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Physical exercises and relaxation have been found to be bene�cial for depression. However, there is little evidence on the use of
Qigong, a mind-body practice integrating gentle exercise and relaxation, in the management of depression. �e aim of this paper
is to evaluate the e
ects of Qigong on depression. �e paper examined clinical trials measuring the e
ect of Qigong on depression
within six large-scalemedical research databases (PubMed,Medline, ProQuest, ScienceDirect, EMBASE, andPsycInfo) till October
2011. Key words “Qigong,” “depression,” and “mood” were used. Ten studies were identi�ed as original randomized controlled trial
(RCT) studies investigating the e
ect of Qigong on depression as primary (� = 2) or secondary outcome (� = 8). Four studies
reported positive results of the Qigong treatment on depression; two reported that Qigong e
ect on depression was as e
ective
as physical exercise. One study reported that Qigong was comparable to a conventional rehabilitation program, but the remaining
three studies found no bene�ts ofQigong on depression.While the evidence suggests the potential e
ects ofQigong in the treatment
of depression, the review of the literature shows inconclusive results. Further research using rigorous study designs is necessary to
investigate the e
ectiveness of Qigong in depression.

1. Introduction

Depression is a common illness occurring in approximately
5–13% of women and 2–8% of men at any particular point
in time. Depression has a lifetime prevalence rate of 16.2%
and a twelve-month prevalence rate of 6.6% [1, 2]. By 2020,
depression is projected to become the second global leading
cause of disability [3]. �e annual cost of depression in
the United States exceeds $80 billion, surpassing that of
other chronic illnesses such as diabetes and hypertension [4].
Depression not only accounts for up to 70% of psychiatric
hospitalizations and 60% of suicides, but also complicates
the management of other diseases [5]. Despite the growing
number of marketed antidepressants, between 19 and 34%
of patients with depression do not respond to acute antide-
pressant treatment. 29–46%of patients with depression fail to
achieve full remission, and up to 50% of patients experience
recurrence [6, 7]. Given the scale of this problem, there is
a need to explore alternative and complementary forms of

treatment. In recent years, there has been a growing interest
in alternative medical approaches to treating depression,
including acupuncture [8, 9], Tai Chi [10], meditation [11, 12],
and Qigong [13, 14].

Qigong is a traditional Chinese mind-body medicine
dating back to over one thousand years. It consists of two
types: internal and external Qigong. Internal Qigong is a
formofmind-bodymedicine that involves coordinated gentle
exercise and relaxation through meditation and breathing
[15]. �e practice of internal Qigong promotes balance and
is believed to combat energy blockages by facilitating the
�ow of vital energy around the body [16]. In doing so, it
contributes to both physical and psychological well-being.
External Qigong, on the other hand, is a branch of energy
medicine in which an experienced Qigong practitioner sends
or emits Qi—a form of energy—to a patient for the treatment
of that patient’s illnesses [17].

Existing literature has reported that internal Qigong
decreases heart rate [18], blood pressure [19], lipid levels [19],
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and circulating stress hormones [20] as well as improves
the body’s immune function [20, 21]. Moreover, a recent
review which examined 77 articles on the physiological and
psychological e
ects of Tai Chi and Qigong suggests that
both Tai Chi and Qigong have bene�cial e
ects on bone
density, cardiopulmonary functions, physical and immune
functions, self-e�cacy, and quality of life and improve
psychological symptoms [22]. Most of the earlier studies
on Qigong recruited subjects with a variety of medical
conditions; however, only a few speci�cally examined the
e
ects ofQigong on patients with depression.�is paper aims
to �ll the gap in the literature by examining the reported
e
ects of internalQigong ondepression anddemonstrates the
need for further research.

2. Methods

A literature search reviewing all published articles prior
to October 2011 on the e
ect of Qigong on depression
was conducted using PubMed, Medline (1950∼), ProQuest
(1950∼), ScienceDirect (1950∼), EMBASE, and PsycINFO
(1806∼). Key words “Qigong,” “depression,” and “mood” were
used in the literature search. Identi�ed records were initially
screened for eligibility based on title and abstract. Reference
lists of identi�ed papers and reviews were manually searched
for additional studies in related areas. Articles were �nally
selected based on the analysis of the full text. Two reviewers,
B. Oh, and A. Yeung, independently applied the inclusion
criteria.�e two reviewers compared results and resolved any
discrepancies by agreement.

3. Eligibility Criteria

Studies which investigated the e
ects of Qigong on depres-
sion as primary or secondary outcomes based on randomized
controlled trial (RCT) design were eligible. Articles reporting
on interventions using external Qigong or Tai Chi were
excluded. �e literature search included only papers with the
full article published in English.

4. Results

�e initial literature search identi�ed 520 articles using the
key words “Qigong,” “depression,” and “mood,” of which 425
non-Qigong clinical trial articles were excluded. Of the 95
remaining articles, 10 articles met the eligibility criteria and
were reviewed, as shown in Figure 1. Of the ten studies shown
in Table 1, two studies measured depression as a primary
outcome [13, 23] and eight studies measured depression as
a secondary outcome. �e former two studies measured the
e
ects of Qigong on geriatric depression.

In one of these two studies, Tsang et al. [23] showed
that Qigong was as e
ective as a conventional rehabilitation
program in a pilot study. In a subsequent study with a
larger sample size, Tsang et al. [13] demonstrated a signi�cant
di
erence between the Qigong intervention and the control
group. �e remaining eight studies measured depression as
a secondary outcome among patients who were recruited

Records identi�ed through 
database searching

ProQuest (127)

Exlucde non-Qigong clinical

Full articles assessed for 

Articles included for review

Exclude articles based on 

(� = 520)
PubMed (� = 79)
Medline (� = 34)

ScienceDirect (� = 211)
Embase (� = 46)
PsycInfo (� = 23)

trials (� = 425)

eligibility (� = 95)

each criterion (� = 85)

intervention (� = 15)

eligibility (� = 55)

(� = 10)

∙ External Qigong

∙ Qigong trial did not meet

∙ Duplicate article (� = 15)

Figure 1: Flowchart of review process.

based on other medical conditions. Of eight studies, three
studies reported a signi�cant di
erence between Qigong
intervention and control groups [24–26]. Two studies showed
that Qigong was as e
ective as physical exercise [27, 28].
�ree studies did not �nd a signi�cant di
erence between the
Qigong intervention and the control group [29–31].

�ese studies were conducted in Hong Kong (� = 3),
Korea (� = 1), Germany (� = 2), Sweden (� = 2), Australia
(� = 1), and the USA (� = 1) between 2003 and 2009.
Among them, there were ten RCTs, which employed two
arms (Qigong versus control group). Six of these ten studies
used a sham intervention for the control groups. None of the
studies used a double-blind design.

Sample sizes ranged from 50 to 162 subjects. Study
populations varied, with two studies conducted on geriatric
patients with depression. Other study populations included
patients with �bromyalgia, hypertension, Parkinson’s disease,
cancer, burnout, severe chronic pain, and female college
students. One study did not report a detailed demographic
pro�le of its participants, as the study was conducted during
a Qigong retreat [32]. �e mean age of participants ranged
from 19 to 82.

�e duration of Qigong interventions also varied across
studies. Qigong intervention period ranged from 6 to 16
weeks (6 weeks (� = 1), 8 weeks (� = 2), 12 weeks (� = 4),
and 16 weeks (� = 2)), and one study involved a four-day
Qigong retreat. �e duration of each intervention also varied
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from 30 minutes (� = 1), 45 minutes (� = 2), 60 minutes
(� = 3), and 90 minutes (� = 2) to 120 minutes (� = 1). Most
studies (� = 7) o
ered Qigong interventions twice a week.
One study [32] did not describe the length or frequency of
the intervention. �ree out of the 10 studies had long-term
follow-up assessments at 24 weeks [29], 6 months [28], and
12 months [30].

�e ten studies used di
erent instruments to measure
depression outcomes. Two studies used the Geriatric Depres-
sion Scale (GDS), two used the Beck Depression Inventory
(BDI), and two used the Pro�le of Mood States (POMS).
Other instruments included the Depression Status Inven-
tory (DSI), Montgomery-Asberg Depression Rating Scale
(MADRS), Hospital Anxiety and Depression Scale (HADS),
and Allgemeine Depressionsskala (ADS).

With the exception of one study that had an unusually
high dropout rate of 49% [29], most studies had satisfactory
dropout rates ranging from 3% to 24%. Two studies did
not report their dropout rates [23, 24]. Two studies [27,
28] reported adverse events that were not directly related
to the practice of Qigong; eight studies did not report
adverse events; and one reported no adverse e
ects of Qigong
intervention [26]. Two studies which recruited patients with
hypertension and chronic neck pain reported adverse events
not speci�cally related to the intervention, such as muscle
ache, tension, nausea, and vestibular neuronitis.

Of the ten studies, �ve conducted intention-to-treat (ITT)
statistical analyses, two conducted completers analyses [25,
29], and one performedboth ITT and completer analyses [31].
Two studies did not report the details of their data analysis
methods [13, 23].

5. Discussion

�is paper suggests that the e
ect of Qigong in the treatment
of depression is inconclusive, although potential e
ects of
Qigong in the treatment of depression was supported by the
biopsychosocial model [33], relaxation response theory [34,
35], and evidence on the positive e
ects of exercise [36, 37].
Further, our review result was not consistent with the pre-
vious review conducted by Jahnke et al., which reported the
e
ect of Qigong and Tai Chi in the treatment of psychological
symptoms including depression [22].�eir review concluded
that Qigong and Tai Chi can reduce psychological symptoms
including depression. �e di
erences in results may be due
to the di
erent inclusion criteria used in the two reviews. In
Jahnke et al.’s review [22], their results were basedmore on tai
chi studies than on Qigong studies, while our review assessed
exclusively Qigong studies. Although, tai chi is considered
as part of moving Qigong, the di
erences and similarities of
basic philosophy and practices between tai chi and Qigong
are debated among the academic researchers, particularly in
Western world [22, 38]. Interestingly, the result of this review
is similar to a recent review conducted by Tsang et al. with 12
RCTs which compared the e
ects of mindful exercises versus
nonmindful exercises [39]. �is review reported that both
mindful and nonmindful physical exercises were e
ective
in the treatment of depression or depressive symptoms in

the short term. Our paper also showed that Qigong was
as e
ective as physical exercise and rehabilitation program
for treatment of depression. Results from Jahnke et al. [22]
and our review are compatible with two recent reviews on
the e�cacy of exercise on depression, both concluding that
exercise has a mild treatment e
ect on depression [36, 37].
�ese �ndings suggest that future studies are needed to
examine the mechanism of the e
ects of Qigong, tai chi, and
physical exercise on the brain to decipher the similarities and
di
erences of their e
ects on depression.

One of most remarkable �ndings of this review (� = 10)
was that participants did not report any psychotic reactions
from Qigong, as previous literature has indicated as possible
concern [25]. �e inconsistent results based on the above
reviews may re�ect dose response of subjects receiving
Qigong intervention with di
erent frequencies, lengths, and
intensities. A limitation of this review is that it included
studies with small sample sizes and no appropriate sham
intervention for control group, no blinding of subjects and
Qigong instructors, and they used various instruments to
measure depression outcomes. �ere was moreover a publi-
cation selection bias, as we only examined studies published
in English.

Future studies may take into account the following
suggestions formethodology. First, participantswhomeet the
criteria for major depressive disorder, dysthymic disorder, or
depressive disorder not otherwise speci�ed based on DSM-
IV criteria should be included. Since Qigong originated in
the East, di
erent ethnic groups may be recruited to examine
if cultural di
erences could be a mediator or moderator
of treatment outcomes. A three-arm design (Qigong inter-
vention versus sham Qigong versus usual care or waitlist
group) with adequate sample size is recommended to detect
statistical and clinical signi�cance, as suggested by Oh et
al. [26]. Dose-response relationship can be examined by
varying length (e.g., 30 minutes versus 60 minutes versus
90 minutes), frequency (e.g., weekly versus biweekly versus
every 4 weeks), and intensity of intervention, as measured
by physical activity intensity scale. Both quantitative and
qualitative outcome measures are recommended in order to
capture the complexity of depression treatment e
ect. Mea-
sureing of biomarkers, such as immune function, cytokines,
and DNA damage level, may provide objective information
on the physiological and psychological e
ects of Qigong
intervention. Finally, a cost-bene�t analysis could examine
possible health policy considerations.

In conclusion, all studies suggest that Qigong interven-
tion for patients with major depressive disorder is safe and
feasible; however, evidence for its e
ectiveness is limited.
Future study with more robust design is warranted.
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