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treatment is correct and consistent with its 
principles, it indirectly enhances acceptance, 
motivation, continuity of treatment, and 
moving toward one's values (Hanna et al., 
2017). It creates a context in which both 
effective and ineffective behaviors are called 
upon to find the skills needed to identify and 
practice appropriate responses. Increasing 
psychological flexibility is one of the main 
goals of ACT. In other words, the individual 
is helped to break the cycle of avoidance and 
cognitive fusion (Hughes, Clark, Colclough, 
Dale, & McMillan, 2017). Researches have 
shown that cognitive fusion is associated 
with stress, anxiety, and depression (Martin 
et al., 2015) and with physical dissatisfaction 
and eating disorders (Zettle, Rains, & Hayes, 
2011) suggested that cognitive fusion is 
moderated. Gillanders, Sinclair, McLean, and 
Jardin (2015) have argued that cognitive 
fusion is the strongest predictor of anxiety 
syndrome in people with cancer. Due to the 
increasing number of infertile women and 
their major problems in the field of optimism 
and psychological well-being, it seems that 
many of these infertile women do not have 
sufficient knowledge and skills to solve such 
difficulties in infertility. The purpose of this 
research was to determine the effectiveness of 
ACT on optimism about life and 
psychological well-being in infertile women. 

The present quasi-experimental study was 
conducted with a pretest-posttest design, 
control group, and a follow-up period. The 
statistical population of this study included all 
patients with extreme depression who referred 
to infertility treatment centers in Tehran, Iran, 
in autumn 2018. From among them, 30 people 
were selected as the experimental group and 15 
as the control group. Based on the statistical 
power, the sample size was determined to be 
0.95. The effect size was determined to be 0.25 
for each group of 30 individuals.  

 Research participants were assessed in 
two stages (pretest and posttest) using the 
Revised Life Orientation Test (LOT-R) and 

Ryff's Scales of Psychological Well-being 
(SPWB). ACT was implemented in the 
experimental group in 8 120-minute sessions 
(1 session per week), and the control group 
received no interventions. Follow-up was 
performed 2 months after the posttest. The 
study inclusion criteria were infertile women 
within the age range of 25-40 years referred 
to infertility treatment centers in the autumn 
of 2018. The study exclusion criteria were age 
of lower than 25 years or over 40 years and 
providing incomplete information. The 
ethical considerations of this study were as 
follows. All persons received written 
information about the research and 
participated in the research voluntarily. The 
participants were assured that all information 
would remain confidential and would only 
be used for research purposes. Moreover, 
participants' names and identities were not 
recorded for privacy reasons.  

The brief content of each ACT session is 
presented in table 1. 

Optimism Questionnaire: Shearer and 
Carver developed a self-report summary of 
the LOT in 1985 to assess the nature of 
optimism, and revised it later (Zettle et al., 
2011). The LOT-R consists of 10 items 6 of 
which were used in the present study; 3 items 
were related to negative sentences and 3 were 
related to positive sentences. The items are 
scored on a 5-point scale ranging from 
strongly disagree to strongly agree. The 
validity of the scale was calculated using 
concurrent validity. The validity of the LOT-
R with the Beck Hopelessness Scale (BHS) has 
been reported to be 81.0 (Vahidi et al., 2009). 

Ryff’s Scales of Psychological Well-being: 
Ryff developed the SPWB‎ with 54 questions 
and 6 subscales in 1980. In later reviews, 
shorter forms with 84, 54, and 18 questions 
were also suggested (Ryff & Singer, 2008). In 
the present study, the version with 54 items 
and 6 subscales was used. The subscales of 
this test consist of self-acceptance, positive 
relationships with others ,independence, 
environmental mastery, purposefulness in 
life, and personal growth. 
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Table 1. Educational goals of acceptance and commitment therapy 

 Objective 

First Creating a therapeutic relationship, explaining the subject and goals of the research and defining the 

variables in general, answering questionnaires and completing an informed consent form, formulating a 

session contract, explaining the metaphor of two mountains 

Second Initial valuation, explaining creative disappointment and the hungry tiger metaphor, introducing the past 

inefficient system 

Third Practicing mindfulness and conscious breathing, accepting problems rather than responding to problems, 

focusing on control as a useless strategy, desire to deal with difficult experiences, daily desire memories, 

behavioral activation to increase the likelihood of success 

Fourth Short-term and long-term success in deliberately controlling unpleasant emotions, determining the efficacy 

or inefficiency of behavior, comparing outer control with the inner world, explaining the metaphor of the 

liar and gel donuts, comparing pure discomfort with foul discomfort 

Fifth Introducing the fault of the fault and the verbal change, practicing your mind is not your friend, explaining 

the metaphor of travelers on the bus, using the letter against but, conscious breathing 

Sixth Self-conceptualized differentiation from the observer self, explaining the chessboard analogy, moving on 

to a worthwhile life with the observer, committing to action, practicing mental polarity 

Seventh Clarifying and specifying goals and values, distinguishing between reasoning and choosing for reasoning, 

result/process and metaphorical distinction of skiing, linking goals and values, explaining the magic  

wand metaphor 

Eights Self-compassion training and metaphors, self-attributes, self-compassionate writing, attention to values or 

near-misses, uninvited guests, explaining positive goals, providing review and summary 

 
The SPWB is an answer-dependent self-

report test. The questions are scored on a  
6-point scale ranging from 1 to 6 (strongly 
disagree, somewhat disagree, disagree, agree, 
somewhat agree, and strongly agree). The 
results of the correlation between the 54-item 
SPWB with the Satisfaction with Life Scale 
(SWLS), the Oxford Happiness Questionnaire 
(OHQ), and the Rosenberg Self-Esteem Scale 
(RSES) approved the construct validity of the 
questionnaire (Ryff & Singer, 2008). 
Cronbach's alpha subscales of this 
questionnaire have been reported in the 
range of 79.0-85.0 (Peterson & Eifert, 2011). 

Descriptive and inferential statistical 
methods were used for statistical analysis. 
Descriptive statistics were used to calculate 
frequencies, and determine central features 
and dispersion. In the relational statistics, the 
collected data were analyzed using 
descriptive statistics (mean and standard 
deviation). Regarding inferential statistics, 
the data were analyzed using univariate and 
multivariate analysis of covariance 
(MANCOVA) in SPSS software (version 22, 
IBM Corporation, Armonk, NY, USA). 

The mean (standard deviation) of age in the 

experimental group was 34.23 (6.22) years, 
and in the control group was 35.32 (7.14) 
years. Table 2 presents the mean (standard 
deviation) of optimism and psychological 
well-being by group and test. 

The null hypothesis for the equality of 
variances of the two groups' scores in the 
research variables was confirmed; that is, the 
equality of the variances of scores was 
confirmed in the two experimental and 
control groups. The null hypothesis for the 
normal distribution of the scores of the two 
groups in the research variables was 
confirmed; that is, the normality of the 
distribution of scores in the pretest was 
confirmed in both experimental and control 
groups. The F value of interaction for the 
regression line slope was the same for all the 
variables of the study. In other words, the 
homogeneity of the slope of the regression 
line was accepted. 

As shown in table 3, by controlling the 
pretest and significant levels of all tests, it was 
indicated that there was a significant 
difference between the experimental and 
control groups (P < 0.0001; F 34.36) at least in 
one of the dependent variables (psychological 
well-being and optimism).  

The effect or difference was 44.0, i.e., 44%
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Table 2. The mean and standard deviation of scores of the research variables in the pretest, posttest, and follow-up 

Variable Group Post-test Pre-test Follow-up 
Mean ± SD  Mean ± SD  Mean ± SD  

Optimism Experimental 26.06 ± 4.35  35.73 ± 4.43  34.33 ± 3.79  
Control 32.46 ± 4.95  33.86 ± 6.01  33.53 ± 4.85  

Psychologica
l well-being 

Positive relationships 
with others 

Experimental 11.13 ± 1.12  13.66 ± 1.04  14.00 ± 1.00  
Control 10.66 ± 0.97  10.80 ± 1.01  11.00 ± 0.84  

Independence Experimental 10.80± 0.67  13.00 ± 0.53  13.40 ± 0.63  
Control 11.00 ± 0.84  10.66 ± 1.04  11.06 ± 0.96  

Environmental mastery Experimental 11.86 ± 0.74  14.93 ± 1.03  15.06 ± 0.88  
Control 12.26 ± 0.70  12.40 ± 0.91  12.53 ± 1.06  

Personal growth Experimental 10.06 ± 0.70  13.13 ± 0.74  12.86 ± 0.91  
Control 10.00 ± 0.84  10.13 ± 1.12  10.46 ± 0.96  

Purposefulness in life Experimental 10.40 ± 0.63  13.66 ± 0.89  13.80 ± 0.77  
Control 10.53 ± 0.51  10.66 ± 1.11  11.06 ± 1.09  

Self-acceptance Experimental 11.46 ± 1.76  13.26 ± 1.62  13.93 ± 1.33  
Control 10.46 ± 1.35  10.93 ± 1.33  11.22 ± 1.14  

Psychological  
well-being 

Experimental 65.73 ± 3.19  81.26 ± 2.89  82.13 ± 3.20  
Control 64.93 ± 2.37  65.60 ± 2.16  66.00 ± 2.10  

SD: Standard deviation 

 
of individual differences in posttest scores of 
psychological well-being and optimism were 
related to the impact of ACT (group 
membership). 

As shown in table 4, by controlling the 
pretest, a significant difference was observed 
between the experimental group and control 
group in terms of optimism (P < 0.0001;  

F  43.81), positive relationships with others 

(P < 0.0001; F  59.06), independence  

(P < 0.0001; F  82.45), environmental 

mastery (P < 0.0001; F  65.13), personal 

growth (P < 0.0001; F  124.25), 
purposefulness in life (P < 0.0001;  

F  1120.41), self-acceptance (P < 0.0001;  

F  31.29), and psychological well-being  
(P < 0.0001; F = 723.26). In other words, ACT 
increased the mean optimism score in the 
experimental group in comparison with the 
control group. 

The results of this study were in line with that 
of the researches by Peterson and Eifert (2011), 

Jamshidian QalehShahi, Aghaei, and Golparvar 
(2017), and Samadi and Doustkam (2014). ACT 
involves modifying cognitive processes to cope 
with and solve problems, moment by moment 
awareness of emotions (mind awareness), and 
unconditional acceptance of the problem 
(disorder). Thus, it helps people develop the 
cognitive skills they require.  

Furthermore, clarification of the values 
and commitment to acting in the direction of 
these values allows infertile women to act in 
ways that can further reduce individual 
anxiety (Bricker, Bush, Zbikowski, Mercer, & 
Heffner, 2014). In the ACT, mindfulness, 
acceptance, and cognitive diffusion skills are 
used to increase psychological flexibility. 
Psychological flexibility is the increase in the 
ability of clients to relate to their present 
experience based on what is possible  
at the present moment. Evidently,  
in this way, they choose to act in the forms 
that are consistent with the chosen  
values (Ghasemi, Dehghan, Farnia, Tatari, & 
Alikhani, 2016). 

 
Table 3. Results of multivariate analysis of covariance on the mean posttest scores of psychological well-being and 

optimism in the experimental and control groups with pretest 
Test name Value df 

hypothesis 
df 

error 
F P Eta 

square 
Statistical 

Power 
Pillai's Trace test 0.98 8 21 34.36 0.0001 0.44 1.00 
Wilks' lambda test 0.01 8 21 34.36 0.0001 0.44 1.00 
Hotelling's Trace 65.29 8 21 34.36 0.0001 0.44 1.00 
Roy's largest root 65.29 8 21 34.36 0.0001 0.44 1.00 

df: degrees of freedom 
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Table 4. Results of one-way analysis of covariance in the experimental and control groups with pretest control 

Variable SS df Mean of 
squares 

F P Eta 
square 

Statistical 
power 

Optimistic 270.43 1 270.43 43.81 0.0001 0.54 1.00 
Positive relationship with others 49.90 1 49.90 59.06 0.0001 0.68 1.00 
Independence 43.96 1 43.96 82.45 0.0001 0.75 1.00 
Environmental mastery 52.76 1 52.76 65.13 0.0001 0.70 1.00 
Personal growth 64.93 1 64.93 124.25 0.0001 0.82 1.00 
Purposefulness in life 73.48 1 73.48 120.41 0.0001 0.81 1.00 
Self-acceptance 15.31 1 15.31 29.31 0.0001 0.52 1.00 
Psychological well-being 1760.34 1 1760.34 723.26 0.0001 0.96 1.00 

SS: Sum of squares; df: degrees of freedom 

 
In ACT, increased psychological flexibility 

is a mediator in improving psychological 
problems. Depressed patients, for example, 
usually seek to bring about depression, 
leading to increased rumination and criticism 
of their experiences. This therapy method is 
reinforced through mindfulness exercises, 
self-observation and body posture, and the 
modification of one's relationship with one's 
thoughts to increase the acceptance of 
thoughts, beliefs, feelings, and effort for 
sensory and physical perceptions (Galhardo, 
Cunha, Pinto-Gouveia, & Matos, 2013). It also 
appears that being aware of the present 
moment without using the lens of judgment 
will help infertile women to better convey 
their infertility and infertility history, which 
will lead to improved psychological 
optimism and well-being. This will 
ultimately improve pregnancy (Cunha, 
Galhardo, & Pinto-Gouveia, 2016). 

Therefore, ACT will help individuals 
develop the skills needed to solve problems 
through cognitive-behavioral problem 
solving, instantaneous awareness of emotions 
(mindfulness), and unconditional acceptance 
of the problem (disorder). This treatment 
method decreases the amount of infertility 
stress that leads to physiological stress, pain, 
and physical discomfort by increasing the 
level of acceptance and reducing intellectual 
inhibition. Through the use of ACT, 
increased cognitive deficits, and informed 
acceptance helps infertile women experience 
new interactions and reduces negative 
thoughts. Infertile women learn to embrace 
situations and thoughts that they previously 

avoided. Transparent communication values 
and commitment to acting in harmony with 
these values allow infertile women to act in a 
way that leads them to life satisfaction, 
communication, management of their 
individual life, reduced physiological 
anxiety, and improved psychological well-
being.  

ACT is based on a cognitive-behavioral 
and therapeutic approach that not only 
alleviates the negative emotional 
consequences of diseases and disorders, but 
also increases the level of psychological well-
being of infertile women. In short, it seems 
that in this program and relating to their set 
of goals and value systems. As noted above, 
behavioral commitment exercises, fault-
tolerance and acceptance techniques, and 
detailed discussions of values and goals all 
lead to increased optimism and improved 
psychological well-being in infertile women. 
Concerning the application of this program 
in future treatment and research, it is 
recommended that practitioners dealing with 
infertile women receive ACT and use its 
techniques of intellectual acceptance, 
cognitive impairment, and the pursuit of 
value-driven behaviors to reduce their 
suffering and improve their optimism and 
psychological well-being during pregnancy. 
Moreover, the issue of long-term follow-up 
and the stability of treatment and its effects 
on infertile women, as well as the comparison 
of this intervention with other psychological 
approaches in different groups of people 
with infertility should be considered in future 
studies. Furthermore, psychological 
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interventions enhance psychological 
optimism and well-being during pregnancy, 
especially for those with infertility, which 
may be a new perspective in therapeutic 
protocols in this field. 

It can be concluded that ACT, which includes 
intellectual acceptance, cognitive impairment, 
and pursuit of value-driven behaviors, can 
reduce the suffering of infertile women and 
improve psychological optimism and well-
being among them. Thus, it can be used 
during pregnancy. 
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Universities are one of the most important 

                                                 

environments in which the mental health of 

the youth can be evaluated. Moreover, 

students are creators of their country’s future, 

constitute a considerable amount of the 

youth, and the developers of higher 

education centers. Stress, anxiety, and 

depression as mental health factors, in 

addition to the problems experienced by the 
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students during their education, results in 

intervention with the professional role and 

taking responsibility for society members’ 

health in the future (Ahmadian, Fata, 

Asgharnezhad, & Malakooti, 2008). Thus, 

decreasing stress, anxiety, depression, and 

psychological pressure among students has 

an important role in increasing interest in 

work and group cooperation and sense of 

accountability (Rajabi & Yazdkhasti, 2014). 

Various studies have shown that high levels 

of stress, anxiety, and depression can have 

negative effects on health, quality of life 

(QOL), educational progress, and students' 

enthusiasm to accept their professional roles; 

thus, attention to these issues and their 

consequences as well as the implementation 

of suitable strategies for their elimination is 

of great importance (Najafi Kalyani, Pourjam, 

Jamshidi, Karimi, & Najafi Kalyani, 2013).   

Based on previous studies, it is believed 
that students with depression and anxiety 
cannot communicate effectively or adopt 
with others, and they are susceptible to 
physical diseases. These disorders can 
disturb the process of regulating and 
controlling emotions in them (Antai-Otong & 
Ward-Murray, 1995). This impacts the mental 
health of students, especially medical and 
nursing students. Medical and nursing 
students are witnessing suffering, death, and 
sadness every day in clinical environments 
and complaints, deterioration, death, and 
insomnia of the patient in hospitals. These 
situations increase tension in them and this 
tension, in turn, puts them at risk of anxiety 
and depression and affects the efficiency of 
the whole system which means the manner 
and quality of care (Agosti & Ocepek-
Welikson, 1997). 

One of the second generation's approaches 
applied for patients with depression and 
anxiety is schema therapy (Julian, 2011). 
Schema therapy focuses on self-destructive 
thinking patterns, feelings and behaviors that 
are rooted in an individual's childhood and 

are repeated throughout his/her life. These 
patterns are called early maladaptive 
schemas (EMSs) in the framework of schema 
therapy. Failure to meet basic needs (the need 
for safety and acceptance, identity, self-
arousal, fun, and restraint) during childhood 
can lead to the formation of EMSs (Kaviani & 
Mousavi, 2008). Young has introduced EMSs 
and maladaptive coping mechanisms that 
automatically and consciously maintain each 
other, and therefore, lead to interference in a 
person's ability to meet his/her basic needs. 
In this treatment model, cognitive, empirical, 
interpersonal, and behavioral strategies are 
used to change EMSs (Young, 1999). 
Therefore, it seems that schema therapy with 
emphasis on EMSs developed during 
childhood and adolescence can be effective in 
treating depression. The results of studies on 
depression indicated that EMSs are one of the 
main predictors of depression severity during 
treatment (Mason & Hargreaves, 2001). 

Another effective treatment for the 
improvement of depression and anxiety is 
acceptance and commitment therapy (ACT). 
In ACT, it is first attempted to increase the 
individual’s psychological acceptance of 
his/her mental experiences (thoughts, 
feelings, etc.), and consequently, decrease 
ineffective controlling actions (Cuijpers, van 
Straten, Schuurmans, van Oppen, Hollon, & 
Andersson, 2010). The patient is taught that 
every action to avoid or control these 
unwanted mental experiences is ineffective or 
has a reverse effect and intensifies them, and 
thus, these experiences should be accepted 
completely without any internal or external 
attempt to eliminate them. By motivating 
individuals to commit action focused on 
specified objectives and values and to accept 
mental experiences, depressive and obsession 
thoughts, trauma-related thoughts, fears, 
social anxiety, and etc. can be avoided (Dolle, 
Schulte-Korne, O'Leary, von Hofacker, Izat, 
& Allgaier, 2012). Recent studies on ACT 
have provided satisfactory results and 
evidence of the effectiveness of the clinical 
use of ACT especially with patients with 

https://www.ncbi.nlm.nih.gov/pubmed/?term=van%20Straten%20A%5BAuthor%5D&cauthor=true&cauthor_uid=19781837
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mood and anxiety disorders (Gammon & 
Morgan-Samuel, 2005; Halvorsen et al., 2009; 
Hayes & Strosahl, 2004). Pourfaraj Omran 
(2011) has studied the effectiveness of group-
based ACT on social phobia in students and 
reported that the scales of the social phobia 
decreased significantly in the intervention 
group relative to the control group and no 
considerable variation was observed in the 
follow-up. Therefore, the present study aims 
compare the effectiveness of schema therapy 
and ACT on depression and anxiety among 
students of Hormozgan University of Medical 
Sciences‎, Bandar Abbas, Hormozgan, Iran. 

The current semi-empirical study was 
conducted with a pretest-posttest design and an 
experimental and a control group among 
medical sciences students in Bandar Abbas. The 
statistical population of this study included all 
male and female students of Hormozgan 
University of Medical Sciences ‎in the 2015-2016 
academic year. The research sample of this 
study consisted of 44 medical sciences students 
of Bandar Abbas who referred following a call at 
the university to form a treatment group for 
boys and girls interested in participation in 
training and therapy sessions for decreasing 
depression and anxiety. After an interview 
regarding anxiety and distribution of the Beck 
Depression Inventory II (BDI-II) and Beck 
Anxiety Inventory (BAI), it was decided that 
students whose average scores in these 
questionnaires were higher than average, 
indicating high anxiety and depression, would 
be identified as qualified to participate in the 
sessions. Therefore, from among these students, 
48 individuals with high anxiety and depression 
were selected as the sample of the study. They 
were randomly divided into two groups of 
intervention and control, 16 individuals in each 
group. In this study, the data collection tools 
used were the BDI-II and BDA. 
Beck Depression Inventory II 
In the BDI-II, subjects are asked to take into 
account their feelings during the last 2 weeks 
and answer the questions. This inventory is 

designed to assess depression severity in 
adults and adolescents of over 13 years of age 
and consists of 21 items. The validity and 
reliability of the BDI-II have been studied 
repeatedly and the results reported have 
been at a high level. Beck et al. reported that 
the internal consistency reliability coefficient 
of the items ranged from 0.73 to 0.86 and the 
correlation coefficient between the BDI-II and 
Minnesota Multiphasic Personality Inventory 
(MMPI) was 0.74 (Hayes, Luoma, Bond, 
Masuda, & Lillis, 2006). In the current study, 
the reliability of the BDI-II was obtained 
using Cronbach's alpha (α = 0.82).  
Beck Anxiety Inventory 
The BAI includes 21 items and measures the 
severity of anxiety in the subjects. Beck, Steer, 
and Garbin have reported the internal 
consistency of the BAI as 0.92. Moreover, 
they estimated the reliability of the BAI as 
0.75 using a 1-week test-retest. The diagnostic 
and factor structure of this questionnaire 
were simultaneously investigated through 
content validity and the high efficiency of 
this tool in measuring anxiety severity was 
confirmed (Imel, Malterer, McKay, & 
Wampold, 2008). Furthermore,  Mahmoud 
Aliloo et al. evaluated the content validity of 
the Persian version of the BAI in assessing 
anxiety 2 times every 10 days in 30 groups of 
30 students and its consistency using test-
retest was reported as 0.86 (Mokhtaripour, 
Goudarzi, Siadat, & Keyvanara, 2007). Using 
Cronbach's alpha, the reliability of this 
questionnaire was found to be 0.91. 

Group therapy sessions were held at a big 
room with chairs arranged in a circle so that all 
members could see each other and they were 
allowed to move about freely. To collect data, 
first, the participants answered the BAI and 
BDI-II. Then, the 32 participants were 
randomly divided into two groups of  
16 individuals and the experimental group 
participated in ACT sessions during 80 days  
(2 sessions a week). The control group did not 
receive any treatment programs and only the 
pretest and posttest were carried out in  
this group.  
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Table 1. A summary of the schema therapy training sessions 

Sessions Contents 

First session Explaining the schema model in a simple, clear language, the ways the early maladaptive schemas 

were formed, developmental roots, and its areas, functions of schema, styles, and maladaptive 

coping responses 

Second session Explaining the schemas, conceptualizing of the problems of the patients based on the schema-

based approach, and collecting all the information obtained during the assessment, identifying 

dysfunctional schemas in patients, investigating the objective evidences confirming and rejecting 

the schemas based on the patient's past and current life 

Third session Teaching two cognitive schema therapy techniques including tests of schema validation and the 

new definition of supporting evidence 

Fourth session Teaching and practicing two other cognitive techniques, evaluating the advantages and 

disadvantages‎of‎the‎patients’‎coping‎styles,‎contacting between the different aspects of schema 

and healthy aspects and learning answers of healthy aspects by the patient 

Fifth session Teaching techniques to provide schemas training cards, recording schemas in a schema checklist 

during daily life 

Sixth session Offering rationale for using the experimental techniques, mental imagery, mental conceptualization 

in the form of an imaginary dialogue, strengthening the concept of a healthy adult in the patient's 

mind, identifying unsatisfied emotional needs, and fighting against the schema at an emotional 

level 

Seventh session Creating opportunities for patients to communicate with their parents and identify the needs 

unsatisfied by their parents, helping patients to express their blocked emotions on a traumatic 

event, and providing the patient with support 

Eighth session Finding new ways to communicate and give up the avoidant and excessive compensatory coping 

style, providing a comprehensive list of problematic behaviors, determining the change priorities, 

and identifying the therapeutic targets 

Ninth session Mental imagery of problematic situations and dealing with the most problematic behavior, practicing 

healthy behaviors through imagery and role-playing and performing tasks related to new behavioral 

patterns, and reviewing the advantages and disadvantages of healthy and unhealthy behaviors 

Tenth session Overcoming the barriers to behavioral changes, summary, and conclusion 

 
A week after the last session, subjects in 

both groups completed the BAI and BDI-II 
again (posttest) to compare the scales between 
the groups in the pretest and posttest. 

To evaluate the effect of the interventions 

and controlling pretest scales, multivariate 
analysis of covariance (MANCOVA) was 
used. SPSS statistical software (version 22, 
IBM Corporation, Armonk, NY, USA) was 
applied to perform data analysis. 

 
Table 2. A summary of the acceptance and commitment therapy plan 

Sessions Contents 

First session Familiarizing members with the research subject, familiarizing group members with one another and 

establishing a therapeutic relationship, general measurement, control methods measurement, 

establishing creative inability, and completing the questionnaires 

Second session Investigating the inner and outer world in acceptance and commitment therapy; creating the 

willingness to quit inefficient programs and the realization that control is the problem not the 

solution, and substituting control with something, i.e., willingness 

Third session Identifying‎the‎individual’s‎values,‎specifying‎his/her‎goals,‎specifying‎the‎required‎actions,‎and‎

specifying obstacles 

Fourth session Examining‎each‎person’s‎values‎and‎deepening‎previous concepts 

Fifth session Realization of fusion and departure and doing exercises for departure 

Sixth session Realization of fusion with the conceptualized self and training methods to depart from it 

Seventh session Mindfulness and emphasis on living in the present 

Eighth session Examining the story of life and committed action 
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Table 3. Descriptive findings for the control and experimental groups in the Beck Depression Inventory 

II and Beck Anxiety Inventory scores 

Confidence interval N. Mean ± SD Groups Variable 

Max Min     

70.63 64.75 16 67.56 ± 7.47 ACT BDI-II 

62.80 56.92 16 60.00 ± 3.01 Schema therapy 

67.36 61.00 16 64.00 ± 4.11 ACT BAI 

76.74 70.38 16 73.75 ± 7.87 Schema therapy 

BDI-II: Beck Depression Inventory II; BAI: Beck Anxiety Inventory; SD: Standard deviation ‎ 

 

To study the effect of experimental 
interventions (schema therapy and ACT), 
first, MANCOVA was performed on the 
dependent variables (‎BAI and BDI-II. 

Then, to determine the efficacy of each 
experimental intervention, the least 
significant difference (LSD) was determined. 
The Shapiro-Wilk test results showed that the 
pretest BAI and BDI-II scores in the 
experimental and control groups were 
normaly distributed (P = 0.05). Moreover, the 
hypothesis of equality of variances was 
confirmed for the posttest BAI and BDI-II 
scores ‎in the experimental and control 
groups. Therefore, to study the homogeneity 
slope of the regression line, each dependent 
variable was studied separately. 

The results presented in table 4 indicate 
that there is a significant difference between 
the two groups at least in one of the 
dependent variables. The 4 tests of Pillai’s 
trace, Wilks’ Lambda, Hotelling's trace, Roy’s 
largest root with Eta coefficient of 0.55 
indicated that the group effect was statically 
significant (P < 0.001). Table 5 shows the 
results of a one-way analysis of variance 
(ANOVA) in the context of MANCOVA to 
compare the BAI and BDI-II in the two 
groups (schema therapy and ACT). 

The results presented in table 5 indicate 

that one-way ANOVA is significant for the 
BDI-II score (P < 0.001, F = 14.77) and BAI 
score (P < 0.001, F = 18.11). Therefore, a 
significant difference was observed between 
theschema therapy and ACT groups in terms 
of the BDI-II and BAI scores. 

As can be seen in table 6, the mean 
difference in depression between schema 
therapy and ACT groups was 7.82 that is 
significant (P < 0.001), and the mean 
difference in anxiety between schema 
therapy and ACT was -9.37 that is significant 
(P > 0.001). Therefore, considering that the 
mean BDI-II score of the schema therapy 
group was lower compare to the ACT group 
(Table 6), it can be concluded that schema 
therapy was more effective on depression in 
the students and decreased their depression. 
Thus, the performance of schema therapy 
was better in terms of decreasing depression. 
In contrast, ACT was more effective on 
anxiety in the students compared to schema 
therapy and caused a greater decrease in 
their anxiety. 

The present study was conducted to compare 
the effectiveness of schema therapy and  
ACT on depression and anxiety in  
students of Hormozgan University of 
Medical Sciences. 

 
Table 4. Results of multivariate analysis of covariance for the Beck Anxiety Inventory ‎and Beck Depression Inventory II 

Eta2 P Ratio Error df Hypothesis df F Amount Test Effect 

0.55 0.001 27 2 16.42 0.55 Pillai’s‎trace Group 

0.55 0.001 27 2 16.42 0.45 Wilks’‎Lambda 

0.55 0.001 27 2 16.42 1.12 Hotelling's trace 

0.55 0.001 27 2 16.42 1.12 Roy’s‎largest‎root 

df: degrees of freedom 
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Table 5. Results of a one-way analysis of variance in the context of multivariate analysis of covariance ‎ on Beck 

Depression Inventory II and Beck Anxiety Inventory scores‎ 

Eta P-value. F MS df SS Variables (pre-test) Resources 

0.34 0.001 14.77 483.49 1 483.49 BDI-II Group 

0.39 0.001 18.11 693.53 1 693.53 BAI 

BDI-II: Beck Depression Inventory II; BAI: Beck Anxiety Inventory; SS; Sum of squares; df: ‎Degrees of freedom; MS: Mean of squares 

 
MANCOVA was used to evaluate the 
difference between the efficacy of schema 
therapy and ACT in decreasing depression 
and anxiety in medical sciences students in 
Bandar Abbas‎. The results indicated a 
significant difference in mean posttest scores 
of BDI-II and BAI between the schema 
therapy and ACT groups. This means that the 
independent variables (schema therapy and 
ACT groups) were effective on the dependent 
variables (depression and anxiety), but this 
effect was not equal. Therefore, there was a 
significant difference between the schema 
therapy and ACT groups in this regard. The 
results of the LSD test indicated a greater 
decrease in the mean BDI-II score of the 
students in the schema therapy group 
compared to the ACT group. This result 
suggests that schema therapy was more 
effective on depression. In contrast, the 
results of the LSD test showed a greater 
decrease in the BAI score of the students in 
the ACT group compared to the schema 
therapy group. This means that ACT was 
more effective on anxiety in the students. 
Hence, it can be concluded that although 
both schema therapy and ACT were effective 
on decreasing anxiety and depression among 
the students, the efficacy of schema therapy 
was greater on depression and the efficacy of 
ACT was higher on anxiety. The results of 

this research were in line with that of the 
studies by Hemmati Sabet, Navabi Nejad, 
and Khalatbari (2016), Izadi, Neshatdust‎, 
Asgari‎, and Abedi (2014), and Ashoori (2015). 
It is worth mentioning that very few studies 
have compared the efficacy of these two 
therapy methods.  

For example, a study compared the 
effectiveness of metacognitive therapy and 
schema therapy in decreasing depression and 
anxiety symptoms of nursing and midwifery 
students. They found that at the fallow-up 
stage both methods of schema therapy and 
metacognitive therapy had significantly 
decreased depression and anxiety; however, 
at the follow-up stage, there was no 
significant difference between the methods 
(Maddux et al., 2009). Furthermore, a study 
compared the effectiveness of schema 
therapy and group cognitive therapy on 
anxiety in the female clients of Hamedan’s 
Health And Treatment Department. They 
indicated that schema therapy was more 
effective than group cognitive therapy on 
anxiety among these women with high-risk 
sexual behaviors (Dehghan Naiery & Adib 
Hajbaghery, 2006). Moreover, Izadi et al. 
(2014) compared the effectiveness of ACT 
and cognitive-behavioral therapy on the 
symptoms of 8 patients with obsessive-
compulsive disorder (OCD).  

 
Table 6. The results of the ‎least significant difference ‎test regarding Beck Depression Inventory II and Beck Anxiety 

Inventory scores 

Confidence interval P-value SE Mean 

difference 

Groups Criterion variable 

Max Min 

12.00 3.65 0.001 2.03 7.82 Schema therapy 

ACT 

BDI-II 

-4.86 -13.88 0.001 2.20 -9.37 Schema therapy 

ACT 

BAI 

BDI-II: Beck Depression Inventory II; BAI: Beck Anxiety Inventory; ‎SE: Standard error 
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Their results indicated a considerable 
decrease in the frequency of obsessive actions, 
severity of OCD symptoms, the amount of 
belief in obsessive thoughts, distress, and the 
necessity to react to them, as well as anxiety 
and depression scores in post-treatment 
evaluation in 8 patients and this decrease was 
maintained 1 month after therapy. 

To explain these research findings, it can be 
said that few studies have been conducted on 
the comparison of the effectiveness of schema 
therapy and ACT inside and outside the 
country, but numerous studies have 
confirmed the effectiveness of these two 
methods in decreasing anxiety and 
depression. In the comparison area, it can be 
deduced that as depression has reacted more 
in cognitive therapies to individual’s schemes 
then the stronger effect of schema therapy in 
students’ depression is justifiable. Both 
methods have been shown to be successful in 
decreasing anxiety, but few comparisons have 
been made in this regard. These studies 
showed that ACT was more successful in 
decreasing anxiety compared to schema 
therapy (Renner, Lobbestael, Peeters, Arntz, & 
Huibers, 2012; Rezaei-Adryani, Azadi, 
Ahmadi, & Azimi, 2007). Thus, the hypothesis 
of the existence of a difference between 
schema therapy and ACT in decreasing 
depression and anxiety among the students of 
Hormozgan University of Medical Sciences is 
confirmed. The present study like other 
studies had limitations including the short 
duration of the execution of the desired 
interventions, and time limitation for greater 
consideration of the contents of the sessions. 
Moreover, the participants of this study 
consisted of male and female students of 
medical sciences; therefore, the findings of this 
study cannot be generalized to other classes of 
society such as men and women, patients in 
hospital centers, and other diseases. Thus, 
these limitations should be taken into 
consideration in using the results of this study. 

It can be concluded that schema therapy was 

more effective in the treatment of depression, 
but ACT was more successful in the 
treatment of anxiety. 
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Obsessive-compulsive disorder (OCD) is a 

type of mental illness that, although 

dissimilar among individuals, many of its 

symptoms are nearly identical. Obsession is a 
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repetitive and harmful thought, perception, 

feeling, or movement that is accompanied by 

a sense of compulsion and a tendency to 

resist it. The patient may realize that his/her 

personality is different from others in 

thought or behavior, and he/she may be 

aware of his/her abnormal behavior. These 

obsessions cause the patient to waste time 

and become extremely anxious when unable 

to perform obsessive behavior (Baron, 

Mueller, & Wolfe, 2016). OCD also interferes 

with one's social behaviors, and the 

obsessive-compulsive person reviews his/her 

behaviors and seeks an opportunity to 

apologize from others, or breaks up with 

others to get rid of these annoying thoughts. 

As such, they develop depression, loneliness, 

and rumination with obsession (Barry, 

Doucette, Loflin, Rivera-Hudson, & 

Herrington, 2017). 

Low self-esteem is one of the factors that 
seem to contribute to OCD. Self-esteem is one 
of the most important aspects of personality. 
Self-esteem determines the development and 
evolution of human behavioral traits. Self-
esteem is a value that one attaches to one's 
self, and includes the three components of 
belief, emotion, and behavior. Self-esteem is 
associated with a negative or positive 
attitude toward self and is dependent on 
one's assessment of one's personality traits 
(Bennett, Egan, Cook, & Mantzios, 2018). Self-
esteem as a central factor in emotional-social 
adjustment is one of the most important 
components of mental health. Self-esteem is 
one’s degree of conformity, acceptance, and 
validness toward oneself that is known to be 
a stressor and the most important source of 
self-esteem in coping with stress. Having 
confidence in their skills will help individuals 
face life's challenges effectively (Bleidorn et 
al., 2016). Self-esteem is a person's 
confirmation, acceptance, and sense of self-
worth that has been identified as a stress 

modulator and the most important 
individual source of adaptation to stress. 
Thus, people with higher self-esteem in 
stressful situations feel more valued and 
more confident in their skills, and this 
confidence can help them effectively cope 
with life's challenges (Burguiere, Monteiro, 
Mallet, Feng, & Graybiel, 2015). 

Another component of OCD is low self-
efficacy. Self-efficacy is an essential effective 
factor in self-care behaviors in patients. 
Patients who have higher self-efficacy better 
manage their care (Cherkin et al., 2016). Self-
efficacy, as one of the central concepts in 
cognitive-social theory, has attracted the 
attention of many education professionals. It 
is defined as one's belief in the ability to cope 
with particular situations, and how attitudes 
are, influence the behaviors and emotions of 
individuals, and determine the initiation of 
work and the degree of persistence that 
people need to see them through. Self-
efficacy, rather than referring to an 
individual’s judgment about him/herself and 
his/her physical characteristics, refers to an 
individual’s belief about what he/she can do 
(Farmer & Tierney, 2017). Self-efficacy is one 
of the important constructs in Bandura's 
social cognitive theory (SCT), which means 
confidence and belief in one's ability to 
control thoughts, feelings, activities, and 
performance in times of stress. Choosing 
higher goals, tolerance, and endurance in 
assignments, high-performance levels 
commensurate with abilities, and actively 
seeking new successes are characteristics of 
self-efficacious individuals (Frank, Reibel, 
Broderick, Cantrell, & Metz, 2015). 

There are many ways to improve self-efficacy 
and self-esteem in patients with OCD. One of 
these methods is mindfulness-based therapy. 
Over the past decade, behavioral therapy has 
evolved and led to the development of 
behavioral science. Newer forms of cognitive-
behavioral therapy (CBT), called the "third 
wave" of behavioral therapy, emphasize 
considerations such as complete awareness, 
acceptance, therapeutic relationship, spirituality, 
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values, meditation, being present, and 
emotional tools (Juul, Pallesen, Piet, Parsons, & 
Fjorback, 2018)  . Full awareness is about being 
aware of the experience in a receptive way and 
performing activities based on this non-
judgmental awareness. In practicing complete 
consciousness, clinicians intentionally focus on 
the present experience while maintaining 
distance from it. Full awareness involves 
cultivating an attitude of curiosity and 
compassion for the present experience. 
Therapists learn to focus on one thing at a time 
and return their attention to the present moment 
when it has been diverted (Murray et al., 2019). 
Mindfulness training affects depression, anxiety, 
and psychological adjustment. Mindfulness 
training also affects stress, and anxiety. Stress-
based mindfulness improves mental, physical, 
and emotional well-being, and sleep quality, 
reduce stress and chronic pain, and prevents 
recurrence of depression and generalized 
anxiety (Orth, Robins, Meier, & Conger, 2016). 
Thus, this study sought to determine whether 
mindfulness-based stress reduction training 
affects self-efficacy and self-esteem in patients 
with OCD. 

The present study was a quasi-experimental 
study with a pretest-posttest design and 
control group. The study population included 
all patients with OCD in Tehran, Iran, in 2018. 
The sample of this study consisted of 30 
people who were selected using a convenience 
sampling method and divided into two 
experimental (15) and control (15) groups. 

Coopersmith Self-esteem Inventory: 
Coopersmith developed the Coopersmith 
Self-esteem Inventory (CSEI) in 1976. This 
questionnaire contains 58 yes-no questions. 
The CSEI has been widely used and has been 
shown to have sufficient reliability and 
validity in various studies. Johnson, Redfield, 
Miller, and Simpson reported a reliability of 
0.9 using the split-half method, and 
Panadero, Jonsson, and Botella (2017) 
obtained reliability coefficient of 0.88 after 
five weeks and 0.7 after three years. 

Cronbach's alpha coefficient for the whole 
questionnaire was 0.86. Moreover, the 
correlation coefficients of the CSEI were 
calculated using Eysenck Personality 
Inventory (EPI), and the significant 
correlation coefficient was 0.80 (Parsons, 
Crane, Parsons, Fjorback, & Kuyken, 2017). 
The results of the questionnaire on adults 
showed that the internal consistency validity 
coefficient was 0.90. 
General Self-efficacy Scale: Schwarzer and 
Jerusalem developed the General Self-
Efficacy (GSE) Scale in 1995. The scale 
consisted of 17 items with the two subscales 
of general self-efficacy and social self-
efficacy; it was reduced to a 10-item scale 
(GSE-10) in 1981 and translated into 28 
languages (Polusny et al., 2015). The items of 
the GSE-10 are scored on a 4-point scale. This 
scale has a minimum and maximum score of 
10 and 40, respectively. The reliability and 
validity of the GSE-10 were investigated in 
psychology students of the Shahid Chamran 
University of Ahvaz and Islamic Azad 
University, Marvdasht Branch, Iran. Factor 
analysis (structural analysis) yielded a 
construct called general self-efficacy beliefs 
that determined 38.69% of the scale options 
variance. Shapiro, Astin, Bishop, and 
Cordova, (2005) calculated the validation 
coefficient of the GSE-10 using an optimistic 
attribution style. They gained 0.49 in a group 
of students, 0.45 in challenging perceptions, 
and 0.58 in self-regulated teachers all of 
which were significant. The concurrent 
validity coefficient for the GSE-10 and 
Rosenberg Self-Esteem Scale (RSES) in 318 
students of Shahid Beheshti University was 
0.30, in 267 students of Shahid Chamran 
University of Ahvaz was 0.20, and in 208 
students of Islamic Azad University, 
Marvdasht Branch was 0.23 (Song & 
Lindquist, 2015). 

Mean and standard deviation for scores of 
research variables in pretest, posttest, and 
follow-up is shown in table 1. 
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Table 1. The mean and standard deviation for scores of research variables in pretest, posttest, and follow-up 

Variable Group Pre-test Post-test Follow-up 

Mean ± SD  Mean ± SD  Mean ± SD  

Self-efficacy Experimental 13.93 ± 2.96  20.66 ± 3.97  19.00 ± 2.56  

Control 15.93 ± 3.82  16.40 ± 3.06  16.20 ± 2.78  

Self-esteem Experimental 26.06 ± 4.35  35.73 ± 4.43  34.33 ± 3.79  

Control 32.46 ± 4.95  33.86 ± 6.01  33.53 ± 4.85  

SD: Standard deviation 
 
The null hypothesis was confirmed for 

the equality of variances of the scores of the 

two groups in the research variables. In 

other words, the equality of the variances 

of scores was confirmed in the 

experimental and control groups. The null 

hypothesis for the normal distribution of 

the scores of the two groups in the research 

variables was confirmed. That is, the 

normality of the distribution of scores in 

the pretest in both experimental and control 

groups was confirmed. The F value of the 

interaction for the same slope of the 

regression line was not significant for any 

of the variables in the study. In other 

words, the homogeneity of the slope of the 

regression line was accepted. Evaluation of 

the data specificity showed that variance-

covariance matrices were homogeneous 

(Box's M = 118.19; P > 0.05); therefore, 

Wilks’ lambda index was used to evaluate 

the significance of the multivariate effect. 

As shown in table 2, by controlling 

significant levels of all tests in the pretest, it 

was indicated that there was a significant 

difference (P < 0.0001; F = 36.79) between the 

experimental and control groups at least in 

one of the dependent variables (self-efficacy 

and self-esteem scores). The effect or 

difference was 0.44, i.e., 44% of the individual 

differences in posttest scores of self-efficacy 

and self-esteem were related to the effect of 

mindfulness training (group membership). 
As shown in table 3, there was a 

significant difference between the 

experimental and control groups in terms of 

self-efficacy (P < 0.0001; F = 62.66). The effect 

or difference was 0.42, i.e., 42% of the 

individual differences in posttest self-efficacy 

scores were related to the effect of 

mindfulness training (group membership). 

There was a significant difference between 

the experimental and control group in terms of 

self-esteem (P < 0.0001; F = 43.81). The effect or 

difference was 0.44, i.e., 44% of the individual 

differences in posttest self-esteem scores were 

related to the effect of mindfulness training  

(group membership). 

 
Table 2. Results of multivariate analysis of covariance on mean posttest self-efficacy and self-esteem scores of the 

experimental and control groups with pretest control 

Test name Value df 

hypothesis 

df 

Error 

F Significant 

level 

Effect 

size 

Statistical 

power 

Pillai’s effect  0.74 2 25 36.79 0.001 0.44 1.00 

Wilks’ Lambda  0.25 2 25 36.79 0.001 0.44 1.00 

Hotelling effect  2.94 2 25 36.79 0.001 0.44 1.00 

The largest root  2.94 2 25 36.79 0.001 0.44 1.00 
 

df: Degrees of freedom 
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Table 3. Results of multivariate analysis of covariance on mean posttest scores of self-efficacy and self-esteem in 

experimental and control groups with pretest control 

SS: Sum of squares; df: Degrees of freedom; MS: Mean of squares 

 

The present study results showed that 
mindfulness-based stress reduction was 
effective on self-efficacy and self-esteem in 
patients with OCD. The results were in line 
with those of St-Louis, Verner-Filion, Bergeron, 
and Vallerand (2018), Fairfax (2008), and 
Hanstede, Gidron, and Nyklicek (2008). Their 
findings also indicated that mindfulness-based 
stress reduction affected self-efficacy and self-
esteem in patients with OCD. 

The results showed that group 
mindfulness training reduced the symptoms 
of OCD in treated patients. Mindfulness, as a 
technique, can produce a higher level of 
awareness of physical and environmental 
conditions; therefore, it can help people in 
different situations, especially when they feel 
compelled to perform specific actions. 
Indeed, they focus the mind on other 
phenomena, and focusing on emotional and 
physical states creates a barrier against 
rumination and repetitive acts. Mental 
training for patients with OCD helps them to 
see changes in their minds and change their 
performance by undergoing practical clinical 
courses. The change in the mind can easily 
bring about the expected performance 
changes. The mindfulness method affects the 
input and output as well as the biological 
processes underlying the obsessive behavior 
(unlike the behavioral methods that influence 
and control the output). These changes are 
taught to the patient in a step-by-step manner 
and are required to guide them to the next 
level through self-monitoring when they 
overcome a step. Hertenstein et al. (2012 also 

suggested that mindfulness treatment is 
appropriate for some OCD patients who do 
not have negative emotional states and 
anxiety, and that mindfulness-based 
cognitive therapy (MBCT) increases the 
patient's self-control, self-regulation, and self-
monitoring by directing moment-by-moment 
and non-judgmental consciousness toward 
their behavior and recovery. 

In explaining the effectiveness of cognitive 
group therapy based on mindfulness on 
improving the self-esteem of patients with 
OCD, it can be said that mindfulness therapy is 
one of the new approaches to modifying, 
controlling, and processing thoughts. In this 
approach, one's thoughts are experienced as 
mental events, and focus on and attention 
toward breathing is used as a means of living 
in the present moment. In this way, patients are 
trained to stop the rumination cycle and stay 
away from negative thoughts. Flexible training 
improves self-esteem by affecting attention, 
stopping rumination, correcting negative and 
positive beliefs, and challenging negative 
emotions (Hale, Strauss, & Taylor, 2013). The 
effect of mindfulness on self-esteem is through 
people's beliefs about their personality and 
values, which can keep their personality stable 
even when a person is ill. With these beliefs, 
individuals can influence the outcomes of their 
lives and feel more in control. Patients with 
OCD lose their source of social support and 
become isolated when they are upset (Wahl, 
Huelle, Zurowski, & Kordon, 2013). These 
physical and role changes lead to changes in 
their mental and physical image and decrease 
self-esteem and confidence in them. In the 
mindfulness intervention, emotional 

Variables Source of 

Changes 

SS df MS F P Effect 

size 

Statistical 

power 

Self-efficacy Pretest 640.92 1 640.92 149.63 0.0001 0.30 1.00 

Group 268.41 1 268.41 62.66 0.0001 0.42 1.00 

Error 158.47 27 4.28     

Self-esteem Pretest 302.79 1 302.79 49.06 0.0001 0.37 1.00 

Group 270.43 1 270.43 43.81 0.0001 0.44 1.00 

Error 228.35 27 6.17 - - - - 
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management and both physical and mental 
dimensions are considered simultaneously, 
and one is taught to be completely aware of 
one’s thoughts and feelings. Moreover, as 
patients with OCD are less likely to be in 
contact with the present moment, presence of 
mind and its training through mind control is 
effective and helps the person to become fully 
conscious of their thoughts and feelings and 
accept them. In a state of relaxation and 
concentration, without being overwhelmed, 
they gain the ability to control their thoughts. 
This ability makes individuals feel more in 
control of their life and, instead of giving 
negative self-responses in troubled situations, 
respond with more comfort and awareness, 
and better cope with problems. 
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Middle age, 45-65 years of age, is a bridge 
between youth and old age .This stage of life 
is the golden and fertile period of life 
(Serwinski, Salavecz, Kirschbaum, & Steptoe, 
2016; De Vito, Baer, Dart, Chiuve, Rimm, & 

                                                 

Colditz, 2015). Middle age can be the peak of 
human life provided that quality of life 
(QOL) and mental health continues to grow 
and expand in this period. In this period of 
life, QOL is susceptible to many biological, 
physical, psychological, and social changes 
and problems, and the consequences of these 
changes (Wong et al., 2017). Compared to 
men, women experience more changes and 
complications as they grow old. The most 
critical event for middle-aged women is 
menopause and loss of fertility. Menopause 

http://dx.doi.org/10.22122/ijbmc.v6i4.194
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in middle–aged women has many 
consequences, including decreased libido and 
sexual satisfaction, sexual dysfunction, 
insomnia, increased risk of hypertension, 
cardiovascular disease (CVD), cancers 
especially breast cancer, and a variety of 
chronic and disabling diseases, which 
severely affect QOL. These problems cause 
mood, emotional, and interpersonal stress 
disorders and seriously threaten the QOL 
and mental health of middle-aged women 
(Chuni, & Sreeramareddy, 2011; Ayranci, 
Orsal, Orsal, Arslan, & Emeksiz, 2010). In 
fact, with increasing urbanization, the 
demographic transition to middle age and 
old age, and the increasing burden of non-
communicable and chronic diseases, the 
prevention of these diseases and increasing of 
QOL in middle-aged adults is essential (Kim 
& Kang, 2015).  

The most common diseases of middle age 
and old age are those that can be prevented by 
a healthy lifestyle and high QOL. For example, 
the two main causes of death (CVD and 
cancer) in middle age and old age are the 
same as the two major causes of general 
mortality, which can be prevented through the 
elimination of risk factors (Malekzadeh et al., 
2013). Moreover, a healthy lifestyle, and 
consequently, a high QOL in middle-aged 
people affect their mental health, and change 
their communication patterns or their 
presence in social activities. Therefore, the 
QOL at this age is of great importance because 
of its ability to prevent disease and improve 
mental and physical health (Kim & Kang, 
2015). QOL is a broad concept that 
encompasses all aspects of life, including 
health. The term ‘QOL’ is used to describe 
satisfaction, happiness, and social, emotional, 
physical, occupational, and financial aspects of 
personal life (Ayranci et al., 2010). One of the 
hallmarks of QOL, especially for middle-aged 
and elderly people, is awareness of the present 
moment and what is happening around them, 
which is referred to as consciousness. 

The concept of consciousness encompasses 
awareness and attention. Awareness is a 

radar screen that constantly monitors the 
external and internal environment. A person 
may be aware of stimuli without heeding 
them. Therefore, attention is a process in 
which conscious awareness is concentrated. 
Consciousness and attention are intertwined, 
so that attention constantly pulls out forms of 
consciousness and keeps them at its center 
each time for a different period .Attention is a 
constant aspect of normal functioning, but 
consciousness is a heightened awareness of 
current experience or reality. In other words, 
it is a kind of awareness of and attention 
toward events and experiences (Desbordes et 
al., 2014). Moreover, through self-awareness, 
individuals recognize and facilitate their 
basic psychological needs (Zoogman, 
Goldberg, Hoyt, & Miller, 2015). Awareness 
is needed to make the individual aware of 
his/her basic needs so that they can be 
satisfied. Thus, the basic psychological needs 
and well-being of individuals provide the 
necessary conditions for their psychological 
development, cohesion, and psychological 
well-being (Zimmaro et al., 2016).  

In a study on the impact of a mindfulness 
based program on the QOL of stem cell 
transplant survivors, it was found that this 
intervention increased their QOL (Grossman, 
Zwahlen, Halter, Passweg, Steiner, & Kiss, 
2015). In a study on a mindful intervention 
based on well-being and QOL, it was 
reported that mindfulness intervention 
improved the QOL of patients suffering from 
heart disease (Nyklicek, Dijksman, Lenders, 
Fonteijn, & Koolen, 2014). In another study 
on the relationships between mindfulness, 
QOL, and psychiatric symptoms among 
gastric ulcer patients, it was concluded that 
mindfulness scores were significantly and 
inversely correlated with anxiety, depression, 
and perceived stress scores, and were 
positively and directly correlated with the 
QOL score (Jedel, Merriman, Hoffman, 
Swanson, Fogg, & Keshavarzian, 2013). 
Therefore, considering the importance of 
QOL and mindfulness in middle-aged 
people, the present study aimed to predict 
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QOL based on mindfulness in middle-aged 
women in districts 1 and 2 of Tehran, Iran. 

This study was a descriptive-correlational 
study and the study population consisted of 
all middle-aged women residing in districts 1 
and 2 of Tehran municipality in 2017. From 
among them, 148 middle-aged women were 
selected using convenience sampling. For 
sampling, 6 neighborhood halls were initially 
identified as accessible in districts 1 and 2 of 
Tehran. Then, questionnaires were 
distributed among the people who came to 
the neighborhood headquarters and were 
willing to participate in the study. The 
Sample size was determined to be 40 
participants for each level of predictor 
variables according to the correlation 
method. Since  in this study mindfulness and 
QOL each had one component, 80 
participants were required, but 148 were 
selected due to the possible loss of subjects. 
The inclusion criteria included ages of 45-65 
years and being married. Questionnaires 
containing incomplete information were 
excluded. Before completing the 
questionnaires, individuals were informed 
about the aim of the study, were assured that 
all information would remain confidential 
and would only be used for research 
purposes. Participation in the study was 
voluntary and could be withdrawn at any 
time. A consent form was obtained from 
every participant, and questionnaires were 
completed anonymously.  

Mindful Attention Awareness Scale: The 
Mindful Attention Awareness Scale (MAAS) 
was developed by Brown and Ryan in 2003 
and is used to measure mindfulness. The 
MAAS consists of 15 items that are scored on a 
6-point Likert scale ranging from "almost 
never" (with a score of 1) to "almost always" 
(with a score of 6). The total score of the MAAS 
ranges from 15 to 90. This scale has good 
internal reliability as it was performed on  
7 sample groups and its Cronbach's alpha was 
reported between 0.82 and 0.87. The validity of 

this scale was also reported to be highly 
correlated with many mental health variables 
(Kiken, Lundberg, & Fredrickson, 2017). 

Moreover, the construct validity and 
criterion validity of this scale have been 
evaluated in cancer patients. This scale has 
been implemented in the Iranian society with 
a Cronbach's alpha of 0.82 and has been 
correlated with related variables such as self-
knowledge and mental health in different 
samples (Phang, Mukhtar, Ibrahim, & Mohd 
Sidik, 2016). 

The Medical Outcomes Study 36-Item 
Short-Form Health Survey: The Medical 
Outcomes Study (MOS) ‎36-Item Short-Form 
Health Survey (SF-36) is designed to assess 
health policies and overall health status in 
terms of physical and mental health. This 
questionnaire consists of 36 questions and 8 
components, with questions such as: “How 
do you generally evaluate your health at 
present, compared to last year, to assess 
health-related QOL?” (Bogan et al., 2016). 
This questionnaire was designed and 
adjusted to measure health-related QOL. 
Individuals rate their response to each item 
using a 6-point Likert scale ranging from 
"almost never" (with a score of 1) to "all the 
time" (with a score of 6) (Gum, Glassman, & 
Carreon, 2013). Overall, the results indicated 
that the Persian version of the SF-36 has the 
reliability and validity to measure health-
related QOL. Convergent validity, which is 
used to test the measurement assumptions 
using the correlation of each question with a 
hypothesized scale, also showed good results 
and all correlation coefficients were higher 
than the recommended value of 0.4 (range of 
coefficients varied from 0.58 to 0.95). The 
factor analysis test provided two main 
components that explained 65.9% of the 
variance between the scales of the SF-36 
questionnaire. Researchers reported the 
validity of this questionnaire as 0.77 using 
concurrent validity and its reliability as 0.70 

for most of the scales using Cronbach's alpha 
(Matcham, 2014). In the present study, the 
Cronbach's alpha of this questionnaire was 
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calculated to be 0.79. 
Data were analyzed using descriptive and 

inferential statistics in SPSS software (version 
22, IBM Corporation, Armonk, NY, USA). 
Descriptive statistics were used to calculate 
frequencies, determine central indices and 
dispersion, and draw charts, and graphs, and 
inferential statistics were used to determine 
the Pearson correlation coefficient and 
multiple regression analysis was used in 
order to evaluate the effect of predictor 
variables on the criterion variable. 

The mean (standard deviation) age of the 
participants was 47.8 (6.2) years; 89 (60.2 %) 
participants were between 40 and 50 years of 
age and 59 (39.8%) were between 40 and 65 
years of age. Among the participants, 45 
(30.4%) had a diploma, 73 (49.3%) had a 
bachelor's degree, and 30 (20.2%) had a 
master's degree. Moreover, 112 (75.6%) 
participants were married and 36 (24.3%) 
were single. Table 1 shows the descriptive 
indices of the study variables. 

 
Table 1. Descriptive indices of study variables 

Variable Mean ± SD 

Mindfulness 64.7 ± 13.4 

Quality of life 66.9 ± 8.8 

Physical functioning 36.3 ± 16.8 

Physical role
  16.5 ± 5.8 

Bodily pain 20.3 ± 16.1 

General health 28.8 ± 17.7 

Vitality 28.6 ± 13.7 

Social functioning 47.5 ± 29.3 

Emotional role 19.3 ± 36.4 

Mental health 46.2 ± 15.7 

SD: Standard Deviation 

Since all significance levels in the 
Kolmogorov-Smirnov test were greater than 
0.05, the distribution of scores of the research 
variables was not significantly different from 

a normal distribution (P > 0.05). Furthermore, 
the results of Levene's test and its 
significance level, which was greater than 
0.05 in all cases, showed homogeneous 
variances. The Pearson correlation test was 
used to investigate the relationship between 
the research variables, and the results are 
presented in table 2. 

 
Table 2. Matrix correlation of quality of life and 

mindfulness 

Variable Mindfulness P-value 

Quality of life 0.38 0.001 
Physical functioning 0.22 0.001 
Physical role
  0.27 0.001 

Bodily pain 0.19 0.010 
General health 0.17 0.010 
Vitality 0.29 0.001 
Social functioning 0.41 0.001 
Emotional role 0.32 0.001 
Mental health 0.24 0.001 

 

The results showed that there was a direct 
and significant relationship between 
mindfulness and QOL (P < 0.01). That is, the 
higher the mindfulness of middle-aged 
women, the better their QOL. By 
simultaneously incorporating the mindfulness 
variable as a predictor and QOL as a criterion 
variable, the variable contribution of 
mindfulness in predicting and the amount of 
variance was explained (Table 3). 

The value of R is the measure of the 
correlation between the observed value and the 
predicted value of the variable. R squared (R2) 
is the square of this correlation and shows the 
contribution of variance in predicting the 
criterion variable. In essence, it is a scale that 
shows to what extent one can predict the 
criterion variable by knowing the predictor 
variables. Therefore, given the amount of R2 
presented in table 3, the variable of mindfulness 
explains about 22% of QOL variations. The 
observed F and its significant level (P < 0.001) 
indicate significant predictive power. 

 
Table 3. Simultaneous multivariate regression of quality of life based on defense and mindfulness 

Predictive values R R
2
 Modified R

2
 SE F P 

Mindfulness 0.47 0.22 0.20 11.84 10.13 0.001 
 

SE: Standard error 
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The present study showed that there was a 
direct and significant relationship between 
mindfulness and QOL; that is, the higher the 
mindfulness of middle-aged women, the 
better their QOL. These results were 
consistent with the studies by Grossman et al. 
(2015) on the effect of mindfulness treatment 
on QOL, Nyklicek et al. (2014) on the effect of 
mindfulness treatment on emotional well-
being and QOL in patients with coronary 
artery disease, and Jedel et al. (2013) on the 
relationship between mindfulness, QOL,  
and psychiatric symptoms in patients with  
gastric ulcer. 

In explaining the relationship observed 
between mindfulness and QOL in the present 
study, it can be said that mindfulness frees 
one from maladaptive-cognitive habits (Kiken 
et al., 2017). Mindfulness also reduces 
maladaptive reactions in the individual by 
removing depressive schemas such as 
helplessness or frustration. Mindfulness is 
likely to reduce stress and increase QOL in 
several ways. First, mindfulness is likely to 
have a direct impact on the initial evaluation 
process, thus reducing the threat level, and 
indirectly, reducing disaster. Second, 
mindfulness probably indirectly reduces 
disaster by affecting the process of secondary 
evaluation, and thus, assesses one's actual 
ability to cope with stressful situations. 
Ultimately, mindfulness is positively assessed 
by directly enhancing one's ability to reduce 
stress perception in the initial assessment. 
Furthermore, according to the results of this 
study, the variable of mindfulness explained 
about 22% of QOL variations, which was in 
line with the findings of Fortney, 
Luchterhand, Zakletskaia, Zgierska, and Rakel‎ 
(2013) and Hoffman, Ersser, Hopkinson, 
Nicholls, Harrington, and Thomas‎ (2012).  

In explaining this finding, it can be said 
that through mindfulness, one finds self-
awareness of negative emotions, such as 
anxiety and stress in the body, and discovers 
their related thoughts, and learns the means to 
deal with these problems (Germer 2005). 

When one can observe one’s thoughts without 
any judgment and without reacting to those 
thoughts, one attains a state of comfort and 
rest in unpleasant situations (Kaviani, 
Javaheri, & Hatami, 2011). Relaxing in an 
unpleasant situation leads to reduced stress, 
well-being, and ultimately to a higher QOL. 
Mindfulness not only improves psychological 
and physical symptoms of anxiety through 
relaxation, but also reduces anxiety, improves 
stress resistance, and enhances self-coping 
skills by using a new perspective and focusing 
on the source of stress (Surawy, McManus, 
Muse, & Williams, 2015). This process 
involves focusing on one's stresses and 
anxieties. Mindfulness helps a person to be 
aware of what is happening to him/her at any 
given moment, and to respond more 
appropriately. Through mindfulness, the 
individual becomes aware of all his/her 
positive, negative, and neutral experiences 
and increases his/her QOL by reducing 
his/her suffering (Kaviani et al., 2011). 

One of the limitations of the present study 
was the use of the available sampling method, 
which makes it difficult to generalize the 
findings. The limitation of the study population 
to middle-aged women in districts 1 and 2 of 
Tehran prevents the generalization of the results 
to other genders and other cities and regions. 
Researchers can also use other methods, such as 
interviews, to obtain accurate information. It is 
recommended that the present study be 
conducted as an empirical study to investigate 
the effect of mindfulness training and its impact 
on QOL in middle-aged women. It is suggested 
that a similar study be performed in middle-
aged men to compare with the present study. In 
future research, the impact of other variables 
such as education, number of children, 
employment, and income may be examined on 
the QOL of middle-aged adults. In qualitative 
studies, researchers compare middle-aged 
people with good QOL to those with poor QOL 
to find out more about the factors affecting 
middle-aged QOL. Based on the results, it is 
suggested that health authorities consider the 
improvement of mental health and QOL 
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through education on a healthy lifestyle in 
middle age, especially for women as the priority 
of cultural, welfare, and health centers, and in 
other cities especially Tehran. It is 
recommended that middle-aged adults be made 
aware of the factors affecting their QOL so that 
they can improve their QOL by choosing a 
healthy lifestyle. Mindfulness training should be 
taught to middle-aged and elderly people in 
cultural centers, psychiatric clinics, and 
retirement centers to enhance their QOL, 
psychological well-being, and mental health; in 
addition, they should undergoing self-
knowledge skills training to improve their QOL.

The results of the present study showed that 
there was a relationship between 
mindfulness and QOL, meaning that the 
higher the mindfulness of middle-aged 
women, the better their QOL. It can be 
concluded that mindfulness is a predictor of 
the QOL. 
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Eating disorders are one of the most 

                                                 

important public health issues and their 
prevalence has increased significantly since 
about 1970 (Smink, van Hoeken, & Hoek, 
2013). A preoccupation with body weight, 
food, and body shape is common among 
people with eating disorders, and the goal of 
patients in all groups is to lose weight 
(Sadock & Sadock, 2007). Eating disorders are 
serious psychological illnesses with high 
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rates of morbidity and death (Kostro, Lerman 
& Attia, 2014). The American Psychiatric 
Association (APA) (2013) has replaced eating 
disorders with feeding and eating disorders 
in the Diagnostic and Statistical Manual of 
Mental Disorders, Fifth Edition (DSM-5). 
Feeding and eating disorders are 
characterized by persistent disturbance in 
eating behaviors that lead to changes in food 
consumption or food absorption and 
significant damage to physical health and 
psychosocial functioning. Pica, rumination 
syndrome, avoidant-restrictive food intake 
disorder (ARFID), anorexia nervosa, bulimia 
nervosa, and binge eating disorder (BED) are 
disorders of this category. 

Perfectionism has long been regarded as a 
central psychological feature of eating 
disorders and has been hypothesized to have 
a causal role in eating disorders (McGee, 
Hewitt, Sherry, Parkin, & Flett, 2005). 
Perfectionism is a personality trait typically 
characterized by striving for impeccability, 
over-performance standard, and self-critical 
tendencies (Lee, 2007). Perfectionists are 
constantly occupied with all aspects of life by 
demanding a high quality of performance 
from themselves. Perfectionists are self-
critical and are constantly dissatisfied with 
the quality of their work (Cook, 2012). 

It has been suggested that maladaptive 
perfectionism is influenced by early 
parent/child relationships. Hemachek (1978) 
has noted that parents who provide their 
children with inconsistent and contradictory 
approval cause the development of abnormal 
perfectionism in their children (Bulik, Tozzi, 
Anderson, Mazzeo, Aggen, Sullivan, 2003). 
McKarin and Boss (1984) found controlling, 
punitive, and interventionist parenting styles 
to be the cause of maladaptive perfectionism 
in adulthood. Patients with anorexia nervosa 
describe their parents as inattentive and 
rejective (Sadock & Sadock, 2007). In 
addition, there is evidence in the literature 
that unhealthy patterns of attachment and 
parental bonding influence the occurrence 
and persistence of eating disorders (Tetley, 

Moghaddam, Dawson, & Rennoldson, 2014). 
Until now, no specific parenting style has 
been identified for patients with eating 
disorders, but the results of several studies 
have shown that attachment style is 
inappropriate in patients with anorexia 
nervosa (Shayeghian, Aguilar-Vafaie, & 
Rasoolzadeh Tabatabae, 2011). The results of 
a study by Wallers and Kendler (1995) 
showed that women with eating disorders 
did not have good relationships with their 
parents. This study investigated 2,000 twin 
women. The results of the study showed that 
maternal overprotection was significantly 
associated with anorexia nervosa, and 
parental rejection was significantly associated 
with bulimia nervosa (Tetley et al., 2014). In 
general, women with eating disorders were 
reported to have high levels of parental 
protection and low levels of parental care 
(Leung, Thomas, & Waller, 2000). 

Fujimori et al. (2011) also investigated 
parental bonding in people with eating 
disorder and self-harming behavior. Results 
showed lower levels of parental care in the 
experimental group compared to the healthy 
group (Tetley et al., 2014). 

Although there have been studies in the 
past on the relationship between 
perfectionism and eating disorders, and 
parental bonding and eating disorders, no 
study has examined the relationship of these 
three variables with each other. Moreover, 
most of the previous studies that have been 
performed on women and men with eating 
disorders have been neglected by 
researchers. Thus, the aim of the present 
study was to compare perfectionism and 
parental bonding between patients with 
eating disorders and healthy people. 

The present study was a descriptive and 
causal-comparative study. Participants in this 
study included a clinical sample (patients with 
eating disorder) and a non-clinical sample 
(healthy people). The clinical sample was 
selected from among the clients of several 
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nutrition centers in Tehran and Qom, Iran, 
using convenience sampling method. 
Brochures containing information on eating 
disorders and the psychological basis for 
weight and body dissatisfaction, and 
information about the subject and purpose of 
the research were distributed among 
individuals. Finally, people who were willing 
to cooperate were interviewed by a 
psychologist and if they were diagnosed with 
one of the eating disorders and obtained the 
necessary score for the diagnosis of eating 
disorders in the Eating Attitudes Test (EAT-26).  

They entered the study and answered the 
Parental Bonding Instrument (PBI; Parker et 
al.) and Perfectionism Inventory (PI; Hill et 
al.). Finally, 130 men and women, including 80 
women and 50 men, were interviewed and 
responded to the EAT-26. From among them, 
30 individuals (15 men and 15 women) were 
selected and included in the study. All 
participants who cooperated in this study 
could participate in 2 free sessions of the 
Eating Disorders Group Therapy. The 
participants of the two groups were matched 
in terms of demographic characteristics of age, 
sex, education, and marital status. After an 
interview with a psychologist and answering 
the EAT-26, and being assured that they do 
not have an eating disorder or other serious 
psychological disorders, 30 people (15 men 
and 15 women) were included in the 
nonclinical group. They also responded to the 
PI and PBI. 

Tools Measurement 
Eating Attitudes Test: This EAT-26 was 
developed by Garner and Garfinkel (1979). It 
consists of the 3 subscales of dieting, 
overeating and mental occupation, and oral 
control. The EAT-26 is scored based on a 
Likert scale. The reliability coefficient of EAT-
26 was 0.94 for internal consistency and 0.84 
for test-retest. Its concurrent validity was 
obtained to be between 0.64 and 0.70 by 
using the validated Eating Disorders Scale. In 
Iran, the reliability coefficient of internal 
consistency of the EAT-26 was 0.86 and its 
factorial validity was evaluated as desirable 

(Fujimori et al., 2011). 
Perfectionism Inventory: The PI was 

developed by Hill, Huelsman, Furr, Kibler, 
Vicente, and Kennedy (2004). It consists of 59 
items and 8 subscales. The PI measures the 
two dimensions of positive perfectionism 
(normal) and negative perfectionism 
(abnormal). In this scale, the sum of the 
subscales of order and organization, 
planfulness, striving for excellence, and high 
standards for others determines positive 
perfectionism. The sum of the subscales of 
need for approval, concern over mistakes, 
perceived parental pressure, and rumination 
determines negative perfectionism (Babaei, 
Khodapanahi, & Saleh Sedghpour, 2007). The 
items of the PI are scored on a Likert scale 
ranging from 1 to 5, and the total score of the 
inventory is obtained from the sum of the 
scores of its 8 subscales (Jamshidi, Razmia, 
Haghighatb, & Samani, 2008). Hill et al. 
reported the internal consistency and retest 
reliability coefficients of the scale to be 
between 0.71 and 0.91 (Hill et al., 2004). In 
Iran, the reliability of the whole scale in a pilot 
study (68 subjects) was estimated as 0.80 using 
Cronbach's alpha (internal consistency). In the 
original study (with 313 subjects) after factor 
analysis, this coefficient was estimated as 0.90 
for the whole scale. The validity of this 
questionnaire has been reported to be desirable 
through correlations with general health 
indicators and morbidity (Babaei et al., 2007). 

Parental Bonding Instrument: This tool 
measures parental bonding styles. The PBI is 
a retrospective self-report scale and it is 
suitable for people over 16 years of age. The 
PBI is a 25-question self-assessment 
questionnaire. This questionnaire measures 
the two dimensions of parental care and 
protection. Care and support factors are two-
dimensional. On one hand, care consists of 
the factors of empathy, emotional warmth, 
and closeness and, on the other hand, it 
includes emotional cold, indifference, and 
neglect. In the protection dimension, on 
theone hand, there is extreme support, 
interference, excessive contact, prevention of 
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independence and autonomy of the child 
and, on the other hand, there is the neglecting 
of the child. 

To compare negative and positive 
perfectionism between people with eating 
disorder and healthy people, the independent 
samples t-test was used; the results are 
presented in table 1 

According to the results of independent 
samples t-test for the positive correlation test 
between the two groups, there was no 
significant difference between the positive 
perfectionism scores of people with eating 
disorder and healthy people. The difference 
between the two groups in the subscales of 
positive perfectionism was not significant. 
The difference between the two groups was 
not significant in any of the subscales of 
positive perfectionism except the subscale of 
high standards for others.  

According to the results presented in table 1, 
the difference between the groups in terms of 

the negative perfectionism variable was 
significant and the mean of negative 
perfectionism in people with eating disorder 
was higher than that in healthy people. The 
difference between the two groups was 
significant in all subscales of negative 
perfectionism except the subscale of need  
for approval.  

According to the results presented in 
table 2, there was no significant difference 
between the two groups in terms of parental 
overprotection and there was no significant 
difference between the groups in perceptions 
of parental over-support. Moreover, the 
difference between the groups in terms of the 
normal protection variable was not 
significant. The results of independent t-test 
showed a significant difference between the 
two groups in the perception of neglected 
parental care. Patients with eating disorders 
perceived more parental neglect than healthy 
people. There was no significant difference 
between the two groups in terms of the 
subscale of normal parental care. 

 
Table 1. Results of t-test 

Variable Group Mean ± SD T P 

Positive perfectionism Healthy people 113.60 ± 9.99 0.55 0.59 

People with eating disorder 112.13 ± 10.78 

Striving for excellence Healthy people 25.03 ± 3.11 0.34 0.73 

People with eating disorder 25.30 ± 2.98 

Order and organization 
Healthy people 33.06 ± 4.12 0.34 0.73 

People with eating disorder 33.60± 4.12 

Planfulness 
Healthy people 27.83 ± 4.84 -0.43 0.66 

People with eating disorder 26.90 ± 5.39 

High standards for others 
Healthy people 18.06 ± 5.39 0.70 0.48 

People with eating disorder 28.40 ± 4.49 

Negative perfectionism 
Healthy people 81.87 ± 24.19 -4.28 0.001 

People with eating disorder 114.3 ± 12.78 

Need for approval 
Healthy people 27.67 ± 5.57 -6.50 0.0001 

People with eating disorder 26.33 ± 5.57 

Concern over mistakes 
Healthy people 16.83 ± 11.55 5.024 0.0001 

People with eating disorder 28.43 ± 5.14 

Perceived parental pressure 
Healthy people 2.30 ± 2.81 0.47 0.0001 

People with eating disorder 27.56 ± 4.50 

Rumination 
Healthy people 25.67 ± 4.67 0.47 0.0001 

People with eating disorder 29.94 ± 4.67 

SD: Standard deviation 
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Table 2. Independent samples t-test results for the Parental Bonding Instrument‎ subscales in healthy people and 

patients with eating disorders 

Variable Group Mean ± SD T P 

Parental overprotection Healthy people 20.50 + 8.43 -0.96 0.33 

People with eating disorder 14.33 ± 7.74 

Normal parental protection Healthy people 8.26 ± 5.32 -2.87 0.11 

People with eating disorder 12.33 ± 0.57 

Neglected parental care 
Healthy people 27.50 ± 0.58 -3.69 0.002 

People with eating disorder 23.80 ± 12.62 

Normal parental care 
Healthy people 15.53 ± 10.18 1.13 0.27 

People with eating disorder 25.33 ± 10.18 

SD: Standard deviation 

 

The aim of this study was to compare 
perfectionism and parental bonding between 
patients with eating disorders and healthy 
people. The results of this study showed that 
there was no significant difference between 
healthy people and patients with eating 
disorder in the total score of positive (normal) 
perfectionism. The subscales of positive 
(normal) perfectionism are striving for 
excellence, order and organization, 
planfulness, and high standards for others. 
These subscales did not differ significantly 
between the two groups. Nevertheless, there 
was a significant difference between healthy 
people and people with eating disorder in the 
subscale of high standards for others; the 
mean score of the subscale of high standards 
for others in patients with eating disorders 
was higher than that in healthy people. 
Moreover, the results of independent t-test 
indicated a significant difference between the 
two groups in negative perfectionism; the 
mean total score of negative perfectionism 
was higher in patients with eating disorders 
compared to healthy people. A significant 
difference was observed between the two 
groups in the subscales of concern about 
mistakes, rumination, and perceived parental 
pressure. The mean scores of concern about 
mistakes, rumination, and perceived parental 
pressure were higher in people with eating 
disorder compared to healthy people. 
However, no significant difference was  

 
observed between the two groups only in the 
negative perfectionism subscale of need for 
approval.  

The findings of the present study are in line 
with a number of previous studies. For 
instance, Ariapooran and Shirzadi (2012) 
reported similar results in their study. The 
findings of their study showed that negative 
perfectionism had a significant and positive 
relationship with eating disorder symptoms 
and positive perfectionism had a significant 
and negative relationship with eating disorder 
symptoms. The results of the research by 
Hosseini, Dusti, and Bagheri (2016) also 
illustrated a significant positive relationship 
between negative perfectionism and eating 
disorder (24). Bulik, Tozzi, Anderson, Mazzeo, 
Aggen, and Sullivan (2003) reported a 
significant relationship between premorbid 
perfectionism and eating disorder. 

In explaining this finding we can refer to 
the definition of perfectionism. Perfectionism 
is a two-dimensional construct that ranges 
from normal to abnormal, positive to 
negative, and healthy to morbid. The 
unhealthy and negative form of 
perfectionism leads to an irrational tendency 
to achieve, a person with negative 
perfectionism, regardless of physical, 
biological, psychological, or environmental 
conditions, tries to achieve a mental ideal, 
and it often costs a heavy price to achieve 
this out of reach ideal. A person with 
positive perfectionism is willing to maintain 



http://ijbmc.org 07 October 

fitness and health, but considers his/her 
environment and biological framework. 

The comparison of PBI factors between 
healthy people and people with eating 
disorder showed that there is only a 
significant difference between people with 
eating disorder and healthy people in 
parental neglect subscale. Patients with 
eating disorders are more likely to perceive 
parental neglect compared to healthy people. 
There was no significant difference between 
the two groups in the subscales of 
overprotection, normal protection, and 
normal care. This finding is in line with a 
number of studies; for example, Tetley et al. 
(2014) stated that women with eating 
disorders perceive boding with their parents 
to be inappropriate. 

Fujimori et al. (2011) found a link between 
low levels of care and eating disorder. 
Walters and Kendall (1995) have also 
described parents of women with anorexia 
nervosa as rejective. Consistent with this 
finding, Sadock‎ and Sadock‎ (2007) also stated 
that parents of patients with bulimia nervosa 
are rejective and inattentive. Parents, who do 
not take suitable care of their children and 
reject them, are every day sending them the 
message that they do not deserve attention. 
One possible explanation for this result is the 
formation of beliefs in these individuals that 
ultimately lead to one form of eating disorder. 
These individuals do not perceive their bond 
with their parents as caring and appropriate. 
In stages of development, they have not 
achieved the necessary trust, autonomy, and 
independence. In response to such a 
problem, it is possible to develop a disorder 
depending on the genetic status, the context, 
and the characteristics of the individual one 
of which is eating disorder. People's 
behavioral strategy in response to the 
abnormal tendency toward a n  ideal body 
ranges from complete eating prohibition to 
excessive overeating. 
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1

Although self-esteem is one of the most 
fundamental concepts studied in many 
studies, there is not much agreement among 
psychologists in a way that its definition 
range includes good or positive emotion up 

                                                 

to egotism, selfishness, and sense of priority 
(Sayadpour, 2007). According to Mackie and 
Smith (2016), self-esteem is what we think 
about ourselves. Self-esteem is a positive or 
negative evaluation of and emotion toward 
oneself. Self-esteem is constructed due to the 
need for the positive evaluation of others in 
the form of feedbacks, warm and amicable 
confrontation, acceptance, and kindness from 
the one’s environment particularly from the 
parents of a child.  

The results of an examination of the value-
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