) 0

Yoga

(n = 30) (%)

Minimal 20 (66) 24 (80)

Mild 6 (20) 6 (20)

Moderate 2 (7) 0

Mod Severe 2 (7) 0

Severe 0 0

GAD-7, Anxiety SRT

(n = 32) (%)

Minimal 20 (6) 22 (69)

Mild 9 (28) 8 (25)

Moderate 1 (3) 1 (3)

Severe 2 (6) 1 (3)

Yoga

(n = 30) (%)

Minimal 20 (67) 25 (84)

Mild 6 (20) 4 (13)

Moderate 4 (13) 1 (3)

Severe 0 0

ISI Score, Insomnia SRT

(n = 32) (%)

Absent 21 (65) 23 (72)

Subthreshold 9 (21) 7 (22)

Mod severe 1 (3) 1 (3)

Severe 1 (3) 1 (3)

Yoga (%)

(n = 30)

Absent 23 (77) 27 (90)

Subthreshold 6 (20) 3 (10)

Mod severe 1 (3) 0

Severe 0 0

*PHQ – Physical Health Questionnaire, GAD – Generalized Anxiety Disorder, ISI – Insomnia Severity, SRT – Supine Relaxation Technique

Primary Outcome Measures

There was a statistical improvement in Scores of PHQ-9, GAD-7, ISI scale in the Yoga Nidra group compared to the SRT group after completion of covid duty
[Table 3, Fig. 2].
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Table 3
Change in PHQ-9, GAD-7, ISI Scale scores between Pre- and Post-Intervention as well as between the study groups.

Variables Study Groups Pre-Intervention Post-Intervention P-value

#

Paired difference Mean ± SD

[95% CI of Mean]

P-value$

Values Effect size

PHQ-7, Depression SRT

(n = 32)

5.68 ± 4.73 4.34 ± 2.90 - 1.34 ± 3.97

[-0.09, 2.78]

0.20 0.041

4 (3, 6) 3 (3, 5) 0.064 -

Yoga

(n = 30)

5.17 ± 4.25 3.03 ± 2.40 - 2.13 ± 3.85

[0.70, 3.57]

4 (3, 6) 2 (1.75, 4) 0.002 -

GAD-7, Anxiety SRT

(n = 32)

4.84 ± 3.94 4.03 ± 3.56 - 0.81 ± 2.93

[-0.25, 1.87]

0.62 0.013

3.5(2, 6.75) 3 (2, 5.75) 0.123 -

Yoga

(n = 30)

4.93 ± 3.27 2.33 ± 2.56 - 2.60 ± 2.89

[1.52, 3.68]

4 (3, 7) 2 (0, 4) < 0.001 -

ISI Score, Insomnia SRT

(n = 32)

6.09 ± 5.37 5.93 ± 5.95 - 0.15 ± 5.53

[-1.84, 2.15]

0.63 0.024

4 (2, 9.5) 4 (2, 8) 0.828 -

Yoga

(n = 30)

6.10 ± 3.53 3.03 ± 2.88 - 3.06 ± 3.53

[1.75, 4.39]

6 (4, 7.25) 3 (0, 5) < 0.001 -

Data presented in Mean ± Standard deviation / Median (Q1, Q3).

Between Pre-Post comparisons, by #Wilcoxon signed-rank test. Effect size calculated for the mean difference between Meditation and Yoga. The
difference between SRT and yoga was compared by $ Mann Whitney U test. p < 0.05 signi�cant.

* PHQ – Physical Health Questionnaire, GAD – Generalized Anxiety Disorder, ISI – Insomnia Severity Index, SRT – Supine Relaxation Technique.

There was a statistically signi�cant improvement in the PHQ-9 scores as evidenced by the decrease in depression score in the Yoga Nidra group compared to
the SRT group (p = 0.002 vs p = 0.064) after the COVID duty period. However, the percentage improvement changes between SRT and Yoganidra groups as
measured by the Effect Size though small 0.20 (paired difference 1.34 ± 3.97 (SRT) vs 2.13 ± 3.85 (Yoganidra)) but was statistically more pronounced in
Yoganidra group p = 0.041.

Anxiety scores showed statistically signi�cant improvement in the Yoga Nidra group as evidenced by the reduction in anxiety score compared to the SRT
group (p < 0.001 vs p = 0.123). The Effect Size was large at 0.62 (paired difference 0.81 ± 2.93 (SRT) vs 2.60 ± 2.89 (Yoganidra)) and was statistically
signi�cant at p = 0.013.

There was a statistically signi�cant reduction in Insomnia scores in the Yoga Nidra group compared to the SRT group (p < 0.001 vs p = 0.828). The Effect Size
was also large at 0.63 (paired difference 0.15 ± 5.53 (SRT) vs 3.06 ± 3.53 (Yoganidra)) and was statistically signi�cant at p = 0.024.

Secondary Outcomes

Of 139 covid HCWs contacted for study recruitment, only 79 HCWs could be recruited i.e., 56.8% recruitment rate was possible during the study period. Only
78% of recruited participants completed > 9 days of intervention. All recruited HCWs expressed 100% satisfaction concerning accessibility of content through
YouTube digital platform, the digital content, and interventions relevancy. All participants recommended the requirement of these interventions to the peer
groups.

Discussion:
In this trial of Yoganidra vs SRT, there was a signi�cant reduction in depression, anxiety, and insomnia scores among COVID HCWs in the Yoganidra group
compared to the SRT group at the end of the COVID duty period of 15 days. This study also demonstrated the feasibility of the effective utilization of virtual
sessions of MBTs through available digital platforms.

Before conducting this trial, the literature review didn’t yield any published results of trials involving Yoganidra as a non-pharmacological alternative-
complementary therapeutic approach for depression, anxiety, insomnia, or stress in COVID HCWs. However, there was a vast surge in the reviewed literature
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about the use of various MBTs during the COVID pandemic. Though each technique was supported by the available scienti�c evidence, none were formally
studied on the COVID-19 psychosomatic crisis symptomatology.

There were alarming reports of the development of COVID-19 related to depression, anxiety, insomnia, and distress from the Chinese mainland both in frontline
HCWs and the public [7, 8]. More than 50% of frontline HCWs including the public were affected by varying severity of depression, anxiety, insomnia, and
distress [6, 7]. In our study involving only frontline HCW, there was some form of depression, anxiety, and insomnia in approximately 35% combined in both the
groups. In the present study, factors known to cause or exaggerate the psychological symptoms in acute stress situations such as marital status, education
level, the role of health care workers, type of job pro�le, earlier covid duties, family type (joint/ nuclear), number of family members; the presence of children,
pregnant women and any infected members in the family; and fear of self-infection and carrying the infection to family were also included. Other potential
factors like awareness about infection transmission and prevention were also studied.

The most signi�cant factor for infection control as well as exacerbation of mental and psychological problems was ‘isolation’ during the pandemic. Delivery of
various therapies including behavioural therapy and MBTs was a herculean task. But, to address this issue, many treatment modules, mental health care
models, and strategies were developed to overcome the therapeutic barrier. These included psychological response team, technical support team for
psychological intervention, psychological/social/psychiatric intervention team and psychological front-line teams, multiple virtual/digital platforms, digital
modules, digital learning packages, and telemedicine services [31, 32, 33, 34]. Given the fact that COVID and isolations were increasing the psychological
problems among HCWs and the public, there was a drive in the use of various MBTs [35]. In one cross-sectional survey, 59.6% of survey respondents reported
practice of Yoga during lockdown to alleviate stress and improve well-being [36].

Given the exponential costs of COVID health care services, human resources, and barriers in delivering the various behavioural therapies including the di�cult
access to mental health care professionals, simple Yoga protocols may play a role in the management of COVID psychological problems. Presently a
randomized trial using Sudarshan Kriya is being studied [37]. Presently, the National University of Natural Medicine is recruiting volunteers for the feasibility
study of digital delivery of Yoganidra in anxiety and sleep [38].

With the COVID-19 pandemic, the world witnessed rapid adaptation to virtual mode. It made some worldly advancements in the digital area. Adaptions to
virtual sessions of Yoga and other MBTs for effective on-demand delivery with time being not determining factor helped many MBTs seekers. Various
alternative complementary schools started delivering virtual sessions of MBTs including different Yoga Protocols. Bene�ts of the virtual era combined with
ease of administration of various tailored MBTs may play role in the management of various psychological problems faced by COVID HCWs.

There were few strengths to this study. This was the �rst study evaluating the MBTs (Yoga Nidra) in frontline COVID-19 HCW. This study showed the effective
use of digital technology and delivery of content effectively using available digital platforms. This study showed the feasibility of virtual MBTs. However, there
were certain limitations. The rate of recruitment was less because the open nature of study participants expressed interest in the Yoga Nidra rather than SRT.
In this study, all HCW irrespective the basal depression, anxiety, and insomnia were recruited. The study can be made more robust by including only those HCW
with some form of depression, anxiety, and insomnia. Nevertheless, this study showed feasibility, good recruitment, and a proof of concept of virtual yoga
through the digital platform and paved the way for more robust, large-scale, multicentric intervention.

Conclusions:
This study of Virtual Yoganidra showed the bene�ts of improvement in depression, anxiety, and insomnia. This study gave proof of concept and can help in
wide adaptions of this particular protocol for various HCWs suffering from psychological problems and hence can help in immune-boosting. It can also be
personalized for individual integrated care. Further studies need to be focused on recruiting those HCWs suffering from psychological problems.

Abbreviations:
COVID-19
Corona Virus Disease 2019
MBT
Mind Body Therapy
HCW
Health Care Worker
SRT
Supine Relaxation Group
PHQ
Physical Health Questionnaire
GAD
Generalized Anxiety Disorder
ISI
Insomnia Severity Index
IQR
Interquartile Range
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