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Abstract 

Aim and Background: since the belief of people about drugs has a role in their addiction, this study has been 

conducted to examine the effectiveness of cognitive behavioral therapy (CBT) on abstinence   and   beliefs 

about drugs in cannabis users. 

Materials and Methods: several centers were chosen from addiction treatment centers in Tehran .All persons 

who were interested in participate in research filled out the inventories about beliefs about drugs ,who had 

positive beliefs toward drugs were chosen for study. Then30patientsselected randomly in two 15-member 

groups. To assess abstinence, urine test and self-monitoring sheet of daily use were used. Experimental group 

participate in CBT sessions while control group were in waiting list. Both groups were evaluated during baseline 

and end of treatment. The data were analyzed through analysis of variance, two-factor ANOVA and paired t-test 

in SPSS-22. 

Finding: there is a significant difference between two groups in relation with variables of attitude toward 

substance and abstinence (P<0/01).  

Conclusion: CBT can significantly increase abstinence and change dysfunctional drug beliefs of cannabis users.  

Key words: Cognitive Behavioral Therapy (CBT), Abstinence, Belief about Drugs, Cannabis  

Introduction 

Cannabis is one of the most common illegal 

substances used in the world (Simmons et al, 

2005). This prevalence is in such extend that it is 

estimated about 40-60 percent of 18-25 years old 

youth in England, America, Australia, New 

Zealand, and some European countries might have 

tested cannabis (Ashton, 2001; Vonsydow et al, 

2001). According to a conducted study on medical 

student of Tehran University of Medical Sciences, 

24/7% of medical students of this university at 

internship level had used cannabis at least one time 

and 26/9% of them had started cannabis use before 

entering to university (Sadeghi, 2002). The study of 

Sarami et al (2013) indicated that cannabis is 

widely used substance among students ranked 14 

after cigarette, shisha, alcohol, and opium. 

mailto:nooshinkreza@gmail.com
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Cannabis use is along with many psychiatric and 

physical problems in accordance with conducted 

studies (Mc Login et al, 2014). Some of common 

disorders among this group include anxiety 

disorders and depression (Arendt Munk& 

Jorgensen, 2004), relevant psychosis disorders to 

cannabis disorders (Laqueille, 2005), externalizing 

disorders such as aggression and criminal behavior 

(Monshouwer et al, 2006), and physical problems 

(Jones, 2002; Tashkin, 2005). According to the 

harmful effects of cannabis use, it is vital to 

consider some interventional programs for 

treatment and reducing relapse possibility.  

There are various intervention for cannabis use   

included pharmacotherapy and psychotherapy 

(Burleson &Kaminer, 2005; Kamon et al, 2005) 

while some of studied that positive beliefs about 

drugs could have a considerable role in relapse of 

addiction (Sarami&Naderi, 2009; Gregg et al, 

2007). 

Cognitive-behavioral approach generally 

emphasizes on the role of cognitive processes 

especially dysfunctional beliefs in mental disorders 

especial substance abuse. The dysfunctional beliefs 

about substance and   drug abuse are classified to 

two categories of positive beliefs toward drugs and 

negative beliefs toward self and self-capabilities 

(Beck et al, 1993). In addition to modification of 

beliefs, it is required to consider attitude about 

pattern of substance use and training of coping 

skills within therapeutic protocol (Naeeimi and 

Ghahri, 2016, Liese et al, 2002, (Beck et al, 1993; 

Najavits et al, 2005; Dennis et al, 2002).  

There have been many conducted studies in 

relation with effectiveness of cognitive-behavioral 

therapy in improvement of symptoms and 

accompanying disorders of drug abuse disorder 

among addicted people (Nunes et al, 2006; Budney 

et al, 2006, Yen et al, 2004; Litt et al, 2008; 

Sekades et al, 2015, Ghasemnezhad et al 2016).  

Moreover, Copper et al (2015) indicated that even 

short-term psychological interventions (4-14 

sessions) can comprises positive consequences 

strengthening abstinence of patients. However, 

there have been few conducted studies about 

effectiveness of cognitive behavioral therapy on 

strengthen of abstinence and change beliefs of 

cannabis users in Iran. Hence, this study was 

conducted to examine the effectiveness of cognitive 

behavioral therapy on improvement of abstinence 

and beliefs about drugs in cannabis users. 

Materials and Methods 

In this his semi-experimental study several centers 

were chosen from addiction treatment centers in 

Tehran .All persons who were interested in 

participate in research filled out the inventories 

about beliefs about drugs , who had positive beliefs 

toward drugs were chosen for study. Then 30 

patients selected randomly in two 15-member 

groups. To assess abstinence, urine test and self-

monitoring sheet of daily use were used.  

Inclusive criteria was using cannabis for 6 month 

and exclusive criteria was   having diagnosis of 

schizophrenia, psychotic and bipolar disorders. 

Experimental group participate in CBT sessions 

while control group were in waiting list. Both 

groups were evaluated during baseline and end of 

treatment. The data were analyzed through analysis 

of variance, two-factor ANOVA and paired t-test in 

SPSS-22. 

Training package 

The presented cognitive-behavioral intervention in 

session is adapted from the book “cognitive 

techniques for treatment of addiction” (Beck et al, 

1993) and behavior therapy techniques adapted 
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from Book of Jena (2007) that this intervention was 

adjusted for 12 sessions. First session was related 

to familiarity and introduction of cognitive and 

behavioral techniques. Second session included 

introducing inner incentives and triggers such as 

thoughts, emotions, and physical senses and coping 

methods with these triggers included in agenda of 

third session while it was taught in fourth session to 

control and face temptation. Fifth and sixth 

sessions were respectively allocated to 

identification of anger symptoms and controlling 

them. Some techniques were taught in seventh and 

eighth sessions to identify automatic thoughts and 

modification of them. Sessions 9, 10, and 11 were 

allocated to negative beliefs about self and positive 

beliefs about cannabis and methods to challenge 

them. All of the therapeutic sessions were reviewed 

in last session. 

Research Instruments 

Demographic questionnaire: this questionnaire 

was designed to identifying of demographic 

characteristic of sample. 

Attitude about drug questionnaire: the 

questionnaire of relevant beliefs to substances is a 

self-assessment scale comprising 20 items graded 

within 7-points Likert Scale (between strongly 

disagree and strongly agree). 20 items of this 

questionnaire include some terms about negative 

and positive consequences of substance abuse. The 

positive terms comprise effects of substances and 

negative terms include negative effects. Validity 

and reliability of this questionnaire was reported 

equal to 0/86 based on the obtained Cronbach’s 

alpha in a foreign study (Sadeghi, 2009). To obtain 

reliability of this questionnaire with retest method 

in this study, cannabis was distributed among 40 

cannabis users during 3 weeks and reliability was 

obtained to 0/89. To determine internal 

consistence, Cronbach’s alpha was used and 

correlation was obtained to 92%.  

Self- monitoring   sheet: variable of abstinence 

was evaluated through researcher-made form. 

Sample members were supposed to record their 

self-assessment sheet in terms of temptation and 

their methods to cope with their temptations on a 

sheet.  

Urine test: all sample members were supposed to 

give the urine test in start step, sixth session, 

twelfth session and three months after treatment. 

Analysis of variance with repetitive measurement 

and two-factor ANOVA were used through SPSS-

22 software for data collection. 

Finding 

Demographic features of two experimental and 

control groups are described in table 1. Age 

average of experimental group is 24/67±6 and 

control group 24/23±5. As it is observed, there is 

not a significant difference between two groups in 

terms of demographic variables (Table 1). 

Table 1. Demographic features of participants based on frequency and percentage distribution 

Group  Experimental   Control  P-value  
Variable  Variable levels  Frequency  Percentage  Frequency  Percentage  

Marital status  Married  5 31/34 5 31/34 0/61 
Single  10 55/55 10 55/55 

Education  Secondary school  1 5/55 1 5/55 0/42 
Diploma  4 23/77 4 23/77 

 BA and above  10 55/55 10 55/55 

Occupation status  Employed  12 66/66 10 55/55 0/08 
Unemployed  4 23/77 5 31/34 

Table 2 includes mean scores of abstinence and 

attitude toward drugs that there was not any 

significant difference between two groups in 

relation with these variables.  
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Table 2. Mean scores of samples in abstinence and attitude toward drugs 

Variables  Experimental group n=15 Control group n=15 t Significance level  

Mean  Standard deviation  Mean  Standard deviation  

Abstinence  2/44 2/79 3/41 2/18 2/14 0/13 

Beliefs about 

drugs  

109/22 19/63 111/21 18/72 1/29 0/12 

 

Analysis of variance with repetitive measurement 

was performed for different analysis of means 

within 4 times measurements. According to table 3 

and calculated F value of variable abstinence and 

dfs (3, 51), there is a significant difference between 

means at level of 0/001 (F=18/26, P>0/001). On the 

other hand, the calculated F value with dfs (3, 51) 

of variable of attitude toward drugs has been 

significant at 0/001 level (F=43/50, P>0/001). 

These data indicate significant difference between 

compared means of two variables. 

Table 3. Results of ANOVA in relation with variables abstinence and attitude toward drugs in experimental 

group 

Change sources   Inter-participants  Intra-

participants  

Treatment effect  Residual Total  

Sum of squares  Abstinence  1811/11 2275/21 1178/71 1096/51 6361/54 

Belief toward drugs  3766/68 5922/81 4258/66 1664/15 15612/3 

Degree of freedom  Abstinence  14 54 3 51  

Belief toward drugs  15 54 3 51  

Mean squares  Abstinence  106/53 42/13 392/90 31/51  

Belief toward drugs  221/56 109/68 1419/55 32/63  

F Abstinence    18/26   

Belief toward drugs    43/50   

Sig level Abstinence    0/001   

Belief toward drugs    0/001   

 

Two-factor ANOVA was performed to examine the 

difference between two experimental and control 

groups. The obtained results of two-factor ANOVA 

indicate significant inter-group and intra-group 

difference as well as significant intergroup and 

intragroup interaction within both variables of 

abstinence and belief toward drugs.The results of 

two-factor ANOVA are described in table 4. 

Table 4. Results of two-factor ANOVA of abstinence and belief about drugs 

Sig level  F Mean squares  df Sum of squares  Changes 

source  

B
elief 

 

A
b

stin
e
n

ce 
 

B
elief 

 

A
b

stin
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n

ce 
 

B
elief 

 

A
b

stin
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n

ce 
 

B
elief 

 

A
b

stin
e
n

ce 
 

B
elief 

 

A
b

stin
e
n

ce 
 

 

0/001 0/001 46/27 29/20 05/2340 55/3 

 

1, 28 1, 28 05/2340 55/3 

 

Intragroup  

0/001 0/001 41/25 9/12 22/6086 05/16 

 

1, 28 1, 28 22/6086 05/16 

 

Intergroup  

0/001 0/001 114/62 142/26 38/2241 73/6 

 

1, 28 1, 28 38/2241 72/6 

 

Inter and 

intra-

interaction  

    882/34 

 

10/8 

 

30 30 00/1186 69/275 

 

Error  

 

 

Discussion  
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Cognitive-behavioral therapy is one of the most 

effective treatments among psychotherapy 

approaches for drug abuse. The results of current 

study showed that cognitive behavioral therapy 

could significantly increase abstinence and change 

dysfunctional positive beliefs of cannabis users. 

This finding is coordinated with results of 

conducted studies by Kadden et al (2006). 

Rohsenow et al (2004) based on the effectiveness 

of cognitive behavioral techniques in increase in 

abstinence among drug users. The other study that 

supports the findings of this study is research of 

Carroll (1993) who studied the results of more than 

24 random controlled studies on adults who use 

tobacco, alcohol, cocaine, marijuana, opium, and 

other substances to indicate that cognitive 

behavioral therapy not only can effect on reduction 

in relapse among addicted persons but also 

increases abstinence of them. Copeland et al (2001) 

studied on 299 cannabis users within 2 sessions of 

cognitive behavioral therapy and confirmed the 

positive effect of cognitive behavioral therapy on 

increase in abstinence among cannabis addicted 

persons. The other study on 19 adolescences 

cannabis users (15-18 years old) who participated 

in 14 treatment sessions with cognitive behavioral 

approach and indicated that this approach is 

effective in reducing the cannabis use among this 

group through increasing their abstinences (Kamon 

et al, 2005). The other research has indicated that 

even limited psychotherapy sessions with cognitive 

behavioral approach (Copper et al, 2015) or 

combined with motivating inventory can improve 

abstinence of patients (Litt et al, 2008; Sekades et 

al, 2015; Cooper et al, 2015). All of the mentioned 

researches have had results coordinated with 

findings of present study.  

In addition to abstinence, attitude and belief about 

drugs is considered as an important variable in 

addiction treatment. Positive beliefs about drugs 

and their consequences (for instance, drugs 

increase my self-confidence) and negative beliefs 

about self (for instance, I am not able to do 

something) can be triggers for drug abuse. In this 

case, Beck et al (1993) have considered the 

important role of positive beliefs about drugs and 

negative beliefs about self. Holman (2004) has 

noticed the important effect of beliefs on formation 

and persistence of addiction.  

Dysfunctional positive beliefs about drugs  and 

inability to identifying triggers could vulnerable 

patients to relapse (Carroll, 1996; Kadden, 1991) 

.If patients learn to stop antecedent-use cycle 

through change and modification of beliefs, they 

have taken important steps to control temptation 

and increase abstinence (Najavits et al, 2005).  

The importance of positive belief about drugs and 

their effects on persistence of addiction has been 

revealed within other studies (Turkcapar et al, 

2005; Saremi&Naderi, 2009). In this regard, if the 

positive belief of addicted persons about drugs is 

changed to a negative attitude toward consequences 

of drug use, it will be expected to reduce and 

prevent from drug abuse before relapse (Chabrol et 

al, 2006). 

As the last word, the important role of self-efficacy 

in improvement of abstinence, reinforcement of 

self-reliance and increase in resistance against 

drugs can be mentioned. Such matter would pave 

the way for abstinence (Jafari et al, 2012; Barkin et 

al, 2002). This finding is matched with results of 

conducted studies by Yen et al (2004), Hanan et al 

(2005), Dolan and Martin (2008) indicated that 

self-efficacy could strengthen coping skills in 

person effecting on relapse prevention.  
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Abstract 

Objective: The prevalence of chronic fatigue in society and its negative effects has led interest in fatigue-related 

factors amid calls to address them. So the aim of this study was to investigate the relationship between stressful 

life events with chronic fatigue in employees of Ahvaz water and Sewage Company. 

Materials and Method: This research is descriptive - correlation. The study sample consists of all staffs of 

Ahvaz water and sewage who were working in 2015.They made of 190 employees who were selected randomly. 

Chalder fatigue scale and Holmes-Rahe stress scale was used. The gained data were analyzed with the use of 

descriptive statistical method such as Pearson’s correlation multivariate regression analysis and through 

software SPSS20. 

Results: The results showed that there was a significant relationship between stressful life events and chronic 

fatigue. Regression analyze showed that stressful life events can predict chronic fatigue significantly. 

Key words: Stressful life events, chronic fatigue, Pearson correlation. 

 

Introduction: 

Chronic fatigue syndrome with its accompanying 

symptoms such as fever, debilitating fatigue, 

muscle pain, pharyngitis, mild fever, cognitive 

problems, gastrointestinal symptoms, and 

sensitivity lymph nodes. Its incidence in the general 

adult population is estimated to be between %7/0 

and %8/2. 

The condition is observed primarily among people 

aged 20 to 40.(Sadook and Sadook, 2011). 

Theoretical models have shown that diet, way of 

life, personality, viral infection, physical health, 

psychological disturbance, life events, and mental-

social stress interact with each other to aid the 

manifestation and outcome of chronic fatigue in a 

manner that is unique and complex (Goodwin and 

White 2011). It is also medically classified as 

disease of unknown origin which based on 

diagnosis criteria is likely to continue for at least 

six months (Jones, et al., 2011). According to Choi 

et al., (2008) fatigue in young, single, and high 

educated women is uniquely high. This condition 

affects the health-related life significantly with 

serious   consequences on psycho-social indicators 

of quality of life (QOL). Nunez et al., (2011) and 

Choni et al., (2012) found that there is a positive 

correlation and relationship between fatigue, job 

stress, and psychological stress. Stress leads to 

exciting physiological and mental reaction of the 

body that leads to biological and behavioral 

response in an individual. Stress life events are 

associated with a wide range of physical and 
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psychological consequences which are most likely 

to be seen in low economic-social class as well as 

in ethnic minority groups (Hatch and Dohrenwend, 

2007).Among the negative consequences of stress 

can be grouped into organizational, social, 

psychological, and physical 

consequences(Hombergh et al., 2009).Linden 

(2005) argued that the ability of people to reduce 

stress and how they deal with stressful situation is 

optimized if stress is managed properly. In a study 

by Thorsteinsson and Rhonda (2008) on the 

mediator and intervening variable in relation 

between stressful life events and chronic fatigue 

reported that stressful life events have a direct 

impact on chronic fatigue. 

The aim of this study was to investigate the 

relationship between stressful events and chronic 

fatigue among employees of Ahvaz Water and 

Sewage. 

 

Method: 

This study is based on descriptive- correlation 

model. The studied group were all employees of 

Ahvaz water and sewage who were working in 

2015.The sample consisted of 190 employees who 

were selected randomly. Data was collected using 

Chalder fatigue scale and Holmes and Raha stress 

scale. The accumulated data were analyzed with 

using descriptive statistical methods such as 

Pearson correlation multivariate regression analysis 

and software SPSS20. 

Research Tools: 

 

Holmes-Rahastress scale: This scale assess the 

stress of major life events such as marriage, 

divorce, death of relative, change of address, etc. 

The value of the test is associated with various 

events of life. 

This test allows anybody to gain their 

corresponding score then estimate the stress score 

by adding the scores approximately. If the total 

score is between 150 and 200 or more, then it can 

be assumed that the person is likely to be sick 

(37%) while scores between 200 and 300 or more 

predicts that the person is likely to be 50% and 

80% sick respectively. People who gained more 

than 300 means the possibility of an incident or 

events happening is high (Ganji, 2012). Vafaei and 

Golabi reported that the reliability of a 

questionnaire using Cronbach’s alpha and analyzed 

its credibility using Pearson’s correlation found it 

to be 79% and 36% respectively 

Chalder Fatigue scale: Chalder et al devised a 

short tool with 14-points which evaluate physical 

and mental symptoms of fatigue that is thought to 

be the index mark of chronic fatigue syndrome. It 

was translated initially by Nasri ( 2003) who also 

analyzed its reliability and validity. The 

questionnaire is a self-evaluation tool and an 

individual is evaluated for physical fatigue based 

on 8-items on a 4-point scale from no (zero) to high 

(3) while mental fatigue scale has six question. In 

addition four structures have been identified for 

this scale: 1. Cognitive problems; 2.drowsiness; 

3.endurance and strength; and 4.lack of motivation 

and interest.  Chalder et al (1993) also investigated 

the validity and reliability of the scale in medical 

care setting. They reported that the internal 

consistency coefficient for the whole scale, 

physical fatigue, and mental fatigue was 0.89, 0.84, 

and 0.82 respectively. In his study which evaluated 

the reliability of the scale using Kronbach alpha 

method among students (n=60) and nurses (n=34), 

Nasri reported the scale to be 0.88 and 0.91 

respectively while the split-half reliability 

coefficient among the student group was 0.83. 

These shows that the scale is of high reliability. He 

also analyzed retest reliability coefficient among 50 

students who were retested after three weeks. The 

coefficient for total Chalder fatigue scale, physical 

fatigue subscale and mental fatigue subscale are 

reported them to be 0.85, 0.81, and 0.74 

respectively. This was satisfactory. Also Chalder 

reported of validity factor of this scale using cutoff 

point of 22 and used the clinical interview in 

medical care, the result was 5/70% for sensitivity 

and 5/74% for specificity.  

 

 



Annals of Tropical Medicine & Public Health-Special Issue Apr 2018 Vol 13 
 

SX735-18 

 

 

Results: 

The subjects consisted of 190 staffs of Ahvaz water 

and sewage aged25-60. However most of the data 

was related to people aged 31-37 (n=72). On 

gender, 78% were male and 22% female. 82% of 

the subjects were marries while 18% were single. 

Education-wise, most of them had master’s degree 

(50%), and 57% of them were employed (for how 

many years) while 27% had 21-30 years’ work 

experience. Table 1 shows the results of the 

variables by checking the distribution of the study 

variable through coefficient skewness of data and 

descriptive indicators such as mean and standard 

deviation indicator 

 

Table 1: Kolmogorov-Smirnov Test to study the normal distribution. 

Study variable Kolmogorov-Smirnow Z Sig Normal status 

Stress 0.859 0.452 Normal 

Chronic fatigue 1.08 0.16 Normal 

 

Kolmogorov-Smirnov test check normality. All the 

result were of significant level of more than 0.05 

based on Kolmogorov-Smirnov test (Table 2). This 

indicates that the assumption of normal distribution 

is rejected. Parametric tests were used in evaluating 

these data.  

Table2: Variables descriptive 

Variable Mean 
Standard 

deviation 

Minimum 

score 

Maximum 

score 
Number 

Stress 289.29 272.93 900 10 190 

Chronic 

fatigue 
11.9 7.65 35 0 190 

 

The findings show that the mean and standard 

deviation of stress are 289.29, 272.93 while with 

chronic fatigue was 11.9, 7.65 respectively. The 

normality test results showed that the normal 

distribution assumption was not rejected so it was 

used from parametric tests of Pearson correlation 

coefficient and multiple regression (enter) for 

studying the relationship between stressful life 

events and chronic fatigue among the employees.

 

Table 3: Pearson correlation test results 

Variables 

Pearson Correlation Significant Level Number Independent 

Variable 
Stressful life events 

Dependent Variable Chronic Fatigue 0.264 0.001 190 

 

Table 3 showed that Pearson scale (r=0.264) with 

p=0.001 was significant. From the result it can be 

deduced that there is direct and positive 

relationship between stressful life events and 

chronic fatigue among the employees.  The result 

was based on multiple regression which studied the 

impact of stress variables. The results are listed in 

the following table. 
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Table 4: Table of multiple regression analysis based entry model due to predictive variables (stress variable) 

and criteria variable for chronic fatigue n=190 

Criteria 

variable 

Predictive 

variable 

Not 

standardized 

coefficient ß 

standardized 

coefficient ß 

Amount 

(t) 

Significant 

Level P 

Multiple 

correlation 

coefficient 

MR 

RS FP 

Chronic 

Fatigue 
Stress 0.007 0.259 187.4 0.001 0.538 0.289 25.258 

 

These findings show that multiple correlation 

coefficient for combination of stress variable is 

0.538 and RS is 0.28.F regression equation is 

(25.258) and with (p≤001) is significant. Due to the 

ß-coefficient and significant level of above [Table 

4], stress variable as predictive variable affects 

chronic fatigue as criteria variable thereby 

confirming the research hypothesis. 

Discussion: 

The findings show that there is a significant 

positive relationship between stressful life events 

and chronic fatigue among Ahvaz water and 

sewage staffs. These results is consistent with the 

findings of Hatcher and House (2003) which 

examined the relationship between the onsets of 

fatigue syndrome with stressful life events. The 

results showed that there was relationship between 

fatigue syndromes with stressful events. Kato et al 

also reported of high risk of chronic fatigue and 

with the results of Thorsteinsson and Rhonda 

(2008). On intervening and mediated variables of 

the relationship between stressful life events and 

chronic fatigue showed that there was indirect 

impact of stressful life events on chronic fatigue. 

Mehrabizadeh et al. (2010) reported that there is 

significant relationship between stressful events 

and chronic fatigue among an industrial company 

staffs while Mahmoodi et al (2014) reported that 

fatigue should affect the quality of working life.  

Similar effects were reported by Gatehzadeh,et 

al(2016 ), Bayani and Samiei (2015, Steinhardt et 

al (2011), and Chio et al (2012).  From the result of 

this study, it can be inferred that fatigue is a feeling 

which is expressed in a different form like inner 

feeling to faint and intense desire to rest or sleep by 

an individual (Rosenthal, 2008) and have negative 

effects on a person’s mental and physical health 

which has an effect on the person’s professional 

life, training and personal life (Soroosh etal, 2008). 

Limitations and Recommendations: The study 

has some few limitations. For e.g. the sample 

evaluated was mixed which ignored the role of 

gender. Future studies should attempt to be based 

on sex. Also the study was carried in a specific city 

which might be source of biasness. Therefore 

future should target multiple cities. 
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Abstract 
This research is a pretest-posttest quasi-experimental study design with a nonequivalent control group and aims to 

investigate the effectiveness of eye movement desensitization and reprocessing (EMDR) therapy in clinical symptoms, 

fear, avoidance, physiological arousal and fear of negative evaluation in patients with social anxiety disorder. To this 

end, 24 subjects were selected using voluntary and available sampling method from among the patients who had 

referred to private clinics and counseling centers for students and had received diagnosis of social anxiety disorder 

(based on the diagnostic criterion of DSM-V). The participants were randomly assigned into two experimental and 

control groups each including 12 subjects. The experimental group was treated with EMDR during 8 sessions of 90 

minutes, but the control group received no treatment. Both groups completed Social Phobia Inventory and Fear of 

Negative Evaluation Scale at the beginning and end of treatment. The data was analyzed using the analysis of 

covariance test. The results obtained demonstrate that systematic desensitization therapy has had a significant impact 

on three variables of fear, avoidance and physiological arousal (P<0.05). But the obtained findings indicate that the 

above mentioned therapy has not been effective in the variable of negative evaluation.  

 

Keywords: Eye movement desensitization, information reprocessing, social anxiety, negative evaluation 

 

Introduction 
The main feature of social anxiety disorder, fear and 

marked or severe anxiety is among the social situations 

in which a person may be scrutinized. When the 

individual is faced with such social situations, he is 

afraid of being evaluated negatively. In this case, 

anxiety symptoms appear (like blushing, trembling, 

sweating, stuttering or staring). Social situations 

almost always create fear or anxiety 

(SeyyedMohammadi, 2014).  

Social anxiety which is recognized as social phobia is 

the fear or marked anxiety about one or more social 

situations in which the individual is faced with the 

possibility of others’ scrutiny. Among its examples are 

social interactions (e.g., talking, meeting with 

unfamiliar people), exposure to observation (such as 

eating or drinking) and acting in front of others (such 

as giving a lecture). Sufferers have functional type of 

social anxiety disorder and functional fears which 

typically create a lot of interference in their life 

(musicians, dancers, actors, athletes) and in the roles 

which require speaking in public. Patients often report 

fear of embarrassment and also more general fear of 

being negatively evaluated by others. They fear that 

others pay attention to the physical symptoms of their 

anxiety including sweating, trembling and blushing 

(Skinner, 2006). 

It has been proved that SP has significant effects on the 

quality of life and costs of health care system (Roa, 

2005). Patterns of fear, psychological symptoms of 

anxiety and avoidance behavior lead to significant 

turbulence during personal, professional and social life 

(Rector, 2006). This disorder has affected more than 

three million American adults. Kankero (2007) 

believes that social anxiety is mostly and significantly 

accompanied by objective and subjective destruction 

of quality of life. The studies conducted suggest 

increased suicidal thoughts, poor social support, poor 

performance at work and school and increased use of 

health care system. People with social anxiety have 

limitations in showing daring, communicating with 

authorities and progress in education and work because 

they have difficulty in attending group or class 

meetings. They have serious problems in starting 

friendly and intimate relationships and this issue leads 
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to limited social relationships and loneliness (Austin, 

2004). 

Social anxiety disorder is a common reason for escape 

from school in young children and it is only the mood 

and anxiety disorder which has definitely shown that it 

is associated with early school failure (Austin & 

Austin, 2008).Up to 80 percent of people with social 

anxiety disorder report another major disorder (Maggi, 

1996). It can be estimated that one third of patients 

with social phobia have major depressive disorder 

(Sadock&Sadock, 2003). In major depressive disorder, 

the simultaneous existence of social anxiety disorder 

may increase the risk of suicide (Skinner, 2006).It is 

likely that as a solution to avoid phobia-causing stress, 

many of the patients with phobia may also suffer from 

substance-related disorders particularly alcohol use 

disorders (Sadock & Sadock, 2003). Patients with 

social anxiety disorder and alcoholism may 

specifically avoid group-based therapies, such as 

Alcoholics Anonymous (AA). They are more likely to 

have a relapse compared to those who are not affected 

by these two disorders simultaneously (Skinner, 2006). 

The studies by Austin and German (2001) have shown 

that social anxiety is treatable. Proved treatments for 

social anxiety disorder include cognitive-behavioral 

therapy and pharmacotherapy (Skinner, 2006). It has 

been demonstrated that even short-term individual and 

group cognitive-behavioral therapy is effective in 

improving the symptoms of social anxiety disorder 

(Roa& Anthony, 2005).With regard to the 

development of suffering and disorder related to social 

phobia, only about half of the individuals with this 

disorder seek treatment and this number takes action 

for treatment after 15 to 20 years from the onset of 

symptoms. Many patients remain without diagnosis 

and many others do not respond to first-line treatments 

(Austin & Austin, 2008). 

All cognitive theories have referred to the role of an 

important factor in creating and maintaining social 

anxiety disorder and this factor is the biased processing 

of information. Studies suggest that patients with 

social anxiety are characterized by the bias in the 

following instances: Negative interpretation of external 

social events, discovery of negative responses from 

other, disturbing the balance of attention between 

external processing and self-focused processing, use of 

internal information to create a mindset about how 

they look from the perspective of others, recalling 

negative information about one’s performance and also 

a variety of post-event processing and prediction of 

failure before facing the situation. Persistence of social 

anxiety is considered a mystery. People with specific 

phobias like fear of enclosed space, fear of heights and 

fear of small animals are able to successfully avoid 

facing the source of their fear and it is assumed that 

this avoidance is the main cause of the persistence of 

fear. On the contrary, the nature of modern society is 

such that patients suffering from social anxiety often 

have to enter scary social situations; but despite these 

confrontations, the disorder still remains (Houghton et 

al., 2001). 

Social anxiety disorder is also associated with being 

single, not being married or being divorced and not 

having children especially in men. Social anxiety 

disorder prevents free time activities. Despite the 

extent of discomfort and social disruption associated 

with social anxiety disorder, only half of the people 

with this disorder in Western countries have sought 

treatment after 15 to 20 years from the onset of its 

symptoms. Unemployment is a strong predictor of the 

continuation of social anxiety disorder 

(SeyyedMohammadi, 2014). 

The prevalence (12 months) of social anxiety disorder 

has been estimated to be about 7% for the US. The 

prevalence of this disorder (less than 12 months) has 

been estimated to be around 2% to 5% in many parts 

of the world using the similar diagnostic tool. The 

average prevalence in Europe is 2.3%. The rate of 

prevalence for 12 months in children and adolescents 

is equal to the rate of prevalence in adults. The 

prevalence rate decreases with increasing the age. 

Generally, the rate of social anxiety disorder in the 

total population is higher in women than men (with the 

likelihood ratio of 1.5% to 2.2%). The average age for 

the prevalence of social anxiety disorder in the US is 

13 years and the age of onset in 75% of people is 8 to 

15 years. Adolescents compared to young children 

confirm the broader pattern of fear and avoidance 

including appointments. The elderly show social 

anxiety at lower levels. 

Diagnosis of social anxiety disorder in the elderly may 

be difficult for some reasons, among which are the 

focus on physical symptoms, concurrent physical 

ailments, limited insight and changes in the 

environment or social roles which may make the social 

dysfunction unclear or lead to silence about the 

psychological discomfort (SeyyedMohammadi, 2014). 

In a study performed by Mohammadi et al. (2006), it 

was revealed that the prevalence rate of lifespan of 

social anxiety in the general population of Iran is 0.82. 

This disorder has high comorbidity with other anxiety 

disorders, mood disorders and substance-related 

disorders (Ghanbari, 2010). Studies have demonstrated 

that 81% of the individuals suffering from social 

anxiety disorder have also had another disorder. A 

certain pattern has not been discovered so far in the 

comorbidity of this disorder with mood or anxiety 

disorders. But mainly, this is the social anxiety 

disorder which has precedence over other disorders. 

The rate of recovery for social phobia disorder is low 

without treatment and in case of the existence of a 

personality disorder (mainly avoidant personality 
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disorder) and generalized social anxiety disorder, this 

rate will be lower. But for other anxiety disorders 

(such as social phobia, obsessive-compulsive disorder, 

generalized anxiety disorder), designed clinical 

experiments with even milder types are needed (John 

& Brooke, 2009). 

In Iran, few studies have been carried out regarding the 

effectiveness of this treatment (Qanbari, 2010). It is 

unfortunate that currently, 25 years after the 

introduction of this method, support for the efficiency 

of EMDR for other situations except post-traumatic 

stress disorder is still rare. Studies show a random 

result for specific phobia disorder such as Medicine 

(Loher, 1995), Spider (John, 1999), test anxiety 

(Goslan, 1995), public speaking anxiety (Foley, 1995) 

and blood and injection phobia (Gruhole, 2007) (Cited 

in Ghanbari, 2010). 

Eye movement desensitization and reprocessing 

(EMDR) is a type of exposure therapy for the clients 

who have experienced traumatic stress. This treatment 

method developed by Frances Shapiro in 1987 has 

been obtained from behavioral interventions (Kerry, 

2006). The main process of change in EMDR includes 

counter-conditioning through desensitization and 

cognitive restructuring (Prochaska & Norcross, 2006). 

Shapiro described AHP adaptive information 

processing model to explain this treatment in which it 

is believed that there is significance difference 

between the methods of storing traumatic and non-

traumatic stimuli. Most of the people who experience 

traumatic events are emotionally disturbed and thus 

cannot combine pieces of information and cannot 

normally integrate experiences into neutral events 

(Jenna, 2008). This method is a kind of psychotherapy 

with an 8-step therapeutic approach, steps 1 and 2, i.e. 

taking the history and preparation, include what is used 

in most treatments. Step 3 consists of the detection and 

investigation of the disturbing memory. The client is 

asked to rate the turmoil sparked by this memory using 

the mental confusion scale so that zero shows lack of 

confusion and 10 represents the worst confusion 

possible. Also, he is asked to grade preferred positive 

recognition reliability using the recognition reliability 

scale so that 1 indicates the false option and 7 shows 

the completely true option. Then, in steps 4, 5 and 6, 

the client processes the disturbing materials using the 

bilateral attention method such that he focuses on the 

memory or other specified materials while 

simultaneously paying attention to an external 

stimulus, i.e. eye movements. At the end of the 

processing and usually after a series of eye 

movements, the client reports that all the confusion 

related to the memory was gone. He feels that positive 

recognition is reliable and all the related physical 

discomfort decreases. The next session starts with the 

re-evaluation of the previous work (step 8). EMDR is 

targeted with the past, present and future (expected) 

experiences associated with the provided problem 

(Ricky, 2009). 

EMDR method is effective in dealing with the anxiety 

relating to the aggressive behavior and shows excellent 

results in helping people overcome feelings of guilt, 

fear, discomfort, faulty thinking and anxiety usually 

arising from traumatic experiences (Alberni, 2001). 

Based on the hypotheses of Shapiro’s AIP model, it 

can be stated that if EMDR is capable of accelerating 

the improvement of pathology developed by disturbing 

events of life, a large proportion of individuals 

suffering from an anxiety disorder may benefit from 

EMDR (Dejan& Burke, 2009). Based on the 

foregoing, this question is raised as to whether eye 

movement desensitization and reprocessing (EMDR) 

is effective in clinical symptoms, fear, avoidance, 

physiological arousal and fear of negative evaluation 

in patients with social anxiety. 

 

Methodology 
This clinical trial is a pretest-posttest quasi-

experimental study design with 

a nonequivalent control group. Initially, of all the 

patients who had referred to private clinics and 

counseling centers for students and had received 

diagnosis of social anxiety disorder (based on the 

diagnostic criterion of DSM-V), 24 subjects were 

selected through voluntary and available sampling 

method. The participants were randomly divided into 

two experimental and control groups each including 12 

subjects. The experimental group was put under 

treatment with EMDR during 8 sessions of 90 minutes, 

but the control group received no treatment. Both 

groups completed Social Phobia Inventory and Fear of 

Negative Evaluation Scale at the beginning and end of 

treatment. 

Statistical population 

The intended target population in this study comprises 

all the male and female patients who referred to private 

clinics and student counseling centers from spring to 

September 2015 with the complaint of social phobia 

disorder (social anxiety) and received the diagnosis of 

social anxiety disorder based on the diagnostic 

criterion of DSM-5. 

Statistical sample and sampling method 
The research statistical sample was selected through 

voluntary and available sampling method. First, six 

private offices and five student counseling centers 

were selected randomly from among the private clinics 
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and counseling centers for students in Mashhad. 

Afterwards, of all the patients referring to these private 

clinics and student counseling centers, 24 subjects 

were chosen through voluntary and available sampling 

method and were randomly assigned into two 

experimental (12 participants) and control (12 

participants) groups. It should be noted that the 

patients were not controlled in terms of age, severity of 

social phobia, occupation, educational level and 

gender. 

Research tools 

Social Phobia Inventory (SPIN): This questionnaire 

has been developed by Connor and colleagues in 2000. 

It is a self-report scale designed to assess fear, 

avoidance and physiological arousal associated with 

social phobia (Anthony & Barlow, 2002).The required 

time to perform the test is 10 minutes and the number 

of questions is 17 including 6 items for fear, 7 items 

for avoidance and 4 items for physiological 

discomfort. The questions have been graded based on 

a 5-point Likert scale ranging from zero (never) to 4 

(severely) with the total score from zero to 67. The 

cutoff point of 19 has been specified to distinguish 

people with social anxiety disorder from those lacking 

it. This scale evaluates the physiological symptoms 

associated with social anxiety; an area that is not well-

regarded in other scales (Austin, 2004). 

The test reliability based on alpha coefficient in a 

group of normal people was reported as follows: 0.94 

for the whole scale and 0.89 for fear, 0.91 for 

avoidance and 0.80 for the physiological subscale 

(Connor et al., 2000). Cronbach's alpha for the whole 

questionnaire has been estimated to be 0.88. Alpha 

coefficients for the first and second half of the 

questionnaire were respectively equal to 0.81 and 0.77. 

Also, the correlation between the two halves was 0.77 

and its reliability coefficient was reported to be 0.87 

using Spearman–Brown test (Momeni, 2005). In Iran, 

this questionnaire was measured in terms of 

psychometric properties in three groups (patients with 

social anxiety disorder, anxiety patients and normal 

subjects) using the analysis of variance. This study has 

shown that the mean difference of groups is significant 

(‘Abdi, 2003). 

Fear of Negative Evaluation Scale (FNES-B):One of 

the most used self-report instruments is Fear of 

Negative Evaluation Scale (Larry, 1983).FNES-B 
measures various dimensions of social anxiety (such as 

confusion, abstinence and expectations). FNES-B is 

one of the most common criteria for measuring social 

anxiety (McNeil, Reese & Tarek, 1995). In this scale, 

questions are in the form of “true/false” options. 

Psychometric properties of FNES-B in different 

studies on students have been approved (Smith & 

Sarason, 1975; Corcoran & Fischer, 

2000;Darem&Gelas, 2001). FNES-B  consists of 12 

items and has been designed to describe frightening 

and worrying beliefs. The respondent shows his status 

in each question on a 5-point scale (1= never true to 5= 

almost always true). In this scale, there are eight 

positively scored questions and four reversely scored 

questions. 

Roudbagh et al. (2004) investigated the psychometric 

properties of FNES-B in students (Q=8.10, M=35.70). 

FNES-B showed a high correlation with long form of 

this scale (r=0.96). Internal consistency was obtained 

with a=0.96 and test-retest reliability was obtained 

with r=0.75after four weeks. Collins, Västra, Dozois 

and Stewart (2005) obtained a moderate relationship 

between the revised scale and social phobia subscale 

of fear questionnaire (r=0.56). The reliability 

coefficient obtained using test-retest method was 0.59 

for its Iranian version (AmarKhameneh, 1994).  

 

Research findings 
Table 4-1: Mean and standard deviation related to the scores of 

 the inventories of fear, avoidance and arousal 
Variable Group Testing 

phase 

Number 

of 

subjects 

Maximum Minimum Mean  SD Mean 

difference 

Percentage 

of changes 

Fear Experimental Pretest 12 15 28 25.00 3.516 -17.67 -70.7 
Posttest 12 3 11 7.33 2.708 

Control Pretest 11 22 29 26.00 2.324 0.36 1.4 
Posttest 11 22 29 26.36 2.111 

Avoidance Experimental Pretest 12 18 38 29.83 5.060 -22 -74.9 
Posttest 12 3 11 7.50 2.431 

Control Pretest 11 24 32 29.00 2.608 0.64 2.2 

Posttest 11 24 34 29.64 3.075 

Arousal Experimental Pretest 12 10 18 15.75 2.179 -9.5 -60.3 

Posttest 12 2 10 6.25 2.491 

Control Pretest 11 13 19 16.27 1.737 -0.54 -3.4 

Posttest 11 12 18 15.73 1.794 
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Negative 

evaluation 

Experimental Pretest 12 34 45 40.17 3.786 -0.67 0.17 

Posttest 12 34 45 39.50 3.477 

Control Pretest 11 31 44 38.09 4.527 0.64 1.7 

Posttest 11 31 47 38.73 5.255 

 

As can be observed in Table 1-4, the rate of fear in the 

experimental group has fallen by nearly 71% while in 

the control group, the subjects have shown an increase 

in the variable of fear by 1.4%. The rate of avoidance 

in the experimental group has had 80% reduction. But 

the result obtained from the study of the control group 

on two occasions without treatment suggests the 

increased rate of avoidance in this group by 2.2%. The 

rate of physiological arousal in the experimental group 

after receiving the treatment has decreased by 60.3%. 

In the control group, 3.4% reduction can be observed 

relative to the previous stage. Negative evaluation 

scores in the experimental group had only 1.7% 

reduction. In the control group, 1.7% increase has been 

observed in the scores of negative evaluation in the 

second phase of measurement. 

The main objective of the study was to investigate the 

“effectiveness of systematic desensitization therapy in 

fear, avoidance and physiological arousal of patients 

with social anxiety. To test this hypothesis, analysis of 

covariance test has been applied. 

 

 
Table 4-2: Summary of the results of preliminary tests of covariance analysis 

Variable Group Stage Normality Homogeneity of 

regression slopes 

Equality of error 

variance 

Equality of covariance 

matrix 

Statistic Significance Statistic Significance Statistic Significance Statistic Significance 

Fear Experimental Pretest 1.056 0.215 0.277 0.943 2.755 0.112 1.311 0.249 

Posttest 0.625 0.829 

Control Pretest 1.005 0.265 

Posttest 0.845 0.473 

Avoidance Experimental Pretest 0.863 0.446 2.077 0.088 0.115 0.738   

Posttest 0.571 0.900       

Control Pretest 0.646 0.798       

Posttest 0.522 0.948       

Arousal Experimental Pretest 1.024 0.245 1.490 0.218 3.924 0.061   

Posttest 0.608 0.854       

Control Pretest 0.689 0.730       

Posttest 0.715 0.686       

 

With regard to the explanations provided in the 

beginning of the inferential section of the fourth 

chapter and also by considering the normality test 

results indicating that all the significance values 

corresponding to the normality test are greater than the 

error level of 0.05, the assumption of normal 

distribution of the variables studied in testing stages 

and also for each subject group is confirmed. Results 

of homogeneity of regression slopes test suggest that 

the significance value for all the variables under study 

is greater than the error level of 0.05. Hence, the 

assumption of homogeneity of regression slopes is 

established. Significance values of equality of error 

variance and equality of covariance matrix tests are 

also higher than the error level of 0.05, which shows 

that these assumptions have been also observed and 

the subject groups are homogeneous in terms of scores 

at the beginning of the test. 

 
Table 2-4: Summary of the results of MANCOVA to examine the 

 effectiveness of systematic desensitization therapy 
Variables Results of MANCOVA 

Wilks' lambda 

value 

F statistic value Degrees of 

freedom 

Significance level ETA effect size 

Fear 0.037 139.321 3, 16 0.000 0.96 

Avoidance 

Arousal 

 

Results of MANCOVA test demonstrate that the 

significance level corresponding to the test is equal to 

0.000 which is lower than the error level of 0.05. 

Therefore, systematic desensitization therapy is 

simultaneously effective in the three variables of fear, 

avoidance and arousal with effect size of 96%. 

For more details, results of MANCOVA test have been 

reported for each mentioned variable.  
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Table 4-3: Summary of the results of univariate analysis of covariance test to examine the effectiveness of systematic 

desensitization therapy 
Variables Results of univariate analysis of covariance test 

Sum of Squares Degree of 

freedom 

Mean Square F statistic value Significance level ETA effect size 

Fear 1717.424 1 1717.424 257.115 0.000 0.93 

Avoidance 2218.059 1 2218.059 331.722 0.000 0.95 

Arousal 408.271 1 408.271 86.177 0.000 0.83 

 
In Table 3-4, it is observed that the significance level 

corresponding to all three variables is less than the 

error level of 0.05 and thus, it can be said with 95% 

confidence that systematic desensitization therapy is 

effective in reducing fear, avoidance and arousal of 

patients with social anxiety. 

 
Table 4-4: Summary of the results of preliminary tests of covariance 

 analysis for the variable of fear of negative evaluation 
Variable Group Stage Kolmogorov-Smirnov test Homogeneity of regression 

slopes 

Equality of error variance 

Statistic Significance Statistic Significance Statistic Significance 

Negative 

evaluation 

Experimental Pretest 0.657 0.782 1.577 0.224 0.001 0.978 

Posttest 0.578 0.892 

Control Pretest 0.693 0.723 

Posttest 0.468 0.981 

 

In Table 4-4, it can be seen that the data related to the 

variable of negative evaluation in the experimental and 

control groups and also in the pretest and posttest 

follows normal distribution because in all the 

mentioned cases, the significance value of the 

normality test is greater than the error level of 0.05. By 

considering the significance value of homogeneity of 

regression slopes test and also equality of error 

variance test which is greater than the error level of 

0.05, we can ensure the establishment of the above 

mentioned assumptions. 

 
Table 4-5: Results of univariate analysis of covariance to assess the effectiveness of  

systematic desensitization therapy in the fear of negative evaluation 

Variables Results of univariate analysis of covariance test 

Sum of 

Squares 

Degree of 

freedom 

Mean Square F statistic 

value 

Significance 

level 

ETA effect 

size 

Negative 

evaluation 

7.714 1 7.714 1.875 0.186 0.09 

 
Finally, results of Table 4-5 indicate that the 

significance value related to the analysis of covariance 

test in order to investigate the effectiveness of the 

therapy is greater than the error level of 0.05. This 

shows that systematic desensitization therapy, despite 

having a very high impact on reduced fear, avoidance 

and physiological arousal, could not decrease the 

negative evaluation among patients suffering from 

social anxiety. The small effect size also evokes the 

above result. 

 

Discussion and conclusion 
The main objective in this study is to investigate the 

effectiveness ofeye movement desensitization and 

reprocessing (EMDR) therapy in clinical symptoms, 

signs of fear, avoidance, physiological arousal and fear 

of negative evaluation among patients with social 

anxiety disorder. The main research hypothesis was as 

follows: “Eye movement desensitization and 

reprocessing (EMDR) therapy is effective in signs of 

fear, avoidance, physiological arousal and fear of 

negative evaluation of patients with social anxiety”. 
The results of this research are consistent with the 

findings achieved in other studies such as Sun and Gio 

(2006), Feli and Aspats (1995), Skinner (2006), Roa 

(2005), Rector (2006), Austin and German (2001), 

Austin and Austin (2008), Jenna (2008), Ricky (2009), 

John and Brooke (2009), Aslani (2005), Momeni 

(2005), GhanbariHashemabadi (2010) and 

DoustdarRiabi (2010). 

Further, numerous researchers have investigated eye 

movement desensitization and reprocessing (EMDR) 

therapy for anxiety disorders. For example, Goldstein 

and Fask(1994) has examined the effect of this therapy 
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on panic disorder. Fernandez and Farta (2007) have 

assessed the effectiveness of this therapy in phobia 

disorder with agoraphobia. Besides, De Jong, Van den 

Ard and Tan Burke (2002), Lor, Tallinn, Clink Chat, 

Hoffmann and Otto (2008) and Gavro and Bouchard 

(2008) have reported the effectiveness of this therapy 

respectively in dental phobia and enclosed space 

phobia, medical phobia and generalized anxiety 

disorder. Vandenberg (2011) and Shapiro (2013) 

reported the effectiveness of eye movement 

desensitization and reprocessing in psychological 

injuries of patients with posttraumatic stress disorder. 

So, it can be concluded that eye movement 

desensitization and reprocessing (EMDR) therapy can 

reduce the symptoms of social anxiety. Processes 

identified in this method include mindfulness, 

physicalawareness, cognitive restructuring and 

conditioning, which these effects interact with the 

results of treatment (Gunther & Vedner, 2009). 

Shapiro (1995) considers the accelerated information 

processing model as a fundamental premise, which the 

initial explanation is about the manner of the 

effectiveness of this therapeutic method. This method 

with its process characteristics and particularly by 

applying eye movements is placed within the 

framework of the accelerated information processing 

model. It is assumed that eye movements or any other 

alternative stimulus applied evoke a physiological 

mechanism that activates the information processing 

system (Dolatabadi, 1999). Hence, this treatment 

which opens the locked nervous system is similar to 

what happens in the stage of rapid eye movement in a 

dream (Shapiro, 2007). Another explanation 

concerning the effectiveness of this treatment method 

is that this effectiveness is a kind of response to peace. 

This response occurs through the lattice network which 

causes muscle inhibition in REM sleep or other 

mechanisms through which the parasympathetic nerve 

system inhibits the sympathetic nervous system 

(Babazadeh, 2009).  

In effectiveness mechanism which has been examined 

today in various research backgrounds regarding eye 

movement desensitization and reprocessing, eye 

movements and other stimulations are bilateral 

(e.g.songs and tapping), which are applied in this 

method as double attention assignment (Schubert et al., 

2011).Some studies have shown that even one therapy 

session with eye movements compared to 

desensitization without eye movement can reduce 

distress in individuals (Lee & Drummond, 2008). 

Various studies (e.g., Barrowcliff, Gary, Freeman& 

Mac Kalvache, 2004; Gunther & Bonder, 2008; 

Maxfield, Melink& Hyman, 2008 and Van den Hoot et 

al., 2011) have demonstrated that eye movements have 

various effects on cognitive, neurological and 

physiologicalprocesses which help the processing of 

memories. Moreover, experimental research on non-

clinical samples revealed that eye movements, 

excitement and degree of clarity associated with 

negative memories resulting from this method can 

partly be considered as a result of the mechanism of 

eye movements (Schubert et al., 2011). 

Furthermore, in explaining this hypothesis, it can be 

said that social anxiety is regarded as irrational and 

persistent fear of interacting with others which partly 

disturbs the individual’s peace and often leads to 

unreasonable action of avoidance (Matsumoto, 2009). 

In this method, the individual repeatedly engages in 

thevisualization of the anxiety-producing social 

situation for a long time and without avoidance. With 

this method, a large amount of the client’s anxiety is 

reduced when faced with the anxiety-producing 

situation. In this way, social anxiety of the individual 

in the face of social situations decreases.  

In explaining this hypothesis, it can be stated that fear 

of emotional state is harmful and dangerous in the 

presence or prediction of the stimulus (Pourafkari, 

2013). This fear is usually determined by internal or 

mental experience of the extreme turbulence and the 

tendency to escape through a range of sympathetic 

reactions. When the individual is placed in anxiety-

producing social situations, he shows anxiety reaction 

based on his previous experiences (in which he 

experienced anxiety); that is, fear of being judged and 

ridiculed. Thus, he has feelings of fear and discomfort 

from being present in the group. This treatment can 

reduce this fear in the patient by mental exposure; that 

is, it replaces the feeling of fear caused by the presence 

in the group with a pleasant feeling through 

desensitization.  

Additionally, it can be said that avoidance is a denial-

dependent defense mechanism in the form of dealing 

with situations, objects or activities (Pourafkari, 2013), 

which causes the individual to avoid facing with the 

anxiety-producing factor. Patients with social anxiety 

refrain from being present in the company of strangers, 

special occasions and frighteningactivities. Eye 

movement desensitization and reprocessing therapy 

leads to reduced symptoms in the individual through 

visual exposurewith the anxiety-inducing situation for 

a long time and without avoidance behavior. 

One of the steps of EMDR is the sixth step (physical 

scan) in which the client is asked to visualize the 

anxiety-inducing situation and focus on the negative 

thinking about it and at the same time completely 

examine his own body and calm himself if he is in a 

state of discomfort or anxiety. In explaining this 

hypothesis, it can be mentioned that negative 

evaluation is one of the characteristics of patients 

suffering from social anxiety. According to the 

definition of fear of negative evaluation, anxiety about 

others’ assessments is the worry arising from these 
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negative evaluations and expectations of others and 

their negative judgment (Bahadori et al., 2011). Given 

that negative evaluation of self is among the 

individual’s cognitive beliefs and these cognitions 

have a root in his past and even his unconscious, eye 

movement desensitization and reprocessing therapy 

has not been able to rebuild their cognitive cores and 

no change has been made in this variable. 
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Abstract 

Objective: This study was done to investigate the relationship between spiritual well-being and resilience 

against drug abuse among the male and female adolescents. The study population consisted of all male and 

female students of grade-two high school in the city of Nurabad town in Delfan city in academic year 2014-

2015. The sample consisted of 223 high school students (110 males and 113 females) who completed the 

Spiritual Well-being Scale and Resilience Scale against the drug abuse. The obtained data were analyzed using 

Pearson correlation coefficient, regression and multivariate analysis of variance. The results showed that there is 

a significant relationship between the spiritual well-being and resilience against drug abuse. Regression analysis 

showed that religious and existential well-being can significantly predict the resilience against drug abuse. 

Spiritual well-being and reliance on a higher power in the life cause that the individuals when facing with 

stressful and challenging situations of life, improve their social skills and be able to overcome difficulties, and 

reach to inner peace through establishing the relation with dominant power and reduce their tendency to turn to 

the drug abuse and increase the resilience against the drug abuse.  

 

Keywords: spiritual well-being, existential well-being, religious well-being, resilience against substance 

abuse, adolescents  

 

Introduction 

Today the issue of drugs and addiction to drug is one 

of the most common psychiatric disorders in the 

world (Sinha, 2011) and has become the political 

crisis in today's world that threatens the health, 

welfare, political and economic stability and social 

structure of the world (Shives, 2008). Adolescents are 

the most vulnerable stratum exposed to risky 

behaviors, and due to the changing characteristics of 

this period they do behaviors that threaten their 

present and future physical and mental health more 

than other groups. Studies have shown that most of 

high-risk behaviors such as smoking, alcohol and 

drug usage are started before the age of eighteen 

(Soleimaninia, 2005). In Iran, we are faced with 

reduced age of the onset and prevalence of drug 

addiction among teenagers that sometimes shocking 

statistics of drug abuse among students is reported, 

which needs serious measures are taken in this field 

(Mohammadi and Shiyani, 2007).  

One of the measures considered by Positive 

psychology approach is that instead of addressing the 

abnormalities and disorders deals with human talents 

and capabilities. In this approach, the ultimate goal is 

to identify structures and ways that resulted in human 

well-being and happiness. Meanwhile, resilience has 

found special place in the fields of developmental 

psychology, family psychology, and mental health 

(Javadi, 2007). Resilience deals with this issue that 

the individuals despite exposure to extreme pressures 
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and risk factors can improve their social skills and 

overcome the problems (Javadi, 2007). Garmazias 

one of the pioneers in studying resilience introduces 

the characteristics of resilient people as a range of 

social skills, high levels of response and social 

sensitivity, intelligence, empathy, sense of humor, 

problem-solving skills, relationship with a higher 

power and a sense of purpose and meaning in life and 

spirituality(Mohammadi and Shiyani, 2007).  

There are several studies which support the 

hypothesis that spirituality can boost mental health 

and mental function. Significant correlations have 

been reported between spiritual well-being scores and 

variables such as depression, self-esteem and internal 

religious orientation (Genia, 2001), emotional well-

being and life satisfaction (Kim, 2001), emotional 

instability and turmoil of mood (Leach and Lark, 

2004) and stress (Woodbury, 1992). Spirituality and 

spiritual growth in humans and its role in various 

sectors of life in recent decades has increasingly 

attracted the attention of psychologists and mental 

health professionals. It would seem that today the 

world people have inclined to spirituality and moral 

issues more than ever and also psychologists and 

psychiatrists have found that the use of current 

methods which emphasize more on psychological, 

social and physical aspects of human beings are not 

enough to treat psychiatric disorders. The world's 

attention and desire for spiritual issues has caused 

some health organizations such as the World Health 

Organization to review their current definitions for 

humans and human nature. This organization in 

defining the existential aspects of human being refers 

to physical, mental, social and spiritual aspects and 

puts forth the fourth dimension, i. e., the spiritual 

dimension in human growth and development 

(Khodabakhshi-Koolaee, Heidari, Khoshkonesh and 

Heidari, 2013). 

The advocates of the role of spirituality in promoting 

mental health and interpersonal compatibility have 

done numerous attempts to establish a connection 

between the two concepts of mental health and 

spirituality entitled spiritual well-being component. A 

review of specialized literature of spirituality 

suggests that most of these definitions indicate that 

the spirituality is two-dimensional. The first 

dimension is religious spirituality in which the 

concept of the sacred person or ultimate reality is 

expressed in a religious style. The second dimension 

is the existential spirituality in which the special 

psychological experiences are considered that have 

not, in fact, any relation with the sacred or ultimate 

existence (Hartz, 2005). Ellison (1983) suggests that 

the spiritual well-being includes a psychosocial and 

social element and a religious element. Religious 

well-being which is the religious element reflects the 

association with a higher power God. The existential 

well-being is the psychosocial-social element which 

indicates that that this person is, what to do and why 

and where s/he belongs to. Both religious well-being 

and existential well-being include the moving and 

transcendence beyond themselves. The religious 

well-being dimension leads us to God, while the 

existential well-being dimension leads us beyond 

ourselves and our environment and toward others. 

Since human being acts as integrated system, these 

two dimensions which are separated at the same time 

are interacting and overlapping and therefore we feel 

spiritual health, satisfaction and purposefulness.  

It seems that among the above factors, having 

spiritual connection with a higher power as well as 

having purpose and meaning in life, which both are 

considered as dimensions of spiritual well-being are 

predictors of the rate of resilience in individuals. 

Considering the fact that drug abuse in adolescents is 

associated with various problems such as low 

educational achievement, early and unsafe sexual 

activity, poor interpersonal relationships, delinquent 

behaviors, substance abuse and marital problems in 

adulthood (Woodbury, 1992), and also looking at the 

rates of diffusion of drug addiction, especially among 

adolescents show that young generation should take 

steps towards reconstruction and development of 

future society. Therefore, the study of the factors that 

may increase the amount of resilience against drug 

abuse appears to be essential. Despite great efforts in 

the field of predictive factors influencing the increase 

of resilience in adolescents, none of them examines 

the relationship between spiritual well-being and 

resilience against drug abuse. Therefore, the objective 

of this study was to determine the relationship 

between spiritual well-being and resilience against 

drug use in adolescence in order to identify factors 

influencing on the decrease and increase of the 

resilience in adolescents to be able to take steps to 

prevent addiction and other mental disorders and 

ultimately national mental health.  
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Research methodology 

The study population of the present research included 

all male and female high school students in the city 

Delfan in the academic year 2014-2015. The sample 

consisted of 233 students that were selected using 

cluster sampling method that of them 110 were males 

and 113 were females. Participants aged between14 

and 18 years with a mean of 15. 9 and standard 

deviation of 1. 28.  

Research instruments 

Spiritual Well-being Scale (SWBS): This scale was 

developed by Palotzin and Ellison in 1982 and 

includes 230 items and two sub-scales. The odd items 

are related to the religious well-being subscale and 

measure experience rate of the relationship of 

individual with God and the even items are related to 

existential well-being, and measure the sense of 

purposefulness and life satisfaction. Responding to 

the items was done in six-degree Likert scale ranged 

from strongly agree to strongly disagree. Palotzian 

and Ellison (1983) in a study reported the Cronbach's 

alpha coefficients for religious well-being, existential 

well-being and the total scale equal to 0. 91, 0. 91 and 

0. 93 respectively. The reliability of this scale was 

reported by Dehshiriet al. for male and male students 

through Cronbach's alpha for the total scale and 

subscalesof religious well-being and existential well-

being equal to 0. 90, 0. 82 and 0. 82 and equalto 0. 

85, 0. 78 and 0. 81 through test-retest respectively. In 

the study byDehshiri, Sohrabi, Jafariand Najafi 

(2008) the convergent validity and divergent validity 

of the scale were reported equal to 0. 64 and -0. 52 

through correlation with Shackelford happiness scale 

scores and General Health Questionnaire, 

respectively. Also the results of confirmatory factor 

analysis indicated the validity of the scale.  

Inventory of Resilience against Substance: 

Inventory of Resilience against Substance was 

developed by Javadi based on Connor-Davidson 

Resilience Scale (CD-RIS). This questionnaire has 20 

items which are scored in a six-degree Likert scale 

from zero (totally agree) to 5 (strongly disagree). 

Items number 1, 2, 4, 7, 16, 18, and 19 are scored 

reversely. The higher scores indicate a greater 

resilience against substance (Javadi, 2007). Content 

validity of the questionnaire was confirmed by 

experts. Convergent validity was evaluated using 

calculation of the mean by the Connor-Davidson 

Resilience Scale. The obtained correlation was equal 

to 0. 38 which is significant at the level of 0. 1. 

Cronbach's alpha was used to evaluate the validity of 

the questionnaire. The calculated validity coefficient 

was equal to 0. 90(Mohammadi and Shiyani, 2007). 

The correlation coefficient of the scale of resilience 

against substance use was also calculated through 

test-retest in a 32-individual sample of students in 

one of the high school classes in Delfan (with one-

week interval). The obtained correlation by this 

method was equal to 0. 77.  

 

The findings of the study:  

To evaluate the relationship between spiritual well-

being and its components (religious well-being and 

existential well-being) with scores of resilience 

against drug use, Pearson correlation coefficient was 

used.  

Table 1: The matrix of correlations between variables 

Variables 1  2  3  4  

1. Spiritual well-being 1     

2. Religious well-being ** 0. 91  1    

3. Existential well-being  ** 0. 91  ** 0. 63  1   

4. Resilience against substance abuse ** 0. 56  ** 0. 33  ** 0. 66  1  

** P <% 1  
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As can be seen from the [Table 1], there is a 

significant correlation between spiritual well-being 

and resilience against drug use (p<% 1 and r=0. 56). 

The results also show that there is a significant 

positive relationship between religious well-being 

and resilience against drug abuse (p<0. 01 and r=0. 

33) and there is a significant positive relationship 

between the existential well-being and resilience 

against drug abuse (p<0. 01 and r=0. 66).  

In order to verify that the religious well-being scores 

and scores of existential well-being to what extent 

can predict the resilience against drug use, the 

stepwise regression was used that the results are 

presented in [Table 2].  

 

 

Table 2: Results of stepwise regression in predicting the resilience against substance abuse by religious and 

existential well-being 
Model  Predictor variables  B  Beta  R  R2  

1  Existential well-being  0. 81  0. 66  0. 66  0. 44  

2  Existential well-being  0. 92  0. 75  0. 68  0. 46  

Religious well-being  0. 20  0. 14  

 

As can be seen from the [Table 2] in the first step the 

existential well-being has been entered into the 

regression equation. This variable can alone predict 

44% of the variance in mental health scores. In the 

second step, the religious well-being has been entered 

into regression model that with the addition of this 

variable, the coefficient of determination (R2) has 

reached 0. 46, i. e., 2% is added to the coefficient of 

determination. In general, the spiritual-religious well-

being can determine 46 percent of the variable of 

resilience against drug abuse.  

Discussion 

This study examined the relationship between 

spiritual well-being and resilience against drug use in 

adolescents. The results showed there is a significant 

positive correlation between spiritual well-being and 

resilience. Also, there is a significant correlation 

between religious well-being and existential well-

being with resilience. The results of this research are 

consistent with those of Venti (1995);   Koeing, 

McCullogh and Larson (2001); Rippentrpp  (2005) 

and Bahrami and Tashak (2004). The studies 

conducted in other countries suggest that there is a 

significant between spiritual well-being and mental 

health. For example, a study by Kaymia (2000) 

conducted on 105 students showed that one of the 

traits which exist in students for success against stress 

is spiritual well-being. The results of a research by 

Seward showed that interventions to improve 

spiritual well-being are as important as direct 

interventions in order to improve mental, emotional 

and physical health. Spirituality and religion are as a 

shield against complications and problems of 

individuals and acts as a shock absorber, reduces 

mental disorders and promotes mental health and 

resilience of people in times of increased exposure to 

the challenging events and in fact plays an important 

role in the well-being and mental health. Spirituality 

intervenes in improvement of mental health which 

one of its fields is resilience by providing a 

framework to interpret life experiences, and thereby 

providing a sense of cohesion and existential 

integration. People with spiritual experience and 

religious beliefs better cope with psychological 

problems and stress and coping strategies in them is 

stronger. Spirituality produces power which can 

effect on and is influenced by the physical states, 

feelings, thoughts and communications. In fact, the 

spiritual well-being has protective effect and acts as a 

shield against stress and leads to get a healthy 

physical and psychological life and supporting 

behaviors such as lower smoking and alcohol 

consumption, more physical activity, purposefulness 

and meaningfulness in life, hope and optimism 

toward the future and in turn improves the person's 

psychological state (Bahrami & Tashak, 2004). In 

fact, the spiritual well-being reflects the satisfaction 

and openness as a result of the relationship between 

human and superior power and in purposefulness and 

meaningfulness of life it helps the individual to have 

a realistic view of life. Spiritual well-being acts as a 
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source of individual perceptions and the coordinator 

of physical, emotional and social life of the 

individual and leads the individual to inner peace, 

positive self-concept and respect for life. Spiritual 

well-being provides the requirements for coping with 

problems and challenges by increasing self-

awareness, communication and connection with 

others and receiving emotional support from others 

and in fact works as an extraordinary sponsor. 

According to Glasser, when conflicting and 

confronting with problems individuals choose two 

ways: a group of them refer to into pleasing and 

consistent individuals and acquire pleasure through 

creating a positive relationship with them, and the 

other group seek pleasure without relation and find it 

in the use of drugs, alcohol, sex without love, etc. It 

seems that the people who have spiritual and 

religious experiences and have created the connection 

point with a higher power when faced with 

difficulties and stresses, reduce the pressure caused 

by stress through establishing a relationship with 

individuals congruent with themselves and these 

spiritual experiences cause the feeling of comfort in 

them and increase their resilience against drug abuse 

and other substances.  

Conclusion 

Spiritual well-being and reliance on a higher power in 

the life cause the individuals improve their social 

skills and be able to overcome difficulties and reach 

inner peace when faced with stressful and 

challenging situations of life, and reduce their 

tendency to turn to the drug and increase their 

resilience. In the Iranian society which emphasizes on 

religious principles and spirituality, women may 

consider more valuable the spiritual beliefs and 

religious behaviors due to features such as being 

dependent, submissive, and lack of risk-taking and 

higher potential for guilt and thus earn higher scores 

on the scale. Therefore, it is necessary that the 

parents, administrators, officials, counselors, teachers 

and all those who are associated with students, 

especially young people pay more attention to this 

problem and strive to promote spiritual well-being of 

adolescents and develop the construction and the 

prosperity of this country thanks to Almighty God 

and be innocent and free from any tendency toward 

drug use. 

  

References 

Bahrami, E., Tashak, A. (2004). The dimensions of the 

relationship between religious orientation and 

mental health, and assess the scale of religious 

orientation. Journal of Psychology and Educational 

Sciences, 4 (2), 41-63.  

Connor, K.M., Davidson, J.R.T. (2003). Connor-Davidson 

Resilience scale (CD-RISC). Depression and 

anxiety, 18, 76-82.  

Dehshiri, G.R., Sohrabi, F., Jafari, I., Najafi, M. (2008). 

The study of the psychometric properties of the 

scale of spiritual well-being in students. 

Psychological Studies, 4 (3), 129-145.  

Ellison, C.W. (1983). Spiritual well – being: 

conceptualization and measurement, Journal of 

psychology and theology, 114, 330-334.  

Genia, V. (2001). Evaluation of spiritual well – is scale in a 

sample of college students. International journal for 

the psychology of religion, 11 (1), 25-33.  

Hartz, G.W. (2005). Spirituality and mental health: clinical 

applications. New York: Haworth press.  

Javadi, R. K. (2007). The relationship between family 

functioning and resiliency against drug abuses in 

high school male students. Ms Dissertation. School 

of Psychology and Educational Sciences. 

University of Social Welfare and Rehabilitation 

sciences Tehran.  

Kay mia, H.A. (2000). Hardiness and spiritual well-being 

among social work students: implication for social 

work education. Journal of social work education, 

36(2), 231-240.  

KhodabakhshiKoolaee, A., Heidari, S., Khoshkonesh, A., 

Heidari, M. (2013). The Relationship between 

Spiritual Intelligence and Resilience to Stress in 

Preference of Delivery Method in Pregnant 

Women. Journal of Obstetrics Gynecology and 

Infertility, 19 (58), 8-15.  



Annals of Tropical Medicine & Public Health-Special Issue Apr 2018 Vol 13 

SX737-18 

 

 

Kim, J., Heinemann, A.W., Bide, R.K., Sliwa, J., & King, 

R.B. (2000). Spiritual quality of life and functional 

recovery after medical rehabilitation. Rehabilitation 

personality, 45, 365-385.  

Koeing, H. G., McCullogh, M & Larson, D. B. (2001). 

Hand book of religion and health. New York: Oxford. 

Leach, M.M., & Lark, R. (2004). Does spirituality add to 

personality differences, in the study of trait 

forgiveness? Personality and individual differences, 

37, 147-156.  

Mohammadi, M., Shiyani, M. (2007). Assessing Strategic 

Factors of Drug Abuse Prevention in Iran: A 

School Based Program. Social Welfare Quarterly, 

25, 59-83.  

Paloutzian, R.F., & Ellison, C.W. (1983). Loneliness, 

spiritual well-being, and quality of life. In L. A. 

Perlman PD. (Eds.). Loneliness: A Sourcebook Foe 

Current Theory, Research, and Therapy, New York: 

Wiley Interscience.  

Rippentrpp, A.E. (2005). A review of the role and religion 

and spirituality in chornic pain populations. Rehabilitation 

Psychology, 50, 278-284. 

Shives, L.R. (2008). Basic concepts of psychiatric-Mental 

Health Nursing. Lippincott Williams & Wilkins, 

403-430  

Sinha, R. (2011). New findings on biological factors 

prediction addiction relapse vulnerability. Current 

psychiatry reports, 13(5), 398-405.  

Soleimani Nia, L. (2005). Predicting adolescent risk 

behaviors based on the positive and negative 

aspects of mental health. Ms Thesis. School of 

psychology and Educational sciences. University of 

Social Welfare and Rehabilitation sciences Tehran.  

Ventis, W.L. (1995). The relationship between religion and 

mental health. Journal of social issues, 51 (2), 33-48. 

Woodbury, A. (1992). Social support network and 

adjustment in childhood: A longitudinal analysis. (PHD 

distraction, Boston University, M. A) Dissertation abstract. 

International, 52, 4524. 

 



Annals of Tropical Medicine & Public Health-Special Issue Apr 2018 Vol 13 

SX738-18 

 

The role of HLA-G in recurrent pregnancy loss: A case-control study 

Hajar Adib Rad
1
, Zahra Basirat*

2
, Amrollah Mostafazadeh

3
, Mahbobeh Faramarzi

1
, Ali Bijani

4
, Seyed Mohsen 

Aghajanpour-Mir
5
 

1- Infertility and Reproductive Health Research Center, Health Research Institute, Department of Midwifery, 

Babol University of Medical Sciences, Babol, Iran. 

2- Infertility and Reproductive Health Research Center, Health Research Institute, Babol University of Medical 

Sciences, Babol, Iran.  

3- Cellular and Molecular Biology Research Center, Health Research Institute, Department of Immunology and 

Microbiology. Babol University of Medical Sciences, Babol, Iran. 

4- Social Determinants of Health Research Center, Health Research Institute, Babol University of Medical 

Sciences, Babol, Iran. 

5- Cellular and Molecular Biology Research Center, Health Research Institute, Departments of 

Genetics, Faculty of Medicine, Babol University of Medical Sciences, Babol, Iran. 

* Corresponding Author: Dr. Zahra Basirat. Infertility and Reproductive Health Research Center, Health 

Research Institute, Babol University of Medical Sciences, Babol, Iran. 

Email: basiratzahra@yahoo.com 

 Address: Babol-ghanj afroz Ave- Babol University of medical sciences 

 

Abstract 

Aim: Human leucocyte antigen (HLA)-G is the main molecule for maternal acceptance of the semi-allogenic 

fetus by adjusting the maternal immune system in the pregnancy. The aim of this study was to determine the 

role of soluble HLA-G (sHLA-G) in recurrent pregnancy loss (RPL) in North of Iran. 

Material and Method: This case-control study was done on two different groups including 40 women with 

recurrent miscarriage, and 40 non-pregnant healthy women. Soluble HLA-G levels were measured using a 

BioVendor sHLA-G ELISA kit.  

Results: Findings show that women with recurrent abortion had significantly higher sHLA-G concentrations 

than fertile women (mean ± SD: 220.62 ± 223.48u/ml and 87.77 ± 91.65 u/ml, respectively P = 0.0001, Mann–
Whitney test). 

Discussion: There is much argumentations about the role of HLA-G in the pregnancy and RPL. Therefore 

document in this context remains obscure. So it can be concluded that sHLA-G may not act in the implantation 

of the embryo, but its role in the preservation of maternal tolerance to the fetus, because serum sHLA-G level 

increased in the after abortion and postpartum in both women who had the recurrent spontaneous abortion and 

normal vaginal delivery. 

 

Keywords: HLA-G, recurrent pregnancy loss, early pregnancy, reproduction. 
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Introduction 

Infertility is considered as one of the main 

problems in women's reproductive health [1, 2]. 

Recurrent miscarriage is referred as at least two 

consecutive pregnancy losses during the first 

trimester [3]. Immune processes have a main 

function in abortion and RPL [4]. Mother and fetus 

are threatened during pregnancy by the immune 

system, and it can be dangerous to continue the 

pregnancy which should be examined [5]. A 

favored pregnancy needs an optimum interaction 

between the maternal immune system and the semi-

allogeneic fetus. Overwhelm of the maternal 

immune perseverance may be consequence in fetus 

rejection [6]. 

HLA-G is believed to be present in maternal 

acceptance of the semi-allogeneic fetus by 

adjusting maternal immune system in the 

pregnancy [7].  Studies showed increase sHLAG 

during pregnancy in maternal plasma and/or serum 

and showed decrease it from mid-pregnancy to 

term in normal pregnancy [8, 9]. High levels HLA-

G protein reflect its expression from fetal 

trophoblast cells and maternal immune cells [10]. 

Low levels of sHLA-G have been related with 

recurrent pregnancy loss and poor implantation in 

the in vitro fertilization [11]. 

In one study, amongst women who had the 

spontaneous abortion, members with recurrent 

miscarriage had a less amount of sHLA-G level 

than women with single miscarriage [12]. 

Conversely, in another study sHLA-G level was 

higher in the spontaneous abortion [13].  

A recent study showed that uterine sHLA-G levels 

are changed in unexplained infertility [14]. In 

studies has been less attention to this question, 

whether the HLA-G is still lower in individuals 

with a history of recurrent miscarriage than those 

who had the normal delivery with increasing the 

passage of time after the abortion and birth or not? 

Considering the fundamental role of HLA-G in 

maintaining pregnancy, the aim of this study was to 

determine the role of sHLA-G in recurrent 

pregnancy loss in North of Iran. 

Materials and method   

Study population. The study population of two 

different groups included women undergoing PRL, 

that referred to recurrent abortion clinic in Fatemeh 

Zahra fertility and infertility center, and non-

pregnant healthy women referred to primary 

healthcare centers (PHCs) of Babol University of 

Medical Sciences, Mazandaran, Iran. The period of 

sampling was from May 2015 to August 2016. The 

case group (N=40) was classified as having PRL, 

determined by two or more consecutive 

unexplained pregnancy losses by the 12th week of 

gestation. Control group (N=40) were women 

without miscarriage with at least one successful 

pregnancy, and without any complications. The 

control group, who was age-matched to the PRL 

women, and had at least one child and no previous 

abortion, preterm deliveries, or still birth. Study 

time after abortion in group case was matched with 

study time after birth of control group (from three 

months to one year after abortion and childbirth). 

All members with possible etiologies known for 

PRL were excluded from the study. The inclusive  

criteria for PRL women included no history of 

uterine anomaly and uterine synechia, infections, 

couple chromosomal abnormalities, diabetes and 

polycystic ovarian syndrome, absenteeism of anti-

phospholipid antibodies, anti-cardiolipin 

antibodies, antinuclear antibodies, and normal 
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status anti-thrombin III, homocysteine, protein S, 

protein C, factor V Leiden, anti-thyroid peroxidase 

(Anti-TPO), thyroid hormones and prolactin, and 

male factor infertility. Five milliliter of peripheral 

blood samples from all women from a large 

antecubital vein were taken into EDTA-coated 

tubes during the follicular phases of the menstrual 

cycle at 8 AM.  

ELISA (enzyme-linked immunosorbent assay) for 

Total soluble HLA-G (the sHLA-G1 and HLA-G5 

isoforms). The level of soluble HLA-G (sHLA-

G1and sHLA-G5)   molecules in blood serum 

samples was ascertained by a sandwich enzyme 

immunoassay (BioVendor and EXBIO, Praha, 

Czech Republic) according to the manufacturer’s 

instructions in the Cellular and Molecular Research 

Center, Babol University of Medical Sciences, Iran. 

It should be noted that the sensitivity of the kit was 

0.6 Units/ml.  

Ethical Considerations. The Ethics Committee of 

Babol University of Medical Sciences approved the 

study (ID: MUBABOL.REC.2015.42). And the 

women signed a written informed consent form 

prior to the participation of the study on the 

Declaration of Helsinki. 

Data analysis. The SPSS Version 22 was used to 

analyze the data. The differences of sHLA-G levels 

between case and control groups were tested using 

the nonparametric Mann-Whitney U test. Chi-

square test and independent samples t-test were 

applied to compare categorical and quantitative 

variables, respectively. Pearson correlation was 

used to identify the significant relationship of 

HLA-G and demographic variables. A p-value less 

than .05 was considered significant. 

 

Results 

The demographic and reproductive characteristics 

of the subjects are shown in [Table 1]. There were 

no differences in age, body mass index (BMI), and 

menarche age for the groups of women with RPL, 

and fertile. The comparison of the two groups for 

sHLA-G serum levels evidenced that women with 

recurrent abortion had significantly higher sHLA-G 

concentrations than fertile women (mean ± SD: 

220.62 ± 223.48u/ml and 87.77 ± 91.65 u/ml, 

respectively P = 0.0001, Mann–Whitney test) as 

reported in [Figure 1]. Pearson correlation showed 

a significant relationship of the sHLA-G with time 

after abortion and childbirth, the number of 

abortions, and infertility years (P = 0.0001, P = 

0.005 and P = 0.046, respectively). Also, HLA-G 

levels in both groups were not associated with age. 

Positive and negative values of HLA-G have been 

reported in the PRL and control groups by various 

cut- off points [Table 2]. Table 3 shows the 

calculated test criteria at various cut-off points of 

HLA-G. Sensitivity decreases from 83% to 28% 

when the threshold for HLA-G increases from 50 to 

300. As one would anticipate, the specificity 

increases from 48% to 95 %. A cut- off point of 50 

was recommended to obtain a test with proper 

sensitivity, but a cut- off point of 200 and more is 

recommended for a test with good specificity. 

However, the positive predictive value increases 

from 61% to 85 % respectively. It is notable that 

the decrease in the negative predictive value is very 

mild. As well as other diagnostic values of HLA-G 

have been reported [Table 3]. 
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Table1: Demographic and reproductive characteristics in recurrent pregnancy loss (RPL) and fertile subjects. 

 

† The data were assessed using t-test.      

  * Body mass index 

 
Figure 1: Box-plot of soluble HLA-G levels in recurrent pregnancy loss (RPL) and fertile subjects. 

 

 

 

Characteristic RPL (N=40) Fertile (N=40) P- value†  
 

Age(mean ± SD, year) 29.07  ± 5.13         27.32  ± 4.85 0.121 

BMI** (kg/m2) 26.06 ± 3.49 26.79 ± 5.40 0.479 

Menarche age (mean ± SD, year) 13.15 ± 1.52 12.95 ± 1.08 0.502 

Parity (mean  ± SD) 0 ± 0 1.45 ± 0.50 0.0001 

Abortion (mean  ± SD) 2.75 ± 1.01 0 ± 0 0.0001 
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Table 2: Frequency distribution of positive and negative values of HLA-G in recurrent pregnancy loss (RPL) 

and fertile groups of different cut- off points. 

 

 

cut- off points of 

 

HLA-G (u/ml) 

 

 

RPL (N=40) 

 

fertile (N=40) 

 

 

 

p- value†  
 

 

Positive 

n (%) 

Negative 

n (%) 

Positive 

n (%) 

Negative 

n (%) 

 

HLA-G 50  

 

 

HLA-G 100  

 

 

HLA-G 200  

 

 

HLA-G 300  
 

 

33(61.1) 

 

 

26(70.3) 

 

 

14(77.8) 

 

 

11(84.6) 

 

 

7(26.9) 

 

 

14(32.6) 

 

 

26(41.9) 

 

 

29(43.3) 

 

 

21(38.9) 

 

 

11(29.7) 

 

 

4(22.2) 

 

 

2(15.4) 

 

19(73.1) 

 

 

29(67.4) 

 

 

36(58.1) 

 

 

38(56.7) 

 

0.001 

 

 

0.004 

 

 

0.007 

 

 

0.006 

 

† The data were assessed using chi- square test. 

Table 3: Diagnostic values of HLA-G of different cut- off points. 

 

cut- off points of 

 

HLA-G (u/ml) 

 

 

 

Sensitivity 

 (95%CI) 

 

 

Specificity 

(95%CI) 

 

 

PPV* 

(95%CI) 

 

 

NPV** 

(95%CI) 

 

 

LR+ *** 

(95%CI) 

 

 

LR - **** 

(95%CI) 

 

HLA-G 50 

 

 

HLA-G 100 

 

 

HLA-G  200 

 

 

HLA-G 300 

 

 

83% 

(21-94) 

 

65% 

(50-80) 

 

35% 

(20-50) 

 

28% 

(14-41) 

 

48% 

(32-63) 

 

73% 

(59-86) 

 

90% 

(81-99) 

 

95% 

(88-100) 

 

61% 

(48-74) 

 

70% 

(56-85) 

 

78% 

(59-97) 

 

85% 

(65-100) 

 

73% 

(56-90) 

 

67% 

(53-81) 

 

58% 

(46-70) 

 

57% 

(45-69) 

 

1.57 

 (1.13-2.18) 

 

2.36 

(1.36-4.11) 

 

3.50 

(1.26-9.72) 

 

5.50 

(1.30-23.25) 

 

0.37 

(0.17-0.78) 

 

0.48 

(0.30-0.77) 

 

0.72 

(0.56-0.93) 

 

0.76 

(0.62-0.94) 

† The data were assessed using chi square test.             * Positive Predictive Value                     

** Negative Predictive Value     *** Likelihood Ratio+               **** Likelihood Ratio – 

Discussion 

In this study, we found that the maternal serum 

sHLA-G levels in the women with unexplained 

RPL were higher compared with the healthy 

controls. This evidence is also in agreement with 
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the study by Mubarak et al. in 2016 who have 

shown that plasma sHLA-G levels were higher 

among women with spontaneous abortion 

compared with women who had normal vaginal 

delivery and non-pregnant women, and even this 

increase continues from the first trimester to second 

trimester of pregnancy [13]. In another study, 

sHLA-G levels were not significant in the early 

abortion and the control groups [15]. Additionally, 

it is reported in a study that sHLA-G inhibits 

trophoblast invasion of the maternal decidua [16]. 

Hviid et al. express that sHLA-G level decreases 

from pre- implantation embryos to implantation in 

IVF treatment and diminishing rate of sHLA-G 

may result in the enhancement secretion of IL-10 

[17]. 

A number of studies have shown the reduced 

amount of soluble HLA-G in the serum of women 

with recurrent pregnancy loss. Donadi et al. 

reported that soluble HLA-G declined in the serum 

of women suffering from RPL [18]. Moreover, 

Keskin et al. found that the amount of serum 

sHLA-G in the missed abortion significantly was 

less than the control group [19].  In one study the 

funding showed a significant abundance in HLA-

G*0105N allele in PRL group compared with 

fertile women, as well, a lack of homozygosity for 

HLA-G*0105N [20]. Other studies have reported 

similar results in a reduction HLA-G in the RPL 

[21, 22]. 

The results of our study showed a significant 

relationship of the sHLA-G level with infertility 

years. Besides Rizzo et al. reported the lower levels 

of s HLA-G in primary infertility [14]. 

The finding of our study showed a significant 

relationship between the amount the sHLA-G with 

time after abortion and childbirth, likewise the 

number of abortions, but there was not the 

significant association between sHLA-G 

concentrations and maternal age. Whereas Jassem 

et al. reported that the amount of sHLA-G in the 

first trimester was significantly lower in RPL 

compared to fertile women. They also found which 

sHLA-G level was associated with maternal age, 

and it showed no significant difference in women 

with two or more previous abortions [23]. 

It is worth mentioning that our study was 

performed on the women in the case group who 

referred after abortion in the first trimester of 

pregnancy to recurrent miscarriage clinic, and to 

match the two groups, the control group had the 

postpartum evaluation. Therefore, as the 

researchers suggest the combination of the 

contribution of mother, father, and fetus are 

necessary for successful pregnancy [24]. This may 

be important in the preservation of maternal 

tolerance to the fetus.  

Study Limitations  

A limitation of our study is the period of time in 

evaluating women who had experienced recurrent 

miscarriage which examined abortion in the first 

trimester of pregnancy according to their visit to 

the recurrent miscarriage clinic. Therefore, it is 

suggested that women with recurrent pregnancy 

loss were checked immediately after the abortion, 

the first and second trimester. 
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Abstract 

 
This research is a semi-experimental study (pretest-posttest design with a nonequivalent control 

group) and aims to investigate the impact of mindfulness-based cognitive-behavioral therapy on 

clinical syndrome, body image and emotional regulation among patients with dysthymia. To this end, 

of the women referring to the psychological clinics and psychiatric private offices in Neyshabour 

(during October to December of the academic year 2014-15), 30 patients with dysthymia (according 

to the clinical interview based on DSM-V) were selected through available sampling method and were 

randomly assigned into two experimental and control groups. The first group included the patients 

who received mindfulness-based cognitive-behavioral therapy. The second group (waiting list group) 

did not receive any psychological therapy. The subject were tested before and after the treatment 

period using Toronto Alexithymia Scale, Lovibond Depression Anxiety Stress Scales—21 (DASS-21; 

1995) and Fisher Body Image Test (1970). Finally, the results were analyzed through appropriate 

statistical methods (univariate and multivariate analysis of covariance) and with the aid of SPSS 21 

software.  
 

Keywords: mindfulness-based, cognitive therapy, emotional, patients, dysthymia. 

 

 

Introduction 

 

In the fourth Diagnostic and Statistical Manual 

of American Psychiatric Association (2000; 

cited in Seyyed Mohammadi, 2015), 

dysthymia has been identified as one of the 

major emotional disorders. According to the 

report by American Psychiatric Association 

(2000), dysthymic disorder often has early and 

gradual onset (i.e. in childhood, adolescence or 

early adulthood) and also a chronic course. If 

dysthymic disorder is before the beginning of 

major depressive disorder, it is less likely that 

there will be spontaneous complete recovery 

between the periods of major depression and 

most probably, there will be repeated 

subsequent periods. The existence of 

depressed mood in most of the day, most days; 

which is determined by the mental description 

of the patient or observation of others; for at 

least two years. Existence of two (or more) of 

the following symptoms, in the depression 

state: Loss of appetite or overeating; insomnia 

or hypersomnia; lack of energy or feeling 

exhausted; low self-esteem; poor 

concentration or difficulty in making decisions 

and feeling of hopelessness. In addition to a 

two-year period of confusion (for children and 

adolescents one year), the individual has never 

been without main criteria symptoms for more 

than two months at a time. The symptoms 

clinically cause significant impairment in 

social and occupational functioning or other 

important areas. 

Among other factors affecting the dysthymic 

disorder are cognitive distortions, negative 

thoughts and inappropriate impression about 

oneself particularly in relation to one’s body. 

As demonstrated in the study by Shayeqian, 

AgilarVafaei and RasoulzadehTabatabaei 

(2011), cognitive mechanisms are important 

predictors of dysthymic disorder in 

adolescents through cognitive distortions and 

negative thoughts. Schemas lead to bias in the 

individual’s interpretation of events and these 

biases are displayed in the form of distorted 
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attitudes, false assumptions and unrealistic 

goals and expectations. This issue leads to bias 

in our interpretation of events and these biases 

in interpersonal psychopathology are 

manifested in the form of misunderstandings, 

distorted attitudes, false assumptions and 

unrealistic goals and expectations (Ahmadi & 

Baqeri, 2013).  

From the perspective of cognitive experts, 

negative automatic thoughts, cognitive 

distortions, irrational beliefs specific to the 

relationship and cognitive schemas are the 

causes of most behavioral problems and 

interpersonal conflicts (Bahadori, 

Jahanbakhsh, Kajbaf&Faramarzi, 2012).  

Emotional regulation is a central process for 

all aspects of human performance and plays a 

crucial role in the coping styles of people with 

stressful events who experience happiness 

(Foska, 2010). Studies have shown that 

emotional regulation strategies are associated 

with psychological distress (Garnefski & 

Kraaij, 2010) and predict the next adjustment 

and focusing on emotion regulation skills can 

be effective in the prediction and treatment of 

the emotion associated with mental health 

problems. Emotion regulation training (Gratz 

& Gunderson, 2008) includes reducing and 

controlling negative emotions and the method 

of positively using the emotions (Berking, 

Orth, Wupperman, Meier & Caspar, 2009). 

Body image is among the basic factors of 

personality and self-concept of each person 

which influences his mental life and attitudes. 

Body image can be positive or negative and 

affects the individual’s well-being. It can turn 

into a source of positive or negative emotions 

and can in this way make an impact on the 

individuals’ life quality. If the individual’s 

body image has great discrepancies, social and 

marital relationships, daily functioning, 

interpersonal communication and family 

relationships which are among the effective 

domains of his life quality are affected (Asgari 

& Shabaki, 2010). Mindfulness-based 

interventions are regarded as one of the third-

generation or third-wave cognitive-behavioral 

therapies. Mindfulness is a form of meditation 

that is rooted in Eastern teachings and rituals 

especially Buddhism (Ost, 2008). Kabat-Zinn 

has defined mindfulness asthe attention to a 

particular and purposeful method at the current 

time and without judgment and prejudice 

(Cited in Sohrabi, Zare’ei & Eskandari, 2012). 

Linnehan (1993) considers the growth of three 

qualities of refraining from judgment, 

intentional awareness and focus on the present 

moment in one's attention, which the attention 

focused on the present moment causes the 

processing of the whole experience without 

mediation including cognitive, physiological 

or behavioral activities. Through mindfulness-

based exercises and techniques, the individual 

becomes aware of his own daily activities and 

also automatic function of the mind in the 

world of the past and future and gains control 

over them through moment to moment 

awareness of thoughts, feelings and physical 

states and is released from the daily and 

automatic mind focused on the past and future 

(Cited in Rygh & Sanderson, 2004). In 

mindfulness, individuals become aware of 

their own mind practice in every moment and 

after awareness of two mind practices, i.e. 

doing and being, they learn to move the mind 

from one practice to another, which requires 

the training of special behavioral, cognitive 

and metacognitive strategies to concentrate the 

process of attention (Birami & Abdi, 2009).  

Since mindfulness-based treatments address 

both physical and mental dimensions, they 

have high effectiveness to treat some reported 

clinical disorders and physical ailments. In the 

last two decades, many mindfulness-based 

interventions and therapies have emerged 

(Baer, 2006), among which are mindfulness-

based stress reduction (MBSR) by KabatZinn 

(2003) and mindfulness-based cognitive 

therapy (MBCT) by Williams (2007). These 

interventions include the practice of focused 

attention in which the individual concentrates 

his attention on a specific stimulus such as 

breathing, physical feelings and so on over a 

certain time period and benefits from mental, 

physical and cognitive relaxation techniques 

for this purpose (Crane, 2009). Mindfulness 

techniques are effective in increased muscular 

relaxation and reduced worry, stress and 

anxiety (KabatZinn, 2003). It seems that the 

primary mechanism of mindfulness is the self-

control of attention since repeated 

concentration of attention on a neutral 

stimulus such as breathing creates a proper 

attentional environment (Semple, Reid & 

Miller, 2005). Limited studies have been 

conducted on the effectiveness of mindfulness-

based interventions and techniques among 

which are the studies by Linden (1973) on the 

effectiveness of mindfulness in test anxiety 

and academic achievement and also the 
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research by Murdoch (1973) on increased 

attention regulation (Cited in Crane, 2009). 

Considering what has been stated, the 

researcher has proposed the following three 

hypotheses: 

- Mindfulness-based cognitive-behavioral 

therapy is effective in clinical syndrome of 

patients with dysthymic disorder. 

- Mindfulness-based cognitive-behavioral 

therapy is effective in body image of patients 

with dysthymic disorder. 

- Mindfulness-based cognitive-behavioral 

therapy is effective in emotional regulation of 

patients with dysthymic disorder. 

 

 

 

Research methodology 

 
This clinical trial is a semi-experimental study 

(pretest-posttest design with a 

nonequivalent control group). After selecting 

the statistical sample through available 

sampling and randomly dividing the subjects 

into two experimental and control groups, both 

groups initially took a pretest. Then, the 

experimental group received mindfulness-

based cognitive-behavioral therapy but the 

control group underwent no psychological 

therapy. At the end of the treatment period, a 

posttest was taken from both groups. 

Statistical population 

The research statistical population comprised 

all the women with dysthymia who referred to 

the psychological clinics and psychiatric 

private offices in Neyshabour (during October 

to December of the academic year 2014-15).  

Statistical sample and sampling method 
The research sample consisted of 30 patients 

with dysthymia who were selected through 

available sampling method and were randomly 

assigned into two experimental and control 

groups, each containing 15 individuals. It 

should be noted that two patients were 

excluded from the experimental group because 

of a three-session absence and finally, the 

intervention group was followed with 13 

people. Further, three people were removed 

from the control group due to not attending the 

posttest session and not completing the 

questionnaires and the control group with 12 

patients was examined. The research inclusion 

criteria are as follows: Being a female, having 

a minimum age of 18 years and maximum age 

of 40 years, having at least a diploma, filling 

the depression questionnaire and obtaining a 

minimum score of 18. Additionally, when 

receiving this treatment, the clients should not 

receive another psychological treatment and 

should have completed previous psychological 

treatments up to one month before entering the 

treatment and also, they should voluntarily 

participate in the treatment plan. 

Research tools 

Diagnostic interview based on DSM-V: For 

identifying the patients with dysthymia in this 

research, diagnostic interview based on DSM-

V was used which was conducted by a clinical 

psychologist and a psychiatrist. Diagnostic 

interview is a semi-structured interview and is 

based on the criteria in the Diagnostic and 

Statistical Manual of Mental Disorders-Fifth 

Edition (DSM-V, 2012). This interview 

consists of two main parts: A) Personal 

history, and B) mental status examination. The 

first part of this interview includes personal 

characteristics, chief complaint, current illness, 

previous diseases and medical, personal and 

family history. The second part comprises the 

investigation of appearance, perception, 

cognition, thinking, judgment and insight. This 

interview is consistent with the pattern of 

psychiatric in-depth interview (Kaplan & 

Sadock, 2005; Pourafkari & Entezari, 2011).  

In this study, behavioral assessment interview 

was also applied. In an interview which 

includes behavioral assessment criteria and is 

based on the behavioral analysis approach, 

behavioral deficits and excesses, behavioral 

set and causative conditions and continuation 

and termination of morbid behavior from a 

behavioral perspective were examined. The 

aim of behavioral assessment was to perform a 

behavioral analysis about their symptoms, 

severity and frequency and develop an 

appropriate treatment program.  

Emotion Regulation Questionnaire: Toronto 

Alexithymia Scale-20 evaluates three 

subscales of difficulty in identifying feelings, 

difficulty in describing feelings and externally 

oriented thinking. The first subscale includes 7 

items (3, 1, 6, 7, 9, 13, 14) which assess the 

subject’s ability to identify feelings and 

differentiate between feelings and physical 

senses. The second subscale consists of 5 

items (2, 4, 11, 12, 17) which measure the 

subject’s ability to express feelings and that 
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whether or not he is able to express his 

feelings in words. The third subscale 

comprises 8 items (5, 8, 10, 16, 15, 20, 19, 18) 

and investigates the rate of introspection and 

contemplation of an individual in his own and 

others’ inner feelings. The test is scored on a 

5-point Likert scale ranging from 1 (strongly 

disagree) to 5 (strongly agree). Only items 10, 

4, 19 and 18 are scored inversely (Parker et al., 

2003; cited in Besharat et al., 2008).  

Mohammadi (2001; cited in Besharat, 2008) 

has calculated the reliability of this scale to be 

0.87 for the whole scale using Cronbach's 

alpha method. Besharat (2008) also estimated 

the reliability of the mentioned questionnaire 

for the whole scale and three components of 

difficulty in identifying feelings, difficulty in 

describing feelings and objective thinking 

(externally oriented thinking) to be 

respectively 0.88, 0.82, 0.80 and 0.70, using 

Cronbach's alpha. Also, its validity was 

obtained to be between 0.87 and 0.80 on two 

occasions with an interval of four weeks 

through test-retest method in a sample of 67 

students. 

Depression Anxiety Stress Scale—21 (DASS-

21): This scale has been developed by 

Lovibond in 1995 with regard to the overlap of 

depression and anxiety in order to define and 

measure the constructs of anxiety and 

depression. In this study, DASS questionnaire 

- short form has been employed which 

includes 21 questions (7 questions for each 

scale). In these subscales, the maximum score 

is 21 and the minimum score is zero. Seven 

items are related to stress (1, 6, 8, 11, 12, 14, 

18); seven items are associated with anxiety 

(2, 4, 7, 9, 15, 19, 20) and seven items are 

related to depression (3, 5, 10, 13, 16, 17, 21). 

If the subject does not suffer from anxiety, 

depression or stress, he will obtain zero and if 

he selects the options of low, high and very 

high, he will achieve the scores of respectively 

1, 2 and 3. Overall, the reliability and validity 

coefficients obtained were very satisfactory 

and significant at the level of 0.001 (P<0.001). 

The correlations between the subscale of 

depression in DASS and Beck Depression 

Test, between the subscale of anxiety in DASS 

and Zung Anxiety Test and also between the 

subscale of stress in DASS and Perceived 

Stress Test are respectively 0.70, 0.67 and 0.49 

(Birami et al., 2012). 

Fisher Body Image Questionnaire: Fisher 

Body Image Test has been designed in 1970 

and has 46 items, each of which has a value 

between 1 and 5 (1= very dissatisfied, 2= 

dissatisfied, 3 = moderate, 4 = satisfied and 5= 

very satisfied). Obtaining the score 46 in this 

test represents the existence of disorder and 

the score higher than 46 indicates the absence 

of disorder. The correlation coefficients 

calculated in the first and second 

implementation of the test using Pearson 

method were 0.81, 0.84, 0.87 and 0.84 

respectively for first-year students, second-

year students, third-year students and all 

students (Yazdanjou, 2000). In the study by 

Asgari et al. (2010), the reliability of Body 

Image Questionnaire was calculated through 

Cronbach's alpha and split-half methods which 

were respectively equal to 0.93 and 0.91 

(Birami et al., 2012). 

Data analysis 

In descriptive evaluation, descriptive statistical 

indices such as mean and standard deviation 

were used. In the section of inferential 

statistics, analysis of covariance (ANCOVA) 

was employed. Analyses were performed 

using SPSS software. 

 

Research findings 
The main research hypothesis suggested that 

“mindfulness-based cognitive-behavioral 

therapy is effective in clinical syndrome, 

emotional regulation and body image of 

patients with dysthymia”. To examine this 

hypothesis, multivariate analysis of covariance 

test was applied. 

 
Table 1: Results of multivariate covariance analysis of the mean score of posttest on clinical syndrome, body image and emotional 

regulation of the experimental and control groups 

Test name Value Hypothesis Df Error Df F P Effect size Statistical 

power 

Pillai's trace 

test 

0.96 2 25 295.34 0.001 0.68 1 

WilksLambda 

test 

0.03 2 25 295.34 0.001 0.68 1 

Hotelling's 

trace test 

26.77 2 25 295.34 0.001 0.68 1 
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Roy'slargest 

root test 

26.77 2 25 295.34 0.001 0.68 1 

 
As determined in [Table 1], with the control 

of the pretest, the significance levels of all 

tests indicate that there is significant 

difference between dysthymic patients of the 

experimental and control groups at least in 

terms of one of the dependent variables 

(clinical syndrome, body image and emotional 

regulation) (F=295.34, P<0.001). The rate of 

effect or difference is equal to 0.68. In other 

words, 68% of the individual differences in the 

posttest scores of clinical syndrome, body 

image and emotional regulation of patients 

with dysthymia are related to the impact of 

mindfulness-based cognitive-behavioral group 

therapy. 

 

  
Table 2: Results of one-way analysis of covariance in the context of MANCOVA regarding the mean score of 

clinical syndrome, body image and emotional regulation of the experimental and control groups 

Variable Sum of 

squares 

Df Mean 

Square 

F P Effect size Statistical 

power 

Clinical 

syndrome 

7264.51 1 7264.51 169.90 0.001 0.90 1 

Body 

image 

10142.60 1 10142.60 155.50 0.001 0.84 1 

Emotional 

regulation 

837.35 1 837.35 176.16 0.001 0.88 1 

 
As can be observed in [Table 2], with the 

control of the pretest, the results demonstrate 

that there is significant difference between 

dysthymic patients of the experimental and 

control groups in terms of clinical syndrome, 

emotional regulation and body image. In other 

words, mindfulness-based cognitive-

behavioral therapy has led to reduced level of 

clinical syndrome, increased emotional 

regulation and a change in body image of the 

experimental group. The rates of effect or 

difference are respectively equal to 0.90, 0.84 

and 0.88. Here, analysis of covariance has 

been separately provided for each of the 

research variables. 

The first research hypothesis stated that 

“mindfulness-based cognitive-behavioral 

therapy is effective in the clinical syndrome 

(depression, anxiety and stress) of patients 

with dysthymia”. To investigate this 

hypothesis, univariate analysis of covariance 

test was employed. 

 
Table 3: Summary of the results of analysis of covariance test related to the depression variable 

Variable Group Stage Kolmogorov-Smirnov 

test 

Homogeneity of 

regression slope 

Levene's test Univariate covariance 

Statisti

c 

Significance Statisti

c 

Significanc

e 

Statisti

c 

Signific

ance 

Statisti

c 

Signific

ance 

Effect 

size 

Depressi

on 

Experi

mental 

Prete

st 

1.299 0.068 30.6 0.000 0.002 0.969 0.63 0.000 0.80 

Postt

est 

1.197 0.114 30    87   

Contr

ol 

Prete

st 

0.653 0.787        

Postt

est 

0.746 0.634        

 
As can be seen in [Table 3], the significance 

level of this test for the depression variable in 

both groups and in the treatment steps is 

higher than the error level of 0.05, which 

indicates the normal distribution of this 

variable. Further, the amount of variance of 

depression is equalbetween the experimental 

and control groups. Finally, the significance 

level reported in the section related to the 

univariate analysis of covariance associated 

with depression is lower than the error level of 

0.05. So, it is concluded that the effectiveness 
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of mindfulness-based cognitive-behavioral 

therapy in the depression of dysthymic 

patients is significant with the effect size of 

80%. 

 
Table 4: Summary of the results of analysis of covariance test related to the anxiety variable 

Variable Group Stage Kolmogorov-Smirnov 

test 

Homogeneity of 

regression slope 

Levene's test Univariate covariance 

Statisti

c 

Significance Statisti

c 

Significanc

e 

Statisti

c 

Signific

ance 

Statisti

c 

Signific

ance 

Effect 

size 

Anxiety Experim

ental 

Prete

st 

0.832 0.493 14.7 0.001 0.158 0.694 0.908 0.001 0.39 

Postt

est 

0.615 0.843 58  0  13   

Control Prete

st 

0.484 0.973        

Postt

est 

0.533 0.939        

 
As can be observed in [Table 4], the 

significance level of this test for the anxiety 

variable in both groups and in the treatment 

steps is higher than the error level of 0.05, 

which suggests the normal distribution of this 

variable. Additionally, the amount of variance 

of anxiety is equal between the experimental 

and control groups. Finally, the significance 

level reported in the section related to the 

univariate analysis of covariance associated 

with anxiety is lower than the error level of 

0.05. Hence, it is concluded that the 

effectiveness of mindfulness-based cognitive-

behavioral therapy in the anxiety of dysthymic 

patients is significant with the effect size of 

39%. 

 
Table 5: Summary of the results of analysis of covariance test related to the stress variable 

Variable Grou

p 

Stage Kolmogorov-Smirnov 

test 

Homogeneity of 

regression slope 

Levene's test for 

the equality of 

variances 

Univariate covariance 

Statisti

c 

Significance Statisti

c 

Significanc

e 

Statisti

c 

Signific

ance 

Statisti

c 

Signific

ance 

Effect 

size 

Stress Exper

iment

al 

Prete

st 

0.853 0.461 1.14 0.296 0.488 0.492 0.78 0.000 0.910 

Postt

est 

0.906 0.385 8    223   

Contr

ol 

Prete

st 

0.577 0.893        

Postt

est 

0.477 0.977        

 

As can be observed in [Table 5], the 

significance level of this test for the stress 

variable in both groups and in the treatment 

steps is higher than the error level of 0.05, 

which suggests the normal distribution of this 

variable. Besides, the amount of variance of 

stress is equal between the experimental and 

control groups. Ultimately, the significance 

level reported in the section related to the 

univariate analysis of covariance associated 

with stress is lower than the error level of 0.05. 

Thus, it is concluded that the effectiveness of 

mindfulness-based cognitive-behavioral 

therapy in the stress of dysthymic patients is 

significant with the effect size of 91%. 

The second research hypothesis indicated that 

“mindfulness-based cognitive-behavioral 

therapy is effective in the body image of 

patients with dysthymia”. To assess this 

hypothesis, univariate analysis of covariance 

test was used. 
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Table 6: Summary of the results of analysis of covariance test related to the variable of body image 

Variabl

e 

Grou

p 

Stage 

 

Kolmogorov-Smirnov 

test 

Homogeneity of 

regression slope 

Levene's test for 

the equality of 

variances 

Univariate covariance 

Statisti

c 

Significance Statisti

c 

Significanc

e 

Statisti

c 

Signific

ance 

Statisti

c 

Signific

ance 

Effect 

size 

Body 

image 

Exper

iment

al 

Prete

st 

0.728 0.665 0.008 0.930 1.259 0.273 108.44 0.000 0.83 

Postt

est 

0.702 0.708 

Contr

ol 

Prete

st 

0.582 0.887 

Postt

est 

1.000 0.353 

 
As can be seen in [Table 6], the significance 

level of this test for the variable of body image 

in both groups and in the treatment steps is 

higher than the error level of 0.05, which 

suggests the normal distribution of this 

variable. Moreover, the amount of variance of 

body image is equal between the experimental 

and control groups. Ultimately, the 

significance level reported in the section 

related to the univariate analysis of covariance 

associated with body image is lower than the 

error level of 0.05. Therefore, it is concluded 

that the effectiveness of mindfulness-based 

cognitive-behavioral therapy in the body 

image of dysthymic patients is significant with 

the effect size of 83%. 

The third research hypothesis suggested that 

“mindfulness-based cognitive-behavioral 

therapy is effective in the emotional regulation 

of patients with dysthymia”. To investigate 

this hypothesis, univariate analysis of 

covariance test was used. 

 
Table 7: Summary of the results of analysis of covariance test related to the variable of emotional regulation 

Variable Grou

p 

Stage Kolmogorov-Smirnov 

test 

Homogeneity of 

regression slope 

Levene's test for 

the equality of 

error variance 

Univariate covariance 

Statisti

c 

Significance Statisti

c 

Significanc

e 

Statisti

c 

Signific

ance 

Statisti

c 

Signific

ance 

Effect 

size 

Emotiona

l 

regulation 

Exper

iment

al 

Prete

st 

0.707 0.700 0.706 0.410 0.336 0.568 0.0003 0.986 0.78 

Postt

est 

0.656 0.783 

Contr

ol 

Prete

st 

0.676 0.750 

Postt

est 

0.920 0.366 

 

As can be seen in [Table 7], the significance 

level of this test for the variable of emotional 

regulation in both groups and in the treatment 

steps is higher than the error level of 0.05, 

which suggests the normal distribution of this 

variable. Further, the amount of variance of 

emotional regulation is equal between the 

experimental and control groups. Finally, the 

significance level reported in the section 

related to the univariate analysis of covariance 

associated with emotional regulation is lower 

than the error level of 0.05. So, it is concluded 

that the effectiveness of mindfulness-based 

cognitive-behavioral therapy in the emotional 

regulation of dysthymic patients is significant 

with the effect size of 78%. 

 

 

Discussion and conclusion 
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The present study has been conducted with the 

aim of investigating the effectiveness of 

mindfulness-based cognitive-behavioral 

therapy in clinical syndrome (depression, 

anxiety and stress), body image and emotional 

regulation among patients with dysthymia. 

The main research hypothesis suggested that 

“mindfulness-based cognitive-behavioral 

therapy is effective in reducing clinical 

syndrome (depression, anxiety and stress), 

changing the body image and increasing the 

level of emotional regulation in patients 

suffering from dysthymia”. With regard to the 

results of tables 1 to 5, results of the 

covariance analysis indicated that the research 

hypothesis is confirmed and accordingly, 

mindfulness-based cognitive-behavioral 

therapy has been able to reduce clinical 

syndrome (depression, anxiety and stress), 

change body image and enhance the level of 

emotional regulation. This finding is 

consistent with the results of other similar 

studies such as Gratz and Gunderson (2008), 

Foska (2010), Garnefski and Kraaij (2010), 

Berking, Orth, Wupperman, Meier and Caspar 

(2009), Sajjadian et al. (2008), Birami and 

Abdi (2009), Davoudi and Nasimifar (2012) 

and Sohrabi et al. (2012). 

Mindfulness-based cognitive-behavioral 

therapy has led to the creation of a new 

movement regarding the states of mind 

through focusing on the cognition of people 

which is one of the important components in 

the treatment of depression and is among the 

factors influencing negative mood and focus 

on negative thinking patterns (Segal et al., 

2002). This change in the state of mind 

enables individuals to view the existing 

experiences from a different perspective and 

associated with different spaces. This 

awareness does not necessarily create an 

attitude within us, but it creates a new method 

in observing cognitive experiences through 

which we can become aware of our own 

experiences. In this way, the individual will be 

able to achieve a better definition of self and 

the problem is regarded as a pervasive 

experience and he deals with solving it by 

using an appropriate method and is able to 

effectively reduce depression in dysthymic 

patients. Research evidence supports the 

application of mindfulness-based stress 

reduction method since this treatment could 

decrease the recurrence of bouts of depression 

in those who have had three bouts of 

depression or more (Teasdale, Segal, 

Williams, Ridgway, Soulsby & Lu, 2000). 

In explaining this hypothesis, it can be 

mentioned that mindfulness causes the 

interruption of the cycle of internal negative 

experiences such as the expected anxiety of an 

event not happened in the future or rumination 

of an event in the past (Kardasioto, 2005; cited 

in Kiyani et al., 2012). Tart (1994) reported 

that beliefs as thought habits, feelings and 

perception determine the manner of observing 

the external environment. Mindfulness allows 

for the observation of beliefs without 

accepting them as fact. As a result, a large 

range of solutions is made available and 

habituated response methods are replaced by 

conscious response methods that are chosen 

non-automatically (Hayes, 2002; cited in 

Kazemian, 2014). Although the main objective 

of mindfulness is not relaxation, non-

judgmental observation of internal negative 

events or physiological arousal will lead to the 

appearance of these states. Besides, Burkewuk 

(2002) states that mindfulness reduces the 

negative mood caused by the inherent failure 

in achieving the expected processes through 

focusing on the inherent process of an activity 

and the pleasure coming in the aftermath of 

experiencing that activity (Cited in Crane, 

2009). It seems that the intensive training of 

mindfulness meditation along with the 

discussion about stress and life skills, the skill 

of coping with the inner experience (physical 

sense, thoughts and mood) and outer 

experience (interaction with others, actions in 

the outside world) and the interplay between 

these two occursystematically (KabatZinn, 

1990). Additionally, mindfulness-based stress 

reduction significantly leads to enhanced 

mental clarity and mental health and reduced 

physical stress (Cited in Javaheri, 2006).  

The second research hypothesis suggested that 

“mindfulness-based cognitive-behavioral 

therapy is effective in the body image of 

patients with dysthymia”. Considering the 

results of covariance analysis in Table 6, 

mindfulness-based cognitive-behavioral 

therapy has been effective in the body image 

of dysthymic patients. This finding is 

congruent with the results of other similar 

studies including Berking, Orth, Wupperman, 

Meier and Caspar (2009), Yalom and Lezcz 
(2005) and Narimani et al. (2011). In 
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explaining this hypothesis, it can be said that 

mindfulness-based cognitive therapy 

significantly changes the body image of 

patients with dysthymia. By focusing on 

cognitions, thoughts and beliefs, this therapy 

helps dysthymic patients reduce their incorrect 

and unreasonable thoughts and have more 

appropriate and more realistic body image of 

themselves. Body image in these patients is 

irrational and contrary to reality and leads to 

this disorder. 

The third research hypothesis stated that 

“mindfulness-based cognitive-behavioral 

therapy is effective in the emotional regulation 

of patients with dysthymia”. According to the 

results of Table 7, it was determined that 

mindfulness-based cognitive-behavioral 

therapy can increase the level of emotional 

regulation among dysthymic patients. 

Therefore, the third research hypothesis was 

also confirmed. These results are consistent 

with the findings of the following studies: The 

research by Pakzad (2012) who demonstrated 

that mindfulness-based cognitive-behavioral 

therapy leads to increased emotional order and 

reduced self-blame of patients; the study by 

Katson and Farr (2012) who reported that 

cognitive-behavioral therapeutic measures 

have a great impact on reduced emotional 

regulation; and the study by Havi (2011) who 

argued that receiving cognitive-behavioral 

group interventions can reduce the symptoms 

of emotional regulation (Cited in 

BakhshipourRoudsari & SabouriMoqaddam, 

2008).  

In explaining this finding, it can be observed 

that dysthymic patients experience multiple 

emotional problems due to the gradual 

degeneration of their mental and physical 

status and feel different affective problems 

because of depressed and anxiousmood. 

Consequently, they are not able to understand 

and describe their own and others’ emotions 

(Va’ezi, 2005). Moreover, it can be stated that 

cognitive-behavioral group therapy in these 

patients reduces the negative emotional 

consequences of the dysthymic disorder 

through providing the techniques of intrusive 

thoughts, problem-solving methods, exercises 

and also relaxation techniques and changes the 

focus of patients’ attention towards their 

negative emotions. Further, this therapy 

caused the patients to have positive feelings 

and attitudes and high awareness of their 

relatively healthy state with regard to their 

own physical and mental condition through 

establishing peace within the individual in the 

state of disease. With the help of this therapy, 

these patients could obtain the ability to take 

advantage of their own emotional world and 

experienced more positive feelings. 

As a result of group implementation of the 

therapy and similar feedback of patients 

towards each other, patients perceived a better 

mental image of understanding their emotions 

in society and since in the treatment program, 

techniques of feelings and psychological 

debriefing of emotions and discovery of 

negative thoughts and also training of the 

members on detecting the cognitive state of 

emotions were provided, the inability to 

recognize and verbally describe the personal 

emotions, extreme poverty of figurative 

thinking, feeling, desire and drives were 

limited and the inability to use feelings, 

difficulty in distinguishing between emotional 

states and physical senses and lack of 

emotional expressions of the face decreased. 

In this treatment, because the group members 

assume the role in which they have difficulty 

and actively engage in their role, they receive 

reinforcement and feedback and are provided 

with appropriate exercises. Also, this therapy 

makes the patients modify their problem in the 

description of emotions and thus, alexithymia 

is reduced in these patients. 

Overall, it can be concluded that cognitive-

behavioral group therapy leads to enhanced 

self-acceptance and goals and decreased 

disorder and alexithymia in the description of 

emotions in dysthymic patients. In the process 

of cognitive-behavioral group therapy for 

patients, since the techniques for the 

identification of emotions and cognitive 

mapping are provided and patients actively 

learn the techniques, this treatment makes a 

positive impact on controlling the emotional 

capacity of individuals and causes them to 

experience more mental balance and gain their 

emotional and psychological integrity faster 

and hence, their negative emotions, disorder 

and alexithymia are reduced. As a result, it can 

be argued that mindfulness-based cognitive-

behavioral therapy is effective in increasing 

the level of emotional regulation in patients 

with dysthymia. Since mindfulness-based 

cognitive-behavioral therapy is focused on 

emotions and correct expression of them, 

patients are able to modify and regulate their 

own emotions. Consequently, they can 
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enhance their emotional regulation using 

emotion-focused techniques and ultimately 

reduce their marital conflicts. 

Generally, psychological therapies have a 

significant role in the treatment of these 

patients. In recent years, the ability of 

mindfulness as a skill to control diseases, 

stresses and life challenges has been 

recognized in the west. Therefore, mindfulness 

training has been used and accepted in many 

situations such as health and social care 

environments, educational institutions, 

prisons, companies and many other conditions. 

The purpose of mindfulness-based cognitive-

behavioral therapy is to increase the patients’ 
awareness of the present moment and 

experience through intensive training. 

Mindfulness-based cognitive-behavioral 

therapy comprises techniques and exercises 

from cognitive-behavioral therapy. In this 

treatment, attemptshave been made that people 

can identify their false and negative thoughts 

and beliefs and change them through focusing 

on cognitions and individual awareness of 

feelings and thoughts in the present moment 

and also focusing on physical states. Overall, it 

can be said that mindfulness-based cognitive-

behavioral therapy is an effective treatment to 

reduce clinical syndrome and improve body 

image and emotional regulation in patients 

with dysthymia. 
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Abstract:  

Aim: this days parenting styles and how to train children are an important matter among educational 

psychologists. Besides, each stage that children pass to get adulthood is considerable. During all of development 

stages the time of maturity is the most important in the life because it occur with forming identity 

simultaneously and both of them effect on forming personality. This study is performed to compare parenting 

style's effect on emotional maturity among one-child and multi-children girls. This is an ex post facto study. The 

community of this study is consisted of one-child and multi-children girls at high schools of Shahrekord .A 

sample of 15 girls that were one-child and 15 girls that were multi-children selected of high schools in District 2 

of this city. A kind of sampling was the cluster random sampling. The first unit was the district of education, 

which district 2 selected randomly. The Second unit was high school which 3 high schools selected randomly 

among all them in district 2. The third unit was student that 10 students selected randomly from each high 

school (30 students selected generally), that we set them in two groups (one-child and multi-children) with 

random assignment.  Method: the emotional maturity questionnaire by Singh and Bhargava performed on two 

groups and also the parenting styles questionnaire by Diana Baumrind performed on parents of sample groups. 

Results: The results of MANOVA analysis showed that strict parents have a children with less emotional 

maturity than those of other parents. The results of this study showed that emotional maturity don't have 

difference between one-child and multi-child girls.  

Keywords: comparative study, emotional maturity, one-child, multi-children girls, high schools, Shahrekord. 

 

Introduction 

Family structure features and interaction between 

parents and teens is one of the important pillars of 

social growth and it's very reflective (Kazemi, 

Arizi, 2008).Relation between parents and children 

is the complex network which form by interaction 

and effect on children through educational 

methods. (Shariatmadari, 2009). Every family has a 

specific way in their children's personal and social 

education, that call parenting styles, and are 

influenced on different factors such as cultural, 

social, political, economic factors and etc. (Hardy 

et al, 1993, quoted from Hosseininasab, Ahmadian, 

RavanBkhsh, 2008).The parenting styles are ways 

which parents used to educate their children and 

attitudes that they have relative to their children. 

Standards and rules that are set for their 

children(Nikoui, Talei, 2009).Contemporary 

Researches about parenting styles is arise of 

Baumrind's studies on children and their families 

which focused on the combination of different 

parenting practices. Differences in the composition 

of the core elements of parenting (e.g. being warm, 

being engaged, maturity age demands and 

supervision) changes child's responses to parents 

(Glasgow, 1997). Baumrind classified parenting 

styles in three category, strict and lenient and 

Authoritative styles. The strict parenting style is 

characterized by strictness and inflexibility. They 

expect of their children to obey them indisputably. 

Authoritative parents insist on the autonomy of 

children base on the family rules. Lenient parents 

do not follow certain rules in parenting and have no 

control over their behavior (Asadi, Zokaei, 

2006).this question that children with different 

parenting styles how to grow and how to get 

maturity age  is very important. The identity of 

each person form in adulthood, so this time is very 

conspicuous in the life. It is necessary to assess 

maturity stage among children especially among 

girls that are tomorrow's mothers and they are 

responsible for training children. But what is 

maturity?  Maturity is a critical stage which is base 
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of adult life (Khalili, Bakhtiari, 2008). Webster's 

dictionary defines this word as mature or fully 

developed or being ready and worthy. (Webster's 

Dictionary, 2006). But scientifically, maturity or 

adolescence is grow in all physical, mental and 

social aspects of life. Because of that this word is 

better than sexual maturity term, which has more 

closed concept, and youth term, which has a more 

extensive concept. (Khalili, Bakhtiari, 2008). 

Maturity is a time of excitement and confusion. 

One of the problems for girls during this time is 

how to compromise. Those who aren't prepared for 

entering in this stage don't know how to live to 

other people don't consider them as children. So 

there are a few people who can adjust themselves 

with environment of family and society without 

any help of parents and educators (Dis, translation 

of Kardan, 2009).Most experts believed that 

maturity phenomenon is involved both physical 

maturity emotional maturity. Emotional maturity is 

a process in which a person personality is 

constantly trying to become better and healthier in 

emotional, psychological and individual aspects. 

(Safarpour, 2007). The emotional maturity is 

information about feelings when they occur. The 

awareness of the feelings, is the emotional ability 

that is base of other abilities such as emotional 

continence (Goleman, 1996). Among the important 

features of emotional maturity, there are a sense of 

originality, flexibility and compatibility. (Maslow, 

1965, quoted from Kaur, Singh and Singh, 2007). 

The most prominent sign of emotional maturity is 

the ability to handle stress and the other sign is 

being indifference related to certain types of 

stimulants that effect on individual and make him 

bore.(Cole, Rehm, 1994).People who are adult 

emotionally are more stable and flexible. They can 

tolerate delay in satisfying their needs (Rogers, 

1963). They can express their feelings and beliefs 

bravely and try to understand feelings and beliefs 

of the others (Covey, 1963, quoted from Kaur, et 

al, 2007).Undoubtedly, the family plays a 

significant role in the formation of emotional 

maturity. Psychological and emotional needs of the 

child provided in the family environment by 

parents, which creates an atmosphere of trust to 

others and increases confidence and nurture the 

spirit and the body (Avenevoli, Merikangas, 2003). 

Human beings obtain maturity types in different 

ages. Determination of Common age for people 

who reach maturity simultaneously is impossible 

(Sharafi, 2012). Reaching to emotional maturity 

has no certain age too and is dependent on factors 

such as education and family. Undoubted having 

and raising children is an enjoyable experience for 

many parents. But there are many parents that see 

their wishes and hopes house are destroyed with 

reaching their children to adolescence and maturity 

age. They often don't know how to deal with their 

child at this time and how to treat with them. Since 

all extremes by parents bring unpleasant 

consequences for the children and since the 

ultimate goal of education is self-control and 

achieve a variety of maturity, so parenting style has 

significant impact on the emotional maturity of 

adolescents (Pakdaman, Khamesan, Barati, 2011). 

In spite of the importance of parenting styles on 

emotional maturity especially on adolescent girls, 

there is a few researches that examine it directly. 

However, researcher present a number of studies 

about the relation and the impact of parenting 

styles on emotional maturity .(Growling and Ryan, 

1989) showed that authoritative parenting style has 

relation with positive behavioral outcomes such as 

self-regulation, high social ability and social 

adjustment. (Baumrind, 1991) in a study on 

primary school children found that the children 

who have lenient parents showed the immature 

behavior, lack of control on their behavior and low 

self-esteem. These children don't have social 

responsibility and independence. Also the results of 

Sohrabi and (Hasani research, 2007) showed that 

strict parenting style affected on family 

disintegration, drug abuse or smoking in the family 

and academic failure and anti-social behavior 

among adolescent girls. Therefore in this research 

we can say that the result can be useful for parents, 

psychologists and counselors and all those involved 

in this field of education. This research is important 

for parents to make a good relation with their 

children and choose a suitable parenting style for 

both one-child and multi-children adolescent girls. 

This study was done to compare the emotional 

maturity based on parenting styles among one-child 

and multi-children girls at high schools of District 

2. Study hypothesis is: there is a significant relation 

between one-child and multi-children girl's 

emotional maturity based on parenting styles. 

Methodology 

The performance method of this study is ex 

post facto. In that we want to find probably causes 

of a behavioral style (Delavar, 2012). 

Community, sample and sampling 

method 

 The present study community was 

consisted of one-child and multi-child girls at high 

schools in Shahrekord. A sample of 15 girls that 

were one-child and 15 girls that were multi-

children selected of three high schools in District 2 

of this city. A kind of sampling was the cluster 

random sampling. The first unit was the district of 

education, which district 2 selected randomly. The 
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Second unit was high school which 3 high schools 

selected randomly among all them in district 2. The 

third unit was student that 10 students selected 

randomly from each high school (30 students 

selected generally), that we set them in two groups 

(one-child and multi-children) with random 

assignment. 

Tools 

Emotional maturity questionnaire is a scale 

with 5 options (Very high, high, unclear, probably, 

never). The score of answer very high is 5, for 

high, score is 4, for unclear, score is 3, for 

probably, score is 2 and for never, score is 1. So the 

higher score, the higher degree of emotional 

immaturity is. The highest score (240) presents the 

most unstable emotional state and the lowest score 

of 50, represents the most stable emotional state 

(Bhargava, Singh, 1990). 

This questionnaire has normalized by 

Safarpour in 2006. She did her research on 50 

people to assess internal consistency of 

questionnaire. Cronbach's alpha among questions 

was 84%. (Safarpour, 2007). 

 Baumrind parenting styles questionnaire 

was designed in 1972 by Diana Baumrind. This 

tool is made based on the theory of Baumrind about 

parents and how to train children.  This 

questionnaire assess parenting styles in families. It 

includes 30 sentences which 10 of them assess the 

style of absolute permissiveness, 10 of them assess 

the style of despotic and rest of them assess rational 

authority. This questionnaire has 5 points in Likert 

scale that include very agree (4), agree (3), no idea 

(4), very disagree (5) and disagree (6). By adding 

up questions related to each dimension, 3 groups of 

grades obtain that are permissiveness, despotic and 

rational authority styles respectively. The higher 

score in each dimension show that parents use it. 

The validity of this questionnaire was evaluated by 

(Esfandiari, 1995) the results showed that it has 

external validity. Esfandiari also evaluated the 

reliability of this questionnaire with test-retest 

method. The results showed that reliability for 

lenient, despotic, authority styles was 69%, 77%, 

and 73% respectively (Esfandiari, 1995). 

Statistical analysis 

 

In this study used of descriptive and 

inferential statistical methods. At the descriptive 

statistics we evaluate mean, standard deviation and 

frequency to explain the situation. At Inferential 

statistics, we use of MANOVA analysis for 

generalizing the characteristics of the sample to 

society.  

 

Findings 

 
According to the study, 16 mothers in 

sample (53.33%) had authoritative parenting styles 

and 14 mothers (46.66%) had non-authoritarian 

parenting styles. we combine lenient and despotic 

styles together because of low grades in these 

dimensions, so we reduced 3 styles to 2. 

 
Table 1: mean and standard deviation of emotional maturity based on group variables 

total Standard deviation 
 

Mean Parenting style Children number  

9 

6 

15 

Autocrat 

Non-authoritative 

Total 

88.78 

118.50 

100.67 

17.06 

40.35 

29.25 

Multi-children 

7 

8 

15 

26.45 

25.22 

26.43 

85.29 

114.00 

100.07 

Authoritative 

non-authoritative 

total 

One-child 

 

16 

14 

30 

20.93 

31/30 

27.42 

87.25 

115.36 

100.37 

Authoritative 

non-authoritative 

total 

Total 
 

 
According to [Table 1], the mean and 

standard deviation of emotional maturity among 

multi-children girls with authoritative parenting 

style, were 88.78 and 17.06 and among girls with 

non-authoritarian parenting were 118.50 and 40.35. 

The total mean and standard deviation of multi-

children emotional maturity were 100.67 and 

29.25. The mean and standard deviation of 

emotional maturity among one-child girls with 

authoritative parenting style were 85.29 and 26.46 

and they were 113.00 and 25.22 among girls with 

non-authoritarian parenting style. The total mean 

and standard deviation of one-child emotional 

maturity were 100.07 and 26.43. The mean and 

standard deviation of this variable (without any 

attention to number of child) in girls with 

authoritarian parenting style were 87.25 and 20.93 

respectively and 115.36 and 31.30 in girls with 

non-authoritarian parenting style.                                                            
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The hypothesis: there is a significant 

relation between one-child and multi-children girl's 

emotional maturity based on parenting styles. 

For experiencing the hypothesis, we used of 

MANOVA analysis. But at first the assumptions of 

MANOVA test were evaluated that are: being 

normal dependent variable (emotional maturity) 

and homogeneity of variances in studied groups. 

Both of them confirmed with P>.05. 

 

 

Table 2: The results of MANOVA analysis for evaluating differences between one-child and multi- 

children girls  with due attention to the parenting styles influence on emotional maturity 

Test 

ability 

 

Square sum Freedom 

degree 

F Significance 

level 

Effect 

size 

Changes source 

0.08 148/18 1 0.28 0.60 0.011 Children number 

0.90 6046.08 1 11.41 0.002 0.30  

Parenting style 

0.05 7.38 1 0.01 0.90 0.001 Parenting style*children 

number 

 13772.48 26    Error 

 322027.0 30    Total 

 

 
[Table 2] shows that there is no significant 

difference between one-child and multi-children 

girls in emotional maturity (F=0.28 and df =1 and 

df error =26 and significant level = 0.60, P> 0/05). 

There is significant difference between girls 

with authoritative and non-authoritative parenting 

style (F=11.41 and df =1 and df error = 26 and 

significance level=0.002 with α=99% P <0/01).  
And finally there is no interaction effect 

significantly between the number of children and 

parenting style (F=0.01 and df =1 and df error 26 and 

significant level= 0.9, P> 0/05). 

 

Conclusion 

This study performed to compare parenting 

style's effect on emotional maturity among one-

child and multi-children girls. The results showed 

that one-child and multi-children girls with strict 

parents had emotional maturity lower than those of 

with non-authoritarian parent This findings are 

consistent with findings of Growling and Ryan 

(1989) as well as findings of (Baumrind, 1991) and 

also Sohrabi and (Hasani, 2007) researchs . 

Growling and Ryan in their research found that 

authoritative parenting style have a relation with 

positive behavioral consequences (such as self-

regulation, high social competence and positive 

social adaptation). Baumrind in his research found 

that lenient parenting styles have a negative effect 

on self-confidence. Also Sohrabi and Hasani in 

their (research, 2007) found that there is a direct 

relation between despotic parenting style with anti-

social behavior and academic failure. Other 

findings showed that emotional maturity is not 

much different among one- child and multi-

children. As mentioned family environment plays 

an important role in forming people's emotional 

maturity. Parents can supply their children in 

reaching to physiologic and emotional needs 

(Avenevoli, Merikangas, 2003). In fact, relation 

between parents and children is a complex network 

that form because of interaction between them and 

can be very effective in various factors of children's 

personality that one of them is emotional maturity 

(shariatmadar, 2009). 

 

Discussion 

Despotic parenting style cause to a person 

think that cannot plan and improve his life. So this 

style can have a negative effect on self-esteem and 

self-concept and efficiency.  When self-concept 

damage, his feelings in relation to himself can be 

affected. As mentioned, emotional maturity is 

impressive of person feelings in relation to himself 

in the present time. So despotic parenting styles can 

have negative effect on emotional maturity in the 

children.  One of the limitations of this study is: not 

doing this study among boys and in other cities. 

 It is suggested that future researches, 

evaluate parenting styles effect on other variables 

and psychological factors such as depression, 

aggression, conflict and anxiety to provide more 

comprehensive explanation of the integration of 

this approach. 
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Abstract 

 

The aim of this research was to study the effect of cognitive-behavioral group the rapyon the obsessive rumination 

and anxiety of multiple sclerosis (MS).The sample include 30 person(15 group control and 15 group experimental) 

M.S were selected randomly and voluntary and This design of the study is pretest, posttest control group. They were 

requested to answer aanxiety Beck (BAI) scale and obsessive rumination Nolen & Hocsma & Maru (1991) scale 

questionnaire. For analyzing the results we used covariance (MANCOVA). The results of data analysis showed that 

cognitive-behavioral group therapy caused the OF decrease obsessive rumination and aanxiety of experimental 

group of multiple sclerosis in comparison to the witness groups and result after on month was study education was 

effect. 

 

Keywords: cognitive-behavioral group therapy, obsessive rumination, anxiety 

 

Introduction 

 

Multiple sclerosis (MS) is one of the chronic diseases 

in which physical and mental disorders are very 

common. MS disease is the central nervous system 

disorder and is among the most common neurological 

diseases in humans and is considered as the most 

common disease leading to disability. So far, the 

cause of the emergence of this disease has not been 

determined; but it seems that the incidence of this 

disease is associated with autoimmune responses. A 

virus may stimulate the immune system and get the 

body to produce antibodies that mistakenly attack the 

body's own elements (Zandipour, 2009). Among the 

psychological problems that can make a negative 

impact on the mental health of MS patients is mental 

rumination. Mental rumination is recognized as the 

permanent preoccupation with an idea or topic and 

thinking about it and is a class of conscious thoughts 

that revolve around a specific axis. These thoughts 

are repeated. These involuntary thoughts enter 

consciousness and divert attention and goals 

(Joorman, 2010). Indeed, mental rumination is a set 

of passive thoughts that are repeated and are focused 

on causes and results of signs and prevent adaptive 

solutions and increase negative thoughts (George, 

2014). Mental rumination can be the cognitive 

infrastructure of patients and includes the thoughts 

that are endlessly reviewed and exacerbate despair 

about the future and negative assessments of self and 

affects the patient’s mood and motivation (Loo et al., 

2012). It should be mentioned that the clinical course 

of MS is diverse and can vary from a completely 

benign course to a progressive and debilitating one. 

MS patients are faced with severe physical and 

mental problems and experience cognitive-emotional 

problems and their mental health is at risk in various 

aspects. These patients are dealing with anxiety 

problems. Anxiety is also a key and fundamental 

factor in all mental illnesses (Dakhilpour, 2013). It 

should be said that MS patients perceive some 

anxiety due to their concern over their illness and 

physical condition. Although anxiety can be 

considered as a normal adaptive response, it is 

regarded as a kind of clinical disorder which can 

disrupt a person's performance when it intensifies and 
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is not suitable to the situation (Legrand, 2013). But it 

can be stated that to control these problems in MS 

patients, non-pharmacologic treatments can have a 

significant impact on the rate of their problems. One 

of these methods is the cognitive-behavioral group 

therapy. Oie and Dingle (2008; cited in Bahadori, 

2014) in their study concluded that cognitive-

behavioral group therapy is an effective intervention. 

In this method, the vicious cycle of the problem 

breaks and the individual is encouraged to search for 

the relationship between his own negative thoughts 

and feelings of inadequacy. The therapist attempts to 

encourage the client towards a kind of cooperation 

experience in which he benefits from the patient’s 

experiences in a series of behavioral tests in order to 

assess the truth or falsity of those beliefs (Nelson & 

Jones, 2013). Deminof (2013) conducted a study and 

investigated the effect of cognitive-behavioral group 

therapy on anxiety and depression and roughness 

coefficient in a sample of 40 women with MS. The 

results demonstrated that each cognitive-behavioral 

group therapy approach is effective in reduced 

anxiety and depression and increased tenacity of 

these women. Thus, cognitive-behavioral group 

therapy is highly effective in increased roughness 

coefficient and reduced anxiety and depression of 

women suffering from MS. In this type of treatment, 

stable factors of psychological and physical problems 

including behavioral factors such asirregular 

programs and unsuitable habits, mental factors like 

unrealistic expectations and harmful beliefs and 

concerns and also physiological factors such as 

physical and mental stress and too much arousal are 

moderated (Oties, 2007; Translated by Alibeigi, 

2014). This method is a reasonable treatment because 

the individual learns to consider his own thoughts 

and beliefs as hypotheses whose validity should be 

tested. This treatment is a training approach in which 

cognitive and behavioral techniques are taught 

through exposure exercises in sessions, former 

cognitive restructuring and finally home assignments 

(Fery, 1999; translated by Sahebi, Hamidpour & 

Andouzeh, 2011). Cognitive-behavioral group 

therapy is an appropriate method due to the fact that 

it is advantageous in terms of time and cost and the 

individual in the group sees his own attitude in the 

society and this leads to the growth of his insight. 

Further, he obtains new experiences to communicate 

with others and becomes familiar with new people 

and his self-confidence is enhanced (Qanavati & 

Nisi, 2010). In MS patients, the severity of 

nervousness is high and the rate of mental rumination 

is also high due to the stress of the disease and 

negative thoughts caused by mental rumination of 

patients aggravate the despair about the treatment and 

negative assessments of self-caused by the disease. 

Additionally, resilience of these particular patients is 

affected by the disease. MS patients’ resilience in the 

face of the stressful events of the disease as asource 

of resistance is low. It can be stated that cognitive-

behavioral therapy intervention is among the methods 

that moderate mental and social disorders and 

problems of patients and strengthen the rate of life 

expectancy in them and also cause them to have more 

appropriate growth in cognitive and emotional terms 

and show less depression and better relationships 

with others. In the end, it should be noted that since 

MS patients have multiple physical and 

psychological problems, appropriate active and 

therapeutic interventions to mitigate their problems 

can be very valuable. Cognitive-behavioral group 

therapy can play a decisive role in reducing the 

patient’s disorders and incidence of proper emotions 

and consequently healthier life with higher quality. 

Hence, this study aims to investigate the 

effectiveness of cognitive-behavioral group therapy 

in resilience and mental rumination of patients with 

multiple sclerosis. So, in the present research, this 

question is raised as to whether cognitive-behavioral 

group therapy is effectiveness in resilience and 

mental rumination of patients with multiple sclerosis. 

 

Research method 

 

This research is a pretest-posttest quasi-experimental 

study design with anequivalent control group and 

follow-up. Since the present study seeks the change 

made as a result of implementing the cognitive-

behavioral group therapy in mental rumination and 

anxiety of patients with multiple sclerosis, this design 

was used. The research statistical population 

consisted of all the MS patients who referred to MS 

Society in Tehran. The statistical sample comprised 

30 MS patients who were selected through voluntary 

and available sampling method after determining the 

criteria for entry into the study. Then, from among 

the sample, 30 subjects were randomly assigned into 

two experimental and control groups, each having 15 

subjects. The inclusion criteria are as follows: Lack 

of personality illnesses and psychiatric disorders, 

having at least a diploma and obtaining a score higher 

than the cut-off point of rumination (a score greater 

than 53 indicates high rumination) and anxiety (a 

score greater than 25 suggests severe anxiety). The 

exclusion criterion was to obtain normal scores which 

are outside the designated cut-off point. 

 

Research tools 
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Ruminative Response Scale (RRS): This 

questionnaire was developed by Hoeksema and 

Morrow (1991) and was translated by Baqerinezhad 

et al. (2010). This scale measures negative posterior 

reactions and is composed of two subscales of 

ruminative responses and distracting responses, each 

including 11 expressions. This questionnaire consists 

of 22 expressions which are scored on a Likert scale 

ranging from 1 (never) to 4 (often) (Baqerinezhad et 

al., 2010). In the study conducted by Baqerinezhad et 

al. (2010), the questionnaire reliability coefficient 

was obtained to be 0.90 using Cronbach's alpha 

method and for its dimensions, it was 0.92 and 0.89. 

The questionnaire validity was reported to be 0.65 at 

the level of 0.001 through correlation with 

metacognitive beliefs questionnaire, which shows 

that it enjoys high validity. In the present study, the 

questionnaire reliability coefficient was estimated to 

be 0.80 using Cronbach's alpha method, which 

suggests the high reliability of the questionnaire. 

Beck Anxiety Inventory (BAI): This questionnaire was 

introduced by Beck and specifically evaluates the 

severity of clinical anxiety symptoms in people. It is 

a self-report tool which includes 21 questions. 

Scoring is performed on a continuum from zero to 3 

(severe) and the scores range from zero to 63. The 

scores between zero and 7 show the minimum 

anxiety, scores between 8 and 15 represent mild 

anxiety, scores between 16 and 25 indicate moderate 

anxiety and scores between 26 and 63 suggest severe 

anxiety (Fathi Ashtiani, 2009). Studies performed by 

Beck et al. (1988; cited in Fathi Ashtiani, 2009) 

reveal that the questionnaire enjoys high validity and 

reliability. Its consistency coefficient was obtained to 

be 0.92 and its reliability was equal to 0.75 through 

test-retest method with an interval of one week and 

the correlation between the questionnaire items was 

between 0.30 and 0.76. Five types of validity (content 

validity, concurrent validity, construct validity, 

diagnostic validity and factorial validity) were 

measured for this questionnaire, all of which 

indicated the high efficiency of this tool to measure 

the intensity of anxiety. In this study, the 

questionnaire reliability coefficient was estimated to 

be 0.86 based on Cronbach's alpha method, which 

suggests the high reliability of the questionnaire. 

  

Cognitive-behavioral group therapy sessions  

In this study, cognitive-behavioral group therapy 

intervention was implemented according to a 

practical guide to cognitive-behavioral therapy by 

Dagas and Robichaud (2007) translated by 

ChiniForoushan and ‘Abedian (2014), Ferry group 

cognitive therapy (1990) translated by Sahebi, 

Hamidpour and Andrews (2013) andOtis cognitive-

behavioral approach to chronic pain (2007) translated 

by Alibeigi (2014) during 13 sessions of 90 minutes 

on the experimental group. The training sessions are 

as follows: 

     First session: Reviewing home assignments 

before treatment; Lesson one: Welcoming, reviewing 

the structure of sessions, relevant rules and 

regulations; Training: Introduction to each other;  

Lesson two: Thinking and feeling, absolute beliefs 

about self and others, our set standards for ourselves 

and others, baggage metaphor for the steps of 

cognitive therapy; Training: Relaxation through 

guided mental imagery; Home assignment for the 

next session. 

     Second session: Reviewing home assignments of 

the previous session; Emotional disorder theory; The 

relationship between thinking and spirit; 10 cognitive 

errors; Self-awareness practice; What are negative 

automatic thoughts and how can we identify them? 

How to change our feeling plus 4 steps to live a 

happier life; Relaxation through guided mental 

imagery; Home assignment for the next session. 

     Third session: Reviewing home assignments of 

the previous session; Briefly reviewing the contents 

of the last session; 10 ways for healthy thinking; 

Home assignments; Relaxation through guided 

mental imagery . 

Fourth session: Reviewing the assignments of the 

previous session; How to build a healthy value 

system; Destructive fears and perceptions; Types of 

perfectionism; Vertical arrow technique; A three-step 

program to achieve healthier impressions; Relaxation 

through guided mental imagery; Home assignments 

of the next session 

     Fifth session: Briefly reviewing the contents of the 

last session; Reviewing the assignments of the 

previous session; Understanding of anxiety; How do 

your thoughts produce anxiety? Why do you believe 

these thoughts? Ways to overcome anxiety; 

Relaxation through guided mental imagery; Home 

assignments. 

     Sixth session: Briefly reviewing the contents of 

the last session; Reviewing the assignments of the 

previous session; Detection of uncertainty; Filtered 

glasses metaphor and allergy metaphor; Examples of 

detectors of uncertainty intolerance; Suggestions to 

deal with uncertainty; Increasing awareness about 

worry; Identifying positive beliefs about the 

usefulness of worry; Playing the role of defense 

lawyer- attorney general; Relaxation through guided 

mental imagery; Home assignments. 

     Seventh session:Briefly reviewing the contents of 

the last session; Reviewing the assignments of the 

previous session; What is resilience? Features of 

resilience; Factors helping flexibility; Characteristics 

of resilient people; How to become resilient; 
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Relaxation through guided mental imagery; Home 

assignments. 

     Eighth session: Briefly reviewing the contents of 

the last session; Reviewing the assignments of the 

previous session; Problem-solving skills; Improved 

orientation toward problem; Application of problem-

solving skills; Relaxation through guided mental 

imagery; Home assignments. 

     Ninth session: Briefly reviewing the contents of 

the last session; reviewing the assignments of the 

previous session; 5 secrets for intimate relationships; 

three methods related to the listening skill; two 

methods for self-expression; How to build a better 

relationship? Home assignments; Relaxation through 

guided mental imagery. 

     Tenth session: Briefly reviewing the contents of 

the last session; reviewing the assignments of the 

previous session; Difficulty in establishing 

communication; 10 perceptions that inhibit the 

expression of feeling; 10 perceptions that prevent 

listening; Relaxation through guided mental imagery; 

Home assignments. 

     Eleventh session: Briefly reviewing the contents 

of the last session; reviewing the assignments of the 

previous session; what is stress? Control and stress; 

Chronic stress; Mind and stress; Stress symptoms; 

Signs of the existence of stress; Compatibility with 

stress; Coping with stress; Relaxation through guided 

mental imagery; Home assignments. 

     Twelfth session: Briefly reviewing the contents of 

the last session; reviewing the assignments of the 

previous session; Inhibition of stress and life skills; 

observing the cases that reduce stress; Treatments for 

stress; Relaxation through guided mental imagery; 

Home assignments. 

     Thirteenth session: Briefly reviewing the contents 

of the last session; reviewing the assignments of the 

previous session; Anger management; What is anger; 

If anger is a natural reaction, why to control it? Three 

steps for anger management; Inconsistent response 

styles; How to respond with assertiveness? 

Relaxation through guided mental imagery; Review 

of the program; Meetings for follow-up, post-

treatment evaluation and implementation of the post-

test. 

 

Research findings 

 

Findings of the present study are in the form of mean, 

standard deviation and number of subjects for the 

research variables and inferential findings, which 

have been provided in the following [Table 1]. 

 

Table 1: Mean and SD of the scores of resilience, mental rumination and anxiety of the 

 Experimental and control groups in the pretest and posttest 

Variable Step Statistical index Mean SD Number 

Group 

Anxiety Pretest Experimental 44.73 3.97 15 

Control 46.53 5.57 15 

Posttest Experimental 22.53 7.64 15 

Control 50.13 4.27 15 

Follow-up Experimental 18.93 2.71 15 

Control 51.53 7.48 15 

Mental 

rumination 

Pretest Experimental 68.33 3.94 15 

Control 70.53 2.74 15 

Posttest Experimental 45.46 5.91 15 

Control 71.01 2.42 15 

Follow-up Experimental 45.53 6.42 15 

Control 71.73 6.02 15 

      

 

Table 2: Kolmogorov-Smirnov test results regarding the assumption of normal distribution of scores 

Normal 

distribution of 

scores 

Groups Kolmogorov-Smirnov test Groups Kolmogorov-Smirnov test 

Statistic Significance Statistic Significance 

Anxiety Experimental 0.19 0.07 Control 0.14 0.17 

Mental 

rumination 

Experimental 0.20 0.10 Control 0.11 0.18 
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As can be observed in [Table 2], the null hypothesis 

for the normal distribution of scores of both groups in 

the variables of mental rumination and anxiety is 

confirmed. That is, the assumption of the normal 

distribution of scores in the pretest was approved in 

both groups. 

 

Table 3: Levine’s test results for the assumption of the equality of variances of the scores of the research variables 

in both groups in the population 

Variable F Df 1 Df 2 Significance level 

Anxiety 2.10 1 28 0.15 

Mental rumination 0.74 1 28 0.63 

 

As can be seen in [Table 3], Levine’s test in the 

variables of anxiety and mental rumination is not 

significant. Thus, the assumption of the homogeneity 

of variances is confirmed and the null hypothesis is 

approved for the equality of variances of the scores of 

both groups in all variables. That is, the assumption 

of the equality of variances of the scores of variables 

in the experimental and control groups is confirmed. 

 

Table 4: Results of MANCOVA on the mean posttest scores of anxiety and mental rumination of the experimental 

and control groups with controlling the pretest 

Test name Value DF of 

hypothesis 

DF of error F P Effect size Statistical 

power 

Pillai's trace 

test    
0.93 2 24 102.69 0.001 0.93 1 

Wilks Lambda 

test  
0.06 2 24 102.69 0.001 0.93 1 

Hotelling's 

trace test   
13.39 2 24 102.69 0.001 0.93 1 

Roy's largest root 

test   
13.39 2 24 102.69 0.001 0.93 1 

 

As it is determined in [Table 4], with controlling the 

pretest, significance levels of all tests indicate that 

there is significant difference between MS patients of 

the experimental and control groups at least in terms 

of one of the dependent variables (anxiety and mental 

rumination) (F=102.69, P<0.001). To understand in 

terms of which variable there is difference between 

the two groups, one way analysis of covariance was 

conducted in the context of MANCOVA whose 

results have been presented in tables 5 and 6. The rate 

of effect or difference is equal to 0.93. In other 

words, 93% of the individual differences in the 

posttest scores of anxiety and mental rumination of 

MS patients are related to the impact of cognitive-

behavioral group therapy. Statistical power is equal 

to 1. That is, there has been no possibility of the type 

II error. 

 

Table 5: Results of one-way analysis of covariance in the context of MANCOVA on the mean posttest scores of 

mental rumination in the experimental and control groups with controlling the pretest 

Variable Sum of 

squares 

DF Mean 

Square 

F P Effect size Statistical 

power 

Mental 

rumination 

4166.99 1 4166.99 185.91 0.001 0.88 1 

 

As shown in [Table 5], with controlling the pretest, 

there is significant difference between MS patients of 

the experimental and control groups in terms of 

mental rumination (F=185.91, P<0.001). In other 

words, cognitive-behavioral group therapy has led to 

reduced mental rumination of the experimental group 

with regard to the mean of mental rumination in MS 

patients of the experimental group compared to the 

mean of the control group. The rate of effect or 

difference is equal to 0.88. In other words, 88% of 

the individual differences in the posttest scores of 

mental rumination are associated with the influence 

of cognitive-behavioral group therapy. Hence, the 

second hypothesis is confirmed. 

 

Table 6: Results of one-way analysis of covariance in the context of MANCOVA on the mean posttest scores of 

anxiety in the experimental and control groups with controlling the pretest 

Variable Sum of DF Mean F P Effect size Statistical 
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squares Square power 

Anxiety 5208.14 1 5208.14 137.81 0.001 0.84 1 

 

As can be observed in [Table 6], with controlling the 

pretest, there is significant difference between MS 

patients of the experimental and control groups in 

terms of anxiety (F=137.81, P<0.001). In other 

words, cognitive-behavioral group therapy has led to 

reduced anxiety of the experimental group with 

regard to the mean of mental rumination in MS 

patients of the experimental group compared to the 

mean of the control group. The rate of effect or 

difference is equal to 0.84. In other words, 84% of 

the individual differences in the posttest scores of 

anxiety are related to the impact of cognitive-

behavioral group therapy. 

 

Table 7: Results of MANCOVA on the mean follow-up scores of anxiety and mental rumination of the 

experimental and control groups with controlling the pretest 

Test name Value DF of 

hypothesis 

DF of error F P Effect size Statistical 

power 

Pillai's trace 

test    
0.93 2 24 111.36 0.001 0.94 1 

Wilks Lambda 

test  
0.06 2 24 111.36 0.001 0.94 1 

Hotelling's 

trace test   
14.52 2 24 111.36 0.001 0.94 1 

Roy's largest root 

test   
14.52 2 24 111.36 0.001 0.94 1 

 

 

As can be seen in [Table 7], with controlling the 

pretest in the follow-up step, significance levels of all 

tests indicate that there is significant difference 

between MS patients of the experimental and control 

groups at least in terms of one of the dependent 

variables (anxiety and mental rumination) (F=111.36, 

P<0.001). To understand in terms of which variable 

there is difference between the two groups, one way 

analysis of covariance was conducted in the context 

of MANCOVA whose results have been provided in 

Table 8. The rate of effect or difference is equal to 

0.94. In other words, 94% of the individual 

differences in the follow-up scores of anxiety and 

mental rumination of MS patients are related to the 

impact of cognitive-behavioral group therapy. 

Statistical power is equal to 1. That is, there has been 

no possibility of the type II error. 

 

Table 8: Results of one-way analysis of covariance in the context of MANCOVA on the mean follow-up scores of 

anxiety and mental rumination of the experimental and control groups with controlling the pretest 

Variable Sum of 

squares 

DF Mean 

Square 

F P Effect size Statistical 

power 

Anxiety 6681.73 1 6681.73 223.39 0.001 0.89 1 

Mental 

rumination 

4612.83 1 4612.83 170.72 0.001 0.87 1 

 

As can be seen in [Table 8], with controlling the 

pretest in the follow-up step, there is significant 

difference between MS patients of the experimental 

and control groups in terms of anxiety (F=223.39, 

P<0.001) and mental rumination (F=170.72, P<0.001. 

In other words, cognitive-behavioral group therapy 

has led to reduced anxiety and mental rumination of 

the experimental group with regard to the mean of 

anxiety and mental rumination in MS patients of the 

experimental group in the follow-up phase (one-

month) compared to the mean of the control group. 

The effect size is equal to 0.89 for anxiety and 0.87 

for mental rumination. That is, 89% of the individual 

differences in the follow-up scores of anxiety and 

87% of the individual differences in the follow-up 

scores of mental rumination are related to the impact 

of cognitive-behavioral group therapy. 

 

Discussion and conclusion 
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This study aimed to investigate the effectiveness of 

cognitive-behavioral group therapy in mental 

rumination and anxiety of patients with multiple 

sclerosis. Considering the results provided in Table 5, 

it was determined that with controlling the pretest, a 

significant difference exists between MS patients of 

both groups in terms of mental rumination. In other 

words, cognitive-behavioral group therapy has 

caused a reduction in mental rumination of the 

experimental group with regard to the mean of 

mental rumination in the MS patients of the 

experimental group relative to the control group. The 

results were stable in a one-month follow-up period. 

The results obtained from this research are consistent 

with findings achieved in the studies by Dennis and 

Brecker (2015) and George (2014) who demonstrated 

that cognitive-behavioral group therapy led to 

reduced mental rumination of patients suffering from 

MS. In explaining the result of this study, it can be 

stated that people with MS suffer from rumination 

due to the disease type. Based on the self-regulated 

executive action theory, psychological disorders of 

patients continue when mental rumination arises from 

the individual and is activated and processed in 

problematic situations. But it was determined in this 

study that cognitive-behavioral group therapy is 

effective in reduced mental rumination. Cognitive-

behavioral group therapy intervention made an 

impact on reduced rumination of thoughts and 

dysfunctional attitude and visualization associated 

with irrational thoughts because in this treatment, the 

patient organized thinking and feeling, absolute 

beliefs about self and others and standards set for self 

and others and the MS patients changed the mental 

rumination (mandatory cases) about situations and 

circumstances. This type of treatment led to reduced 

ruminating thoughts in order to respond to physical 

and mental threats and negative affect, symptoms of 

severe depression and high stress, impaired 

concentration and low motivation of patients and 

since self-observation of dysfunctional beliefs was 

strengthened and the patients identified the 

cognitions of irrational beliefs and acquired proper 

beliefs, their attention was diverted from annoying 

environmental stimuli and obsessive and mental 

preoccupations and also negative thoughts to 

response to physical and psychological threats, and 

negative rumination of patients which disrupts the 

individual’s power in the spectrum of mental balance 

was reduced and hence, the subjects of the 

experimental group experienced less mental 

rumination compared to the control group. It can be 

said that cognitive-behavioral group therapy changed 

the content of patients’ rumination through 

recognizing cognitive errors, challenging them and 

doing behavioral tests and this type of treatment 

moderated the rumination of individuals. By 

modifying the cognitive schemas of these people 

through organizing the process of thoughts, self-

blame because of the illness, negative reactions due 

to failure and disease type, emotional problems, 

worries accompanied by anxiety, avoidance, 

dependency, inability to change and ruminative 

responses which lead to continued negative emotions 

and strengthened negative beliefs were reduced. As a 

result, it can be mentioned that cognitive-behavioral 

group therapy can cause a reduction in mental 

rumination of MS patients. Given the results of Table 

6, with controlling the pretest, there is significant 

difference between MS patients of the experimental 

and control groups in the variable of anxiety. In other 

words, cognitive-behavioral group therapy reduced 

anxiety of the experimental group with regard to the 

mean of anxiety in MS patients of the experimental 

group compared to the mean of the control group and 

the results were stable in a one-month follow-up 

period. The obtained result was congruent with the 

findings of Abdar (2012), Khani (2011), Morin et al. 

(2015), Dennis and Brecker (2015), Deminof (2013) 

and Mitchell (2012) who revealed that cognitive-

behavioral group therapy is effective in reduced 

anxiety of MS patients. In explaining the result of the 

hypothesis, it can be stated that patients suffering 

from MS always show high levels of anxiety in 

dealing with the challenge of the disease due to their 

disease type and mental status. But in the present 

study, it was determined that cognitive-behavioral 

group therapy intervention leads to reduced anxiety 

of MS patients. It should be noted that cognitive-

behavioral intervention was effective in the lack of 

control of the situation and negative attitude which 

cause anxiety in people through providing relaxation 

techniques. It can be said that cognitive-behavioral 

group therapy in MS patients increased individual 

and social interactions with family members and 

treatment personnel and caused these patients to 

make more interactions with the environment. In the 

course of treatment, the patients perceive less 

psychological pressures about their disease by 

providing positive verbal reinforcement and making 

these patients hopeful. Thus, feelings of anger and 

despair are reduced in these individuals. Since 

cognitive-behavioral therapy was implemented on a 

group basis and the patients in the group jointly 

perceived the experience of the problems related to 

the tensions caused by anxiety, avoidance, distress, 

anxiety and fear of negative evaluation decreased in 

these patients by training appropriate coping 

strategies. Therefore, the patients suffered from less 

anxiety and their realistic attitude and interaction 

with others were enhanced. Further, feeling of 

tension or inability in stress-relieving, unrest and 
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agitation, avoidance of common communications and 

excessive preoccupations of the patients were 

reduced. It can be mentioned that in cognitive-

behavioral group therapy, since cognitive 

restructuring training from the reinforcing activities 

was provided, problems of anxiety, irritability, fear, 

impatience, sense of danger, restlessness, worry, 

inability to maintain peace and difficulty in 

concentration of MS patients decreased in the face of 

the disease problems through self-control. So, it can 

be observed that cognitive-behavioral group therapy 

is effective in reduced anxiety perception of MS 

patients by changing the lifestyle and creating 

communication patterns and appropriate cognitive-

behavioral coping skills to deal with the stresses of 

illness. Hence, this intervention can reduce the 

anxiety of people suffering from MS. In the end, it 

can be said that due to the disease type and the status 

of MS Society, the possibility of random selection of 

the research sample was not provided and the sample 

was selected through available sampling method, 

which was the research limitation. Considering the 

obtained results, it is recommended that medical 

centers and specialists of MS patients pay special 

attention to the effectiveness of cognitive-behavioral 

group therapy because of its positive effects on 

reduced anxiety and mental rumination. Additionally, 

it is suggested that MS societies provide easier 

conditions for the implementation of therapeutic 

intervention in doing clinical and treatment-centered 

research using registered laws and principles due to 

the positive impacts of cognitive-behavioral therapy. 

Finally, it is recommended that by providing high-

quality video and audio facilities, researchers and 

therapists prepare educational CDs from therapeutic 

sessions with financial support from relevant 

organizations and make them available to the 

specialists of these patients and their families in the 

form of educational-therapeutic packages so that MS 

patients and their families and specialists optimally 

use the studies. 
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Abstract 

The aim of this study was to identify the effects of mindfulness-based stress reduction training (MBSR) on 

increasing assertiveness in students of Arak Azad University. The research method was quasi-experimental 

design with pre-posttest with a control group. The study population included students of Azad University of 

Arak. The sample consisted of 45 students who had low mindfulness, low assertiveness, and high stress. Sample 

groups were assigned to groups of experimental control and placebo. The entire sample group completed the 

Gambrill and Ritchie's assertiveness test in the pre-test and post-test, and attention and awareness scale (MAAS) 

in the pre-test. 

Results: Analysis of covariance and analysis of data using one-way ANOVA showed that mindfulness-based 

stress reduction (anxiety) had an impact on increasing assertiveness (001 / 0P <, 064 / 35F =). 

The result: mindfulness training techniques to help increase assertiveness is significantly more effective than 

placebo and control groups. 

Keywords: Mindfulness, assertiveness, students. 

 

Introduction 

Anxiety is defined as a negative emotional and 

physiological process. Anxiety happens when 

people try to comply with the environmental 

conditions or confront them, a situation that creates 

disruption in daily functioning or exposes it to 

disorder, and fighting them are not possible for 

mental ability (Anderson, 2005). The real deal or 

mental ability is that these people are not really 

able to cope with environmental conditions, or 

think that they cannot deal with them. Conditions 

that cause people to make changes in their lives are 

called stressors. So anxiety exists in part of life of 

every human being as a moderate amount. And this 

amount is considered to be an adopted response and 

lack of anxiety may cause us to be faced with 

problems and risks. It is anxiety that forces us to go 

to the doctor for a check, drive cautiously on a 

slippery road, and thus have a longer more 

productive and fruitful life (Dadsetan, 2007). 

Almost anyone of any age and social position have 

experienced general discomfort, waiting for 

ominous event, and tensioned situations in which 

most of the cause are not clear. People express this 

position by terms such as worry, anxiety, fear, 

stress or anxiety that all human beings sometimes 

experience some degree of it (Brown, 2007). 

However beyond a certain level anxiety loses its 

adaptive role and becomes a factor responsible for 

the destruction of situations or creates movements 

and non-adaptive behavior which results to 

suffering that can barely be tolerated. This type of 

anxiety is called pathological anxiety (Nissi 2001).  

This type of anxiety destroys talent, causes 

problems with concentration, and unworthy 

immaturity behavior and patient cannot be deal 

with existing conditions of life and environment 

(Byabangard, 2007, p. 10). One of the significant 

results of high anxiety is the emergence of 

problems in interpersonal relationships and as a 

result of this case the person suffers from lack of 

assertiveness (Rattus 1986). It can be said 

psychologically non-assertive behavior are the 

inability to express emotions, express wishes and 

preferences which leads to preventive and 

avoidance behavior in dealing with situations and 

the inability of individual rights. Such behavior 

includes shyness, and dominance plasticity (NIA, 

1999). 

Anxiety and hysteria in non-assertive indicate that 

they are always worried about the result and the 

accuracy of their action and are worried about 

confirmation of other of their action (Jalali, 1997). 

Teasdale and colleagues a have developed new way 

to relieve human suffering, especially emotional 

suffering and to prepare to treat people suffering 
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from anxiety and anxiety (Shelley). Mindfulness-

based stress reduction exercises are a combination 

of meditation, yoga, stretching and cognitive 

therapy. Mindfulness commonly is defined as a 

state of noticing and being aware of what is 

happening in that moment (Brown and Ryan, 

2003). 

Given the high prevalence of anxiety and its 

consequences, methods of control of this 

phenomenon in society is necessary. Mindfulness-

based stress reduction uses meditation based on 

mindfulness (Mindfulness meditation) for the 

treatment of physical disorders, psychosomatic, and 

psychiatric disorders (Grossman et al., 2003). The 

purpose of this study is the effectiveness of 

mindfulness-based stress reduction (MBSR) on 

increasing assertiveness in female students of Azad 

University of Arak. 

 

Research method: 

The research method was quasi-experimental with 

pretest-posttest design with a control group and 

assertiveness test of Gambrill and Ritchie and 

attention and awareness scale (MAAS) before and 

after the implementation of the assigned test was 

administered on subjects. 3 groups were compared 

in this study.  

Eexperimental group: this group were trained in 

mindfulness. The study population was all female 

students of Arak Azad University. Firstly using 

available sampling method the questionnaires of 

assertiveness test of Gambrill and Ritchie and 

attention and awareness scale (MAAS) was given 

to 150 students. Then according to the criteria of 

the study test subjects who gained score 200 or 

higher assertiveness and in scale of attention and 

awareness gained score of 52. The above were 

randomly divided into 3 groups of experimental, 

control and placebo. 

Research Tools: attention and awareness scale 

The scale of 15 questions is made by Brown and 

Ryan (2003) that rates the response of people in a 

range of 6 degrees of "almost always" (1) to 

"almost never" 6. The validity of this scale is 

desirable (Brown and Ryan, 2003) and internal 

consistency of the Iranian sample is 0/81 and the 

American version is 0/82 (Ghorbani et al., 2009). 

Assertiveness questionnaire of Gambrill and 

Richey: The questionnaire contains 40 session and 

is composed of two parts, each of which is a 

position that requires assertiveness. In the first part 

the subjects are asked to rate the severity their 

discomfort when faced with these situations in 

terms of five options. The main questionnaire form 

was scored in such a way that the higher the score 

was less a sign of assertiveness. Because of the 

difficulties in understanding and interpreting the 

scores, in this study we changed the scoring. The 

answer to the risk of behavior we use always (score 

5), usually (score 4), average (score 3), rarely 

(score 2) and never (score 1). 

For the degree of discomfort the response of: “I do 

not get upset little upset” (score 4), “I get average 

upset “(score 3),” I get very upset” (score 2) and” I 
get very upset” (score 1) were used. This test has 

several categories for questions: a) reject the 

demand b) expressing his limits, like accepting that 

he does not know some things c) demanding d) a 

pioneer in starting a possible collision e) the 

expression of positive emotions c) accepting 

criticism and coping with it g) accepting his 

differences with others) assertiveness in situations 

that he should help with, and) give negative 

feedback. Factor analysis by Gambrill and Richey 

(1975) showed that the scale has high reliability 

and the ability to distinguish between people with 

high and low assertiveness. 

Reliability coefficient of this test is studied using 

Cronbach's alpha and split-half method and been 

reported as 0/81 and 0/83 by Gambrill and Ritchie 

(1975). Scores on the questionnaire range between 

80 and 400 that higher scores indicate lower 

assertiveness. Mindfulness-based stress reduction 

intervention group for a total of 8 session and 2/5 

hour meeting were interfered with. The following is 

the content of mindfulness-based stress reduction 

group meeting: 

 First session: The meeting of mindfulness-based 

stress reduction intervention began for introducing 

people and to build group cohesion. Educational 

information on topics such as the psychology of 

stress, stress response and assess the impact of 

perceived stress were discussed. Then, the meeting 

continued over an eight-week mindfulness and 

attitude of people about mindfulness. Some of the 

misunderstandings of people about mindfulness 

was identified and resolved. Participants were 

encouraged to commit attend all meetings and 

doing homework (at least 45 minutes per day, 6 

days per week).  

Second session: At the beginning of the meeting 

the participants were asked to practice body 

checking (See the description of the first session). 

Then they were encouraged to discuss about last 
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weekend experiences, especially experiences that 

were related to homework. 

Third session: slow movements and mindfulness 

yoga are raised as a way to calm the physical 

symptoms of stress and understand the subtle 

movements of the body.  

Fourth session: Sitting meditation practice with an 

emphasis on understanding bodily sensations as 

merely feeling began (in contrast with 

interpretations and thoughts about feelings, such as 

catastrophizing), the participants began to practice 

walking meditation. 

Fifth Session: During the meeting they exchanged 

views on going the half-way through. Participants 

raised issues about the required homework and 

impact of this program so far, that were discussed. 

Sixth Session: First, they discuss and exchange 

views about homework. Then sitting meditation 

was practiced as a deep process and for a long time 

in this session. The content of the meeting include 

Mindfulness attention to the environmental sounds. 

Participants were asked to pay attention to the 

sounds that they hear in the surroundings.  

Seventh session: In this session sitting meditation 

practice and non-selective awareness were 

practiced. Non-selective awareness is something 

different by focusing on specific topics in which a 

person mentally or physically focused on the topic 

or picture. In this exercise participants were 

encouraged to enter the field of consciousness and 

pay attention to (Bodily sensations, thoughts, and 

emotions) in the same way that they occur 

naturally.  

Eighth session: This session began with body 

checks and continued with sitting meditation. 

Discussion focused on a concise overview of the 

course, participants were encouraged to discuss 

their experiences in the entire period. The practice 

of mindfulness strategies to continue after the end 

of the period was given to patients. 

Findings 

Table 1. Descriptive statistical analysis of test scores of subjects, in treatment, control and placebo groups 

in assertiveness 

N  Average SD Equality of 

variances test 

    (Lion) 

p k-s P  Variables Groups 

13 218.38 14.80  
 
 

0.249 (36,2) 

 
 
 

0.781 

0.516 0.953 Pre-assertiveness the experiment 
13 170.30 11.38 0.601 0.863 Post-assertiveness 

14 223.21 14.21 0.676 0.750 Pre-assertiveness Control 

14 217.21 14.46 0.621 0.835 Post-assertiveness 
12 209.41  11.40 0.811 0.753 Pre-assertiveness  

Placebo 12 196.66 16.86 0.937 0.344 Post-assertiveness 

 

According to the table above subjects on the 

distribution of scores in Experimental and control 

groups in the pre and post-test for variable of 

assertiveness, various indices tendency, variability, 

distribution of scores and results of Kolmogorov - 

Smirnov showed that the participants' scores on the 

variable of interest is close to the normal 

distribution. 

Table 2. Descriptive statistical analysis of scores of subjects, in experimental, control and placebo in 

anxiety 

N  Average SD Equality of 

variances test 
    (Lion) 

p k-s P Variables Groups 

13 53.84 6.41  
 
 

0.657 (2,36) 

 
 
 

0.525 

0.659 0.778 Pre-test anxiety the experiment 
13 43.24 3.98 0.489 0.970 Post-test anxiety  

14 55.07 7.73 0.498 0.965 Pre-test anxiety Control 

14 52.71 7.83 0.747 0.632 Post-test anxiety  

12 48.58 7.01 0.667 0.750 Pre-test anxiety  
Placebo 

12 48.00 7.65 1.046 0.224 Post-test anxiety  
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According to the table above subjects on the 

distribution of scores in experimental and control 

groups in the pre and post-test for variable of 

assertiveness, various indices tendency, variability, 

distribution of scores and results of Kolmogorov - 

Smirnov showed that the participants' scores on the 

variable of interest is close to the normal 

distribution.  

The hypothesis: mindfulness skills training are 

effective in increasing assertiveness of students. 

One of the basic conditions using the covariance 

test is that the same variances are applied. So after 

entering data to the computer to test the similarity 

of variance was applied. The results of that the test 

of Lyon for similarity of variance showed that error 

variance of the dependent variable in the study 

groups is statistically identical because the 

significant level is bigger than 0/05 (Table 1-4). 

Therefore, one of the necessary conditions for the 

implementation of covariance test is established. 

Comparison of performance of experimental, 

control and placebo groups in posttest for 

assertiveness variable between subjects was 

performed using one-way plan. The following 

calculations were done to study the homogeneity of 

statistical regression. 

 

Table 3: results of impacts between subjects (dependent variables: assertiveness) 

Sum of 

squares 
df Mean 

Square 
F p Sources Change 

7.261 
109.447 

59.255 
7240.215 

2 
1 

2 

32 

 

3.631 

109.447 

29.627 

219.407 

0.017 

0.499 

0.135 

0.642 

0.485 

0.984 

Groups 
Pre-test  

Pre-test groups 
Error 

 

As can be seen in the table above, the probability of 

accepting the null hypothesis for comparing the 

performance of the experimental, control and 

placebo groups in the pre-test for variable of 

assertiveness is greater than 0/05 (0/984 = sig). 

Therefore it can be concluded that the hypothesis of 

homogeneity of regression slopes is confirmed. 

 

Table 4: results of impacts between subjects (dependent variables: assertiveness) 

Sum of 

squares 
df Mean 

Square 
F p eta square Sources Change 

104.124 
14937.476 

7299.670 

1 

2 

35 

104.124 

7469.238 

208.562 

0.499 

35.813 

0.485 

0.000 

0.014 

0.672 

Pre-test 
 Groups 

Error 

As can be seen in the table above the probability of 

accepting the null hypothesis for comparing the 

performance of the experimental, control and 

placebo groups in the pre-test for variable of 

assertiveness is less than 0/05, (F=35/064, 

P<0/001). In other words after adjusting the pretest 

scores the factor has a significant effect on subjects 

of three groups. Therefore it can be concluded that 

between the performances of three groups there is a 

significant difference in posttest for variable of 

assertiveness. The last column of the table the 

square of ETA shows the Coefficient of 

determination. It is observed that 67.2 percent 

(0/672) of variance of assertiveness is explained by 

the independent variable of mindfulness skills 

training. Finally according to evidence gathered in 

this investigation it can be concluded that in 

general assertiveness skills training can increase 

mindfulness. Therefore there is sufficient evidence 

to accept the hypothesis. 

 

Discussion and conclusion 

Addressing the issue of anxiety and ways to deal 

with it in the present day has a special place. 

Scholars and researchers are trying to use their 

studies in different sort to reduce anxiety with the 

techniques and methods in many different personal 

and professional aspects. This research using 

mindfulness-based stress reduction training 

package and training to people who are anxious 
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with a lack of assertiveness and with 

implementation of necessary training subjects were 

instructed to practice mindfulness to reduce 

everyday anxiety and develop appropriate 

assertiveness in social situations. 

The hypothesis: mindfulness skills training are 

effective in increasing assertiveness for students. 

In response to this hypothesis, the Gambrill and 

Ritchie's assertiveness test in the pre-test and post-

test and attention and awareness scale (MAAS) in 

the pre-test was used. Given that it measured the 

dependent variable (assertiveness) is in distance 

form and covariance was used to test this 

hypothesis with regard to  increasing assertiveness 

for anxious students in the pre-test and post-test, it 

can be concluded that mindfulness method 

employed increased assertiveness (F=35/064, 

P<0/001). The results of a study by Byabangard 

(2002) showed a negative relationship between 

assertiveness and anxiety. Since high anxiety 

causes unworthy and immature behavior and 

patient cannot deal with existing conditions of life 

and environment, and causes problems in 

interpersonal relationships the necessity to control 

this phenomenon can be observed clearly.  

Given that with the practice of mindfulness and 

awareness skills, the individual tries every moment 

to find insight in patterns of thoughts, feelings, and 

interactions with others then be able to select useful 

expertly targeted responses rather than 

automatically and unconsciously reaction with 

accustomed methods (Teasdale et al), and with 

regard to the fact that the behavior combined with 

assertiveness leads to the development of 

successful communication open and positive 

emotions, love, appreciation, and increase respect 

as well as reverence when facing others; it can be 

explained that mindfulness can improve 

assertiveness (Alter, 1979; quoted by Foruhi, 

2001). 
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Abstract 
Purpose: The purpose of this study was to determine the needs of caregivers of gynecological surgery patients 

during surgery. 

Design: This study was a qualitative content analysis with a conventional and inductive approach. 

Methods: Data were gathered through 31 semi-structured in-depth interviews at a specialized center for women, 

using purposeful sampling and maximum variation. 

Finding: Qualitative analysis of the data discovered 5 main classes including informational needs, supportive 

communicational needs, welfare needs, and physical facilities, psychological needs and spiritual needs. 

Conclusions: The results showed that patients’ caregivers had numerous needs in different aspects which could be 

important for the health team especially nursing team so that we get a better understanding of their needs and 

provide good practice for patients’ caregivers. Finally, this study concluded that conducting a need-assessment 

program should be the first and the most important step in providing healthcare services for patients and their family 

members. 

 

Keywords: Caregivers; Gynecological Surgery; Qualitative Study; Unmet Needs. 

 

 

 

Introduction 

 
In stressful medical procedures the presence of 

family is an important part of the support system for 

surgery patients (1). The family is defined as a 

provider of care services (2). Intraoperative phase is 

the most stressful period of time for the patient’s 

family members (3). If a patient’s families are 

anxious and incapable of coping with the surgery 

they would unintentionally pass their stress to the 

patient too (4). Gynecological surgeries are 

associated with a lot of stress for patients and their 

families because they would manipulate or remove 

some parts of organs related to feminine identity (5). 

Also, gynecological surgery can lead to temporary or 

permanent changes in fertility, femininity, sexuality, 

and attractiveness (4). Paying attention to the needs 

of patients of gynecological surgery and their 
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families is based on their culture, self-perception, and 

reliability (5, 6). Therefore to keep patients’ 
caregivers which are usually their family members 

safe and sound it is necessary to pay attention to their 

needs. According to studies the need for information, 

support, and hope, knowing, emotional needs, 

interaction with the medical team, welfare facilities, 

and personal needs are determined as the main needs 

of patients’ family members at waiting room (7, 8). 

Results of a study that was conducted in Iran (2013) 

also showed that patients’ family members had 

personal needs and needed welfare facilities during 

patients’ surgery (2). 

The caregivers of the patients under surgery would 

encounter a great deal of stress and anxiety. They 

would need to express their feelings, receive hope for 

the improvement of their patient and get attention 

from nurses. They also have some personal needs 

such as a waiting room and appropriate conditions to 

resolve their primary needs like the need for water 

and food (9). Although the provision of primary 

needs such as the needand be supported is a common 

matter among different cultures and societies 

determining the needs of patients’ families, which 

consider manipulation of the reproductive system, 

destruction of sexual identity and gender roles during 

the surgery must be studied. 

 

Purpose 

The purpose of this study was to determine the needs 

of caregivers of patients undergoing gynecological 

surgery during surgery. 

 

 

Methods 

 
Overview 

This research was a conventional qualitative content 

analysis study that was conducted through an 

inductive method using purposeful maximum 

variation sampling at one of the specialized centers 

for women in Khorramabad, Iran, from January 2015 

to January 2016. This center has been receiving 

patients for gynecological surgeries by obstetrics and 

gynecologists since 1989. Other than a research 

method, content analysis is an accurate procedure for 

systematic categorization of data and has been used 

in different nursing studies (10). 

Ethical Considerations 

This study was approved by the ethics committee of 

Isfahan University of Medical Sciences (Proposal no. 

393767). At the data gathering stage, participants 

were informed of the goal and the method of the 

study. They were informed that they have the 

freedom to leave the study at any point of the study 

and a written consent form was obtained from them. 

They were ensured that their confidentiality and 

anonymity would always be honored thought the 

study. 

 

Participants 

This study focused on the needs of caregivers of 

patients undergoing gynecological surgeries. 

Participants were 16 caregivers, 6 nurses, 4 

physicians, 3 patients, and 2 staff personnel. A total 

of 31 individuals participated in the study. 

Willingness to participate in the study, the ability to 

understand and speak Farsi language and not having 

a history of psychological diseases were the inclusion 

criteria. Furthermore, for primary participants, i.e. the 

caregivers, presence at the time of surgery and for 

secondary participants, i.e. the medical team, having 

worked at hospital wards for more than 2 years was 

the other inclusion criteria. In order to achieve better 

results, data were gathered with participants’ 
informed consent and at their time and place of 

choice. 

Interviews were started with an open and general 

question like “please speak about your experiences 

while your patient was under surgery”(for patients’ 
caregivers) and “Please explain about the needs of 

patients’ caregivers at the time of surgery” (for other 

participants). The interview continued with more 

accurate questions like, “what do you mean?”, 

“please explain more” and “could you provide an 

example”. Mean duration of interviews were 35 

minutes and were ranged from 20 to 60 minutes. Data 

were gathered until data saturation. Interviews were 

recorded using Rock Digital MP4 Player. 

 

Analysis 

Gathered data were analyzed through qualitative 

content analysis method recommended by Zhang and 

Wildemuth (11): 

1) Data Preparation: The audio files of interviews 

were listened to several times to reach in-depth 

concepts and were transformed into word text 

using Jet Audio software and Lyric Maker 

feature. For defining analysis unit, sentences were 

read frequently to determine which sentences, 

phrases or paragraphs would bring the main 

principles to mind. Then these sentences and 

phrases were distinguished using One Note 6 

software. Caregivers were indicated with PC 

letters, nurses with PN, Physicians with PD, staff 

personnel with PCL and patients with PP. 
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2) Developing categories and coding scheme: 

Conceptual codes were directly extracted from the 

main data and inferential coding was conducted. 

Then similar concepts were categorized together 

and then as a result, subcategories, categories and 

main categories were shaped. For testing the 

coding scheme on a sample text, coding was 

performed individually by the researchers and 

then for evaluating their accuracy and strength to 

reach the final agreement, several group meetings 

were held by the researchers. 

3) The texts of the interviews were read again and 

again and the code of each part was recorded next 

to it. Then all of the common conceptual codes 

were determined. Then related concepts were 

categorized and coding was performed again. For 

assessing the coding consistency before reaching 

an agreement the researchers evaluated the texts 

of interviews along with extracted codes, the 

categories and the process of concept production 

at different stages. Codes were evaluated through 

member check method by 5 caregivers and 3 

informed and experienced nurses that were among 

the main participants and through peer check 

method by 6 Ph.D. students and 3 academic 

members that were experts in qualitative studies 

and they approved the accuracy and strength of 

the codes. For transferability of the results, the 

process of the study was explained and written 

accurately so that it could be applied by other 

researchers too. Finally, data were reviewed by 

the researchers and their colleagues several times 

and 5 main classes were obtained from the 

qualitative data. A sample of coding for reaching 

a main class is presented in [Table 1]. 

 

 

 

 

 
Table 1: Method of developing the main category from the meaning unit 

Meaning Unit Interpretive 

Meanings 

Conceptual Codes Subcategory Category Main Category 

I wish we could see 

the inside of the 

recovery room and it 

had a big glass 

window so we could 

see our patient there… 

The wish for being 

able to see the inside 

of the recovery 

room 

The need of caregivers 

for objective evidence 

to get information 

about patient’s 
condition 

The need of caregivers 

for being sure about 

patient’s health 

condition in the 

recovery room 

The 

informational 

need of the 

caregivers 

during surgery 

The 

informational 

needs of 

caregivers 

 

Results 

 
Participants’ characteristics are presented in table 2 and 3. 
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Table 2: Demographic characteristics of the participated caregivers 

No. Characteristics Of Caregivers 

Age 

7 20-30 

5 30-40 

3 40-50 

1 50-60 

Surgery of patient's Caregivers 

3 Hysterectomy 

1 Hysterectomy 

3 Anterior &Posterior Colporrhaphy 

1 Salpingoplasty 

1 Polypectomy 

2 Ovarian cystectomy 

2 Oophorectomy 

1 Salpingo Oophorectomy 

1 Mole evacuation 

1 Myomectomy 

Familial relationship with the patient 

5 Sister 

3 Sister-in-law 

1 Mother 

2 Spouse 

4 Daughters 

1 Aunt 

Education 

2 Primary 

2 Middle school 

3 Diploma 

2 Associate's 

5 Bachelor 

2 Master of science 

Marital Status 

4 Single 

11 Married 
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1 Widow 

 

Table 3: Demographic characteristics of the participated medical team 
No. Characteristics of Health Team 

 Age 

1 20-30 

4 30-40 

4 40-50 

3 50-60 

Clinical Position 

4 Doctor 

6 Nurse 

2 Cleaner 

Years of practice experience, y 

2-30 Level 

15.41 Mean 

Education 

2 Diploma 

2 Associate's 

3 Bachelor 

1 Master of science 

4 specialist 

Qualitative content analysis of the data led to the 

discovery and production of 1700 interpretive 

meanings: 197 conceptual codes, 58 subcategories, 

and 17 categories. Categories of the study were 

merged based on their similarities and differences 

into 5 categories of informational needs of 

caregivers, supportive-communicational needs of 

caregivers, welfare needs and physical facilities for 

caregivers, psychological needs of caregivers and 

spiritual needs of caregivers. Table 4presents all the 

categories that shaped each main category. 

 
Table 4: Developing main categories from categories 

Category Main Category 

The need for being sure about patient’s condition in the recovery room 
The need for being in the nearest place to the operating room for gaining information about the 

patient’s condition 

The necessity of calming the caregivers by providing news about the patient’s condition during 

surgery 

The need for having knowledge about the process of surgery during surgery 

The need for accessing reliable informational sources during surgery 

The necessity of Caregivers’ knowledge about surgery’s procedures and complication 

Informational needs of caregivers 

The necessity of getting support in the waiting room 

The necessity of accountability and appropriate behavior of operating room personnel 
The necessity of physician’s accountability and appropriate behavior 

The need of caregivers to visit the physician after patient’s surgery 

Communicational-supportive needs of 

caregivers 

The necessity of primary welfare facilities outside the operating room 

The effect of primary welfare facilities on the health of the caregivers during patient’s surgery 

Welfare needs and physical facilities for 

caregivers 

Caregiver’s mental suffering during patient’s surgery 

caregiver’s problem in spending the lingering and hard waiting time outside the operating room 

The psychological problems caused by gynecological surgery and its long term complications 

Psychological needs of caregivers 
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The importance of spiritualties for the caregivers in coping with difficulties 

The necessity of providing spiritual cares 

Spiritual needs of caregivers 

 

Informational Needs of Caregivers 

 
According to participants’ experiences during surgery 

caregivers need to be given information about the 

condition of their patients in the recovery room and 

this information would make them comfort. In this 

regard one of the participants said: 

“I wish we could see inside of the recovery room; 

seeing our patient there would reassure us that there 

is no need for us to worry and that our patient is fine 

and the operation is over. We would be assured that 

our patient’s operation is over…” (PC16) 

Visiting and having knowledge about the patient in 

the recovery room are some of the most important 

needs of the caregivers, factor for relieving their 

mental pains, and finding peace. One of the nurses in 

this regard said: 

“It is good for the caregivers to come to the recovery, 

to come and see that their patient is stable, it is ok; 

they can talk so it is relieving for them.” (PN4) 

Caregivers’ presence at the operation room for 

gaining information about their patient was one of the 

expressed phrases. One of the caregivers mentioned: 

“I sat in the ward for an hour but nobody gave me 

any news about my mother. I couldn’t wait any 

longer so I returned and stood near the operation 

room…I waited there the whole time to see what 
would happen next…” (PC11) 

Caregivers would use any measures to gain 

information about their patients. One of the 

physicians said: 

“It would be much better if someone (nurse) would 

be responsible to inform patients’ families about the 

patient’s situation and telling the Caregivers not to be 

worried than seeing them outside of the operation 

room begging for information about the patients. 

…” (PD1) 

 

Presence of an informed and responsive nurse for 

providing reliable information through systematic 

methods for caregivers is considered one of the 

necessary needs. In this regard one of the caregivers 

said: 

“If someone (a nurse) would give us information at 

the operating room we would feel less stressed but 

this is not the case there is nobody to give us 

information so we feel more anxious” (PC4) 

Participants believed that caregivers should be given 

justification about the process and complications of 

the surgery. One of the nurses said: 

“Patients’ caregivers need to have comprehensive 

and general information about their patient’s surgery, 

its type and its complications before the surgery 

starts…” (PN4) 

 

Communicational Supportive Needs of Caregivers 
While the patient is in the operation room, their 

caregivers would feel lonely and unsupported. They 

don't have a reference for providing support to them 

if necessary. Husband of one of the patients 

mentioned: 

“While your wife is under surgery in the operating 

room and you need a support no one is there to give 

you the simplest answers…” (PC14) 

Another nurse mentioned: 

“The caregivers need more attention during the 

surgery because during the surgery the physician is 

attending to the patient who is numbed or under 

anesthesia. At that point patient’s caregivers needs 

the most attention and support” (PN3) 

About the presence of a consultant or a nurse to 

reduce caregiver’s feeling of being unsupported 

during patient’s surgery, one of the caregivers 

suggested: 

“To help us through our torments and discomforts a 

nurse or a consultant could stay with us to guide 

us…” (PC1) 

Participants believed that the appropriate behavior of 

physicians and operating room personnel with 

caregivers is a necessity. According to one of the 

participants "During this entire time only one nurse 

passed through this way and when I asked about the 

condition of our patient in the operating  room, 

gestured with the hand and rude tone told me that 

your patient would come out eventually. It really hurt 

my feelings.” (PC7) 

Participants believed that lack of communication 

between physicians and the caregivers was one of the 

problems; one of the caregivers mentioned: 

“After the surgery, none of the physicians updated us 

of the surgery, the outcome, or the patient's 

condition” (PC9) 

 

Welfare Needs and Physical Facilities for 

Caregivers 

Participants indicated that having welfare facilities 

for caregivers such as a waiting room, waiting room, 

chair, clock, air conditioner, television, telephone, 

boiling water, tea, and cold water, etc. are necessary. 

A caregiver said: 

“There should be a waiting area near the surgery 

room with appropriate sitting place, water cooler, and 
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other accommodations for the patient’s caregivers to 

stay during the surgery.   

” (PC15) 

About the waiting room area another caregiver said: 

“The place that we waited behind the operating 

rooms’ door was totally inappropriate because there 

wasn’t even a place for anyone to sit or rest…” (PC1) 

One of the nurses said: 

“It would be much better if there is a waiting room 

for caregivers to wait there. This would make the 

long period of waiting pass easier” (PN1) 

One of the caregivers expressed that the result of not 

having such welfare facilities is exhaustion and 

physical discomfort: 

“Patients’ caregivers should wait outside the 

operating room standing there for the entire time. I 

was very exhausted, my back and feet were in pain 

for standing on my feet for so long.” (PC9) 

 

Psychological Needs of Caregivers 

 Participants’ caregivers experience psychological 

sufferings during their patient’s surgery. This concern 

was expressed by one of the nurses: “In my opinion, 

the anxiety outside the operating room while your 

patient is under surgery is extraordinary, it’s 

unspeakable” (PN1) 

Participants described the waiting time while their 

patient was under surgery as tough, long and 

undesirable: 

“The 2 hours that the patient spends in the recovery 

room passes by for the caregiver as if it was 200 

hours. It is really tough and makes me feel bad” 

(PC2) 

From the participants’ point of view, the 

psychological pains caused by gynecological 

surgeries are long term. Complications and its effect 

on marital relationships and pregnancy are more than 

the usual stress caused by any other general surgeries. 

. In this regard one of the physicians said: 

“The stress of caregivers of gynecological patients is 

more than others because this surgery would affect 

their  relationships since most of our patients are 

young women and no one expects that they would 

have any problems, therefore, they would need more 

attention” (PP4) 

Participants mentioned the psychological problems 

caused as a complication of gynecological surgery 

and the effect of this surgery on reproductive 

capabilities. A nurse talked about their experience: 

“For example, a mother brought her daughter for 

ectopic pregnancy or ovarian cyst surgery, she was 

worried about the future; on one hand she was 

worried about the surgery and on the other hand she 

was worried about the future pregnancies of her 

daughter. These all would make her stress more.” 

(PN4) 

 

Spiritual Needs of Caregivers 

Participants’ experiences showed that caregivers 

needed conditions and facilities to get help from 

spiritual sources. They would resort to spiritual 

sources for gaining peace. One of the caregivers 

mentioned: 

“I was always saying Salavat outside the operating 

room; we were trying calming ourselves down by 

saying Salavat, kept us relaxed” (PC13) 

And other caregivers said: 

“I think it is necessary to put some praying books and 

Qurans outside the operating rooms; so that we read 

them while our patient is under surgery” (PC 10, 

PC8) 

Participants recommended providing primary welfare 

facilities and praying books and Qurans for 

caregivers during surgery. Another caregiver said: 

“It was really good if there were some seats outside 

the operating rooms and some praying books so we 

could pray while waiting” (PC4) 

 

 

 

Discussion and Conclusions 
 

Discussion 

According to the findings of the present study, all of 

the participants (physicians, nurses, etc.) believed 

that caregivers expressed different needs in different 

aspects. But the results of other studies suggested that 

nurses and family members of patients had not 

similar opinions about their needs (12). It seemed that 

the necessary facilities for meeting their needs are not 

available at the target centers. So program based on 

family care principles is necessary. Other studies 

reported informational, educational, supportive, 

emotional, communicational, and physical needs for 

patients’ caregivers in the waiting room (7, 8, 13). 

 

Informational Needs of Caregivers 

Lack of knowledge about the patient’s condition in 

the operating room and the need for gaining 

information were some of the most important 

concerns of caregivers. Results of other consistent 

studies also showed that family members believed 

that getting sufficient information about the patient’s 
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condition, the process of surgery and treatment plan 

was necessary (14, 15). Informational needs have 

also been identified in other qualitative and 

quantitative studies on other patients (16, 17). 

Caregivers of patients at different wards of the 

hospital needed information about the process of 

treatment and care tips (16). Also, caregivers of 

patients undergoing surgery need information and 

knowledge about their patient’s condition and the 

process of surgery to reduce their stress (17). In other 

words, despite the differences between participants 

and study environments, the need for gaining 

information was common between different studies. 

Regarding the necessity for gaining information 

about the patient’s condition in the recovery room, 

quantitative studies have revealed the need of 

caregivers for having knowledge about the condition 

of their patient. The studies have reported the effect 

of these measures on reducing stress and anxiety in 

caregivers (17-19). However, hospital managers 

should consider patients’ and their caregivers’ 
satisfaction (20). Carter AJ et al (2012) believed that 

“despite a 2003 position statement by the American 

Society of Peri-anesthesia nurses supportive expert 

opinion, only 19% of PACUs allowed visitation by 

family members of adult patients in the recovery 

room” (17). 

Participants in this study mentioned the need of 

caregivers to stay at the nearest place to the operating 

room for gaining information about the patient’s 

condition. Results of a study by Dehghan et al 

showed that in most of the medical centers waiting 

room for caregivers does not exist (21), therefore 

caregivers would wait in places far from operating 

rooms with no communicational tools to getting 

information from operating rooms. Considering the 

cultural context and emotional relationships in Iran 

and other countries like Canada and Hong Kong 

especially in the tribal areas were studied. In these 

areas, the patient’s family members are willing to sit 

by their patients and participate in their care (22). 

Furthermore, waiting rooms would bring all the 

caregivers together and would reduce their feeling of 

loneliness by creating a sense of sympathy in them 

(7). 

Participants in the present study expressed the 

necessity of access to reliable information sources 

and the presence of an informed and knowledgeable 

nurse. The positive effect of the liaison nurse has 

been reported in previous studies about operating 

rooms (3, 23-25). 

 

 

 

 

Communicational- Supportive Needs of 

Caregivers 

Another need of caregivers was their 

communicational-supportive needs. Butzlaff (2005) 

believed that family was the primary source of 

support for the patient so lack of support from them 

would increase the stress and anxiety, therefore, 

decreasing the caring performance and resulting in 

negative impact on the success rate of the surgery 

(26). So it is necessary for them to be supported by 

the health care team members (3, 23). Sadeghi et al 

(2013) also insisted on the importance and necessity 

of support for the waiting family member during 

surgery and their interaction with the medical team 

(2). Several studies were consistent with our study 

and reported a lack of support for caregivers (26,27) 

and have considered a good relationship an important 

part of nursing skills (28) and they believed that the 

appropriate relation between the medical team and 

the patients and their families would decrease anxiety 

and increase the positive effects of healthcare 

outcomes (24). 

 

Welfare Needs and Physical Facilities for 

Caregivers  

Overall patients’ caregivers have not enough welfare 

and physical facilities such as waiting room, chair, 

clock, air conditioner, television, telephone, boiling 

water, tea, and cold water. The existence of primary 

physical facilities and equipment including a waiting 

room equipped with comfortable chairs and other 

primary welfare facilities for patients’ caregivers and 

family members during surgery is necessary (29). 

Having an equipped waiting room is a necessity in 

paying attention to the needs and eventually 

satisfaction of the clients (3). Stefan Kimberly (2010) 

mentioned the services of liaison nurse and pictured a 

beautiful image of the waiting room as a consulting 

room (24). The physical needs that resulted from the 

waiting room and welfare facilities subclasses in the 

study of Sadeghi et al were consistent with our study 

(30). In previous studies, the existence of waiting 

room is reported as a need and its lack has been 

reported as a stressing factor and designing this room 

is defined as a priority and strengthens the hospital’s 

philosophy (31).  
 

Psychological Needs of Caregivers 

Psychological needs that were derived from the 

experiences of this study’s participants were common 

among the following studies too. Caregivers of adult 

patients and mothers of infants have expressed their 

experience of their patient’s hospitalization as 

stressful and emotionally agitating with some 

patients’ families instead of experiencing supportive 
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communication rather experienced neglect, 

indifference, and even ignorance (14, 32). Sadeghi et 

al (2015) also reported stress and psychological 

pressures during the surgery among the family 

members of patients undergoing general surgery (21). 

Families of children hospitalized in ICUs might 

spend long hours in the waiting room experiencing 

fear and worry (33). The pre-operation phase for 

families is filled with stress and anxiety (26). The 

entrance of the patient to the operating room starts a 

tensioned waiting period for their family members 

(21). The focus of family members on their patient 

would cause them to show their psychological needs 

and linger their waiting time (7). 

 

Spiritual Needs of Caregivers 

Most of the patients’ caregivers would want to attend 

to their spiritual needs. But it seems that despite the 

studies about the necessity of paying attention to 

spiritual needs, spiritual cares for patients’ caregivers 

have been neglected. The need for special 

instructions about religious rules among the medical 

teams has been observed in different studies (34). 

Ignoring the spiritual needs and the necessity of 

paying attention to them in different wards of 

hospitals has been considered controversial from 

researchers’ point of view (35, 12). Results of a study 

that was conducted in Taiwan (2005) showed that 

from 35 studied hospitals, only 3 had provided the 

choice of voluntarily talking to a cleric and only 2 

had a small praying room for the Muslim clients (36). 

Dehghan et al (2013) believed that resorting to 

spiritualties by performing spiritual and religious acts 

like praying and reading the Quran is one of the 

factors in calming the caregivers (30). Also, the 

parents of infants who were hospitalized in ICUs 

mentioned that they would feel more comfortable 

when nurses performed spiritual care for them and 

their infants (37). McKiernan and McCarthy (2010) 

also considered spiritual support as one of the support 

sources which is consistent with the results of the 

present study (38). 

 

 

Conclusions 
Results of the present study showed that caregivers 

were neglected during the procedure of patient’s 

surgery. The need for gaining information about their 

patient, communicating and giving information about 

the disease and caregivers’ personal needs were all 

ignored. Duration of surgery is the most stressful 

period of time for the patient’s family members, 

especially in gynecological surgeries. In this 

condition performing religious acts is one of the 

caregivers’ needs and spiritual care would create 

peace and decrease stress but it seems that none of 

the caregivers’ needs were sufficiently attended. In 

Iran, the patient’s caregivers are not included in the 

decisions making process and caring, therefore; their 

needs are not considered in the surgery process.  

This study concluded that conducting a need-

assessment program should be the first and the most 

important step in providing health care services to the 

patients and their family members. 

 

Study limitations 

Considering the governing rules in Islamic societies, 

in educational and public medical center specialized 

for women all of the health team and patients’ 
caregivers were women and men were not allowed to 

enter the ward and the waiting rooms. Therefore 

these results would indicate the needs of female 

caregivers and would not cover men’s needs. 
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Abstract: 

Background and objective: Different techniques of implementing therapeutic interventions could lead to distinct 

results in terms of length of hospitalization, recovery and side effects, and less invasive techniques could be 

employed. Nowadays, endotracheal suction is performed using two methods, closed and open suction systems. 

Various studies have been conducted regarding the advantages and disadvantages of these two methods, and 

sometimes conflicting results have been reported. The aim of the present study was to compare the effects of closed 

and open suction methods on outcomes in mechanically ventilated patients.   

Methods and materials: This quasi-experimental study was carried out through winter and spring 2016 on 64 

patients hospitalized in Intensive Care Unit (ICU) of Amin Hospital, Isfahan, Iran. Demographic and clinical data 

were collected. After cost estimation, outcomes associated with closed versus open suction systems including 

changes in SPO2, length of stay in ICU, ventilator-associated pneumonia (VAP) incidence and the costs were 

measured. Finally, conclusions regarding each method were made using statistical analyses.  

Results: post-suctioning, mean spo2 was significantly lower in open suction group compared to the baseline and a 

significant increase was observed in closed suction group (p<0.05). Although, no significant differences in terms of 

changes in mean spo2 were observed between two groups (p=0.12). Incidence of VAP in open and closed suction 

groups was 6.2% and 18.8%, respectively, with no statistically significant difference observed (p=0.25). The cost of 

catheters and the total cost of commodities were significantly higher in the closed suction group compared to the 

open suction group (p=0.00). Length of ICU stay showed no different between two groups (p=0.60). 

Conclusion: While the present study showed lower incidence of VAP in open suction group compared to the closed 

suction but enough evidence to prefer one method more than the other is still lacking. Therefore, more clinical trials 

are warranted. 

Key words: open suction, closed suction, intensive care unit, mechanically ventilated patients 
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Introduction 

A large body of evidence exists regarding the 

advantages and disadvantages of closed and open 

suction systems. These studies have mostly compared 

two methods from therapeutic aspects and sometimes 

conflicting results have been obtained. A study by 

Akerman and colleagues showed that both methods 

were associated with high risk of ventilator-

associated pneumonia but in patients under closed 

suction system, infection occurrence was higher (1). 

On the other hand, other studies reported no 

significant difference in VAP incidence between 

open versus closed suction systems (2, 3). 

Based on recent published studies, the number of 

intensive care unit beds, the number of hospital days 

and occupancy and costs of intensive care units have 

continued to rise over the last two decades. Beds in 

ICU represent less than 10% of US hospital beds but 

account for the highest costs and contribute to 

approximately one third of total expenses for patients 

(4, 5). Therefore, estimation of costs in these patients 

is of great importance. Studies aimed at comparing 

the costs of two suction systems have yielded 

different findings. Several investigations indicated 

that the cost of closed suction method was higher 

than open suction system (6, 7). Also, it has been 

stated that when the length of hospitalization was 

more than 4 days, the cost of closed suction system 

was lower than open suction system (8). In terms of 

length of stay in ICU, in most studies no significant 

difference has been reported between two methods 

(6, 9).  Studies aimed at evaluating arterial blood 

oxygen saturation have also yielded diverse results. 

In one study, alterations in blood oxygen saturation 

after suctioning were significant in different points of 

time such that a significant decrease in percent 

arterial blood oxygen was observed using open 

suction systems and it markedly increased after 

closed suctioning (10). Also, a review paper by 

Pagotto et al in 2008 suggested that existing evidence 

mainly indicate a decreased arterial blood oxygen in 

closed suction systems (2). The present study aims to 

compare these two methods from different aspects 

involving the costs, length of stay, changes in SPO2 

and ventilator-associated pneumonia in one of the 

Isfahan’s teaching hospitals.  

 

Methods and materials 

This quasi-experimental study was performed among 

all mechanically ventilated patients in the ICU of 

Isfahan Amin hospital during winter and spring 2016. 

Sequential convenience sampling method was used to 

select participants. Samples were matched using a 

minimization program and based on age, sex, 

smoking history and primary diagnosis, and were put 

into study groups (11).  

Sample size was calculated using following equation 

with assumption of 95% confidence interval, a power 

of 80%, d=0.7σ and Z1 and Z2 equal to 1.96 and 0.84, 

respectively:  

                2(z1+z2)
2 σ2 

=  

                           d2 
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Inclusion criteria were as follows: all patients with 

endotracheal tube and under mechanical ventilation, 

total days of hospitalization between 3 days and 2 

weeks, no diagnosis of infectious diseases during 

hospital stay, age between 18 and 65 

years.endotracheal suctioning was performed as 

needed. 

Patients were followed from day 3 during mechanical 

ventilation up to two weeks and suctioning was 

performed by the researcher and colleagues based on 

patients’ needs. The variables obtained for each 

patient and compared between two methods were: the 

cost, length of ICU stay, changes in SPO2 and 

ventilator-associated pneumonia (VAP). The 

incidence of VAP was determined using clinical 

pulmonary infection scale (CPIS) during mechanical 

ventilation from day 3 to day 15. Alterations in SPO2 

were measured using monitors connected to patients 

immediately before and 5 minute after suctioning and 

the mean of 3 measurements was used.  

The mean cost of all materials used for suctioning 

including catheters, sterile gloves, latex gloves and 

normal saline was calculated per patient day. The 

mean cost of open suction catheters and disposable 

catheters in both closed and open suction groups was 

measured and compared per patientday. The mean 

cost of pneumonia treatment involving the costs for 

infectious consultation, bronchoscopy, laboratory 

tests, chip and sputum culture, antibiotics and the 

equipmentused for antibiotic therapy was calculated 

for each patient and then it was compared between 

two groups. Also, the mean cost of required 

antibiotics was calculated separately and then 

compared between patients. The number of infectious 

consultations, radiography and bronchoscopy 

performed for each patient with pneumonia were 

calculated and estimated as the mean number of each 

case. For the statistical analysis, we used the SPSS 

program and descriptive statistics were used to report 

the results. Comparisons were performed with t-test, 

Wilcoxon and Mann-Witney tests. 

 

Results 

60.90% of participants were male and the mean age 

of participants was 48. 98.4% were non-smoker. 15 

patients were diagnosed with pulmonary disease and 

49 patients had non-pulmonary diagnosis. There were 

no significant differences between two groups in sex 

(p=0.073), age (p=0.067), primary diagnosis 

(p=0.076) and smoking status (p=0.313). The mean 

hospital stay was 11.03 and 11.57 days in open and 

closed suction groups, respectively. For treating 

VAP, an average of 2.33 radiographies, 2.33 

infectious consultations and 1.8 bronchoscopies were 

performed.  The mean cost of antibiotics required for 

pneumonia treatment was 504 $and the mean total 

cost of pneumonia treatment (infectious consultation, 

bronchoscopy, radiography, tests, chip and sputum 

culture, instruments for antibiotic therapy) was 692$. 

In open suction group, an average of 14 disposable 

catheters, 10 pairs of surgical sterile gloves and 10 

pairs of latex gloves were used per patient per day. In 

closed suction group, an average of 10 disposable 

catheters and 10 pairs of latex gloves were used per 

patient per day. On average, the closed suction 

catheter was changed every 3 days and in open and 

closed suction groups a 0.5 liter washing solution was 
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used per day to clean oxygen tube interface and airways.  

Discussion 

Despite use of medications, ventilator-associated 

pneumonia plays a major role in mortality among 

mechanically ventilated patients in ICU. Akerman 

found no significant difference in the occurrence of 

VAP between two study groups. Pneumonia occurred 

in 2 patients in open suction group (6.2%) and in 6 of 

closed suction group patients (18.8%) [Table1].  

 

Table 1: the frequency of VAP in study units in both groups 

variable  Groups Total  Fisher’s exact 

test 

open closed 

P value 

Ventilator-

associated 

pneumonia 

yes Number 2 6 8 0.257 

Percentage 6.2% 18.8% 12.5% 

no Number  

 

30 26 56 

Percentage 93.8% 87.5% 87.5% 

 

Although no statistically significant difference was 

observed between two groups, but the difference in 

VAP incidence between groups was clinically 

significant. It appears that this difference could be 

due to the increased risk of colonization and micro-

aspiration in closed suction system.  

On the other hand, factors such as chest trauma, 

respiratory distress syndrome, coma, consciousness 

disorder, and chronic diseases associated with higher 

risk of infection were not considered in the present 

study which could have influenced the results. The 

findings obtained in the current study are in line with 

similar works by Deppu, Lorente and Hamishekar. 

They also reported no significant difference in VAP 

occurrence between two suction systems (8, 12-14). 

In a study by Akerman, it was demonstrated that the 

use of closed suction system did not reduce the 

incidence of VAP in ICU patients. Also, a high 

frequency of closed suction catheter tip 

contamination was found and also more airway 

complications related to insufficient clearance of 

secretions were reported in the closed suction group 

(cultures showed that 50% of catheters’ tips were 

contaminated) (1). Some studies have also reported 

decreased incidence of VAP after closed suction 

which is probably due to the fact that staff were less 

physically involved in the process (15, 16). 

In our study, the mean hospital stay was 11.03 and 

12.1 days in open and closed suction groups, 
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respectively. Since lower incidence of VAP is 

accompanied with shorter length of hospitalization 

(17), difference in ICU stay between two groups 

could be due to higher VAP occurrence in closed 

suction group, consistent with previous studies by 

Topeli (2004) and Deepu (2011) (9, 12). 

Mean SPO2 in open suction group decreased from 

94.80% before suctioning to 94.29% five minutes 

after suctioning and increased from 94.95% to 

95.42% in closed suction group [Table2].  

Table 2: mean percent SPO2 before and after suctioning in both groups 

Group 

Variable 

Open Closed  Independent samples t-test 

Mean  SD Mean  SD 

Mean SPO2, before 94/80 2/67 94/95 2/92 p- value=0/125 

F=2/413 

  

Mean SPO2, after 94/29 5/42 95/42 2/90 

SPO2 before and after mean 

difference 

0.51 5.30 -0.46 0.53 

Wilcoxon Signed Ranks  

 

p- value=0/005 p- value=0/000 

 

According to the results, arterial blood oxygen 

decreased significantly after open suctioning and 

increased markedly after closed suctioning. The 

increase in closed suction group was probably due to 

the connection to ventilator and thereby due to 

maintained pulmonary volume and constant 

oxygenation during suctioning. Although, no 

statistically significant difference was observed 

between groups in terms of alterations in SPO2 

before and after suctioning.  

In a study by Ozden and colleagues, SPO2 was 

measured six times (prior to suction, during the first 

and second passings of the catheter following 

suctioning, right after, at the 5th and 15th minute after 

suctioning) in two groups including open and closed 

suction systems. The mean SPO2 in the open suction 

system decreased 5 and 15minute post-suctioning 

with no change in the closed suction system and a 

statistically significant difference was observed 

between open and closed suction SPO2 (10). 

Similarly, a review article by Subrina et al showed 

that in most studies, SPO2 right before open 

suctioning decreased significantly while no change or 

an increase in closed suction SPO2 was reported. 

In the current study, the mean cost of catheters per 

patient per day in open suction group was higher than 

in the closed suction group [Table3].  
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Table 3: mean daily costs of suctioning in study units in both groups 

Variables Groups 

 

Mann- whitney 

open closed 

 Mean SD Mean SD P value 

Catheters ($) 3.14 2.67 10.30 1.15 0.000 

Total material ($) 9.67 2.71 12.13 1.40 0.000 

 

Also, daily cost of suctioning including the cost of 

washing normal saline solution, latex gloves, sterile 

gloves, disposable catheters and closed suction 

catheter changed every 3 days, was higher in closed 

suction group compared with open suction system 

and this difference was statistically significant. The 

reasons for higher cost of closed suction system 

could be use of disposable catheters for suctioning 

the mouth and higher price of closed suction catheter. 

On the other hand, considering 12.6% higher 

incidence of VAP in closed suction group, the 

treatment of pneumonia could increase the costs in 

this method. Therefore, using the more cost-effective 

method could be helpful in reducing the associated 

costs.  

The estimated costs in our study were similar to other 

studies. Deepu showed that the cost of catheters and 

gloves was significantly higher in closed suction 

system than in open suction system(14). Lorent et al  

in 2005 stated that the cost of closed suctioning was 

higher compared to open suctioning(13). However, in 

another work in 2006, Lorent showed that when 

length of hospitalization was more than 4 days, the 

cost of closed suction system was less than open 

suction system(8).  

The current study has some limitations. First, factors 

such as chest trauma, respiratory distress syndrome, 

coma, consciousness disorder, chronic diseases were 

not accounted for. Second, small sample size may 

have influenced the results which should be 

addressed in future studies.  

 

 

Conclusion: 

In this study, length of stay in ICU and VAP 

incidence were clinically important in both groups 

but no statistically significant differences were 

observed. Arterial blood oxygen saturation and the 

cost of catheters and suctioning differed significantly 

between groups. However, evidence to prefer one 

method more than the other is still lacking. More 

clinical trials are warranted with more focus on costs 
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and with consideration of treatment systems and 

patients’ insurance coverage. In summary, if VAP is 

considered as the primary clinical outcome, then 

open suction would be more cost-effective for each 

patient on a daily basis.  

 
 

References: 

 

1. Akerman E, Larsson C, Ersson A. Clinical 
exprience and incidenc of ventilator associated pneumonia 
using closed versus open suction system. Nursing in 
Critical Care. 2013;19(1):34-41. 
2. Pagotto IM, Oliveira LRdC, Araújo FC, 
Carvalho, N. A. A. d., Chiavone P. Comparison between 
open and closed suction systems: a systematic review. 
Revista Brasileira de Terapia Intensiva. 2008;20(4):331-8. 
3. Lindgren S. Open and closed endotracheal 
suctioning. 2007. 
4. Linko R, Suojaranta-Ylinen R, Karlsson S, 
Ruokonen E, Varpula T, Pettilä V. One-year mortality, 
quality of life and predicted life-time cost-utility in 
critically ill patients with acute respiratory failure. Critical 
Care Medicine. 2010;14(2):1-9. 
5. Helpern NA, Pastores SM. Critical care medicine 
in the United States 2000–2005: An analysis of bed 
numbers, occupancy rates, payer mix, and costs. Critical 
Care Medicine. 2010;38(1):65-71. 
6. Subirana M, I. S, Benito S. Closed tracheal 
suction systems versus open tracheal suction systems for 
mechanically ventilated adult patients. Cochrane Database 
Syst Rev. 2008;2(4):1-42. 
7. Jongerden IP, Rovers MM, Grypdonck MH, 
Bonten MJ. Open and closed endotracheal suction systems 
in mechanically ventilated intensive care patients: a meta-
analysis. Critical care medicine. 2007;35(1):260-70. 
8. Lorente L, Lecuona M, Jiménez A, Mora ML, 
Sierra A. Tracheal suction by closed system without daily 
change versus open system. Intensive Care Med. 
2006;32:538-44. 
9. A. T, A. H, Y. C, S. A, S. U. Comparison of the 
effect of closed versus open endotracheal suction systems 
on the development of ventilator-associated pneumonia. J 
Hosp Infect. 2004;58:14-9. 
10. Ozden D, Görgülü R. Effects of open and closed 
suction systems on the haemodynamic parameters in 

cardiac surgery patients. Nursing in Critical Care. 
2014:118-25. 
11. Saghaei M, Saghaei S. Implementation of an 
open-source customizable minimization program for 
allocation of patients to parallel groups in clinical trials. 
Journal of Biomedical Science and Engineering. 
2011;4:734-9. 
12. Hamishekar H, Shadvar K, Taghizadeh M, 
Golzari S, Mojtahedzadeh M, Soleimanpour H, et al. 
Ventilator-Associated Pneumonia in Patients Admitted to 
Intensive Care Units, Using Open or Closed Endotracheal 
Suctioning. Anesth Pain Med. 2014;4(5):1-6. 
13. Lorente L, Lecuona M, Martín MM, García C, 
Mora ML, Sierra A. Ventilator-associated pneumonia using 
a closed versus an open tracheal suction system. Critical 
care medicine. 2005;33(1):115-9. 
14. Deepu D, Prasanna S, D. T, Shyamkumar NK, 
Aparna I, John Victor P. An open-labelled randomized 
controlled trial comparing costs and clinical outcomes of 
open endotracheal suctioning with closed endotracheal 
suctioning in mechanically ventilated medical intensive 
care patients. Journal of Critical Care. 2011;26:482–8. 
15. Rabitsch W, Köstler WJ, Fiebiger W, Dielacher 
C, Losert H, Sherif, C., Daxböck F. Closed suctioning 
system reduces cross-contamination between bronchial 
system and gastric juices. Anesthesia & Analgesia. 
2004;99(3):886-92. 
16. Lee ES, Kim SH, Kim JS. Effects of a closed 
endotracheal suction system on oxygen saturation, 
ventilator-associated pneumonia, and nursing efficacy. 
Taehan Kanho Hakhoe Chi. 2004;34(7):1315-25. 
17. Sundar KM, Nielsen D, Sperry P. Comparison of 
ventilator-associated pneumonia (VAP) rates between 
different ICUs: Implications of a zero VAP rate. Journal of 
Critical Care. 2012;27:26–32. 

 



Annals of Tropical Medicine & Public Health-Special Issue Apr 2018 Vol 13 

SX745-18 

The effect of Holy Quran on the duration of transition from gavage to total oral 

feeding and duration of hospitalization in premature newborns in neonatal intensive care 

unit 

Arina Qolizadeh
1
, Zahra Abdeyazdan

2
*, Mohammad Reza Sotoudehnia 

3
, Arezoo Hemmati

4
 

1-Student Research Centre, School of Nursing and Midwifery, Isfahan University of Medical Sciences, Isfahan, 

Iran. 

2-Academic member,Nursing and Midwifery Care Research Center, School of Nursing and Midwifery, Isfahan 

University of Medical Sciences Hezajerib Ave. Isfahan, Iran.abdeyazdan@nm.mui.ac.ir,  

3-Academic member, Department of Quran and Hadith Sciences, Faculty of Literature and Humanities, University 

of Isfahan, Isfahan, Iran. 

4-Academic member, Faculty of Medicine. Alborz University of medical sciences, Karaj, Iran. 

*Corresponding Author: Zahra Abdeyazdan, Nursing and Midwifery Care Research Center, School of 

Nursing and Midwifery, Isfahan University of Medical Sciences, Hezajerib Ave. Isfahan, Iran, E-mail: 

abdeyazdan@nm.mui.ac.ir 

 

Abstract 

Background: Lack of coordination between breathing, sucking, and swallowing is one of  the major challenges in 

premature newborns. Sensory stimulations can enhance the feeding skills. Therefore this study aimed to determine 

the effectiveness of Holy Quran on the duration of transition from gavage to total oral feeding and duration of 

hospitalization.  

Methods: In a quasi-experimental study 64 premature newborns who had inclusion criteria were enrolled. They 

were selected by simple convenience method and then assigned to the intervention and control groups by 

randomized method. The intervention group received Holy Quran hearing stimulation three times daily.  A data 

sheet was used for data collection. Independent t tests, chi-square, Fisher's exact test, Mann-Whitney were used for 

data analyze in SPSS version 16. 

Results: The mean duration of transition from gavage to total oral feeding in the intervention group was 5.9 ± 2.9 

and in the control group 17.7 ± 5.1 days (P <0.001). The duration of hospitalization (P <0.001) in the intervention 

group was significantly less than the control group.  

Conclusions: The results show the impact of the Holy Quran on reducing the duration of transition from gavage to 

total oral feeding, and the duration of hospitalization. So this mystical voices can be used as a supportive care in the 

NICUs. 

Key-words: Holy Quran recitation, duration of transition, tube feeding, total oral feeding, duration of 

hospitalization, premature newborns, Iran. 

 

 

Introduction 

 
Premature babies have a lot of needs and take a 

higher level of care. These babies are more likely to 

develop medical and developmental problems and 

face many challenges such as chronic respiratory, 

feeding problems, and speech, language and social-

emotional challenges (1). Survival of these babies is 

not the only current challenges of professionals in the 

NICU but also to support and facilitate optimal 

growth and development of infants should be 

considered. Breast-feeding in babies less than 32 

gestational weeks is not an effective and they are fed 

by gavage (2). One of the criteria for discharge from 

http://www.ui.ac.ir/ShowPage.aspx?page_=news&lang=2&tempname=main&sub=72&PageID=16576&PageIDF=526
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the hospital in premature babies is to achieve 

independent oral feeding (3) so disorder in the 

transition from gavage feeding to oral feeding delays 

their discharge (4). Many researchers believe that 

sensory motor stimulating is effective in promoting 

nutrition skills of premature infants although the 

exact mechanism in the effects of these stimuli is not 

clearly known (5).  In oral intake structure and 

functions of the oral cavity, lips, cheeks, tongue and 

soft and hard palates, as well as upper and lower jaws 

are involved. Muscles and nerves that are involved in 

this process includes trigeminal nerve, facial, vagus 

(vague), glassopharyngeal, hypoglossal and 

orbicularis oris, buccinator, depressor anguli oris, 

massetar, temoralis, genioglossus, pharyngeal and 

hypoglossus.  Therefore oral-motor skills 

development interventions that facilitate oral feeding 

and thus reduce the duration of hospital stay and 

costs are necessary (6). Also if nutrition interventions 

were provided at the proper time they can improve 

the growth and development of babies at risk (1).  To 

be able to feed completely through mouth a long time 

is required for premature babies (7 and 8).  On the 

other hand, music and sound therapy as a natural, 

non-invasive, low-cost, effective and accessible 

stimulant may be a suitable alternative to 

environmental noise and improve neuro-behavioral 

physiological responses and development in 

premature babies. Beautiful voice of the Holy Quran 

Recitation which is the most magnificent aspects of 

Holy Quran miracle (9), has sound waves with 

known frequencies and wavelengths. By generating 

oscillating fields, these waves increase positive force 

in cells and cause brain cells to restore their balance 

and harmony. In addition, Quranic verses have a 

precise numerical system and contain applications or 

information which are able to communicate with cells 

(10).God says: "The Quran is the cure for all 

diseases. In several verses such as:" We have 

revealed the Quran while it is healing and mercy for 

the believers "(Surah Al-Israa, Verse 81), “Tell 

people, this Quran that is among you, is a healing and 

guidance for those who believe "(Surah Fussilat, 

verse 44) and "O people of the world! There is indeed 

a Sermon from Allah to you (the Quran) and it is the 

healing of pains in the hearts and has the same 

guidance and mercy for the believers "(Surah Yunus 

verse 57). Moreover, Imam Ali (as) in the sermons of 

158-156 in Nahj al-Balagha states: “From this book, 

wish your healing from diseases and seek help for 

your problems because this book is the treatment of 

the pains. Upon you the Book of Allah (the Quran) 

certainly it is the tightly rope of God.   Be aware! 

Indeed, in the Qur'an, there is the knowledge what 

you want and the Qur'an is the panacea. "The Prophet 

(s) said: "upon you the Qur'an and its recitation, 

because the Quran is a beneficial healing and blessed 

drug ") (Makarem al-Akhlaq, p. 418). Numerous 

studies have been conducted in relation to the impact 

of Quran recitation in addition to all various variables 

on the medical field. Based on the above and 

experiences  of researcher about  the lack of qualified 

staff in the NICU and lack of knowledge of nurses to 

perform nutritional preparation procedures such as 

oral stimulation using non-nutritional sucking or 

creation of pleasant experiences such as the use of 

sucrose feeding or breast-feeding practice (in many 

neonatal intensive care units) as well as routine 

actions of many nurses, use of gavage feeding is still 

a long time procedure in these sectors resulting in 

consequences such as delay in coordinating sucking, 

swallowing and breathing and eating disorders in the 

future, delays in discharging newborn, reduced 

attachment of mother-baby,  stress in mothers (3), 

increased duration of hospitalization in the NICU and 

increase risks and complications of treatment (11).  

Thus acceleration in the oral intake is clinically 

important even for one day (1). Due to lack of 

research in this area and religious beliefs in Iran and 

the status of the Quran as well as hearing of Quran is 

a safe, inexpensive procedure (12) this study aimed to 

determine the effect of Holy Quran on the duration of 

the transition from gavage feeding to oral feeding and 

duration of hospitalization in premature infants in the 

NICU. 

 

Procedure 

  
In a quasi-experimental study from July to December 

2015 this study was conducted in neonatal intensive 

care unit in Kamali Hospital. 64 hospitalized 

premature infants who had inclusion criteria 

participated in the study. The sampling was initially 

carried out using sequential convenience and after 

sampling random allocation of the two groups was 

performed using the card inside the bag. So based on 

a sample size of 64 patients, 32 patients were 

assigned in the Quran group and 32 patients in the 

control group. After determining the groups, clinical 

characteristics of the patients were recorded using 

demographic information and interviewing the 

mothers. Gestational age less than 32 weeks, 

physiological stability in the past 24 hours, an 

appropriate birth weight for gestational age, Apgar 

scores 7 or more in the first and fifth minutes of birth, 

getting feeding by breast or formula by gavage, the 
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absence of a family history of deafness or mental 

retardation, lack of underlying diseases were 

inclusion criteria to the study. 

Signs of stress during intervention from  infants (such 

as severe reaction to acoustic stimuli during treatment 

with symptoms of hiccups, abnormal movements in 

the mouth, squeezing the eyes, restore sight, strong 

struggling to move, out of control crying, mottling, 

flushing, hypotonia), abnormal physiological 

responses such as decreased or increased heart rate 

(more than 200) or apnea or reduced arterial oxygen 

saturation less than 80% during the intervention), the 

need for any medical intervention or nurse during the 

intervention, impaired level of consciousness in baby 

while studying, the incidence of gastrointestinal 

problems such as necrotizing enterocolitis, as well as 

sudden ill in newborn infants,  lack the willingness of 

parents of infants to continue to participate in the 

study and sudden death of infant were exclusion 

criteria.  68 premature infants were eligible for the 

study (two groups of 34 experimental and control 

groups). In the experimental group, 2 infants were 

excluded from the study due to early discharge with 

parents and personal dissatisfaction as well as 2 

infants in control group because of the reluctance of 

parents to participate in the study. Information about 

64 infants were analyzed.  Infants were studied in 

supine and nest positions, and then disinfected ear 

phones with alcohol were put on the ear of the 

infants. In the control group, no sound was played 

while in the experimental group, the earphone was 

connected to MP3 Player and the audio intensity of 

Holy Quran’s recitation was adjusted 45 dB (13) so 

that besides safe limits of sound, the sound might be 

heard from the ambient.  The Holy Quran recitation 

was played by professor of Saadalghamedie from 

verses of Isra surah 78 by the end of  Moshaf 

Morattle for 20 minutes (9) in the experimental group 

three times before the first, middle and end feeding of 

the evening shift and after it, feeding the baby was 

started. Gavage feeding for the babies by nurses was 

conducted under the supervision of a researcher.  

The exposure of babywith Holy Quran verse was 3 

days after the start of feeding and was continued until 

the baby reached full nutrition by oral gavage.  It 

should be noted that sura and verses were chosen by 

a Qari Quran professor.  The reason for the selection 

of Israa verses 78 was meant that “We have revealed 

the Quran while it is healing and mercy for the 

believers " and there is a continuity between the 

meanings of the verses before and after verse 78. 

Routine interventions were performed by the control 

group. Decisions relating to oral intake and frequency 

of oral intake per day were performed by a 

neonatologist who was not familiar with the 

assignment of experimental and control groups of the 

baby. Criteria for the full oral feeding was receiving 

milk 150 cc kg of body weight daily by mouth with a 

cup, Syringes or glass or breast feeding by BMF 

mother and lack of receiving milk  by gavage in the 

past 48 hours (14).  Secca digital scale was used for 

data gathering by 10 ± g and Digital Sound Level 

Meter device, TAIPO SL 130-A model with 0.1 

measurement error.  Demographic and clinical 

characteristics of the patient were collected by 

records and interviewing the mothers. To analyze the 

data, SPSS software version 16 and descriptive and 

inferential statistics (independent t-tests for 

continuous variables, Mann-Whitney tests for 

ranking variables, chi-square or Fisher's exact 

nominal variables) were used. It should be noted that 

the sampling was carried out after obtaining 

permission from the ethics committee of Isfahan 

University of Medical Sciencesand written informed 

consent from their parents. 

 

 

Findings 

 
Independent t tests, chi-square, Mann-Whitney and 

Fisher's exact test showed that two control and 

experimental groups were not significantly different 

by demographic variables [Table 1].  

 

 

 

 
 

Table1-Comparison of Descriptive Characteristics (Infants and Parents in Study Group and Control Group) 

 Control group (n=32) Study group (n =32)    
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z p value t 

value 

χ2-

value 

SD Mean % n SD Mean % n Variable 

 0.80  0.06   56.2 18   53.1 17 Male Gender 

     43.8 14   46.9 15 Female    

      37.5 12   37.5 12 Vaginal 

delivery 

Delivery type 

 

      62.5 20   62.5 20 Caesarean 

section 

 0.49  1.42   68.7 22   75 24 Singleton    

    31.2 10   25 8 Twin 

 0.14  3.91   65.7 21   81.2 26 Mother milk Type of milk        

    6.2 2   0 0 Formulla 

    28.1 9   18.8 6 Both 

 0.30  1.07   43.8 14   31.2 10 Yes Listen to Holy 

Quran recitation  

 
    56.2 18   68.8 22 No 

 0.25     6.2 2   0 0 Yes Using of 

pacifeir(Non 

Nutritive Sucking) 

 

     93.8 30   100 32 No 

0.5

1 

0.61     71.9 23   65.6 21 First   Primipara/multipar

a 

 
    25 8   31.2 10 Second 

    3.1 1   3.1 1 Third 

 0.36 0.91  1.4 29.6   1.2 29.3   Gestational age(weeks) 

 0.40 0.84  6.3 27.9   5.3 29.2   Age of mother (years) 

 0.82 0.22  6.3 31.5   5.9 31.1   Age of father (years) 

 0.25 1.17  216.3 1434.5   218.4 1370.9   Birth weight (g) 

 0.45 0.75  0.7 7.5   0.7 7.7   Apgar score at 1 min 

 0.56 0.58  0.6 8.7   0.6 8.8   Apgar score at 5 min 

 0.34 0.99  5.5 15.4   5.6 16.8   Postnatal age at entry 

 into study (days) 

 0.96 0.04  190.1 1450.9   132.7 1449.1   Weight of neoborn 

 at entry into study (g) 
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The independent t-test showed that the average 

number of days to reach full oral feeding (P <0.001), 

and duration of hospitalization (P <0.001) in the 

intervention group were significantly lower than the 

control group but the average weight of the baby at 

the complete feeding by mouth (P = 0.13), was not 

significantly different between two groups [Table 2]. 

 

Table 2- Comparison of Study and Control Groups Regarding Weight Gain, Transition to Oral Feeding, 

and Hospitalization Time 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Discussion 

 
In this study, it was found that both the experimental 

and control groups were not significantly different in 

term of variables and the mean number of days to 

reach full oral feeding (P <0.001), duration of 

hospitalization (P <0.001) in the intervention group 

were significantly lower than the control group. 

Previous studies have also shown that sensory 

stimulations such as odor stimulation with the odor of 

breast milk was observed during gavage (Yildiz et al 

(15) and an auditory stimulation through play music 

(16) enhanced the feeding skills of premature infants 

and newborns to achieve shorter full-mouth feeding.  

Maroofie et al (2014) demonstrated that pre 

nutritional oral stimulations were effective in the 

reduced time to achieve effective oral feeding but the 

music does not increase the effect.  In the study the 

baby’s auditory stimulation was provided once a day 

by Persian music with an intensity of 60 dB so the 

difference in the frequency of sound and auditory 

stimulation can be effective in different results.  

Moreover Kane (1991) and Astandly (2012) also 

presented the song three times a day and they 

obtained similar results.  Like the study conducted by 

Kane (1991) and Stanley (2012) we also played the 

sounds three times a day.  However in the famous 

study conducted by Marofie et al., (2014) it was only 

played once a day and this difference in the 

frequency of sound provided can cause significant 

results of our research. Also differences in other 

variables such as the type of the selected voice, time 

and type of instrument to play it could significantly 

affect results. In this study, duration of 

hospitalization in the intervention group was lower 

than the control group.  

According to our knowledge, no study has been done 

on the impact of exposure of children to Holy Quran 

recitation however, unlike this study the research 

conducted by Valizadeh et al., (2014) showed that the 

use of non-nutritive sucking and oral massage to 

stimulate the tactile sense does not affect the length 

of stay in premature infants admitted.  In the previous 

studies where auditory stimulus music of Mozart and 

sounds of lullabies, Ocean Drive, Gato box were  

used, similar results were obtained (17 and 16) 

whereas in the research used non-nutritional sucking 

and olfactory stimuli of breast milk (15) the results 

were different.  Concerning about this possible 

reason it can be said that since harmonized voices 

reduce the secretion of catecholamines and the 

sympathetic parasympathetic dominance which may 

 Control group Study group  

p value t value SD Mean SD Mean  Variable 

<0.001 11.34 5.1 17.7 2.9 5.9 Time for transition to total oral feeding (days) 

0.13 1.53 182.4 1559.4 149.5 1495.6 Weight at transition to total oral feeding (g) 

<0.001 4.13 9.5 35 7.5 26.1 Duration of hospitalization (days) 
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lead to decreased heart rate, relaxation and sleep, 

regulated deep breathing, muscle relaxation and 

decrease metabolic rate.In addition it contributed to 

reduced adrenal corticosteroids and decreased the 

stress responses through attention of baby. Thus 

increased weight gain in premature babies is expected 

(9). Recitation of the Quran is considered as a 

pleasant mystical music with its own properties and 

rhythm especially in Muslim countries including Iran 

(1).  However little research has been done about the 

impact of Quran voices on the babies whereas there is 

a lot of research conducted in adults and it has shown 

that the Holy Quran has impact on anxiety reduction, 

reduced serum levels of cortisol and an effective pain 

relief (18).However in another study the Holy Quran 

had no sufficient impact on improving dialysis 

adequacy calculated by the formula kt / v by using 

Quran voices and no insignificant improvement was 

shown (19). According to different results in different 

studies it can be inferred that the kind of recitation 

and selected verses and procedure can affect the 

results.  Therefore in future research, it is 

recommended to evaluate and compare the impact of 

various verses of the Holy Quran on the duration of 

the transition from gavage feeding to oral feeding in 

premature infants.   

Limitations of the Study: 

Since the Quran recitation among the Islamic 

population in Iran is celestial and magnificent as well 

as has a very high considerable place it is not so 

comparable to other kinds of sounds.Another 

limitation of this study is decision-making about oral 

intake by different doctors in the ward and as a result 

the absence of specific behavior scale in Iran and 

inability of oral intake in infants led to the single 

medical diagnosis of oral intake by doctor. In order to 

solve this problem the researchers had to select 

infants in the first ward who almost were visited by a 

doctor every day.  However it seems that despite of 

the numerous studies together with the frequencies of 

playing similar voice increased frequencies of 

playing in other shifts the efficiency of intervention 

will be raised. Other limitations of this study included 

those neurological problems in infants which were 

diagnosed long after the birth due to the lack of 

symptoms at birth.  Controlling these types of 

problems in this research was not possible and may 

have affected the results. Also among the limiting 

factors in doing the research are clinical nurses and 

doctors attended to the baby's bedside for some 

procedures such as ultrasound which it was tried to 

be prevented through explanation of the frequent 

occurrence of this issue.  

Unwanted ambient sounds, verneix, and amniotic 

fluid in the ear canal due to disruption of its 

conduction system as well as social and cultural 

differences between parents of infants were another 

limitations of this study which were beyond the 

control of the researchers. Other additional 

limitations of this study include lack of similar 

studies or even the lack of such studies which may 

limit the comparison and interpretation of results for 

researchers. In addition since the project was part of a 

research student project, it was faced with a time 

limit and so it is proposed that the future similar 

projects should be designed with more timeso 

theirresults may be presented very accurately and 

carefully and the reader will be able to display 

results.  In addition the limited cases were other 

limitations of the present study. In this study the 

effect of Holy Quran on other variables such as 

modes of behavior, intestinal absorption, sucking 

maturation and patterns were not addressed. 

 

 

Conclusion: 

 
Human and fetus instinctively respond to the 

harmonious sound and order and it will remain 

throughout life. At 24 weeks, fetal hearing develops 

and the baby is born with great audio experiences 

(20). On the other hand studies show that attention to 

the use of spiritual music and music therapy is 

expanding in different societies day by day.   Due to 

its easy availability and low cost using this method is 

increasingly prevalent (21). Also nurses as a 

supporter of premature babies should always provide 

ways to mitigate side effects in order to provide high-

quality care for newborns. According to the results of 

the study in the NICU it seems that Quran recitation 

may have a positive impact on the relaxation of 

babies and their families and make successful oral 

feeding faster and will also reduce the duration of 

hospital stay.  So we can say that the intervention of 

Holy Quran recitation is a non-pharmacological, 

inexpensive, non-invasive and accessible method 

which can be used in the NICU by suitable and 

expertise choice.  
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Abstract 

Background: The success of any system depends on having an accurate and comprehensive plan, and healthcare 

system is no exception. In this system several purposes are sought after, one is running continuing care program in 

which the discharge planning of patients is a key part and unique responsibilities in the nursing profession. The aim 

of this study is to examine the effect of discharge planning in enabling mothers of preterm babies admitted to NICU 

in 2015. 

 
Method: This study is a clinical trial where using sequential convenience sampling in which we selected 64 mothers 

of children admitted to NICU’s teaching hospital in Isfahan. In this study mothers' empowerment program was 

divided into two parts: specialized and usual care in which  training was run in 4 steps: from admission to 3 days 

later in form of face-to-face training, group training in 14 sessions, clinical education of babies at the request of 

parents, need assessment of nurses and researcher, and training of discharge. Then using a checklist data was 

collected in four stages of admission, a week after, discharge time, and 3 to 5 days after discharge. Data was 

analyzed using SPSS 16 through descriptive (mean and standard deviation) and inferential statistics of paired and 

independent t-test, and analysis of variance. 

Result: Mean enabling score had no significant differences between the two groups in usual care before intervention 

and a week after admission but it is interesting that at discharge (P<0.001) and 3 to 5 days after discharge (P<0.001) 

it was significantly higher in the experimental group than in the control group. The mean score of enabling in 

specialized care was not significantly different between the two groups in admission. However in three stages: one 

week after admission (P<0.001), discharge (P<0.001) and 3 to 5 days after discharge (P<0.001) it was significantly 

higher in the experimental group compared to the control group. 

Conclusion: The results of this study showed that the discharge planning is effective in enabling usual and 

specialized care of mothers. However it is clear that by running discharge planning, specialized enabling had more 

increase which makes it is the necessity in infants discharged from NICU. 

 

Key Words: preterm infant, NICU, Enabling parents, Discharge planning, Iran 

Introduction 

 
Preterm birth can be traumatic for both mother and 

baby because admission to the intensive care unit 

continues for weeks and months along with medical 

and care procedures based on medical diagnosis and 

in addition it requires continuity of care at home after 

discharge. Those discharged from the wards 

especially in the first months of birth have 

readmission rate of 10 to 35% which is higher than 

other patients (1).Knowledge and awareness of care 

skills for infants is very low in mothers and studies 

have shown that parents experience serious problems 

after discharge. Nearly 50 % of very-low body 
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weight infants face developmental problems later in 

their lives so most of them need special and 

continuous care (2-3). Because of the need to reduce 

infant mortality, disabilities, and complications of 

low-weight, care must be planned so as to bring 

about optimal development (2-5). In addition most 

babies discharged from the intensive care unit have a 

chronic disease and disabilities such as cerebral 

palsy, mental retardation, vision and hearing loss, or 

intraventricular hemorrhage that needs complicated 

care (4).Discharge planning is a detailed and 

comprehensive program that follows up infants after 

hospital discharge which is a key part and main 

responsibilities of the nursing profession. Fiesta 

states that the role of nurses in discharge instructions 

is so important that lack of nurses' participation in 

discharge planning in the US hospitals has resulted in 

the publication of thousands of articles suggesting 

decreased activities of nurses in their work. In fact, 

one of the major factors in determining the efficiency 

and ability of nurses is familiarity with the standards 

of discharge planning (6). 

A study conducted on 210 samples in 2007 in China 

to investigate the neurodevelopmental complications 

of preterm infants one year after discharge from the 

Neonatal Intensive Care Unit (NICU)showed that 

preterm infants who had received early care, at the 

age of one, received higher score in mental and motor 

development compared to the control group (5-

7).Preterm infants discharge from NICU is a complex 

and important decision-making process which 

includes assessing readiness of infants medically, 

parents' mental and physical reediness, and providing 

the convenience, security, and life of their infant. 

Thus discharging infants requires enabling parents 

and this is only possible by preparing a 

comprehensive and effective plan of discharge. The 

present study is conducted aimed to investigate one 

part of discharge planning provided by the Ministry 

of Health, Treatment, and Medical Education in 

enabling parents. 

 

Method: 

This study is a clinical trial whose data was collected 

in experimental and control groups. It was conducted 

in pre and post-test form. After obtaining written 

informed consent from mothers of infants admitted to 

NICU of one of the teaching hospitals in Isfahan, the 

researcher chose his samples based on inclusion 

criteria through convenience sampling. 

Due to shared rooms for mothers in NICU and the 

possibility of sharing the training among mothers of 

intervention and control groups and interference in 

the results was first obtained before the selection of 

the control group then demographic questionnaire 

was completed. The checklist obtained from usual 

specialized care outlined in discharge plan of the 

Ministry of Health, and Education (8-9) was 

completed in four stages of admission of the infant 

until the third day, a week after admission, discharge 

time, and three to five days after discharge. After four 

weeks, the samples of the experimental group were 

selected exactly the same as control group and the 

necessary training was given and then the data were 

collected. 

Training from the first to third day after admission 

was as follows: 

 
• Training the infants after hospitalization in NICU 

by the nurses for 15 minutes as required for parent 

and infants' problem. 

• Group training (each group of 5 to a maximum of 

10 people) during hospitalization of the infants by 

researchers scheduled for 30 minutes each session, 

after each training session, training pamphlets or 

booklets were given to parents. 

• Training prior to discharge by the nurses for 15 

minutes. 

 

Checklists were completed in accordance with the 

instruction given during hospitalization (a week after 

the start of training), at the time of discharge from the 

hospital, and the third to seventh day after discharge, 

and the data were collected. After completing 

checklists, to analyze research data, SPSS 16 was 

used through descriptive methods (mean and standard 

deviation) and inferential statistics of paired and 

independent T-test, analysis of variance, and 

covariance if needed. 

 

Findings: 
In this study, mean age of mothers in both groups has 

been 27, mean gestational age 31.5 weeks, and 

average weight 1500 g. Statistical tests showed no 

significant differences in the demographic 

information of the two groups. Other demographic 

characteristics are shown in Table 1. 
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Table 1: The mean age, number of children, gestational age, and birth weight in both control and experimental 

groups 
Group 

 

Variable 

Control group Experimental group Independent t-test 

Mean SD Mean SD P t 

mothers' age 27.6 4.5 26.9 4.41 0.42 0.81 

Number of children 1.5 0.7 1.6 0.8 0.74 0.33 

Gestational age (weeks) 31.9 3.1 31.5 2 0.54 0.61 

Birth weight (g) 1555 528.4 1500 516.2 0.79 0.26 

 
 
T-test results in the usual care enabling showed that 

the mean score of enabling before the intervention 

(P=0.29) and a week after admission (p=0.3) had no 

statistically significant differences between the two 

groups. However, at the time of discharge (P<0.001) 

as well as three to five days after discharge 

(P=0.001), in the intervention group, it was 

significantly higher than the control group Table 2. 

 

 

 

 

 
Table 2: Comparison of the mean score of enabling for routine care in two groups 

 

Independent t-test control  experimental                         Group 

 

Time 

 

P T SD M SD M 

0.29 1.06 0.5 1.2 0.2 0.6 Before intervention 

0.3 1.05 3.5 4.8 2 5.6 One week after admission 

<0.001 8.9 3 9.1 3.2 16.1 At discharge 

<0.001 7.63 2.9 10.2 3.4 16.3 3-5 days  after discharge 

        95.7 209.4 F variance with repeated observations 

 <0.001 <0.001 P 

 

 

 

In addition, ANCOVA revealed that, by controlling 

enabling score before the study, the mean score one 

week after admission in the intervention group is 

higher than the control group (P=0.01) [Table 3]. 

 

 
Table 3: Comparison of the mean score of changes in enabling for routine care in two groups 

 

Independent t-test Control experimental                   Group 

 

 Time P T SD M SD M 

0.01 2.65 1.8 3.6 2 5 One week after 

admission 

<0.001 10.5 2.5 7.9 3.2 15.5 At discharge 

<0.001 8.75 2.6 9 3.3 15.7 3-5 days  after 

discharge 
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Analysis of variance with repeated observations 

showed that in both groups (P<0.001) and in the 

control group (P<0.001) usual enabling mean-score 

had a significant difference between different times 

[Table 2].Independent t-test showed that the mean 

changes of usual enabling score a week after 

intervention (P=0.01) at discharge time (P<0.001), as 

well as three to five days after discharge compared to 

before the intervention (P<0.001) was significantly 

higher in the experimental group compared to the 

control group [Table 3].Concerning enabling of 

specialized care, independent t-test showed that the 

mean changes of usual enabling score before 

intervention had no significant differences in control 

and experimental groups. However a week after 

admission (P<0.001), at discharge time (P<0.001), as 

well as three to five days after discharge (P<0.001), 

mean of enabling care was significantly higher in the 

experimental group compared to the control group 

(Table d). Analysis of variance with repeated 

observations showed that both in experimental 

(P<0.001) and in the control groups (P<0.001) the 

mean scores of enabling between different times had 

a significant difference [Table 4]. 

 

 

Table4: Comparison of the mean score of enabling for specific care in two groups 
 

Independent t-test Control experimental        Group                      

 

Time                           

 

P T SD M SD M 

0.7 0.4 0.24 0.47 0.31 0.63 Before intervention 

<0.001 5.26 2.24 1.96 4.01 6.6 One week after admission 

<0.001 9.47 3.53 5.06 4.47 14.6 At discharge 

<0.001 8.82 3.70 6.19 4.32 15.6 3-5 days  after discharge 

  39.1 112/15 F variance with 

repeated 

observations  
 <0.001 <0.001 P 

 

Independent t-test showed that the mean changes of 

specialized enabling score a week after intervention 

(P<0.001), at discharge time (P<0.001), as well as 

three to five days after discharge compared to before 

the intervention (P<0.001) was significantly higher in 

the experimental group compared to the control 

group [Table 5]. 

 

 

Table5: Comparison of the mean score of changes in enabling for specific care in two groups 

 

Independent t-test Control experimental            Groups 

Time                             
P t SD M SD M 

<0.001 5.21 1.12 1.55 4.44 6.14 One week after 

admission 

<0.001 9.64 3.22 4.6 4.45 13.97 At discharge 

<0.001 9.13 3.30 5.72 4.25 14.44 3-5 days  after 

discharge 

 

 

 

Discussion: 

 
The results showed that demographic characteristics 

[Table 1], such as age, number of children, 

gestational age, birth weight of the infants, etc. were 

not significantly different in the two groups and these 

characteristics are fully synchronized. Mean usual 

enabling score [Table 2and 3]before the intervention 

(admission) and one week after admission between 

the two groups in this study was not significantly 

different which indicates that the training given in the 

experimental group in a week has not created much 
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effect on enabling mothers. However by controlling 

enabling score before admission and one week after 

admission in both groups and the mean score of 

enabling in the experimental group in the first stage 

i.e. a week after the admission was higher than the 

control group. Based on the results it should be noted 

that in the first week of infant admission, mothers in 

the experimental group usually received less training 

due to reduced presence in the hospitals, lack of 

adequate space in mother's room, stays in the 

women's division, and so on. However mean enabling 

score in the usual care at the time of discharge and 

three to five days after discharge in the experimental 

group was significantly higher than the control group. 

This means that training has more effects on mothers 

in long-term and mothers need more time to deal with 

their infant state to enable them perform the required 

actions. Analysis of variance with repeated 

observations showed that in both experimental and 

the control groups the mean score of usual enabling 

had a significant difference at different times. 

Empowerment of women in the control group 

showed the existence of a training resource in the 

ward although at low level it still exists. This could 

be due to occasional training of infants’ nurses 

(Ahmadi et al., 2015) and (Abdeyazdan et al, 2014), 

receiving information via virtual networks-as noted 

in the study of Zamanzadeh et al while doctors and 

other mothers have had a significant role in non-

formal training of enabling mother (Zamanzadeh et 

al., 2013).Moreoverthe annual accreditation 

assessment of the hospitals to which Shahid Beheshti 

hospital subscribe to had a role in this regard. One of 

the most important issues in accreditation is patient 

training and their satisfaction. Accordingly, the 

mentioned hospital has considered some programs 

for parents' training in intensive care unit that have 

enabled parents in the control group in this research. 

In addition the results showed that mean of changes 

in the usual capabilities scores a week after the 

intervention compared to before the intervention, 

discharge time compared to before the intervention, 

as well as three to five days after discharge compared 

to pre-intervention the experimental group was 

significantly greater than the control group. These 

findings suggest that although previous training 

measures are taken by nurses, doctors, and mother 

themselves it not enough to fully enable the mothers. 

In the mentioned study the formal training in infants 

ward was just in the form of breastfeeding, milking 

and kangaroo care which receive a lot of emphasis 

(Namnabati et al., 2012) and (Valizade et al, 2012). 

The results of this study are also in line with the 

mentioned studies and research results have shown 

that formal and targeted training capacity increases 

mothers ‘capability in the care of their babies. 

Follow-up programs started several decades ago so 

that in the developed countries such as America 

studies on discharge planning started since 1940 

(Vanaki et al., 2009) and its plans are still been 

studied. 

 

In the study byBrootenet al. with the aim of studying 

early discharge and follow-up care at home for Very 

Low Birth Weight (VLBW) infants in Pennsylvania 

in 1986, the history of discharge planning is shown in 

developed countries. The results of the follow-up 

care program by a fix discharge nurse and two 

working nurses in 18 months showed that infants in 

the experimental group were discharged 11.2 days 

earlier and with 200 grams less weight compared to 

infants in the control group. In VLBW infants, this 

program can potentially reduce iatrogenic diseases 

and hospital infections, increase infant-parent 

interaction, and reduce the cost of care in the 

hospital. 

In this study, training given was almost the same as 

the usual care of our study such as bathing, touch, 

calming down the baby, taking temperature, reporting 

signs and symptoms, and medication and the results 

were consistent with the findings of the present 

research. Thus, it can be concluded that the training 

given has brought about the enabling of parents and 

preparing the conditions for early discharge of infants 

and eventually readmission, emergencies happened, 

the incidence of FTT and so on have reduced 

(Brooten et al, 1986). 

Therefore, for health promotion and ongoing support 

of the family, taking care of each baby at risk after 

discharge should be carefully coordinated. Although 

the exact date of discharge is not predictable, 

discharge planning should start from the beginning of 

the reception. The purpose of discharge planning is to 

ensure a successful transition to home. Essential 

elements of this transition include: 1) infant who is 

physiologically stable, 2) the family that can provide 

the required care without unnecessary pressure and 

with appropriate support services within the 

community, and 3) a medical team to undertake 

responsibility, of which the nurse is a member 

(Hummel, 2015). In this study, likewise, training of a 

nurse who is a part of the treatment team has enabled 

the parents and contributed to a successful transition 

home. 

Training parents is one of six main components of 

discharge planning, according to American Academy 

of Pediatrics (AAP) in 2008. According to AAP 

guidelines, parents' contact and their participation in 

the care of infants should start from the time of 

admission. Studies have also shown that parental 

involvement in providing care as soon as possible, if 

possible, has a positive impact on their confidence in 
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taking care of infants and readiness to accept full 

responsibility for the care of the baby at home. A 

unique training program for parents is very helpful in 

acquiring the skills required by their babies, and a 

written checklist is very helpful in creating the 

perfect skills. The results of another study in Norway, 

which was conducted by trained nurses on mothers of 

preterm babies, showed that effective training and 

counseling reduce mothers' stress and increase 

feeling competent and capable increased, and parents 

wanted to continue visit of the nurses at home. The 

results of this study were in line with the present 

study (Kyno et al, 2013).In the same vein, another 

study was conducted showing that training the 

feeding skills to parents can create weight gain, 

prevent re-hospitalization, prevent infection in 

newborns, and reduce hospital stay. It was stated that 

mother, the one who take care of her baby at home, 

should be skilled, and the results of this study are in 

line with the usual training in the present study 

(Zamanzadeh et al., 2013). The necessary condition 

for discharge of infants is an informed and enabled 

mother. Discharge from NICU is subject to mothers' 

having the necessary competence to take care of 

babies, so all efforts of staff and parents will be 

focused on this. 

In this study, it is stated that usually the formal 

training in the wards is breastfeeding, and training 

such as prevention of infection, hand washing, 

kangaroo care, etc. are done as needed or asked by 

mother. There are no formal programs to assess the 

training needs of mothers and training them. Parents' 

lack of preparation for discharge leads to anxiety and 

lack of sufficient confidence in mothers, and it is 

necessary that parents be encouraged to identify their 

training needs and opportunities be provided to them 

in practice (Namnabati et al., 2012). 

In contrast to the above study that is sufficed to 

studying the needs and circumstances, the present 

study showed that, if training is done formally in 

form of discharge planning by a discharge nurse, it 

will increase parents' capability, and its outcome can 

be improving neonatal health, so mothers were more 

prepared for discharge. 

Confidence in the mother has a great role in enabling 

and discharge. Another study showed that providing 

the opportunity for enabling and trusting them should 

start from the time of stay in the neonatal intensive 

care unit. Giving training booklets, guidance, and 

information to parents at the time of infants' hospital 

stay enables them to take responsibility for 

breastfeeding and caring for them at home. 

Moreover, their participation in developmental care 

programs and family-centered care increases 

confidence and competence (Namnabati et al., 2012). 

This finding is also consistent and in line with the 

present study and is actually a confirmation of the 

training booklets given to mothers and their training 

to create better enabling. According to various 

studies mentioned, in general, it can be concluded 

that the discharge planning can not only lead to the 

enabling of mothers, but also leads to early discharge 

of newborns, fewer complications arising from 

prematurity, increase in the maternal confidence, and 

overall a smooth and successful transition home. 

Results of mean specialized enabling (Table 4 and 5) 

before the intervention (admission) showed no 

significant difference in the experimental and control 

groups. However in a week's time after admission, 

discharge, and three to five days after discharge mean 

enabling score in the experimental group was 

significantly higher than the control group. Analysis 

of variance with repeated observations showed that in 

both experimental and the control groups, the mean 

enabling score in different times had a significant 

difference. Mean score of changes in specialized 

enabling a week after the intervention, discharge 

time, as well as three to five days after discharge 

compared to before the intervention in the 

experimental group was significantly higher than 

control group that confirms the above training. Some 

studies have been conducted in this regard that have 

focused on specialized care. In a study conducted 

with the aim of studying the effect of enabling 

program on mother-infant interaction and weight gain 

by preterm infants found that the program had a 

positive impact on attitudes of staying close, care 

behaviors, and weight gaining after two months in 

infants in the experimental group (Borimnejad et al., 

2011). In addition, the impact of parental enabling 

program on their beliefs about the role of parents and 

the behavior and characteristics of preterm infants 

showed that providing content in writing, audio, and 

oral training could be effective in enhancing parental 

beliefs about their parent role and the appearance and 

behavior of the offspring (Khajeh et al., 2013). A 

study by Chen et al (2015) that was conducted on the 

readiness of parents for discharge reported that both 

mean scores of parents, in readiness to discharge and 

quality of training, in the intervention group were 

significantly higher than the control group. Quality 

discharge training could prepare the parents for 

discharging their infant. In this study parents showed 

a medium level of readiness for discharge. The 

mentioned study showed that discharge training 

based on transition theories could significantly 

improve parents' readiness to discharge their 

newborns. The quality of discharge training could 

substantially predict the readiness for discharge 

(Chen et al, 2015).Several studies have shown that 

enabling mothers in various fields such as Kangaroo 

Mother Care, mother-baby skin contact, changing 
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diapers and clothing, and health care can have a great 

effect on the attachment of mothers and increase 

mother's motivation for infants care (Valizade et al., 

2013).In another study, it has shown that training and 

enabling of parents especially among mothers 

reduces stress and creates early mother-infant 

relationship. As a result maternal self-esteem 

increases, and she acquires the enough motivation for 

matters related to the infant (Karami et al., 2009).  

According to various studies conducted on discharge 

planning in different countries and Iran, this planning 

has had positive effects on issues such as growth 

index (weight, head circumference, and height), 

cognitive development, behavior and health of 

preterm neonates, intellectual growth, attachment 

behavior, and parents' role. (Ahmadi et al, 2015), 

(Dashti et al,2015), (Borimnejad et al., 2011), 

(Dusing, Van Drew & Brown, 2012),(Purdy, Craig & 

Zeanah, 2015),(Ahnfeldt et al, 2014 Ballantyne.M, 

2010), (Ballantyne, Benzies & Trute, 2013), ((Bar-

Zeev et al, 2012), (Profit.et al, 2007), (Nurse & 

kenner, 2011), and (Newnam & Parrott, 2013).In 

comparison studies have been performed by reducing 

anxiety and creating enabling opportunities without 

training program similar to this study, have led to 

learning and increase in parental involvement in the 

care for their babies. The study by Melnyk et 

al(2009) based on Creating Opportunities for Parent 

Empowerment (COPE) model showed that this 

program reduce stress and anxiety of mothers through 

relationships with beliefs of mothers about infants 

and their role in the neonatal intensive care unit 

length of stay. In this program obstacles such as lack 

of knowledge and confidence in the role which 

impair the interaction of mothers with infants are 

eliminated and based on these results it is 

acknowledged that COPE model is better than 

programs such as discharge planning that directly 

affect and empower the parents (Melnyk et al., 2009). 

However the results of this study indicated that 

discharge has direct positive effect on mother 

empowerment.The study by Jafari et al on the 

implementation of COPE model in Iran showed that 

providing training to mothers of preterm infants 

without having to spend time with nurses and with 

very simple features, such as audio along with 

training manual and workbook reduces anxiety and 

stress levels of mothers and increases their 

participation. The method of this study was based on 

group and face-to-face by discharge nurse along with 

instructional booklet to mothers and the results 

showed that this type of training has a positive effect 

on empowering parents.Nevertheless in the study by 

Jafari it was stated that by revealing the 

psychological status of mothers and reducing their 

anxiety mothers’ participation increased.  

 

 

Conclusion 

 
Overall many studies have been conducted on 

discharge planning and its types from the past until 

now but none assessed the impact of this program on 

usual and specialized care capabilities. However 

according to the results of those studies and the 

present research discharge planning had had a 

positive effect on all fields and it is recommended 

that this program be performed at the time of 

admission,  discharge, and after that in a complete 

and high quality form. 

 

Limitations: 

This study has got some few limitations. 

One the limitations of this study is lack of permanent 

presence of mothers in NICU the absence of mothers 

usually up to 5 days after birth due to lack of suitable 

places for them, not enough beds in the mothers’ 

room, and inadequate and small space of the rooms. 

Moreover limitations included keeping other children 

at home, as well as repairs of various parts of the 

hospital at the time of data collection, and the 

ongoing change of training place, and in some cases 

unsuitable place and being forced to use mother's 

room as a place of training. 
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Abstract 

The purpose of this study was to investigate the relationship between personality traits and moral 

distress among the nurses working in the Coronary Care Unit in Shiraz, Iran. In this cross-

sectional and descriptive study, 60 nurses participated and two questionnaires of Moral Distress 

Scale and NEO Five Factor Inventory were used. Data were analyzed using SPSS software and 

descriptive and inferential statistics. The results indicated moderate to high levels of moral distress 

among the nurses in the CCU. No significant relationship was observed between the demographic 

variables and the mean of moral distress and personality traits. Considering the high incidence of 

moral distress in nurses, besides examining the their  personality traits in larger sample sizes and 

in different parts of the country, examining the environmental, organizational, and management 

factors that may contribute in creating ethical distress is recommended.  

Keywords: Coronary Care Unit, Ethic, moral distress, nurses, personality traits 

 

Introduction 

Moral distress is a kind of ethical phenomenon in which nurses are engaged in the daily care of 

patients (1). Nurses always have to make moral choices in their care, and ethics plays a major role 

in this profession (2). Moral actions is a critical aspect of nursing care, and the development of 

moral competence is essential in nursing for current time and future (3). There is a probability of 

moral distress in an individual that makes him/her commit an act contrary to his/her moral beliefs 

(4). Moral distress is one of the major aspects of moral conflict, which has damaging effects on 

health care organizations through the impact on organizational culture, quality and success in care 

(5, 6). Today, due to more complex nursing care and increased expectations, nurses encounter with 

higher moral distress. Numerous studies have emphasized the intensity and frequency of this 

phenomenon in critical care units than other wards due to the special conditions of the patients 

(6,7,8,9). Few studies have been conducted on moral distress among nurses working in CCU. 

Iranian nurses in CCU, internal and psychiatry wards, experience more moral distress (2). The 

experience is directly related to the incidence of occupational burnout, and inversely correlated 
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with psychiatric hardiness. In a study conducted in Iran, showed that a lot of nurses feel moral 

distress due to lack of nursing support, disrespect for the rights of the patient, lack of professional 

and functional competences in physicians and carrying out unnecessary tests for patients, thus 

critical care nurses experience much more moral distress more than other wards (9). Since moral 

distress is a multi-cultural phenomenon, which comes in different levels of health care system 

(10), it seems necessary to investigate this phenomenon in Iranian nurses too. 

Background 

Moral Distress 

Professor Jameton for the first time in 1984; defined moral distress as the painful feelings or lack 

of balance and mental relaxation. This phenomenon occurs when the nurse is unable to convert 

his/her choices or moral norms into moral acts (1). Moral distress as psychological imbalance and 

state of negative emotion such that moral decision does not lead to moral actions (11). 

Moral distress is either mental or emotional pain and discomfort, in which while people are aware 

about the moral issues; they try to make moral judgment about an appropriate moral action. 

However in practice, they commit moral wrong doing due to real or mental limitations (2). 

Many qualitative and quantitative studies have so far been conducted on the concept of moral 

distress, consequences and strategies for overcoming it. Researchers investigated the moral 

distress levels and its prevalence in nurses and reported moderate to high levels of moral distress 

(11, 12, 13). Corley designed moral distress scale in 2000 using the concepts suggested by 

Jameton and the conflict role theory proposed by House and Rizzo (14). 

Wasted nursing services for the patient, prolonging patient’s suffering, performance out of 

clinicians’ regulations, incompetency of colleagues, inability of nurses to understand the 

physicians and lack of nursing knowledge in patients’ care, lack of executive supports including 

salary, working hour, benefits, and inappropriate working conditions such as improper 

management are powerful sources of distress(2,15).
 
 

In addition, the severity of illness of patients, the ratio of patients to nurses and ability of nurses to 

provide safe care for patient are involved in creating moral distress among nurses (15).
 
 

Failure in providing effective and proper physical care, reduction of capacity in providing care for 

the patients, avoiding eye contact with the patient, and incidence of problems such as lack of sleep, 

overeating, poor social relationships, reduced cooperation, defensive acts, loss of confidence, and 

loss of job satisfaction have been pointed out as the symptoms of moral distress in nurses 

(6,16,17). Researchers have pointed out that moral distress leads to a shift of working unit and 

even to leave the nursing profession (13,18,19). 

Moral distress has an impact on the quality of patient care. Thus, the quality of care provided by 

the nurses’ decreases due to moral distress, which ultimately creates health secondary problems in 

patients (5,19,20). 

 

Personality Traits 

Moral distress is a multilateral phenomenon and several factors can deteriorate it. Moral distress 

has a direct relationship with its incidence. One of the most important factors in nursing profession 

addressed in several studies is occupational stress (1,6,21,22). 

Understanding the patterns of stressors and dealing with them are different in different individuals. 

The nurses’ characteristics play a major role in understanding stress and the experience of moral 

distress in nurses (21,23).  

Personality is a set of psychological traits that individuals are classified according to them. These 

traits have lasting influences on professional behavior, and the specific behaviors of individuals 

can be determined in various occupational positions based on them (24). 
 
 

McCrae and Costa describe personality as big five including neuroticism, extraversion, openness 

experience, agreeableness, and consciousness. Neuroticism refers to tendency to experience 

anxiety, stress, hostility, shyness, irrational thoughts, depression, and low self-esteem. 

Extraversion refers to desire to be positive, decisiveness, mobile, kindness, and sociability. 

Openness to experience is described as tendency to curiosity, wisdom, flexibility, innovation and 

intellectuality. Agreeableness is considered as the desire for forgiveness, kindness, generosity, 
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trust, accountability, compassion, obedience, dedication, and loyalty. Finally, conscientiousness is 

regarded as the tendency to be organized, efficient, reliable, trustworthy, logic-oriented and 

reflective (25,26).
 

The type and severity of reaction against stress does not always have a direct relationship with the 

severity of the stressor factors; rather it is primarily related to how to understand the event and the 

degree of danger and threat. A specific stress can create different consequences in different people 

(24), and specification of personality plays a significant role in the process of dealing with moral 

distress (27). It is probable that personality traits of nurses may help the prediction of their moral 

distress, and mitigate the negative effects of this phenomenon. Since no study seems to have 

detected this relationship, here, we attempted to examine such relationship. 

The study 

Aims 

The purpose of this study is to examine the degree of nurses' moral distress and determine the 

relationship between personality traits and moral distress among the nurses in CCU ward in 

Shiraz, Iran. 

 

Method 

 
In this cross-sectional and descriptive study, the Moral Distress Scale (MDS) and NEO Five 

Factor Inventory (NEO-FFI) questionnaires were used to achieve the research objectives. 

Participants 

Totally, 60 nurses participated in the study from the Heart Center of Shiraz as the largest public 

heart hospital. The participants announced their readiness to participate in the study in a public 

call. Inclusion criteria were having at least a bachelor's degree in nursing, a minimum of 6 months 

of working experience in coronary CCU, and willingness to participate in the study.  

Instruments 

In this study, the moral distress questionnaire of Corley (MDS) was used. Its validity and 

reliability have been evaluated in nurses' community (9). The questionnaire has 30 questions in a 7 

points likert scale .Numbers 1 and 7 indicate the minimum and maximum stress, respectively. The 

NEO- FFI questionnaire, prepared by McCrae and Costa in five major factors, provides a great 

possibility of adult personality traits. The test has been normalized by Haghshenas on 502 Iranian 

people and its reliability and validity have been determined (25). In addition, the researcher-made 

questionnaire was considered for this study, which contained demographic information including 

age, gender, work experience, average weekly work hours, and marital status. 

 Process 
After reaching the minimum number of participants, the NEO-FFI and MDS questionnaires were 

completed by the participants from April 2012 to June 2012. 

Ethical considerations 

Permission to conduct the research was taken from the Ethics Committee of Shiraz University of 

Medical Sciences (CT-P-9372-7482) as well as the hospital authorities. Prior to completing the 

questionnaires, the participants were asked to fill out consent form anonymously to voluntarily 

participate in the study. They were informed about the aim of the study, the confidentiality of their 

information, and that they could withdraw from the study whenever they wanted to.  

Data analysis 

Collected data were analyzed using SPSS software (version 15). To calculate and compare the 

mean scores of moral distress and personality traits, the repeated measures analysis ANOVA 

(Analysis Of Variance) was used. Chi-square test was used for qualitative variables, and 

independent sample t-test, ANOVA test and Pearson test were used for quantitative variables. 

 

Results 
The total of 60 nurses participated in the study, 58 females and 2 males. 30 were married and 30 

others were single. Their mean age was 29.72 years. The mean score of work experience was 5.6 ± 

3.75 years and the working hour average was 44.89 ± 10.65. There was no significant relationship 

between demographic variables with moral distress and personality traits [Table 1]. 
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Table 1: Demographic characteristic of the study participants 

 

 
 

Mean Variables 

   Gender 

58(96.7%) Female 

2(3.3%) Male 

29.72 ± 4.67 Age  

5.60± 3.75 Years of nursing experience 

44.89 ± 10.65 Average working hours in a week 

 Marital status       

30(50%) Single 

30(50%) Married 

60 Total 

 

 
The range of moral distress was 7.10- 2.69 and the mean of moral distress of the participants was 

4.5 ±0.88 [Table 2]. 

Table 2: The participants mean and SD in personality traits and moral distress 

Variables Mean ± SD MAX MIN 

Neuroticism 22.61±6.30 41 10 

Extraversion 28.43 ± 3.89 38 19 

Openness 25.13 ± 3.25 32 16 

Agreeableness 32.35 ± 4.57 44 22 

Conscientiousness 31.93 ± 3.53 39 25 

Moral distress 4.50 ± 0.88 7.10 2.69 

 

The range of scores was 10-41 for the personality trait of neuroticism, 19-38 for the personality 

trait of extraversion, 16-32 for the personality trait of openness to experience, 22-44 for the 

personality trait of agreeableness, and 25-39 for the personality trait of conscientiousness.  

Reviewing the mean of moral distress in people with the lowest and highest scores in personality 

traits, no significant relationship was observed based on the Pearson's correlation test [Table 3]. 

Table 3: Personality traits and moral distress based on Pearson's correlation  
Personality traits Moral distress P-value 

Neuroticism 08.0 54.0 

Extraversion 59.0- 65.0 

Openness 85.0- 51.0 

Agreeableness 0.13 0.31 

Conscientiousness -0.03 0.78 
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Discussion 

 
The results indicated moderate to high levels of moral distress among the nurses in CCU in Shiraz 

Heart Center and the finding of numerous studies confirm this finding; some studies have reported 

the moral distress as moderate (23,28,29), and some others reported it as high (30,31). 

Accordingly, we can conclude that the level of moral distress in nurses is moderate to high, which 

deserves more attention.  

In this study, no relationship was observed between the demographic variables and the level of 

moral distress. Ebrahimi et al. conducted a study on 418 nurses in North West of Iran in 2013 and 

came to the conclusion that there is no significant relationship between the mean of moral distress 

and the variables of gender, age and experience (31). This shows the importance of teaching moral 

distress to all health care providers, regardless of their age, gender and experience. Also it can be 

inferred that the multidimensional phenomenon of moral distress and different environmental, 

occupational, organizational, managerial and personality factors play a role in its incidence; thus, 

new investigation can be conducted based on further review of these factors. 

However there are other some studies that confirm the existence of a relationship between moral 

distress and demographic variables32 (8,19,32).  Corley et al.
 
and Jolaee et al. found that there is a 

negative correlation between age and moral distress; these correlations may be caused by the 

accumulation of experiences in dealing with the moral distress over the time (14, 29). 

Abbasszadeh found a positive relationship between moral distress and nursing work experience 

(33). Positive relation between moral distress and work experience among nurses may be caused 

by their increased moral sensitivity during their services; however, this compatibility can be 

achieved after years of failing and frequent and bitter experiences of moral distress and perhaps a 

large number of nurses fail to achieve the compatibility in which our study confirms. 

Due to the lack of ethical issues in nursing curriculum in Iran, inclusion of professional ethics 

issues in the educational content of nursing students and involving the nurses working in hospitals 

in these discussions are recommended as other studies have emphasized the issue of moral distress 

for the nurses(2,34). 
 

The results of this study showed no significant relationship between personality traits and moral 

distress, but other studies have shown that factors involved in causing moral distress are associated 

with personality traits. For example, the level of occupational burnout in nurses reported in various 

studies (34,29) demonstrates a significant positive relationship with increased moral distress. In 

other word, it is one of the determinants and consequences of moral distress and varies in different 

personality traits of nurses. 

Meltzer and Hukabay also speak of personal factors as the main components of intolerance, 

inflexibility, and lack of assertiveness in dealing with others are all related to occupational burnout 

(32).  

In addition, psychological hardiness as a personal trait in moderating the relationship between 

stress and physical and mental diseases has a negative relationship with moral distress (2).   

Ebrahimi Nikravesh et al. considers the nurses’ personality as the key factor in the experience of 

stress and moral distress so that the nurses who possess conscious performance and sacrifice to the 

patients and are placed in an imposed overload or have multiple and long shifts may suffer more 

moral distress and occupational stress (21).  

Nurses’ experience of moral distress is not only wide spread, but also their responses to moral 

distress are diverse. Those nurses, who use problem solving skills, are more able to deal with 

moral distress (34); however the nurses who use avoidant coping styles such as distraction and 

avoidant situations which causing moral distress experience physical complications (35). 

In 2010, Burgess examined the personality traits and levels of environmental stress among 46 ICU 

nurses in Northwest England. He reached the conclusion that those who obtained high score on 

openness personality traits and extroversion had less stress in taking care of critically ill patients 

and encountering the patient s’ families. In addition, those with high scores on the personality trait 

of conscientiousness have experienced less environmental stress; in fact, the personality traits of 

openness, extraversion and conscientiousness are effective in understanding and mitigating the 

environmental stressors (22). 

Although our study did not show a significant relationship between moral distress and personality 

traits, as it can be observed from Table 3, the personality traits of openness, extraversion and 

conscientiousness have gained Pearson scored negatively in relation to moral distress, which is 
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consistent with the results of Burgess Study.  In fact, it can be concluded that these three 

personality traits are in compliance with the environmental stressors, and the less experienced 

nurses in moral distress are more successful than other nurses. The reason why Burgess has 

achieved a significant relationship between lower occupational stress and personality traits with 

lower sample size is probably due to different cultural contexts or the different research ward. 

Therefore, it is recommended to investigate this relationship in different wards and in different 

cultural contexts.  

Borhani also conducted a study on 220 Iranian nurses and found a positive relationship between 

professional stress and moral distress. He believes that nurses’ personal traits can have a positive 

contribution in understanding and giving meaning to stress. The more people are flexible against 

stress, the less stress they experience (23). Borhani has used the Corley’s moral distress 

questionnaire with 21 questions, which is shorter than the measuring tool of our study and some 

questions have been deleted. Also a larger sample size was used in her study; thus, it is 

recommended to carry out similar studies with much larger sample sizes and in different wards. 

Regarding the results of this research, moral distress, occupational stress and burnout can be 

considered as three sides of a triangle, which are linked together and form a defective cycle. These 

factors will cause and exacerbate each other in the nursing environment. Personality traits of 

openness, conscientiousness and extroversion can be effective in reducing the environmental 

stresses, occupational burnout and moral distress, which we recommend as a hypothesis for future 

studies. 

Ebrahimi investigating moral distress among 418 nurses in three big cities in the west of Iran 

underlines that the shortage of nurses and nurses' inability to deal with moral issues play a 

significant role in creating moral distress in Iranian nurses (31). Molazem has points out the 

shortage of nurses as one of the main reasons of moral distress (37). Also Abbasszadeh examining 

this phenomenon among 140 nurses reached the conclusion that organizational factors such as lack 

of support from managers, job dissatisfaction, and lack of collaboration between physicians and 

nurses are powerful sources of moral distress (33).  

Conclusion 

This study showed that the incidence of moral distress among nurses in coronary CCU is in 

moderate to high levels. Considering the negative impact of moral distress on nurses and reduction 

of health care quality in patients, it seems essential to pay due attention to this phenomenon, hold 

training classes, establish ethical committees in hospitals and include professional ethics in the 

nursing curriculum of nursing students. Based on the current study results, it is recommended to 

investigate the environmental, organizational and managerial factors, which play a significant role 

in creating moral distress, and also personality traits of nurses in big sample sizes in different 

wards and other parts of the country. 
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Abstract:                                                                                        
Introduction: Diaper dermatitis is a common skin disorder that causes restlessness in children and nursing 

infants are parental anxiety. Because of the high prevalence and complications of diaper dermatitis and due to 

the problems caused by the consumption of synthetic drugs, treatment with herbal medicines can be a useful 

treatment strategy. 

Objective: To compare the effect of aloe vera gel and zinc oxide ointment on improving diaper dermatitis in 

children 6-18months referred to health centers Firozabad city1395-1396. 

Methods: This study is a single-blind randomized clinical trial on 40 children 

6-18months referred to health centers Firozabad city, was carried out (1395-1396). Children were randomly 

assigned to two groups of consumers aloe vera gel and zinc oxide ointment, were recommended drugs used for 

three days. After three days to evaluate the incidence of adverse events were referred to the clinic and the 

incidence of infectious dermatitis, allergic or other new problems were re-examined and the absence of any 

problems, patients continued to use zinc oxide or aloe vera gel. Then on the seventh day the severity of 

dermatitis by the help of investigator (physician), who was unaware of the type of treatment, according to diaper 

dermatitis five-point scale, was recorded. Data using SPSS software, chi-square test, independent t-test were 

analyzed.  

Results: In this study, the most frequent of the intended age group zinc oxide in the age group 12 months and 

weighing 10 kg. Aloe vera gel comprised of most of the age of 10 months and weighing 10 kg and in terms of 

gender, 65% of female and 35% male children in the group zinc oxide and 40% female and 60% male aloe vera 

gel group were . The results show that the two groups in age, weight and gender were matched. The extent and 

severity of diaper dermatitis one week before and immediately after the intervention in aloe vera gel and zinc 

oxide ointment, there was no significant difference (p</005). Wilcoxon test based on the severity of dermatitis 

in aloe vera gel from 3/50to1/70, the extent of dermatitis from 3/35to 1/65and zinc oxide in dermatitis severity 

of 3/45to 1/70and extent of dermatitis from 3/40to 1/60 dropped. 

Conclusions: Studies have shown that aloe vera gel and zinc oxide ointment impact on the improvement of 

diaper dermatitis is the same, it is suggested that due to the availability of aloe vera gel in the treatment of diaper 

dermatitis used. 

 

Keywords: aloe vera gel, diaper dermatitis, zinc oxide. 

 

Introduction: 

Children are huge segment of society that failing to 

account for their self-care need particular attention. 

Children during childhood may develop a number 

of skin problems including diaper dermatitis. 

Diaper dermatitis is a condition of redness and 

swelling of the skin due more severe conditions 

such as severe redness, scaly skin, papules and 

ulcers which accounts for approximately 35% of 

children skin disorders (1). Causes of diaper 

dermatitis includes frequent contact with the skin 

with compounds such as urine and feces, hardness 

and abrasion caused by the diapers. Prolonged skin 

contact with wet diapers causes problems in the 

skin. This contact causes increased friction, wear 

the skin, increases the permeability of the 

epidermis and increase the number of 

microorganisms such as bacteria and fungus. 

Therefore, healthy skin loses their resistance 

against potential irritants (2). In the past, the main 

cause dermatitis was the ammonia in the urine and 

this has been found not to be enough. Urease in 

urea in urine breaks down feces and urine acidity 

increases so urine becomes excitable in nature. The 

increased acidity of fecal enzymes such as protease 

and lipase becomes activated and act as a stimulant. 

In addition, fecal bile salts increases the 

permeability of the skin against further stimulus 

due to previous factors. It is believed that the 
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incidence of diaper dermatitis in children who 

consume breast milk is lower because the acidity of 

feces and fecal enzymes in children are less. Other 

causes related to soap and detergent products that 

cloth diapers with their children washed and do not 

rinse well (3). Diaper dermatitis, fungal infections 

and atopic eczema clinical symptoms are common 

therefore definitive diagnosis of diaper dermatitis is 

essential in dealing with this problem. For 

detection of diaper dermatitis, the presence of 

redness and scaly skin lesion around the diaper area 

is important. Location was a problem and the 

response to treatment also helps to detect. Diaper 

dermatitis mainly in the buttocks and the groin are 

common, the same place where the baby's diaper. 

Candida fungi due to moisture in the diaper area 

can be added to dermatitis and rash-like symptoms 

to create motivation to choose an appropriate 

treatment must be made to differentiate between 

these two disorders. Lack of response to treatment 

has been used for diaper dermatitis, fungal 

dermatitis lead to the diagnosis. Atopic eczema in 

infants as well as skin changes shape and becomes 

rough. Atopic eczema, with the older the child, 

change the location. Removing organs from areas 

transferred to the body and also continues to age 

after puberty and usually the eczema is limited. 

Diaper dermatitis causes irritability and 

restlessness, in addition to being a child, puts the 

skin at risk of infection so that children with 

infections caused by pathogens such as bacteria or 

fungi will be opportunistic and skin flora. In this 

regard, the delay in treatment, the risk of 

developing dermatitis, skin ulceration and 

secondary infection increases the adhesion and 

scarring may cause sores in the genital tract that 

need surgery to correct it (2). Diaper dermatitis, 

due to inflammation, itching, burning, pain and 

restlessness in children requires the attention and 

prevention of diaper dermatitis and symptoms 

associated with it. It is of great importance that 

initial step i.e. the prevention of dermatitis of the 

diaper can keep the skin dry, use disposable 

diapers, dispose dirty diapers and frequent 

switching petrolatum ointment, of these cases 

prevented. In diaper dermatitis the most common 

treatment is necessary and already several products 

for the treatment of diaper dermatitis is available 

from the pharmaceutical products which are 

divided into two types of herbal and chemical 

drugs. Of chemical plant such as zinc oxide, 

corticosteroids, Lanolin and Vitamin A-D, each of 

these materials has side effects such as allergic 

dermatitis and skin which delays recovery (2). One 

of the most common types of chemical treatments 

effective in diaper dermatitis which were 

mentioned, zinc oxide ointment used for the 

prevention and treatment of diaper dermatitis is 

effective. Zinc oxide ointment white substance 

insoluble in water, to treat acne, burns, eczema, 

insect bites and diaper dermatitis is used. Most of 

the zinc oxide ointment did not show any effects, 

except a few who have shown an allergy to zinc 

oxide (4). If the patient does not respond to 

conventional therapy, treatment with products such 

as zinc oxide ointment and topical glucocorticoids 

are needed. Possible side effects of long-term use 

of glucocorticoids, including: streaky skin, atrophy 

of the epidermis, weakening pituitary-adrenal axis 

and Cushing's syndrome (1). Herbal treatments 

known as diaper dermatitis, topical calendula and 

chamomile can be noted. In this regard, Afshari et 

al., Chamomile and Calendula ointment is effective 

in the treatment of diaper dermatitis have studied 

(2). Calendula ointment, marigold extract is then 

wipe the skin several times a day, in the position of 

use. Chamomile is a plant that has been considered 

in the past and no side effects have been reported, 

but several that have shown sensitivity. Aloe vera 

is another herb that has been used from the past and 

has many applications. This plant is part of Lylyas 

family and is similar in appearance to cactus plant. 

In laboratory studies, the antibacterial effects of 

aloe vera gel, the different types of contaminating 

the wound, is shown. Magnesium lactate gel from 

this plant, the reaction of histamine, which causes 

itching and irritation of the skin, prevent. 

According to anti-inflammatory properties of this 

plant, reviews on improving diaper dermatitis can 

be of importance. It should be noted that no 

adverse effects have been reported (6). Educating 

mothers as primary caregiver of children with 

dermatitis could be a major step towards treating 

this problem according to the nurses' counseling, 

education, treatment and prevention in health care 

respectively. Therefore, consultation and training 

mothers of children with diaper dermatitis frequent 

references by nurses can prevent children to health 

centers. And as part of the care of the mother, so 

nurses can play a major role in their education 

faster recovery and prevention of diaper dermatitis 

have side effects. Nurses’ familiar with a variety of 

diaper dermatitis treatment as well as research in 

connection with the nurses is important. Because 

herbal medicines, such as aloe vera gel has many 

properties, side effects have been reported and the 

treatment of diaper dermatitis is also very 

important, its use can be considered superior 

compared to other therapies. 

 

Research method:  
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This study is a randomized clinical trial of single 

blind, where the influence of Aloe vera gel and zinc 

oxide ointment were compared in children 18-6 

months Firozabad city. Within this context, a pilot 

sample of 20 patients, 10 patients in each group, 

were considered. The results of the pilot, the values 

of d=0/8, Sd=0/79,α=0/01,β=0/1 were extracted 
and final sample size taking into account the 20% 

loss, 20 patients in group Aloe vera gel and 20 

patients in group zinc oxide was estimated.. The 

study sample was randomly. The city of Firozabad 

health centers that accept children with diaper 

dermatitis have been identified. Due to sample size 

that was originally specified, a random sampling of 

children referred to were conducted to obtain 

sample size. Inclusion criteria included cases of 

mild to moderate dermatitis, diaper dermatitis with 

a score of 1 and 2 according to a visual scale 

(perineal and buttock lesions limited to) having a 

weakened immune system, according to the Food 

sensitivity obtained from the mother's history of 

suffering released to blood infections, oral thrush, 

eczema, diabetes and congenital diseases, using 

assorted children's mother and no other medication 

at the same time or before the intervention had the 

desired position. Other exclusion criteria include 

the use of drugs for the treatment of dermatitis 

during the study, incomplete treatment of the other 

in case of urinary tract infection or skin disease 

during the study, skin allergy, not wanting to 

continue to participate in the study and any disease 

and fungal dermatitis or become a new problem. To 

collect information from a demographic and 

intuitive diaper dermatitis five-point scale was used 

diaper dermatitis. Form researcher infant 

characteristics such as age, sex, weight, nutrition, 

age of parents, parental education, parental 

occupation, family economic status, type of diapers 

and baby feces and urine was clear  the 

questionnaire to the three members of the Board of 

Shiraz University of Medical Sciences and after 

approval, were used. Measuring instruments diaper 

dermatitis five-point scale severity and extent of 

diaper dermatitis in numerous clinical studies and 

activities is used. This scale consists of five 

components, which contains (0) Details (without 

red and pale pink small areas, minor stiffness), (1) 

mild (mild redness in small areas (red or pink) 

scattered papules, dry and skins rolling average), 

(2) moderate (average red (in a lot of areas and a 

large red areas), dry and fine crust medium, (3) 

high (severe erythema (redness over large areas) 

scattered papules and pustules, may edema 

associated with wear and, (4) severe (severe 

redness associated with erosion, ulcers, papules and 

pustules high) is. the fifth component is indicative 

of the severity of dermatitis. Another part tooled on 

how to measure the extent of dermatitis that 

includes (1) without symptoms, (2) low (genital), 

(3) average (genital and buttocks), (4) high (genital 

and buttocks and groin), (5) extreme (genital and 

buttocks and groin and abdomen) is. This tool by 

Zahra Afshari and et al at the Tabriz University of 

Medical Sciences which is used reliability in this 

study used to assess the severity and extent of 

dermatitis 10 infants studied by two observers 

independently located and the kappa coefficient 

Cohen /8 approved and used. After confirming the 

existence of diaper dermatitis and determine the 

extent and severity of dermatitis, children randomly 

using even and odd plan in two groups the first one 

referred to in the group using aloe vera gel and 

people in the group using zinc oxide was later 

referred and then the sample is one among the two 

groups. In the intervention group patients by the 

researcher some gel with aloe vera gel to the child's 

arm (cm 1 * 1) was hit and twenty minutes later 

was investigated.  In the absence of skin irritation, 

aloe vera gel and put at the disposal of mothers 

during a half-hour meeting about how to use aloe 

vera gel was given to them. It was asked that after 

washing the area with warm water and dry with a 

soft cloth without damaging the area, a layer of 

aloe vera gel to the area is once every 8 hours for a 

week dermatitis use. On the third day after the start 

of treatment to revisit dermatitis, children presented 

to our clinic. In the absence of new problems, such 

as dermatitis, fungal or did not become aggravate 

dermatitis, has continued a week of using the gel. 

The mother was asked to bring the child to the 

clinic after a week. Visiting the area treated by a 

doctor, according to the scale, was recorded. In the 

group treated with zinc oxide from children's 

mothers were asked to according to the routine of 

zinc-oxide ointment, and on the third day to check 

new problems, children admitted to the clinic that if 

there is no new problems to a week of oxide 

ointment zinc was used. At the end of the seventh 

day visit to the clinic for a final review 

improvement of disease in both groups were 

evaluated according to the scale says. The study 

blinding, the area treated by the doctor, that the 

type of treatment used, was unaware of the scale, 

the condition of the dermatitis were evaluated. To 

describe the data of the statistical indicators, 

percent, minimum, maximum, mean and standard 

deviation were used. To analyze the data and 

independent t test, chi-square test or its 

nonparametric equivalent was used.  

 

Findings: 
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According to the results, children, between the ages 

18-6 months that of most zinc oxide, related to the 

age of 12 months and weighing 10 kg the most 

frequent in the group receiving aloe vera gel, in 

terms of age, 10 months and weighing 10 kg. In 

terms of gender, 65% of female and 35% male 

children in the group zinc oxide and 40% female 

and 60% male aloe vera gel, respectively. The 

results show that the two groups in terms of age, 

weight and gender were matched. In a study by 

Afshari et al (1392) with the aim of Topical 

chamomile and calendula of dermatitis diapers in 

Ardabil was found that the average age of the 

children in the group daisies 2/3± 8/8 in Group 

Calendula 2/3± 9/months and there was no 

statistically significant difference between both 

groups weight (2). 40% female and 60% male in 

the group Chamomile and Calendula in 55/6percent 

were male and 44.4% female (2). It was concluded 

that the prevalence of diaper dermatitis in girls and 

boys roughly the same amount. And study of this 

direction is consistent with the study. The study 

indicates that the incidence of diaper dermatitis in 

children weighing 10 kg or more is 12.8 months 

and affects both sexes almost equally. The results 

showed that the average severity of dermatitis in 

the diaper in the group zinc oxide Baseline 

3/45±0/510was a week after the intervention 

1/70±0/ 979 declined and the average extent of 

dermatitis, diaper also in the group oxide the 

Baseline 3/40±0/ 503 was a week after the 

intervention to1/60±0/ 821 has fallen (p<0/05). In 

the mean intensity and extent of diaper dermatitis 

before and after the intervention, there is a 

significant difference in zinc oxide. Current study 

Soltani et al (1387) under the influence of zinc 

oxide ointment on the wound pilonidal sinus 

surgery, in line (7)and it can be concluded that zinc 

oxide ointment, is effective in skin wound healing 

and reduce the extent and severity of diaper 

dermatitis. The results indicate that the average 

severity of diaper dermatitis, in the group receiving 

aloe vera gel, Baseline3/50±0/513  was a week 

after the intervention to1/70±0/979 dropped and the 

average size of dermatitis, diaper also in the group 

receiving aloe vera gel, Baseline3/45±0/510 was a 

week after the intervention to1/70±0/979decreased 

in severity and extent of dermatitis, diaper before 

and after the intervention group receiving aloe vera 

gel, there is a significant difference (p<0/05). 

Another study entitled Comparison of the effects of 

aloe vera gel and silver sulfadiazine 1% on wound 

healing in burns (1391) by malek Hosseini and 

colleagues conducted a study aligned. Similar study 

of King Hussein and colleagues present study is 

that both studies, the effect of aloe vera gel on the 

skin is measured, and the results of both studies 

also showed that aloe vera gel heal burns and 

dermatitis, diaper to facilitate Makes But because 

the silver sulfadiazine can lead to discoloration of 

the skin, aloe vera gel can be preferred (8). The 

extent and severity of diaper dermatitis between the 

two groups before the intervention aloe vera gel 

and zinc oxide ointment indicate that the extent and 

severity of diaper dermatitis in both groups had 

equal status before the intervention (p<0/05). Also, 

the results show that a statistically significant 

difference between the extent and severity of diaper 

dermatitis, in both groups, there is a week after the 

intervention can be concluded that these two drugs 

have the same therapeutic effect (p<0/05). This 

study is consistent with Avijgan study (1380), 

which they found in their study as an effective 

alternative and inexpensive aloe vera gel for the 

treatment of chronic wound bed, concluded that 

Aloe vera gel is effective in the quality and speed 

wound healing (6). The current study the study was 

to evaluate the effect of topical aloe vera gel, cream 

thyroid hormone and silver sulfadiazine cream on 

open wound healing in mice, which was conducted 

by Tramshlu and colleagues in 1389, is in line. In 

this sense, the results obtained have shown that 

topical aloe vera gel and cream thyroid hormone in 

the treatment of cutaneous wound, is equally 

effective (9). The results showed that, aloe vera gel 

and zinc oxide ointment, has similar effects in the 

treatment of diaper dermatitis are. 
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Table 1: Distribution of Material samples in the two study groups 

Group 

Sex 

Aloe vera Zink oxide p-value(x^2) 

Percent Frequency Percent Frequency 

Girls 40 8 65 

1 

 

3 

(506/2 )113/0 

Boys 60 12 35 7 

 

Table 2: Distribution of Age and Weight in the two study groups 

 

Using independent t-test showed that the subjects 

in the two groups receiving zinc oxide and aloe 

vera gel were matched for age and weight ((p> 

0/05). 

The chi-square test between the two groups in 

terms of sex there is no significant difference (p> 

0/05). [Table 1 and 2]. 

 

 

 

 

 

 

 

 

 

 

Group 

 

Zink oxide 
Aloe vera 

T 

 

 Mean(SD) 
Mean(SD) 

Age 12/20± 2/78 
12/10±3/14 

0/107 0/916 

Weight ±2/1110/55 
± 1/91  10/95 

-0/639 0/513 
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Table 3: compares the extent and severity of diaper dermatitis before and one week after intervention group 

receiving zinc oxide 

Zink oxide 

 

Group 

SD Mean  

0/510 3/45 

Intensity before the intervention   

0/979 1/70 

Intensity one week after intervention 

  (3/778-)0/001> 
p-value(z)

**
 

0/503 3/40 

Extent before the intervention   

0/821 1/60 

Extent one week after  intervention 

388)/-)/0010> p-value(z)
**

 

 

The Mann-Whitney test, zinc oxide ointment 

group, before and one week after the intervention, 

the severity and breadth, there is a significant 

difference statistically. (P <0/05) [Table 3]. 

Table 4: compares the extent and severity of diaper dermatitis before and one week after intervention groups of 

aloe vera gel. 

 
Aloe vera 

Group 

SD Mean 

 

0/513 3/50 
Intensity before the intervention 

0/979 1/70 

Intensity one week after intervention 

 
3/780) -)001/0> 

p-value(z)** 

0/587 3/35 

Extent before the intervention   

0/813 1/65 
Extent one week after  intervention 

 

3/695)-)001/0> 
p-value(z)** 

  

The Mann-Whitney test in aloe vera gel before and one week after the intervention of the extent and severity of 

dermatitis severity is significantly different (p <0/05). [Table 4] 
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Table 5: Compare the extent and severity of diaper dermatitis between the two groups before the intervention 

study and one week after intervention 

p-value(z)* Zink oxide Aloe vera Group 

SD Mean SD   Mean The extent and severity 

0/851 
0/503 3/40 0/587 3/35 

Extent before the 

intervention 

0/755 
0/510 3/45 0/513 3/50 

Intensity before intervention. 

0/786 
0/821 1/60 0/813 1/65 

Extent, about a week after 

intervention 

0/893 
0/979 1/70 0/979 1/70 

Intensity, a week after 

intervention 

 

The Mann-Whitney test before intervention 

between two groups in terms of extent and severity 

of dermatitis there is no statistically significant 

difference (p> 0/05). A week after the intervention 

between the two groups in terms of extent and 

severity of dermatitis there is no statistically 

significant difference (P> 0/05).  [Table 5]. 

Discussion:  

Considering that diaper dermatitis is a common 

problem in children, the findings based on the 

equality of the effects of zinc oxide ointment or 

aloe vera gel has been promising and represent a 

potential value of this herbal medicine on skin 

wound healing, such as diaper dermatitis. Hence 

the aloe vera gel, a natural substance is available, 

the use of the gel, in line with the results of this 

study, as a new active ingredient and along other 

herbal medicines can be effective for improving 

children dermatitis. Given that today's human 

society's attitude to the treatment and pain relief, 

the cam goes always trying to minimize 

pharmacological interventions, in order to fix 

physical problems. As we now know, according to 

reliable sources of aloe vera gel as a treatment, the 

skin disease is named. This material can be used as 

a natural medicine in the treatment of diaper 

dermatitis effective and nurses have an important 

role in pain control and fixes diaper dermatitis and 

pain of diaper dermatitis as well as side effects of 

medications, especially corticosteroids are 

considered important You can learn how the use of 

the gel is the satisfaction of children and their 

parents about the positive effects of aloe vera gel to 

be. Considering the findings of this study, we can 

say that the design and implementation of aloe vera 

gel in the treatment of diaper dermatitis due to the 

availability and affordability can be effective.  
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