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A B S T R A C T   

Background: Mental health problems are frequent in the postpartum period, but accessible treatment options are 
lacking. The MPOWER study investigated whether the use of trained lay coaches could increase the uptake and 
effectiveness of a web-based intervention (WBI) for women with postpartum depression and/or anxiety. 
Objectives: First, to compare the feasibility and acceptability of a WBI for women with postpartum depression and 
anxiety, with and without the addition of telephone coaching calls. Second, to estimate the effectiveness of the 
WBI at decreasing symptoms of depression and anxiety at 6 months, with and without coaching calls. 
Methods: We conducted a pilot randomized controlled trial (RCT) that enrolled women who had recently given 
birth and had mild to moderate postpartum depression and/or anxiety. Study participants were provided access 
to the WBI. Women randomized to the intervention group also received up to 7 telephone coaching calls during 
the 6 months of follow up. We evaluated the feasibility of the intervention through participants’ usage of the 
WBI, as well as the completion and fidelity of planned coach calls. We measured acceptability via two ques-
tionnaires on the usability of the WBI and participant satisfaction with the intervention. To determine the po-
tential effectiveness of the intervention, the primary outcomes were defined as symptoms of depression and 
anxiety at 6 months and adjusted mean differences between groups for these outcomes were estimated using 
linear regression models. 
Results: We recruited 52 participants (25 intervention; 27 control). At 6 months, 88 % (22/25) of participants 
randomized to the intervention arm and 59 % (16/27) of participants randomized to the control arm remained in 
the study. The intervention group had an average of 11 (95 % CI: [5, 18]) more website logins than the control 
group. Intervention group participants completed a mean of 6.2 coaching calls with high fidelity. The estimates 
of the effect of the intervention on mental health outcomes at 6-months were imprecise but point estimates and 
confidence intervals were consistent with a moderate beneficial effect of the intervention on both symptoms of 
depression and anxiety (fully adjusted effects sizes: 0.51 (95 % CI: [− 0.14, 1.17]) and 0.56 (95 % CI: [− 0.09, 
1.22]), respectively). 
Conclusions: WBIs with coaching are feasible, acceptable, and potentially effective treatment options for women 
with mild to moderate postpartum depression and/or anxiety. The addition of coaching calls markedly increased 
engagement with the WBI, but a larger RCT is needed to determine the effectiveness of such an intervention.   
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1. Introduction 

1.1. Background information 

Perinatal mood and anxiety disorders affect at least 1 in 5 women 
during the perinatal period from pregnancy until 1 year postpartum 
(Dennis et al., 2017). These disorders negatively affect the woman’s 
ability to function, care for her newborn, and form a secure attachment 
with her baby (Martins and Gaffan, 2000; Field, 2010; Fairbrother et al., 
2016). 

Current treatment options for perinatal depression and anxiety have 
limitations. Pharmacological treatment is difficult to implement in the 
context of pregnancy and breastfeeding (National Institute for Clinical 
Excellence, 2007), and women often prefer a non-pharmacological 
treatment (Ride and Lancsar, 2016). Cognitive behavioral therapy 
(CBT) is considered the most effective psychotherapy for treating 
pregnant and postpartum women; mindfulness-based techniques and 
are also increasingly popular and are effective at reducing stress and 
anxiety (Williams, 2014; Branquinho et al., 2021). However, there are 
many barriers to accessing psychotherapy in Canada including high out- 
of-pocket costs, long wait times, and a lack of knowledge about available 
services (Moroz et al., 2020). 

1.2. Prior work 

Web-based interventions (WBIs) are increasingly popular treatment 
options for mental health disorders. Participant engagement with WBIs 
is generally high at the start of an intervention, but often decreases over 
time (de Graaf et al., 2009; Eysenbach, 2005), which limits potential 
therapeutic benefits (Donkin et al., 2013; Enrique et al., 2019). For this 
reason, human support is increasingly used to augment WBIs (Mohr 
et al., 2011). Guidance by coaches, therapists, or general practitioners 
may increase participants’ accountability or motivation to complete the 
intervention and could also encourage them to adhere to the interven-
tion through specific prompts, potentially increasing the effectiveness of 
such interventions(Renfrew et al., 2021; Mohr et al., 2011; Alkhaldi 
et al., 2016; Baumeister et al., 2014; Ryan et al., 2018; McCusker et al., 
2022). 

In the context of perinatal depression and anxiety, two recent re-
views of WBIs suggested that they were effective in preventing maternal 
depression and anxiety (Loughnan et al., 2019; Lee et al., 2016). Of the 
RCTs that investigated the use of WBIs for maternal depression, few have 
included an element of telephone support (O’Mahen et al., 2014; Mil-
grom et al., 2016; Pugh et al., 2016), and none investigated the incre-
mental effect of telephone coaching when coupled with a WBI for 
postpartum depression and anxiety. Further, these trials all used mental 
health professionals as coaches, while we used trained lay coaches, 
which potentially decreases the cost and increases the scalability of this 
intervention. 

2. Methods 

2.1. Study design 

This pilot RCT in women with mild to moderate postpartum 
depression and/or anxiety compared a telephone coaching intervention 
coupled with a WBI to a WBI alone. The primary outcomes were 
symptoms of anxiety and depression at 6 months of follow up. Secondary 
outcomes were parental stress and maternal functioning at 3 and 6 
months (methods and results of these analyses are in Appendix C). We 
also measured the feasibility and acceptability of both interventions. 
Due to the nature of the interventions, blinding of participants and the 
coaches was not possible. Participants provided written, informed con-
sent to participate in the study through an online form. The study was 
approved by the Ethics Review Board at the primary research site. The 
trial was registered at the United States National Institutes of Health 

(ClinicalTrials.gov) #NCT04073043 in April 2019, and followed CON-
SORT criteria for RCTs (Moher et al., 2012). 

2.2. Study population 

Participants were recruited in Montreal, Canada through a large 
university-affiliated community hospital and the nearby healthcare 
network. We contacted a sample of mothers soon after birth who had 
delivered at the primary study hospital or at a facility within the com-
munity healthcare network between August 12th, 2019 and October 
18th, 2020, to screen them for study eligibility. Because of the COVID-19 
pandemic, in-person recruitment stopped from mid-March 2020 for 4.5 
months. Inclusion criteria were: age 18 years or older, live birth de-
livery, Canadian residency, communication in English or French, and 
access to internet and email. In the community healthcare network, 
women who met these initial eligibility criteria were referred to the 
study by nurses from obstetric and postpartum clinics or self-referred in 
response to recruitment flyers. The study coordinator (SB) provided all 
interested eligible participants with a link to complete an online 
screening and eligibility form. Eligible participants were contacted by 
the study coordinator between 5 and 12 weeks postpartum and were 
subsequently screened online for symptoms of depression and anxiety. 

Inclusion criteria at the mental health screening stage were an 
Edinburgh Postnatal Depression Scale (EPDS) score between 10 and 19 
and/or a Generalized Anxiety Disorder-7 scale (GAD-7) score above 10. 
Participants were ineligible if they were in active psychological treat-
ment. Women who endorsed any response other than ‘never’ on the self- 
harm question on the EPDS were offered a telephone follow-up with a 
mental health nurse and received a comprehensive list of resources by 
email. 

If the potential participant met these criteria, we obtained their 
informed consent electronically and subsequently took baseline mea-
sures via an online survey platform, SimpleSurvey. Women who did not 
meet eligibility criteria for the RCT were sent a list of community re-
sources by email. We offered participants nominal gift cards for 
completion of the follow-up questionnaires. 

2.3. Randomization 

Participants were randomized to receive either the WBI accompanied 
by coaching (intervention group) or the WBI alone (control group) by a 
computer-generated randomization schedule that used random block 
sizes of 2 or 4 with an allocation ratio of 1:1 in SAS University edition. A 
participant identifier number from the original screening was entered 
into the randomization schedule to ensure allocation concealment. 

2.4. Study interventions 

2.4.1. Website 
HealthyMoms is a secure psychoeducational e-health platform con-

sisting of four self-guided sections including emotional health, healthy 
living, mental fitness tools, and parenting with 19 learning modules 
embedded in these sections. Modules were grounded in cognitive- 
behavioral therapy (CBT) and mindfulness-based practices (Beck and 
Beck, 1995; Badker and Misri, 2017) and were informed by our Phase I 
needs assessment with women during the perinatal period (Da Costa 
et al., 2015). The modules include evidence-based strategies to promote 
maternal health behaviours (Stremler et al., 2013, Lee and Gay, 2011, 
Gaston et al., 2012, Chasan-Taber et al., 2011, Health Canada, 2010, 
Health Canada, 2007) and to enhance women’s engagement with their 
antenatal care providers (Alegria et al., 2014; Griffin et al., 2004). The 
intervention and control group participants were emailed an access link 
to the website on the date of randomization and subsequently had access 
to HealthyMoms for 200 days after they were randomized. There were no 
time limitations or recommended pace for the participants to move 
through the modules. Rather, the website served as a bank of resources 
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that participants could navigate based on their unique needs and 
priorities. 

2.4.2. Coaching 
The coaching protocol for the intervention group was adapted from 

one that a study investigator (JM) used in previous trials (McCusker 
et al., 2022). Coaches were non-professional women, with bachelor’s 
degrees in psychology and experience in community organizations 
providing resources to clientele. The coach supervisor had a master’s 
degree in counseling psychology. 

The coach trainer led two one-day sessions with the coaches, which 
included practice coaching calls. Coaches called participants weekly 
during the first month, biweekly during the second month and once 
during the third month of the intervention period, for a maximum total 
of 7 calls, regardless of how many modules of the WBI a participant had 
consulted. Each call had a specific agenda. The main goal of the 
coaching calls was for the coach to guide and encourage the partici-
pant’s use of the WBI and in the development of “SMART” (specific, 
measurable, achievable, realistic, time-limited) goals (University of 
California, 2016), but not to provide psychotherapy. Coaches were 
trained to provide information on the WBI, encourage and reinforce 
their use of the WBI, listen reflectively, and convey empathy to partic-
ipants and to structure the calls. Coaches were trained to avoid giving 
personal advice or directives, interpreting behaviours, talking about 
their own experience, or taking on an expert role by providing infor-
mation on anything beyond the WBI and its content. The recommended 
length of each call was 10–15 minutes. 

2.5. Measures 

2.5.1. Feasibility 
Participants’ logins to the WBI and the pages that they viewed on the 

website were tracked using Slimstat. We assessed the feasibility of 
coaching from coach logs that recorded the number and length of calls 
completed and from the fidelity monitoring of recorded calls. (Appendix 
D). The fidelity checklist comprised 8 items on procedure (e.g., adher-
ence to call agenda, appropriate length of each call) and 9 items on 
content (e.g., behavior including avoidance of therapeutic role, 
including points on whether the coach correctly introduced themselves 
and helped participants with their goals) (Appendix D). Supervision 
meetings took place once per week between coaches and the coach su-
pervisor where difficulties and questions were resolved. 

2.5.2. Acceptability 
Perceived usability of the WBI was assessed with a 21-item ques-

tionnaire administered at 6 months, adapted from previous health 
website usability measures (Barrera et al., 2015; Haga et al., 2013) and 
recommendations of the Science Panel on Interactive Communications 
and Health (Robinson et al., 1998). The items assessed the users’ 
experience with the website in terms of its usability (layout, navigation, 
functionality) and acceptability (overall usefulness, usefulness of spe-
cific topics, utility of the site for improving mood and engaging in 
healthy behaviours). Participants rated their level of agreement with 
each item on a scale from 1 (strongly disagree) to 5 (strongly agree). An 
overall usability score was computed as a mean of the 21 items, with 
negatively phrased items reverse scored. 

We used the Client Satisfaction Questionnaire (CSQ-8) to measure 
participants’ satisfaction with the interventions at 6 months. We defined 
a high satisfaction score as a composite score of 24 or higher out of 32. 

2.5.3. Potential effectiveness 
Participants self-reported depression symptoms at baseline, 3 

months, and 6 months via the EPDS, a 10-item self-report measure with 
a four-point response scale designed to screen for depressive symptoms 
in the previous seven days (Cox et al., 1987). Sum scores for the 10 items 
generate a total score. We ascertained anxiety symptoms at baseline, 3 

months, and 6 months using the GAD-7, a seven-item self-report ques-
tionnaire that measures anxiety symptoms during the last 2 weeks. 

2.6. Baseline covariates 

We collected data on participants’ age, education, household in-
come, language spoken at home, immigration to Canada, total number 
of pregnancies, and use of professional mental health services during the 
previous 12 months at baseline using online questionnaires (Canadian 
Community Health Survey (CHS), 2012). 

2.7. Statistical analyses 

We determined that a minimum sample size of 20 participants in 
each study arm would yield an accurate estimate of the standard devi-
ation of the outcome measure to detect a small effect size (0.2) in a full 
study (Whitehead et al., 2016). All analyses were conducted using 
STATA version 15.1 or SAS University edition. Analysis was by 
intention-to-treat. We assessed baseline imbalance for the outcome 
measures and seven other variables. We considered a difference of at 
least 10 % across study groups for categorical variables or a standardized 
mean difference of >0.2 for continuous variables to be clinically sig-
nificant differences. To estimate the effect of the intervention on EPDS 
and GAD-7 scores, we fit four linear regression models. The first model 
was unadjusted; the coefficients from this model are crude estimates of 
the standardized mean differences (Cohen’s d) for EPDS and GAD-7 
scores between groups. 

The second model controlled for baseline imbalances in EPDS and 
GAD-7 scores, and the third model adjusted for those baseline imbal-
ances and immigration status, since this was a potential confounder and 
was also imbalanced between groups at baseline. The last model 
included baseline EPDS and GAD-7 scores, but was adjusted for income 
rather than immigration status because income was a potential 
confounder that was imbalanced between groups at baseline but was 
expected to be collinear with immigration status. Cohens d and 95 % 
confidence intervals were computed from each of these regression 
models for the two primary outcomes (Hedges, 2009; Borenstein et al., 
2009). For Cohen’s d, 0.2 is considered a small effect, 0.5 is moderate, 
and anything above 0.8 is considered a large effect (Lachenbruch and 
Cohen, 1989). 

All the analyses conducted were for the completers of the question-
naires at all time points. Methods for handling sensitivity analyses to 
account for missing data are described in Appendix B. 

3. Results 

3.1. Recruitment and retention 

Fig. 1 describes the flow of participants through the study. Prior to 
the mental health screening, participants were excluded because they 
were not interested, had no internet access, gave birth past the screening 
period, because we could not contact them, or because they did not 
complete screening or were lost between the two screening phases. 
Participants with a GAD-7 score above 14 and/or an EPDS score of 20 or 
higher at the initial screening were offered a referral to a mental health 
nurse (n = 11, of whom 5 accepted). An additional 9 participants that 
had high GAD-7 or EPDS scores during the 3- and 6-month follow-up 
were also referred to the mental health nurse (n = 9, of whom 2 
accepted). 

After the mental health screening, 100 potential participants were 
eligible and 52 consented (52 %): 27 were randomized to the control 
arm and 25 to the intervention arm. At 6 months, 22 participants (88 %) 
in the intervention arm and 16 participants (67 %) in the control arm 
remained in the study. 

There were baseline differences between the intervention and con-
trol arms for depression and anxiety scores (Table 1). Participants in the 
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intervention group were, on average, more likely to speak English or 
French at home, less likely to be an immigrant to Canada, and were more 
likely to have an income of $60,000 or more compared to the control 
group (Table 1). 

3.2. Feasibility 

Average fidelity scores for the sample of 42 monitored calls were 
93.9 % (7.5/8) for procedure and 100 % (9/9) for content. For the 
intervention group, 2 participants mentioned “a lack of time” as a reason 
for dropping out of the study. These 2 early dropouts did not receive any 
coach calls and did not access the website during the intervention 
period. Among those with at least one completed call, the average length 
of the call was 12.1 min and the average total call time with each 
participant over the entire intervention period was 74.9 min (Table 2). 
The intervention greatly increased the uptake of the website: 92 % of the 
coached group ever accessed the website compared to 56 % of the 
control group, and among users, the coached group logged in to the 

website almost 3 times more often (Table 2). On average, over the 200- 
day period over which participants had access to the website, partici-
pants who received coaching calls logged onto the site more often, 
viewed more of its webpages, and accessed more modules than controls 
(Table 2). 

3.3. Acceptability 

Among those who had accessed the website and completed the 6- 
month questionnaire, intervention and control groups had similar re-
sponses to the usability questionnaire (Table 2; detailed results in Ap-
pendix A). Participants in the intervention group were more likely to 
have a high satisfaction composite score on the Client Satisfaction 
Questionnaire (17/22, 77.3 %) compared to the control group (8/16, 
50.0 %) (Table 2). 

Total Admissions n=1336
Enrollment

Considered for Study n=723

Not completed contact n=613

(Missed n=131, Discharged 

n=343, Non-residents n=94, 

Language barrier n=40

Still birth n= 5)

Referred to study n=667

(Hospital n = 656, community n = 

11)

Not interested n=50

No internet access=5

Past screening period = 1

Ineligible n=1(Past screening

Completed mental health 

screening n=351

Eligible n=100

Consented n=54

Allocation

Follow-up

Randomized n=52

Hospital n=49

Community n=3

Control n=27

Accessed website n=15

Intervention n=25

Accessed website n=23

Began coaching n=23

3-month n=18

6-month n=16

3-month n=23

6-month n=22

Email issues n=19

Participant did not complete 

screening n=297

EPDS or GAD-7 score out of 

range n=222

Participant was in active 

therapy n=29

Consent form not returned n=45

Withdrew n=1

Lost to follow up n=2 

Fig. 1. Flow chart.  
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3.4. Potential effectiveness 

3.4.1. Primary outcomes 
Crude estimates of the observed mean scores for depression and 

anxiety symptoms at baseline, 3 months, and 6 months are presented in 
Table 3. Overall, symptom score averages were relatively low, similar 
between groups, and responses were not very variable over time 
(Table 3). 

In both the unadjusted and adjusted models, there were moderate 
differences between groups suggesting that the intervention was bene-
ficial (Table 4). The adjusted models had higher differences between 
groups compared to the unadjusted models (Table 4). Because of the 
small sample size, the confidence intervals for the effect estimates are 
wide, but the majority of the values in the 95 % confidence intervals 
suggest a small to moderate positive effect of the intervention (Table 4). 
Sensitivity analyses that checked the robustness of these estimates to 
differential losses to follow-up found similar effect sizes, and thus there 
is no evidence in our data that the results were meaningfully impacted 
by selection bias (Appendix B). 

4. Discussion 

In this pilot RCT, a WBI accompanied by up to 7 short telephone calls 
by a trained lay coach was a feasible, acceptable, and potentially 
effective intervention for women with mild to moderate postpartum 
depression and/or anxiety. The coaching intervention greatly increased 
engagement with the website. Our results also show that trained lay 
coaches can deliver the coaching intervention with high fidelity, as 
found previously (McCusker et al., 2022). 

The study sample had a high level of education (almost 90 % had 
university level education) and 62 % were immigrants to Canada; these 
characteristics limit the generalizability of the results to the target 
population of the community served by the hospital that we recruited 
from and to the greater Montreal population. Recruiting participants 
from the post-partum unit in the hospital did not pose difficulties. 
However, having participants consent online once they were discharged 
resulted in a low consent rate. Further research is needed on how best to 
recruit participants to a larger study. 

While our estimates of effectiveness of the coaching intervention are 
imprecise, they indicated a trend towards a moderate positive effect of 
the lay coaching and WBI intervention on symptoms of depression and 
anxiety. This suggests that coaching calls can not only augment the use 
of WBIs among participants with postpartum depression and/or anxiety 
but may also increase their effectiveness. 

4.1. Comparison with prior work 

This is the first RCT to our knowledge to examine the incremental 
effectiveness of coaching calls when paired with a WBI to support people 
with postpartum depression and/or anxiety. This study is also important 
in its focus on people with mild to moderate symptoms who may not be 

Table 1 
Baseline characteristics by study group.  

Variablesa Control (n 
= 27) 

Intervention 
(n = 25) 

Difference in % or 
standardized mean 
differenceb 

n % n % 

Edinburgh Postnatal 
Depression Scale (EPDS: 
0 to 30)      
<12 (depression 
possible/not likely) 

10 37.0 14 56.0 19.0 

12–19 (fairly high 
possibility of depression 
or probable depression) 

17 63.0 11 44.0 19.0 

Mean (SD) 12.5 (2.5) 12.2 (2.4) 0.12 
Generalized Anxiety 

Disorder (GAD-7: 0 to 
21)      
0–4 (minimal anxiety) 10 37.0 4 16.7 20.3 
5–9 (mild anxiety) 12 44.4 15 62.5 18.1 
10+ (moderate or 
severe anxiety) 

5 18.6 5 20.8 2.2 

N missing 0 1  
Mean (SD) 6.5 (4.2) 7.3 (3.7) 0.20 

Age, mean (SD) 32.7 (4.3) 32.9 (4.7) 0.04 
N missing 2 1  

Language spoken at home      
English/French 14 51.8 19 76.0 24.2 
Other 13 48.2 6 24.0  

Immigrant to Canada 19 70.4 13 52.0 18.4 
Education      

Bachelor degree or less 14 51.9 16 64.0 12.1 
Master/doctorate 13 48.1 9 36.0  

Annual household income 
(Canadian $)      
<$60,000 14 51.8 8 32.0 19.8 
$60,000 + 13 48.2 17 68.0  

Number of pregnancies 
including current 
pregnancy      
1 11 40.7 12 48.0 7.3 
2+ 16 59.3 13 52.0 7.3 

Use of professional mental 
health services in the 
past 12 months 

4 14.8 2 8.0 6.8  

a Baseline variables that were selected a priori were EPDS and GAD-7 scores. 
Age, language, immigration status, education, household income, number of 
pregnancies, and use of mental health services were variables that were selected 
to verify baseline imbalances between study groups after the study began. 

b Baseline imbalances between the two study groups, defined as either a dif-
ference of 10 % or more between groups for categorical variables or a stan-
dardized mean difference of at least 0.2 for continuous variables, are in bold. 

Table 2 
Feasibility and acceptability of the intervention by study group (n = 52).  

Variables Control Intervention Differencea [95 % 
confidence interval] 

(n = 27) (n = 25) 

n % n % 

Website useb      

Any login 15 55.6 23 92.0 36.4 [14.9; 58.0] 
Number of logins, mean 
(SD) (among users) 

6.7 (6.2) 18.1 (12.4) 11.4 [5.2; 17.6] 

Coaching      
Number of coach calls 
per participant, n (%)      
0   2 8.0  
1–4   2 8.0  
5–6   6 24.0  
7   15 60.0  

Mean (SD)c   6.2 (1.6)  
Length of a call in 

minutesd, mean (SD)   
12.1 (5.5)  

Cumulative length of 
callsd, mean (SD)   

74.9 (28.8)  

Website usability 
questionnaire 
completede: 

(n = 11) (n = 19)  

Website usability score (1 
to 5), mean (SD)e 

4.0 (0.7) 3.9 (0.7) − 0.0 [− 0.5; 0.5] 

Program satisfaction 
questionnaire 
completed: 

(n = 16) (n = 22)  

High satisfaction (24+) 8 50.0 17 77.3 27.3 [− 2.8; 57.4]  

a Difference in proportion of the 2 groups for binary variables and mean dif-
ference between the 2 groups for continuous variables; statistically significant 
differences at a type I error rate of 0.05 are in bold font. 

b From baseline until the end of follow up at 6 months. 
c Among participants with 1+ coach call, n = 23. 
d For all coach calls, n = 142. 
e Among 6-month completers, n = 38. 
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recognized by clinicians, as systematic screening is not currently done. 
People that have recently given birth but have less severe symptoms may 
have more difficulty accessing appropriate services that are more readily 
available to patients with severe symptoms. Prior self-guided WBIs 
targeting perinatal depression and anxiety have been challenged by 
suboptimal user engagement (Loughnan et al., 2019). Our results on 
potential effectiveness are also consistent with previous studies on WBIs 
coupled with human support for postnatal depression, which indicated 
clinically significant effects of such interventions compared to treatment 
as usual (that is, where the control group did not have access to the WBI) 
(Milgrom et al., 2016; Pugh et al., 2016). 

4.2. Limitations 

At least four study limitations should be considered. First, effect es-
timates for the intervention’s effect on EPDS and GAD-7 were imprecise 
due to the small sample size and limit conclusions about the comparative 
effectiveness of the two methods of delivering the WBI. Further, the 
small sample size led to a baseline imbalance on important covariates 
between groups, which could potentially confound our results, although 
we adjusted for these covariates and the differences between effect es-
timates in our adjusted and unadjusted models were small. Still, the 
small sample size increases the chance of imbalances between groups on 
unmeasured confounders. Second, losses to follow up were significant 
and differed between intervention and control groups. Although our 
sensitivity analyses confirmed the robustness of our estimates to this 
potential selection bias based on measured predictors of loss to follow- 
up, these methods cannot account for unmeasured variables that may 
predict censoring. Third, the nature of the intervention made it impos-
sible for participants to be blinded. Finally, the study sample is likely not 
representative of the target population as mentioned above, and thus 
our results may not be generalizable to the population served by the 
hospital that we recruited in, nor the broader Montreal community. 

4.3. Relevance to clinical practice 

Telephone coaching with a WBI could fill a service gap for parents 
with mild to moderate postpartum depression and/or anxiety, whose 

conditions may not be recognized by clinicians, and who may have 
difficulty accessing appropriate services. We designed the intervention 
to facilitate access to treatment, considering barriers such as lack of time 
and transportation, based on the results of our previous needs assess-
ment (Schwartz et al., 2021). If found effective in a subsequent larger 
scale RCT, this intervention may be a safe and cost-effective treatment 
option to augment existing mental health services for postpartum pop-
ulations. For example, it can also be used as a low intensity first step in a 
stepped-care approach to mental health treatment (van Straten et al., 
2015). This study augments the evidence base on use of lay telephone 
coaching to treat mental health disorders (McCusker et al., 2022; 
Lambert et al., 2021). 

4.4. Conclusions 

Our results show that brief telephone coaching by trained lay 
coaches coupled with a WBI is a feasible and acceptable intervention for 
postpartum depression and/or anxiety. Compared to a WBI alone, this 
intervention is potentially effective in reducing symptoms of depression 
and anxiety at 6 months. Lay coaching and WBIs are scalable and rela-
tively inexpensive interventions that offer an alternative to often more 
expensive and less accessible mental health treatment services. A larger 
trial which is adequately powered to investigate the effectiveness of such 
an intervention is warranted. 
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