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Abstract

Introduction: Fibromyalgia disease has a considerable effect on anxiety disorders
such as subjective well-being. The present study aimed to investigate the effect of
positive mindfulness therapy (PMT) and emotion-focused cognitive-behavioral
therapy (EFCBT) in fibromyalgia patients’ response to stress and subjective well-
being.

Methods: The research method was quasi-experimental with a pre-test and post-test
design, and a control group. The statistical population included 160 women with
fibromyalgia, visiting Red Cross affiliated physiotherapy clinics in Tehran in 2020. The
sample consisted of 60 patients with fibromyalgia selected by convenience sampling
and randomly divided into two experimental groups (PMT and EFCBT) and a control
group (n= 20 per group). Data were collected using the Self-Regulation Inventory
(SRI) and the Subjective Well-Being Scale. The validity and reliability of the research
instruments were confirmed. Data were analyzed at descriptive and inferential levels
using SPSS software version 20.

Results: The results showed that the PMT produced significant improvements in
subjective well-being and response to stress (P = 0.001) in patients with fibromyalgia.
Furthermore, EFCBT was effective in improving subjective well-being and response to
stress (P = 0.001) in the patients compared to the control group. The results did not
imply a significant difference between the two treatment interventions.

Conclusions: PMT and EFCBT were effective in reducing response to stress and
improving subjective well-being in patients with fibromyalgia. Based on the results,
holding PMT and EFCBT workshops may exert beneficial effects on reducing
response to stress and increasing subjective well-being in patients with fibromyalgia.
According to the results, using positive mindfulness therapy and emotion-focused
cognitive-behavioral therapy was effective in reducing response to stress and
improving subjective well-being in patients with fibromyalgia.
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INTRODUCTION

Fibromyalgia (FM) is a prevalent and debilitating
syndrome associated with widespread and multisite
musculoskeletal pain, multiple unstable trigger points,
sleep disturbance, fatigue, and muscular inflexibility [1].
After arthritis, which is the most prevalent rheumatic
disease, fibromyalgia is one of the top three prevalent
diseases among adult patients in rheumatology clinics
[2, 3]. These patients show symptoms of peripheral and
autonomic nervous system disorders, lower cortisol
response to stress, lower levels of serotonin metabolites
in the cerebrospinal fluid (CSF), and higher levels of
stress [4].

Fibromyalgia disease has a considerable effect on
anxiety disorders such as subjective well-being (SWB)
[S, 6]. One of the negative effects of anxiety is the
reduction of subjective and psychological well-being,
The emergence of the positive psychology movement
inspired a group of psychologists to use the term
"psychological well-being" instead of mental health since
that term was believed to have a positive connotation
[7]. There is a growing number of research regarding
SWB and human capabilities on account of the
development of positive psychology. SWB is a crucial
structure in the research concerned with personality
interpretation and is defined as a positive evaluation of
life and the balance between positive and negative
emotions [8, 9]. Life satisfaction is considered a
cognitive aspect of SWB and positive and negative
emotions, as well as a general dimension, which
indicates individuals’ daily emotional experiences [10].
Loge-Hagen et al. [11] argued that one of the
consequences of fibromyalgia diseases is the prevalence
of depression, especially stress. The feeling of stress in
these people pertains to natural stressful events such as
social and family relationships and communications
[12]. Stress is a natural experience and has a crucial role
in the continuance of human survival; however, acute or
long-term stress can cause unpleasant and traumatic
effects [13]. Accordingly, it is quite crucial to identify
the feelings and emotions and adopt proper coping
strategies [14].

Mindfulness is a treatment concerned with the
reduction of stress and anxiety [15]. It is derived from
cognitive-behavioral therapies and considered among
the third wave therapies. A variety of studies
demonstrated that mindfulness-based therapies affect
various levels of life such as personal, family, and social
at different age levels. It improves assertiveness and
reduces anxiety, depression, and stress [16, 17]. Based
on the positive psychotherapy paradigm, these
treatment interventions are not rejecting or substitute
for traditional treatments. In other words, instead of
undergoing a paradigm change, they intend to focus on
strengths and weaknesses [ 18]. Accordingly, combining
mindfulness with other positive psychological structures

improves its capacity. Similar to other mixed positive
interventions, the positive mindfulness training model
emphasizes the weaknesses and strengths in order to
improve the positive variables and well-being and
reduce the subjective distresses [19, 20]. Self-
compassion is among the structures considered in the
positive mindfulness plan to deal with self-criticism and
rumination in depression [21, 22].

One of the therapies affecting the psychological
symptoms is the emotion-focused cognitive behavioral
therapy (ECBT), which emphasizes the skills for
identifying and detecting the emotions of self and others
(emotional awareness), the correct way of expressing
emotions with respect to the social status
(understanding emotion), reducing the intensity of
negative emotions prior to evoking a response
(emotional regulation), plus, emphasizing the
behavioral and cognitive techniques affecting anxiety
and other acute negative emotions [23, 24]. Kohrt et al.
[25] showed the effectiveness of mental and spiritual
factors in improving chronic pain. Kim et al. [26]
showed the effectiveness of exercise (strength and
flexibility ~ exercises) and  cognitive-behavioral
interventions in attenuating chronic musculoskeletal
conditions (fibromyalgia), improving performance, and
changing secondary signs. Mohammadi Zeidi et al. [27]
reported that training coping approaches, which are
based on mental teachings, proved fruitful in enhancing
health and easing clinical disorders.

Taking into consideration the importance of SWB in the
psychological structure of human life, its promotion is
the objective of most psychological treatments in
clinical and non-clinical situations [10, 28]. Therefore,
the present research employed and compared two
psychological interventions to assist these patients to
cope with their diseases in order to increase their SWB
and response to stress, which can lead to improvement
of some of the factors that these patients are suffering
from. Accordingly, the present study aimed to compare
the effect of positive mindfulness therapy and emotion-
focused cognitive-behavioral therapy in improving
response to stress and subjective well-being in patients
with fibromyalgia.

METHODS

The research method was quasi-experimental with a
pre-test and post-test design, and a control group. The
statistical population included 160 women with
fibromyalgia, visiting Red Cross affiliated physiotherapy
clinics in Tehran in 2020. Sixty patients with
fibromyalgia who were willing to participate in the
research were selected as the sample of the study using
convenience sampling. The inclusion criteria were
fibromyalgia diagnosis, the age range of 30-50 years, not
receiving any simultaneous psychological or
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pharmaceutical treatment, lack of mental illness, and at
least high-school education. Participants were randomly
divided into two experimental groups (positive
mindfulness therapy and emotion-focused cognitive-
behavioral therapy) and a control group (n= 20 per
group). After filling out the informed consent forms, the
participants completed the Self-Regulation Inventory
(SRI) and the Subjective Well-Being Scale in the pre-
test phase. The participants were also ensured about the
confidentiality of the results. After sampling, the
intervention programs were performed separately for
the experimental groups. During this period, the
controls were not given any task to avoid probable
interference with the results from the EFCBT and PMT
groups. Harboring ethical considerations, a brochure
containing intervention guidelines was provided to the
after the After the

implementation of the interventions to the experimental

controls post-test  phase.

group, both the experimental and control groups
underwent the post-test phase.

Research Tools

Self-Regulation Inventory (SRI): Koh in 2001
developed this inventory to study the emotional,
physical, cognitive, and behavioral aspects of stress. This
inventory is a self-report comprising 39 questions. The
participants should complete the inventory on the basis
of the S-point Liker scale (ranging from zero= never to
4= totally), which specifies to what extent each
participant is suffering from each of the symptoms of
stress (6 phrases), aggression (4 phrases), physical (3
phrases), rage (6 phrases), depression (8 phrases),
fatigue (S phrases), and failure (7 phrases) [29].
Ashkezari et al. [30] reported alpha Cronbach

Table 1. A summary of Positive Mindfulness Training (PMT) Sessions

coefficient of 0.87 for the scale. In the present study, the
Cronbach's alpha coefficient was 0.82 for the scale.
Subjective Well-Being Scale: Molavi et al. [31]
designed the Subjective Well-being Scale. This scale
contains 39 items, which should be completed using the
S-point Likert scale (Completely True and Completely
False). They evaluated well-being using questions such
as: (Sometimes I change the way I act or think to be
more like others; I feel good when I think about what I
have done in the past and what I will do in the future).
The following are four other subscales: 1. Vitality
Subscales, 2. Grit Subscale, (the collection of these two
subscales creates the subscale of positive emotions), 3.
Neurotic Subscale, and 4. Stress-Depression Subscale
(the collection of these two subscales creates the
subscale of negative emotions). Molavi et al. [31]
reported alpha Cronbach coefficient of 0.84 for the
scale. In the present study, the Cronbach's alpha
coefficient was 0.80 for the scale.

Intervention program
The first intervention program consisted of eight 90-
minute sessions of positive mindfulness therapy [23].
(Table 1 presents summary of sessions). The second
intervention program consisted of ten 90-minute
emotion-focused

sessions of cognitive-behavioral

therapy [32]. Table 2 presents summary of sessions.

Statistical Analyses
Data were analyzed at descriptive and inferential levels
using SPSS version 20. The mean and standard
deviation were used at the descriptive level. The LSD
post-hoc test and MANCOVA were used at the
inferential  level

following  investigating  the

presumptions of this analysis.

Session  Topic Contents of Training Sessions Homework
Reviewing the structure and goals of the sessions and main rules; inviting the
articipant to introduce themselves; explaining depression and its psychological
Self- P pant . . j exp saep . psy i Keeping aware of thoughts and
1 comorbidities;  introducing mindfulness, self-consciousness, positive .
awareness . . . . . reactions throughout the day
psychology, and meditation; acquainting members with a meditation that is
focused on breathing, body, and emotion.
2 Positive Discussing benefits of positive emotions and gratitude; implementing gratitude ~ Expressing gratitude for positive
emotions meditation focusing on who or what one appreciates situations
Explaining the self-compassion concept, research review and methods to
Self- xP s omp L P res . . Replacing internal criticism with
3 . increase self-compassion; practicing loving kindness meditation focusing on .
compassion . statements of kindness
self-compassion
Introducing character strengths and self-efficacy including enhancement Completing the Values in Action
4 Self-efficacy methods; Meditation focusing on a time when the participant was at his/her ~ (VIA) character strengths survey
best and using character strengths and using strengths
. . . . . . Taking action in line with one’s
Introducing autonomy and its connection with well-being; practicing .
S Autonomy . . . values and noticing external
meditation on authentic self and action .
pressure on choices
Discussing the meaning of life and wellbeing; completing writing exercise, ~ Takingaction according to the best
6 Meaning entitled “The Best Possible Legacy Possible;” Meditation on the future vision of ~ possible legacy and choosing
self, living one’s best possible legacy meaningful activities
Positive
. . Discussing benefits of positive relations with others and methods for Bringing feelings of loving
7 relations with . > . . o . L .
thers relationship enhancement; Loving-Kindness Meditation kindness into interactions
o
Responsibili
3 dP ty Commitment and enjoyment and their relationship with positive emotions;  Enjoying engagement with
an.
enjoyment-focused meditation experiences
Commitment joym P
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Table 2. A summary of Emotion-Focused Cognitive-Behavioral Therapy (EFCBT) Sessions

Session  Topic Educational Content

1 Introduction
therapy.

2 Relaxation
3 Affective beliefs . o
technique, assigning a task.
Vertical Arrow

Introducing the patient, implementing pre-test, determining treatment goals, presenting session rules, relationship

Introducing EFCBT, training relaxation technique, assigning a task.
Feedback from the previous session, taking note of negative and inefficient thoughts and beliefs, training relaxation

Feedback from the previous session, training vertical downward arrow to identify central emotions and beliefs,

Feedback from the previous session, test of clients” beliefs with objective analysis (judgment), training relaxation
Evaluation of Feedbackfrom the previous session, using different cognitive analysis methods and encouraging clients to re-evaluate
Feedback from the previous session, opposing autonomous affective thoughts, training relaxation technique,

Feedback from the previous session, emphasizing identification of feelings; training problem-solving skills; describing

Technique training relaxation technique, assigning a task.
S Affective beliefs ~ Feedback from the previous session, creating a complete list of emotional beliefs
6 Emotional

judgments technique, assigning a task.

affective beliefs  affective beliefs, training relaxation technique, assigning a task.

Affective
8 -

thoughts assigning a task.

Problem-

solving various problem- and affection-centered coping styles, training relaxation technique, assigning a task.
10 Exercises

closing session.

Feedback from the previous session, reviewing exercises throughout the sessions; implementing post-test; holding a

Before conducting the MANCOVA, Shapiro-Wilk and
Levene's test were used to assess, respectively, data
normality and homogeneity of variance; in addition, the
equality of regression lines was investigated through
examining the interaction between test and group
membership.

RESULTS

Based on the demographic data of the participants in the
mindfulness group, 30% of them had a diploma, 40%
had a bachelor's degree, and 30% had a master's degree.
In the cognitive-behavioral group, 40% had a diploma,
30% had a bachelor's degree, and 30% had a master's

degree. In the control group, 40% of the participants had
a diploma, 30% had a bachelor's degree, and 30% had a
master’s degree. Given marital status, 55% of the
participants were married and 45% of them were single
in the mindfulness group. In the cognitive-behavioral
group, 65% were married and 35% were single. In the
control group, 65% were married and 35% were single.
The mean age of the participants in the mindfulness,
cognitive-behavioral, and control groups were
43.3+6.72, 42.8£7.08, and 42.9+5.86 years old,
respectively. The three groups were not significantly
different in terms of age, education and marital status
(P>0.05). Table 3 shows the descriptive indices of the

research variables in these three groups.

Table 3. Mean and Standard Deviation of Dependent Variables in the Experimental and Control Groups in the Pre-Test and Post-Test

Variables / Phases PMT EFCBT Control P (between
M+ SD M+ SD M+ SD groups)

Response to stress

Pre-test 110.66 + 8.30 110.46 £ 7.66 11126 £7.73 0.418

Post-test 103.33+7.14 101.93 £7.46 111.20 £ 6.97 0.001

P (within groups) 0.001 0.001 0.998 -
Subjective well-being

Pre-test 97.13 £19.88 100.33 £ 16.97 96.86 £ 15.76 0.114

Post-test 115.53+20.73 120.00 £ 15.41 96.53 + 14.63 0.001

P (within groups) 0.001 0.001 0.990 -

PMT: Positive Mindfulness Therapy; EFCBT: Emotion-Focused Cognitive-Behavioral Therapy; M + SD: Mean * Standard Deviation
Table 4. LSD Post-Hoc Test for Paired Comparison of the Variables in the Post-Test Phase

Variable / Groups MD SE P
Response to stress
PMT - Control 7.36 0.69 0.001
EFCBT - Control 8.57 0.68 0.001
PMT - EFCBT 1.18 0.66 0.082
Subjective well-being
PMT - Control 19.25 1.77 0.001
EFCBT - Control 20.56 1.74 0.001
PMT - EFCBT 1.31 1.70 0.440

PMT: Positive Mindfulness Therapy; EFCBT: Emotion-Focused Cognitive-Behavioral Therapy; MD: Mean Difference; SE: Standard Error

The Shapiro-Wilk test was used to examine the
assumed normality of data. According to the results, the
distribution of dependent variables, including response
to stress and subjective well-being, was normal in both

the pre-test and post-test phases, confirming the
assumed normality of dependent variables (P> 0.05).

The LSD post-hoc test was used to compare the
effectiveness of PMT and EFCBT in response to stress
and subjective well-being of fibromyalgia patients. Table
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4 shows the LSD test results on the difference in mean
scores of the groups in response to stress and subjective
well-being in the post-test phase. According to Table 4,
significant differences exist in the response to stress and
subjective well-being scores between the PMT and
EFCBT groups with the control group (P< 0.05). PMT
significantly reduced response to stress among patients
with fibromyalgia (P=0.001). The results also indicate
that the PMT and EFCBT significantly increased
subjective well-being in patients with fibromyalgia (P<
0.05). There was not any significant difference in the
effectiveness of PMT and EFCBT in improving
response to stress and subjective well-being.

DISCUSSION

The present study aimed to investigate the effect of
positive mindfulness therapy and emotion-focused
cognitive-behavioral therapy in improving response to
stress and subjective well-being in women with
fibromyalgia. in Tehran. The results showed that PMT
and EFCBT produced significant improvements in
response to stress and subjective well-being in the
patients compared to the control group. It can be
concluded that these intervention methods affected
dependent variables. This finding is consistent with the
results of previous studies [10]. Cejudo et al. [10]
indicated that training the presence of mind can help
develop awareness regarding all emotional and cognitive
events, especially in individuals experiencing the
primary symptoms of depressive relapses. Therefore,
training mindfulness can improve the initial recognition
of the symptoms of a problem, and employing these
skills could have a considerable effect on preventing
stress. Lee [33] reported that the ability to observe
without judgment facilitates recognition of the
consequences of a behavior. This recognition can cause
effective behavioral changes. This skill enables the
individual to control their attention and is a beneficial
skill for individuals who face problems due to distraction
caused by anxiety, memories, or negative moods [34].
Positive emotions facilitate productivity, creative
thinking, and patience. The studies pertinent to the
concept of stress demonstrated that individuals with
stress remember the negative events more precisely and
are more sensitive to the information pertaining to risk-
taking [32]. Moreover, happy people overestimate their
skills and remember positive events more than negative
ones, making better decisions when planning for life
since they search for vital strategies such as obtaining
information regarding health risk-taking. Thus,
intervention-oriented therapies can be effective in this
regard.

The results showed that there was no significant
difference between PMT and EFCBT in improving
subjective well-being and reducing stress response in
patients with fibromyalgia. EFCBT is a neo-humanist

and experimental therapy. In EFCBT, the therapist's
emphasis is not only on being aware of the subjective
content, which was denied or distorted by the patient,
but also on creating a new sense caused by the physical
experience of the patient[°] . From the emotion-
focused viewpoint, humans behave as a dynamic system,
which integrates the numerous dialectical processes in
various levels, i.e., from the level of a chemical neuron to
the conceptual and awareness levels. This integration
results in an inseparable bond of emotion and cognition
[Y ¢]. Therefore, individuals constantly mix and manage
the supposedly opposite biological information and
cultural learnings to live more efficiently.

Research limitations included the age range of 30-50
years, non-generalizability of the results to patients in
other cities, and limited information of fibromyalgia
patients.

CONCLUSION

According to the results, PMT and EFCBT are effective
in reducing response to stress and improving subjective
well-being in patients with fibromyalgia. Moreover,
there is not any significant difference in the effectiveness
of these two treatment interventions. It is then
recommended to conduct this research on fibromyalgia
patients. Future studies on different communities are
proposed to consolidate and generalize the results.
Moreover, future studies are recommended to have a
follow-up stage. It is also recommended to hold PMT
and EFCBT workshops to reduce stress response and
improve well-being.
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Abstract

Introduction: Postpartum depression causes negative changes in mothers’ mood and
family cohesion, undermines adjustment of mothers with their children, and prevents
children from forming a healthy relationship with their mothers. The purpose of this
study was to compare meaning in life, strategies of cognitive emotion regulation and
body image concern in women with and without postpartum depression.

Methods: In this causal-comparative research, participants were selected by
convenience sampling among women in the postpartum period in Tehran in 2021.
Data was gathered using the Edinburgh Postpartum Depression Scale, Meaning in Life
Questionnaire, Cognitive Emotion Regulation Questionnaire, and body image
concern inventory. Then, 82 women with postpartum depression and 82 without
postpartum were analyzed using ANOVA and MANOVA tests in SPSS-21.

Results: There is a meaningful difference between two groups (women with and
without postpartum depression) in terms of presence subscale in meaning in life
questionnaire, non-adaptive strategies of cognitive emotion regulation scale except for
self-blame subscale and adaptive strategies of cognitive emotion regulation except for
acceptance sub-scale, and body image concern (p<0.05). In fact, depressed women use
more non-adaptive strategies and suffer more from body image concern. However,
presence of meaning in life and use of adaptive strategies are less prevalent among these
depressed women.

Conclusions: Taken together, the findings shed light on the importance of meaning
inlife, cognitive emotion regulation and body image concern in postpartum depression
and highlight potential targets for developing interventions in order to prevention and
treatment of postpartum depression.

INTRODUCTION

During the period immediately after childbirth, women
might experience onset or deterioration of a certain
mental disorder due to hormonal, physical and mood
changes and stress caused by parenthood as a new duty
added to previous responsibilities [1]. Postpartum
Depression (PPD) is a common disorder prevalent
among 15 percent of women who have recently given
birth [2, 3]. Signs and Symptoms of PPD might include
sleeping and

mood  changes,

psychomotor disorders, exhaustion, lack of focus, guilty

eating  disorder,

feeling, and lack of enjoyment from work and daily
activities [4]. Depression in mothers during first weeks
and months after childbirth might weaken these
mothers’ relation with their children, which could create
deep problems for children in the future. PPD can have

negative influence on children’s natural growth and
mothers’ whole life [5, 6].

Having no meaning in life or losing it somehow is one of
the landmark experiences of depressed people [7-9]. In
1984, Victor Frankl delivered the most popular
definition of meaning in life. He postulated that when an
individual is in relationship with others, watches artistic
and literary works, takes sanctuary in the bosom of
nature, and attends to their favorite activities in general,
they feel the existence of meaning in themselves [10]. It
is safe to assume that a person who finds life purposeful,
special and understandable would also find meaning in
life. Further, having meaning in life lowers the chance of
suffering from mental disorders such as depression [7].
Among women, there is a negative and meaningful
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correlation between having meaning in life and suffering
from depression [9]. So it seems that lack of meaning in
life could be a reasonable candidate as an underlying
factor contributing to PPD. Meaning in life has some
affinity with cognitive emotion regulation as an
important psychological factor contributing to PPD
[11,12].

Emotion regulation strategies make up a distinct
psychological aspect of mood disorders such as PPD
[11, 13]. Emotion regulation is defined as “effort to
control what emotions we have, when we have those
emotions and how we experience or express them” [12].
Using non-adaptive and ineffective strategies for
cognitive emotion regulation leads to depression and
once again triggers the pattern of depressed thoughts
[14, 15]. In other words, if an individual faces a problem
or situation and considers it a horrible catastrophe, gives
up in a passive mood and starts thought ruminations,
they are probably using non-adaptive strategies which
reinforce negative and depressed moods [16]. However,
using adaptive strategies (adjusted) for cognitive
emotion regulation is an effective way to prevent
depressed moods or at least decrease their intensity and
duration [17]. Research has shown that an intervention
program based on cognitive emotion regulation can
effectively reduce postpartum depression [18] because
postpartum depression occurs directly and indirectly
through emotion regulation problems [19]. The results
of Pourkhaleghi et al. (2017) showed that adaptive
cognitive emotion regulation strategies have a
significant negative relationship with postpartum
depression, and non-adaptive strategies have a
significant positive relationship [20]. It seems that
adaptive strategies for cognitive emotion regulation
encourage individuals to have healthier and more
proportionate reaction to various stimulating situations,
and also to get involved with social environment by
taking a more active stand. Using these adaptive
strategies, individuals’ emotional response would be less
rigid and more resilient in order to prevent return of
symptoms of depression [21].

In addition to internal and emotional factors
contributing to postpartum depression, body image
concern is probably another psychological factor which
has an enormous effect on PPD. Very visible changes in
body and appearance of women as common
consequence of birth-giving might disturb some
individuals. After the birth of their baby, women can
become dissatisfied with changes to their body image,
including retained weight, stretch marks, loose skin,
reduced muscle tone, and changed breast shape [22].
Body image is an individual’s internal perception about
their appearance and body [23]. Body image concern
consists of preoccupation with a kind of imperfection in
appearance. That imperfection is usually imaginary, and
if there is actually a minor anomaly, the individual’s

concern about it is exaggerated and agonizing [24].
Body dissatisfaction results from aforementioned
discrepancy between perceived body and ideal body
[25]. Strong concern about others’ appraisals and
negative judgments leads to serious feeling of
dissatisfaction with body, and persistence of this
situation damages self-esteem and deepens depression
[26]. There is a relatively strong and meaningful
negative relation between body image and depression in
which a decrease in rate of satisfaction with body image
increases chance of suffering from depression [27]. It
should be also noted that body dissatisfaction poses a
serious threat against women’s emotional, mental,
professional and social life and increases risk of
depression among them [28] and poor body image and
dissatisfaction with it in women with postpartum
depression has a significant negative correlation and can
predict postpartum depression [22, 29].

A glimpse at previous research would reveal that there is
a shortage of information about differences between
new mothers with and without PPD with regard to
meaning in life, strategies of cognitive emotion
regulation and body image concern. At the same time,
PPD is on the rise and has unrecoverable consequences
for mothers, children and other members of family.
Recognizing factors contributing to PPD and
understanding role of meaning in life, strategies of
cognitive emotion regulation and body image concern
in PPD could make possible new accomplishments in
different realms of pathology, preventive actions and
clinical interventions. Present research contributes to
such effort by comparing woman with and without PPD
in terms of meaning in life, strategies for cognitive
emotion regulation and body image concern.

METHODS

Present study is a casual research, and its statistical
population consists of women who have visited
healthcare facilities of Tehran in 2020 and 2021.
Participants in this study were selected by convenience
sampling.

Participants

Participants were selected from among new mothers
who had visited healthcare facilities. In the guideline for
scoring provided by Edinburgh Postnatal Depression
Scale (EPDS), the cut-off score of 12 is considered as the
threshold of PPD [30]. Eighty two women among
participants in a major research were diagnosed with
PPD based on the cut-off score. The other eighty-two
women who were selected were not diagnosed with
PPD because they had not reached the cut-off score.
These women were as old as women in the first group.
Then, two groups with and without PPD were
compared in terms of variables in this research.
Inclusion criteria included giving consent to take part in
the study, being of age between 20 and 45, having at least
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a diploma, having given birth within last two weeks or
last two months, having no prior condition with mental
disorders diagnosed by specialists, and not abusing
substance or medications which effect mood — based on
self-report. And exclusion criteria included lack of wish
to continue cooperation with researchers and damaged
questionnaires.

Ethical Considerations

After receiving ethical code from committee of ethics in
research in Royan Institute, and also after obtaining Iran
University of Medical Sciences’ license for obtaining
samples from healthcare facilities under its direction in
Tehran, the researchers visited these facilities with prior
notice. Since statistical population was made of new
mothers, and for the sake of keeping peace of mind of
these women, process of completing questionnaires was
carried out by female colleagues. Also, situation caused
by Covid-19 in all parts of the country and particularly
in healthcare facilities left no choice but to send
questionnaires as Google Forms to participants.
Questionnaires were distributed among people who
were willing to participate in the research. As such,
participants declared their consent to take part in the
research. Then, introductory explanations about filling
questionnaires were given to participants. Finally,
participants were reminded that they could quit at their
own will at any time.

Measurement and Data Collection

Tools used in this research include the following:
Biographic questionnaire: Biographic information and
also inclusion and exclusion criteria was examined by
this scale. Edinburgh Postpartum Depression Scal
(EPDS): This scale, consist of ten items, was created by
Edinburgh in 1987 to diagnose PPD. The scale of scores
of EPDS range from 0 to 30, in which getting a score
higher than 10 is considered as a sign of having PPD.
Higher EPDS score would mean higher level of PPD,
and vice versa. Peindl et al’s study revealed that this
questionnaire’s reliability is 88 to 91 percent and its
validity scores 76 percent [31]. In Iran, Behboudi’s
(2001) research has shown that EPDS’s reliability is 88
percent, and its internal reliability is 90 percent based on
Cronbach's alpha [32]. Also, Mazhari’s (2007) reported
that EPDS’s reliability and availability stand at 95.3
percent and 87.9 percent, respectively [33].

Meaning in Life Questionnaire (MLQ): Steger et al.
(2006) designed MLQ to evaluate meaning in life and
also the effort to find it [34]. Researchers created ten
items through factor analysis. MLQ consists of two sub-
scales, namely presence of meaning in life (entries 1, 4,
S, 6,9) and search for meaning (entries 2, 3, 7, 8, 10).
Scoring system in this questionnaire is based on Likert
scale from totally correct (1) to totally incorrect (7).
Question number 9 is scored in reverse. The lowest and
the highest scores are 10 and 70, respectively. High score

shows presence of meaning in life. As Steger et al. have
shown, reliability of presence of meaning in life and
search for life sub-scales are 0.86 and 0.87, respectively
[34]. And a research by Peimanfar et al. (2012) based
on Cronbach’s alpha revealed that reliability coefficient
of MLQ stands at 0.89 [35].

Cognitive ~ Emotion  Regulation  Questionnaire
(CERQ): This questionnaire, which includes 18 items,
evaluates strategies of cognitive emotion regulation in
response to stressful and threatening situations in a
score range from 1 (never) to S (always). There are nine
sub-scales in this questionnaire which include self-
blame, other-blame, thought rumination,
catastrophizing, putting into perspective, positive
refocusing, positive reappraisal, acceptance and refocus
on planning. Minimum and the maximum scores in each
sub-scale are 2 and 10, respectively, and a higher score
reveals more usage of relevant cognitive strategy.
Psychometric features of CERQ are approved in prior
research [36-38]. For Iranian society, Yousefi has
estimated reliability of CERQ_by using Cronbach’s
alpha for participants with 15 to 25 years of age. The
results for adaptive and non-adaptive strategies are 0.91
and 0.87, respectively. Furthermore, validity of this scale
was calculated by using correlation between non-
adaptive strategies and scores of scale of depression and
anxiety in a 28-item questionnaire about general health,
which resulted in 0.35 (p = 0.001) and 0.37 (p =0.001),
respectively.

Body Image Concern Inventory (BICI): This
questionnaire, designed by Littleton, Axsom and Puri
(2005), includes 19 items to which participants answer
through five-choice questions (from never to always)
[39]. Researchers reported that coefficient of
Cronbach’s alpha for BICI is 0.93. They have also
positive and satisfactory assessment of reliability
coefficient for BICI via Padua’s obsessive compulsive
scale (0.52) and eating disorder questionnaire (0.40) (p
< 0.001). Furthermore, In Iran, a research by
Basaknezhaad and Gaffaari about a sample made of
students revealed that based on Cronbach’s alpha
method, reliability of BICI for girls, boys and all students
is 0.93, 0.95 and 0.95, respectively. Fear of negative
evaluation (FNE) of physical appearance scale was used

to calculate validity coefficient [40, 41].

Data Analysis

After collecting questionnaires, data were analyzed
using SPSS software. In addition to descriptive statistics,
multiple analysis of variance (MANOVA) and analysis
of variance (ANOVA) were used for statistical
estimations.

RESULTS

The mean and standard deviation of variables related to
the two groups of participants are shown in Table 1.
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Table 1. Ethnographic Characteristics of Participants

Variable Group with PPD, N= 82 Group without PPD, N = 82 P
Age 0.89
20-29 51 (62.2) 54 (65.9)
30-39 31(37.8) 26 (31.7)
40-4S 0 2(2.4)
Education 0.22
High school graduate 17 (20.7) 7 (8.5)
Associate degree 12 (14.6) 17 (20.7)
Bachelor’s degree 32(39.0) 32 (39.0)
Master’s degree 17 (20.7) 20 (24.4)
Ph.D. degrees 4(4.9) 6(7.3)
Occupation 0.10
Government sector 4(4.9) 11 (13.4)
Private sector 7 (8.5) 12 (14.6)
Freelancers 12 (14.6) 15 (18.3)
Homemaker 54 (65.9) 38 (46.3)
University student 5(6.1) 6(7.3)
Number of children 0.58
1 68 (82.9) 66 (80.5)
2 14 (17.1) 15 (18.3)
3 0 1(12)
Type of childbirth 0.50
Cesarian 47 (57.3) 48(58.5)
Natural 35(42.7) 34(41.5)
PPD 0.000
Mean 16.69 4.29
Standard deviation 3.74 1.7

Table 2. Mean, standard deviation and results of analysis of variance for two groups in terms of meaning in life, adaptive and non-adaptive strategies for
cognitive emotion regulation, and body image concern

Variable Mean + SD F statistic P value Eta squared

Presence of meaning 40.27 0.000 0.61
With PPD 19.41+7.23
Without PPD 25.89£5.75

Search for meaning 2.33 0.12 2.33
With PPD 25.20£5.32
Without PPD 26.57 £ 6.08

Self-blame 2.97 0.08 0.01
With PPD 23.78 £1.54
Without PPD 3.35+1.62

Other-blame 33.42 0.000 0.17
With PPD 5.06 £1.94
Without PPD 3.41+1.69

Thought rumination 14.03 0.000 0.07
With PPD 6.95+1.82
Without PPD 5.84+1.96

Catastrophizing 36.74 0.000 0.18
With PPD 6.40+2.17
Without PPD 4.50+1.83

Putting in perspective 9.23 0.003 0.05
With PPD 5.40£2.07
Without PPD 6.32+1.82

Positive refocusing 28.19 0.000 0.14
With PPD 3.37+£1.43
Without PPD 4.87+£2.11

Positive reappraisal 12.66 0.000 0.07
With PPD 6.02 £2.06
Without PPD 7.18+2.10

Acceptance 0.005 0.942 0.000
With PPD 5.89+£2.12
Without PPD 591215

Refocus on planning 10.62 0.001 0.06
With PPD 6.23£1.97
Without PPD 7.23£1.95

Body image concern 38.71 0.000 0.19
With PPD 46.71 £ 14.89
Without PPD 33.84+11.37
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Table 2 presents the results of comparing two groups
regarding meaning in life. This variable was assessed
through analysis of variance (ANOVA), which from the
perspective of the presence of purpose in life, yielded p
>0.01; F (1,162) = 0.17-1.88 with Levene's test and (-
0.18-1.09) with Kolmogorov—-Smirnov test, and from
the perspective of a search for meaning, yielded p > 0.01;
F(1,162) = 0.21-1.56 with Levene's test and (0.26-1)
with Kolmogorov—-Smirnov test. These numbers hint at
the uniformity of variance and normality of variance
distribution.

To compare two groups in terms of cognitive emotion
regulation with non-adaptive strategies, multiple
analysis of variance (MANOVA) was used since both
variables belonged to a single construct and were
correlated. Levene's test (F(1.162) =0.74-0.1; P > 0,01)
and Kolmogorov-Smirnov test (0.21-1.05) revealed
uniformity of variance and normality of distribution of
variables. Also, the M Box test (F = 1.6; P > 0.01)
showed a uniform matrix for dependent variables'
covariance and that multiple analysis of variance is
available for use. On the other hand, the result of Wilks's
lambda multivariate test (F(4.159) = 14.05; P < 0.05)
was meaningful. So there is a significant difference
between the two groups in terms of the scale of cognitive
emotion regulation in non-adaptive strategies. But this
meaningfulness does not reveal which sub-scales of
cognitive emotion regulation in non-adaptive processes
are different between the two groups. For this end,
analysis of variance was employed. Further, multiple
analysis of variance was used to compare two groups in
terms of cognitive emotion regulation in non-adaptive
strategies since they were correlated and belonged to a
single construct. Results of Levene’s test (F(1.162) =
0.63-0.22; P<0.01) and Kolmogorov-Smirnov test
(0.18-1.09) point to uniformity of variance and
normality of distribution of variables. Also, the M Box
test (F = 1.62; P < 0.01) showed that the matrix of
dependent variables' covariance in both groups is
uniform and that multiple analyses of variance could be
helpful. Wilks's lambda multivariate test (F(1.158) =
6.59; P < 0.000) yielded meaningful results. It showed
which sub-scales of cognitive emotion regulation in
adaptive strategies differed between the two groups. But
this does not pinpoint which sub-scales in adaptive
systems of cognitive emotion regulation are different
from each other. As such, an analysis of variance was
carried out. Table 2 shows the mean and standard
deviation of cognitive emotion regulation with adaptive
and non-adaptive strategies. F values of analysis of
variance are also presented in the table.

Data in Table 2 show a meaningful difference between
the two groups in terms of other-blame, thought
rumination, and catastrophizing sub-scales as non-
adaptive strategies. Data also reveal that the group's
mean score with PPD is higher than that without PPD.

However, in terms of self-blame sub-sale, no significant
difference was detected. Furthermore, there is an
influential difference between the two groups regarding
positive refocusing, positive reappraisal, and refocusing
on planning sub-scales as adaptive strategies. Also, the
group's mean score with PPD was higher than that
without PPD. However, there is no meaningful
difference between the two groups regarding the
acceptance sub-scale.

Finally, Table 2 shows the results of comparing two
groups in terms of body image concern based on the
analysis of variance with Levene's test (F(1,162) = 0.06-
7.72; P > 0.01) and Kolmogorov-Smirnov test (0.07-
1.67), which reveal a uniformity of variance and
normality of distribution of variables.

DISCUSSION

Present study was aimed at comparing meaning in life,
strategies of cognitive emotion regulation and body
image concern between two groups of women with and
without PPD. Results of the research showed that there
is a meaningful difference between two groups in terms
of presence of meaning in life. It can be discerned that
women with PPD lack or lose meaning in life. In this
regard, the results of Mohammadi Nia and Mashhadi's
(2018) research on 260 students showed a two-way
relationship between depression and the meaning of life.
Just as lack of meaning in life is negatively and
significantly related to depression, so depression is a
result of various factors that lead to a decrease in the
meaning of life [8]. The quasi-experimental study of
Haji Yousefi and Alvandi (2017) showed that group
meaning therapy reduces depressive symptoms and
increases the meaning of life in women. Women in the
experimental group (n = 12) and women in the control
group (n = 12) after group semantic therapy
interventions were significantly different in terms of
depression and meaning of life [42]. The results of
research by Volkert et al. (2019) in a sample group of
2104 adults showed that the risk of depression increases
with decreasing meaning in life [43]. Hedayati and
Khazaei (2014), in a study on the relationship between
depression and the meaning of life and hope in adults
conducted on 215 people, showed that depression has a
significant negative correlation with the meaning of life
in both presence and search [44]. It is important to note
that a study on the meaning of life and postpartum
depression was not found in the sample group of
newborn women. In an attempt to explain this finding, it
can be said that meaning in life is totally dependent on
each individual’s perspective and is somehow unique for
each individual. Presence of meaning in life for new
mothers increases motivation for realizing the goals,
doing chores, feeling responsible and worthy, and
dealing with stressful events and internal and external
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pressures. Therefore, presence of meaning rescues new
mothers’ life from the feeling of nothingness and
disorientation. On the other hand, losing meaning in life
leads to lack of motivation for living fully, following
values and trying to realize dreams. New mothers who
lose meaning in life feel that they have become
ineffective, and that their disoriented lives have come to
a stalemate. As a result, these mothers find life a negative
and painful experience. They give up easily during crisis
and stressful events. All this would result in negative
mood, and decreased levels of pleasure and motivation,
and would eventually lead to postpartum depression.

Also, results of present research showed that the group
with PPD has a meaningfully higher use of ineffective,
non-adaptive strategies for cognitive emotion regulation
in terms of putting in perspective, positive reappraisal,
positive refocus and refocusing on planning sub-sales. In
this regard, the study of Hyo Sin et al. (2021),
performed on 17 new mothers in the experimental
group and 21 new mothers in the control group, showed
a significant difference in the experimental group after
interventions based on  emotion regulation
management. There are cognitive emotion regulation
strategies between the two groups, and an emotion
regulation-based program can effectively reduce
postpartum depression, anxiety, and stress in newborn
mothers [18]. Research by Krzeczkowski et al. (2021)
showed that maternal exposure to postpartum
depression increases the child's risk of developing
psychological and emotional regulation problems.
Having  postpartum  depression can prevent
psychological problems in the baby [45]. Research by
Marques et al. (2018) on a sample of 450 newborn
women showed that women with postpartum
depression have more emotion regulation problems
than non-postpartum women and that depression
occurs directly and indirectly through emotion
regulation problems [19]. Research by Pourkhaleghi et
al. (2017) also showed that adaptive cognitive and
emotional regulation strategies, including acceptance,
positive refocus, and refocusing on planning, are
negatively associated with postpartum depression. As
well as non-adaptive cognitive and emotional regulation
strategies, including self-blame, catastrophe, Ruminants
and blaming others are positively associated with
postpartum depression. According to this study,
postpartum depression can be predicted through
cognitive emotion regulation strategies [20]. It can be
said that women can have a realistic, adaptive and more
resilient response to new situations by using adaptive
strategies for cognitive emotion regulation, such as
putting in perspective, positive reappraisal, positive
refocusing, and refocusing on planning [46]. This is
done through adjustment and regulation of emotions
and controlling them after childbirth experience, which
is stressful, challenging and demanding. When levels of

life satisfaction and positive emotions increase, negative
emotions and depressed mood become less prevalent.
New mothers who make use of non-adaptive strategies
for cognitive emotion regulation, such as other-blaming,
catastrophizing and thought rumination, find others
responsible for creating stressful situations. They also
imagine the current situation to be more intense and
more horrible than what it reality is. This leads to
thought rumination about a stressful and sad event
which has happened to them. All in all, this kind of
irritability produces continuous negative experiences,
and the sensitivity that is created in regard to others
might lead to isolation and depression.

Furthermore, findings reveal that women with PPD are
more vulnerable than their counterparts in terms of
body image concern. Hartley et al. (2021) showed that
the two groups with and without postpartum depression
significantly differ regarding body image. Women with
postpartum depression have a weak and negative body
image [29]. The results of most studies in Silveira et al.
(2015) review showed that dissatisfaction with body
image is significantly associated with the onset of
prenatal and postpartum depression [47]. A study by
Sweeney et al. (2013) on 46 women who gave birth
showed that body dissatisfaction predicted the
symptoms of postpartum depression [22]. In fact, in
explaining these findings, it can be said that women who
teel others have a negative opinion about their
appearance and therefore do not participate in social
activities are constantly seeking approval. And are the
opinion of others and compare their appearance with
the patterns of the day in the world. Satisfy, but in the
long run, it intensifies dissatisfaction with the body.
Intense body dissatisfaction may cause issues such as
eating disorder, sleeping disorder, lack of energy, self-
blame and having guilty feeling without reason, which
are all symptoms of depression [48]. In other words,
excessive body image concern causes serious social and
occupational disabilities, decreases quality of life and
self-esteem, creates negative self-image, and inspires
isolation and depression [49].

Few studies have compared the cognitive regulation
variables of emotion and body image concern in the
sample groups with and without postpartum depression
in newborn women. Moreover, no research has
examined the meaning of life with postpartum
depression, a remarkable innovation of the present
study. Therefore, the study of this theoretical gap and
the lack of studies in the variables field led to a more
complete and comprehensive relationship between
these variables and added to the richness of academic
resources in the mental health field.

The present study and its results can provide valuable
and up-to-date information about the causes of
postpartum depression, especially to clinical therapists
in the community. In the case of this disorder, therapists
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should use their knowledge and experience and the
results of this study to take the necessary measures.

CONCLUSION

Present research showed that women with PPD feel that
they have less meaning in life or have lost meaning
altogether. New mothers with PPD make more use of
non-adaptive strategies, including self-blame, thought
rumination and catastrophizing. They also have more
concern about their body image. In contrast, women
without PPD feel they have enough meaning in life.
They make more use of adaptive-strategies, including
putting in perspective, positive refocusing, positive
reappraisal, and refocusing on planning. They also have
less concern about their body image. Thus, increasing
knowledge and awareness in this context could improve
interventions and make treatment of new mothers more
effective.

LIMITATIONS AND RECCOMANDATIONS

One of the limitations of the present study was the use
of a self-report questionnaire that can be associated with
misconduct in response. The limitation of the statistical
sample to the city of Tehran and newborn women who
gave birth for two weeks to two months was another
limitation of this study. Another limitation is related to
the type of sampling, which is due to the low
generalizability of convenience sampling. Also, due to
the study's cross-sectional nature, accurate causal
explanations cannot be made. It is recommended that
healthcare facilities which provide vaccination services
to mothers can offer courses to raise pregnant women'’s
awareness about psychological issues of childbirth. In
these courses, guidelines to find and appreciate meaning
in life can be presented along with practical skills for
regulating emotions. Finally, the effect of individual and
cultural factors and also media on body image concern
among women should be part of the educational course
to alleviate PPD.
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INTRODUCTION

Childhood and adolescence is an unrepeatable, affective

Abstract

Introduction: Childhood has a significant impact on human growth and
development. So that children who receive inappropriate care during the first years
of life have lower intelligence and less compelling power, become sicker and prolong
their illness. To this end, the provision, maintenance and promotion of the health of
children under one year is a special status as a vulnerable group in health services.
The aim of this study was to determine the quality of care for children under one year
using the SERVQUAL model in Sanandaj comprehensive health centers in 2018.
Methods: In this descriptive-analytical study, 384 children under one year old who
referred to Sanandaj comprehensive health centers were selected by stratified
random sampling. Data collection was done using SERVQUAL questionnaire
(service quality). Data were analyzed by SPSS-23 software using descriptive
statistics, t-test and ANOVA.

Results: The results of this study showed that in all aspects of service quality there
was a negative gap, then the responsiveness dimension had the highest quality gap
and then the assurance dimension had the least quality gap and in all dimensions the
average customer expectations were higher than their average perceptions.
Conclusions: Given the negative gap in the five dimensions of service quality and
high expectations of perception in all dimensions, the needs and expectations of
service recipients need to be taken into account in order to reduce the service quality

gap-

and education [2].

Providing, maintaining and

and sensitive period in human development and any
failure in this period will cause irreparable damage to the
child [1]. Children's health is one of the key issues in any
country's health system because they are more sensitive
and vulnerable than adults and need special attention
and any developmental and nutritional and health
disorders will make them suffering, ill and disabled.
Children who are deprived of proper care and adequate
nutrition in their first years of life, the IQs are lower and
have less learning ability and competition, they become
more ill, and their disease progresses longer. These
conditions will not be reversible in later years despite
adequate nutrition or care, improved living conditions

promoting the health level of children under one year of
age as a vulnerable group in health care has a special
place [3]. Children with good care are ahead of other
children in education and other social services And they
are more powerful so future spending on education,
health and social spending will be reduced [4].

One of the concerns of health system managers is the
difference in the quality and quantity of services
provided, especially to vulnerable groups. This can be a
challenging issue given the fact that most people tend to
use higher-level services directly [S]. Quality of service
is considered as the degree of compliance with defined
standards [6]. The main goal of the health care system is
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also to achieve full physical, mental and social health and
to improve the quality of society [7]. Lower-than-
expected services always make service users less
trustworthy than service providers [8]. What is
considered as quality care today is the provision of
services according to the wishes of clients, which is
provided by health care providers for individuals,
regardless of their characteristics and features [9].
Without a valid evaluation method, it is impossible to
determine and implement the strategies necessary for
quality service management [10]. One of the most well-
known and widely used tools is the SERVQUAL
questionnaire designed and presented for the first time
by Parasurman et al [11]. This model assesses the
quality of service provided through the five dimensions
of tangibility, reliability, responsibility, assurance, and
empathy. In this questionnaire, quality means the
difference between the expectations and perceptions of
service recipients. Expectations mean the services that
clients are willing to provide and perceptions of the care
that is provided to them [12].

In the last few decades, research based on the
SERVQUAL model has been used to measure service
quality. For example, Mohammadi and Shoghli Studies
in Zanjan, showed that the reliability dimension
constitutes the most serious problem facing district
health centers. It is recommended that responsible
employees and physicians should provide the promised
services on time accurately and keep the records of
services provided to clients without mistake. It further
confirmed that the SERVQUAL elements can help
health centers for defining the important areas of
services and improving them. We can also mention the
studies of Gholami et al. [13] in urmia, Anderson et al.
[14] in Texas and Padma et al. [15] in India. In a study
conducted by Kazemnezhad et al to “the quality of
maternal and child health care services with
SERVQUAL mode” in Qom, the quality of expectation
score was higher than perceptions in all dimensions and
the quality gap score was negative and the largest gap in
the tangible dimension and the smallest gap in the
assurance dimension. [16].

Correct assessment of care is as important to the success
of health care organizations as it is to achieve the right
process for delivering services [9] this is done by
knowing the perceptions of service providers and their
expectations to identify better service quality gaps.
Considering that the most important period of a child's
physical and brain development is in the first two years
of life, which has an important role on physical and
mental performance in the following years. The aim of
this study was to determine the quality gap of child care
under one year by using SERVQUAL model in Sanandaj
comprehensive health centers in 2018.

METHODS

In this descriptive-analytical study, the quality of
services provided to children under one year in
Sanandaj comprehensive health centers was
evaluated. Inclusion criteria for mothers were
having a child under one year of service, living in
Sanandaj, and willingness to participate in the study
and the exclusion criteria were non-completion of all
sections of the questionnaire. Sample size was
estimated to be 384 with study of similar studies,
considering about 50% negative quality, 95%
confidence and 5% accuracy. Sampling method was
stratified and random. Three centers were randomly
selected from each of the north, south, east and west
centers. The study data were collected using
standard SERVQUAL questionnaire. In this study,
the researcher distributed a questionnaire in the
health service centers among the clients who
referred for care and met the inclusion criteria. If the
participants were literate, they would fill in the
questionnaire. Otherwise, the questionnaire was
read by the researcher and the participants' answers
were recorded.

The questionnaire consisted of 22 questions,
tangibilty, assurance and responsiveness dimensions
each yielded 4 questions and two dimensions of
reliability and empathy each yielded 5 questions.
Questionnaire questions were based on a 5-point
scale and each answer was assigned a score of 1 to
5. Service quality gap was obtained by subtracting
the level of perception level and expected level of
service. A positive quality score indicates that the
service provided is above expectations and a
negative quality score indicates that a quality gap
exists and if the result is zero represents the expected
level of service provided to clients. The validity and
reliability of the SERVQUAL questionnaire has
been confirmed in many studies in Iran and abroad.
Reliability of this questionnaire was 90% in Lin et
al study [17] and 89% in Tarrahi et al study [18]. The
validity of the questionnaire was re-validated
despite being standard. Its content validity was
confirmed by experts. Observing the rights,
respecting and obtaining permission of the
respondents were the ethical considerations of this
study. The code of ethics of the present study is
(IR.MUK.REC.1396.325). Data were analyzed
using SPSS-23 software, descriptive statistics, t-test,
and analysis of variance.

RESULTS

The results of the present study showed that the
majority of the studied samples were 155 people
(40.4%) in the age group of 21-30 years. The highest
number of participants in the study was 144 people
(37.5%) with a diploma and in terms of occupational
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status 296 people (77.1%) were homemaker. Also, 204
people (53.1%) of the units of research had 2-4 children.
The results of paired t-test showed that there was a
statistically significant relationship between patients'
expectations and perceptions of the quality of services
provided (p = 0.001). Also, in measuring the servqual
dimensions of the gap, all dimensions were negative.
Responsiveness with gap rate (-1.76) had the highest
service quality gap and then assurance gap (-1.69) had
the lowest service quality gap (Table 1).

In the present study, the empathy dimension had the
lowest perception and the tangibility dimension had the
highest perception score. The highest score of
expectations was observed in the tangibility dimension
and the lowest in the reliability dimension (Table 2).
The results also showed no significant relationship
between quality gap and age (P = 0.058), education level
(P=0.281), job (P = 0.164) and number of children (P
=0.443).

Table 1. Mean Scores of Perception, Expectation, and Gap in the Five Dimensions of Quality in Child Care under One Year Services

Dimensions Perceptions Expectations Gap P-Value
Tangibility S.16 6.89 -1.72 0.001
Reliability 5.03 6.76 -1.73 0.001
Responsibility S.08 6.81 -1.76 0.001
Assurance S.14 6.84 -1.69 0.001
Empathy S.00 6.74 -1.74 0.001
Overall Quality 5.07 6.80 -1.73 0.001

Table 2. The Mean Scores of Perception, Expectation, and Quality Gaps in Each Aspect of the Quality of Services

The Quality Items Perception Expectation Gap
Tangibility
Modern and updated equipment 5.37 6.91 -1.53
Fascinating and attractive physical equipment 5.07 6.88 -1.80
Well-dressed staffs 5.25 6.89 -1.64
Appropriateness of the physical environment and services 4.95 6.88 -1.92
Reliability
Provision of services at the time promised by the staff 5.02 6.86 -1.84
Interested in solving client problems 5.02 6.83 -1.80
Reliability of the center S.17 6.83 -1.6S
Provision of services in conformity with the obligations given 5.04 6.67 -1.63
Maintaining and registering the documents of clients 4.88 6.59 -1.71
Responsibility
Announcement of the exact time of serving the clients 5.02 6.80 -1.77
Fast and uninterrupted serving 5.09 6.79 -1.69
The willingness of employees to help clients S.13 6.83 -1.70
Availability of staff when needed 4.97 6.85 -1.88
Assurance
Creating a sense of confidence in clients 5.07 6.81 -1.74
The feeling of safety and relaxation in dealing with staffs S.18 6.82 -1.64
The polite and friendly behavior of the staff 5.30 6.82 -1.52
The staff support by the center in carrying out their job 5.02 6.89 -1.86
Empathy
Specific and individual attention to each one of the clients S.11 6.68 -1.57
The interest of the staffs towards the clients S.11 6.73 -1.61
Understanding the special needs of clients by staffs 4.98 6.78 -1.80
Considering the best interests for the clients 4.95 6.77 -1.82
The suitability of the working time and the time of referral to the center 4.84 6.75 -1.90

DISCUSSION

The results showed that the quality gap in all five
dimensions of service quality was negative. This
means that there was a gap between the expectations
of the clients and their perceptions of the services
and in all dimensions the average expectations were
higher than the perceptions. Similar to the results of
this study in the study of Baker et al [19] in Turkey,
Jebraeily et al [20] in Urmia, Huseyin et al [21] in
Cyprus and Aghamollaie et al [12] in Bandar Abbas
there were differences between expectations and
perceptions.

In the present study, the highest quality gap was
observed in the dimension of responsibility. In terms
of responsibility, it is the willingness to cooperate
and help the recipients of services Employee
availability when needed was the biggest gap. In the
study of Haghshenas et al [22] in Tehran, Razmjoee
et al [23] in Shiraz, as in the present study, had the
highest quality gap in the dimension of
responsibility. This means that service recipients are
not satisfied with the sensitivity and responsiveness
of service providers to their requests and questions,
as well as expressing a lack of responsiveness and
reluctance on the part of staff. Lack of
responsiveness and reluctance on the part of health
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care staff can lead to wasted time, resources and
energy for service recipients and may lead to
physical, mental and psychological distress and
ultimately unsatisfaction [24]. In the study of
Mohebbifar et al [25] in Qazvin, Bahmei et al [26]
in Shiraz, the lowest quality gap was observed in the
dimension of responsibility. The results of these
studies are inconsistent with the present study. The
reason for the inconsistency may be in the way staff
collaborate in answering questions and paying
attention to clients who have been relatively
successful in the two studies mentioned above.

In this study, the lowest quality gap was observed
in the assurance dimension. The purpose of the
assurance is knowledge and competence of
employees and their ability to instilling the trust. In
the study of Abolghasem Gorji et al [27] in Tehran,
Hekmat Pou et al [28] in Arak, Oliaee and et al [29]
in Isfahan and Ameryoun et al [30] in Tehran, as in
the present study, the lowest quality gap was
observed in the assurance dimension. This means
that service providers with their skills, knowledge
and abilities were able to create a relative sense of
trust and confidence in service recipients.
The assurance dimension includes all the rules and
activities necessary to maintain and enhance the
quality. Centers should employ capable people who
have the knowledge and expertise needed to provide
services [31]. In Shafiq et al [32] study in Pakistan
and Karami Matin et al [33] in Kermanshah, unlike
the present study, the highest quality gap was
observed in the assurance dimension. This indicates
that service providers were not sufficiently skilled in
creating a sense of security and comfort and that
customer expectations were not met.

In the study of Moghadam et al [34] in Tehran,
Ghobadi et al [35] in Ardebil, Alijanzadeh and et al
[36] in Qazvin, the highest quality gap was found in
empathy dimension. In the present study, empathy
was ranked second in the quality gap. Empathy
means dealing with each client according to their
moods. In the study of Safi et al [37] in Tehran and
Gholami et al [38] in Neyshabour, the lowest quality
gap was observed in the empathy dimension. The
results of these studies are not in line with the
present study. The reason for the inconsistency can
be due to the attention and understanding of the
clients by the staff. In other words, the proper
treatment of client and understanding and
supporting them will improve the quality of service.
In Mohammadi and Shoghli study [39] in Zanjan
and Tabatabaei et al [40] in Zahedan the highest
quality gap was found in reliability dimension.
Reliability means the ability to deliver the services
promised truly and reliably, in other words, the
employees did not fulfill their obligations at the time
promised. In Tarrahi study et al [18] in Khoram

Abad and Jena Abadi et al in Zahedan [41] the
lowest quality gap was observed in reliability
dimension. The results of these studies are not in line
with the present study. This reflects the efforts of
staff to create a sense of trust and confidence in
clients. Because the timely delivery of services, the
commitment of the staff and the willingness to
provide the services have created the least gap in this
dimension.

In the study of Kazemnezhad et al [16] in Qom,
Gholami et al [38] in Neyshabour and Zarei et al [42]
in Tehran, the highest quality gap was observed in
the tangibility dimension. The concept of tangibility
dimension is the environment, facilities, equipment,
and appearance of the staff. The more negative gap
in this dimension indicates that the physical
environment and equipment can be effective in
providing staff service and satisfying more clients.
In the study of Jebraeily et al [20] in Uromia, Sharifi
Rad et al [43] in Isfahan and Roohi et al [44] in
Gorgan, the lowest quality gap was found in the
tangibility dimension. The results of these studies
are not in line with the present study. In other words,
the reason of the difference results is the modern
equipment and facilities and the proper appearance
of the staff. Up-to-date facilities, regular service
delivery and staff training reduce the quality gap in
the tangibility dimension.

Findings of this study showed that there was a
negative gap in all dimensions of service quality and
in all dimensions the average expectations were
higher than perceptions. Since the purpose of such
research is to exploit their results to improve quality,
reduce costs and solve problems. Concerning the
results of this study, the authorities can plan to
reduce this gap, as quality improvement is definitely
beneficial for the health of the community.

It is recommended that managers and authorities pay
attention to the wishes and needs of clients and strive
to beautify the views and modernize the equipment,
training courses to update staff knowledge and
skills, service providers to be polite and friendly to
clientsand be available when needed, understand the
emotions and values of clients, and provide services
in the shortest possible time.

One of the limitations of this study is the lack of
cooperation of a number of clients, the lack of
research on the quality of child services and possibly
the incorrect answer to some of the questionnaire
questions.

CONCLUSION

The results of this study showed that there was a quality
gap in the five dimensions of quality of service provided.
This gap was higher in some dimensions and lower in
others and the level of customer expectations was higher
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in all aspects of their perceptions. Therefore, addressing
the needs and expectations of service providers can be a
guide to reducing existing gaps, enhancing productivity
and proper planning, making strategic decisions and
correcting disruptions.
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three dimensions meaning, competence and self-determination significantly predict
the intensity of moral distress (R2=0.25, P< 0.0S). Moral distress correlated with age,
working experience, and type of the ward (P<0.05).

69
Conclusions: Nurses with a greater psychological empowerment showed less
intensified symptoms of distress where they were able to perform morally proper
action.
INTRODUCTION

Moral distress is defined as a physical and psychological moral distress is not relieved of and the individual does

unrest occurring at times when people are unable to
perform correct moral action although they are aware of
correct performance [1]. In other words, mental and
practical limitations act as impeding factors, limiting the
fulfillment of moral goals for individuals [2].

When an individual encounters moral distress
circumstances, s/he will experience different physical
and psychological symptoms [3]. The individual will
first feel unhappy and anxious because of failure to
perform correct action [4] which may later lead to
nightmares, insomnia, and nervous pains [S, 6]. In case

not get adapted to it, his/her working quality would be
extensively affected [7], where nurses would be unable
to provide acceptable care to patients [8]. This can in
turn lead to increased hospitalization time and lack of
recovery [9].

Nurses who are working in Critical Care Units
experience high level of moral distress [7, 10]. Critical
Care Units (Intensive Care Unit, Cardiac Care Unit,
Neonatal Intensive care Unit, Hemodialysis unit, and
Oncology care unit) holds patients in critical conditions
[11]. The critical conditions of the patients in these
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wards present moral challenges for keeping and caring
of them [12]. A prevalent moral problem is moral
distress in these wards.

Lazzarin et al. (2012) and Elprin et al. (2005) studied
moral distress in intensive care units and reported high
moral distress among nurses. They stated that the
conditions caused by moral distress made nurses
disinclined to perform their care duties [10, 13]. In a
study conducted to assess moral distress in special care
units in 2012, moral distress was introduced as a multi-
faceted and complex phenomenon with unclear
consequences [14]. Joolaee et al. (2012) found moral
distress among nurses at medium level and stated that
distress can have important effects on nurses [15].
Various issues can bring about moral distress among
critical care nurses. Futile care, end-of-life care [16],
interaction with the physician or other care team
members [11], unnecessary care [17], lack of moral
courage [18], and etc. can all contribute to moral
distress in nurses.

Among factors contributing to moral distress is
psychological disability to perform moral duties [19].
Psychological empowerment is a cognitive state
characterized by an individual’s perception of the extent
to which s/he can control, efficiently manage, and
internalize workplace objectives [20-23]. Psychological
empowerment can lead to an individual’s increased
liability, sense of self-efficacy, a change in attitude and
judgment concerning personal and organizational
issues, and in all has different consequences for nurses
[22].

Empowerment on the part of nurses can strengthen
their mental power to cope with stressful situations, and
help control several stressful factors in the workplace
[23]. Empowerment can be an effective factor in quality
performance and efficiency of nurses. Increased
empowerment can positively affect nurses’ recovery and
organizational outcomes [21]. Among its significant
outcomes are increased motivation and job satisfaction
as well as innovative behaviors among nurses which lead
to efficiency of their activities [ 10, 24].

Browning et al (2013) investigated the relationship
between moral distress and  psychological
empowerment among nurses working in the Intensive
Care Unit. They reported the empowerment level of
nurses as high [19]. Knol and van (2009) also
considered psychological and structural empowerment
among nurses as medium and introduced
empowerment as a predicting factor of innovative
behavior among nurses [25].

Evidence reveals that the phenomenon of moral distress
is important in nurses and the Psychological inability of
nurses in doing moral actions can provide the context
for moral distress [20]. Psychologically unable nurses
cannot have proper performance, and may undergo
moral distress [19].

So, considering the significant effects of distress on
nurses and the care provided by them, it may be possible
to empower them psychologically with this aim to infuse
them with the attitude and power required to deal with
distress-producing factors. This is hoped to contribute
preventing and reducing distress and its effects in nurses
and in turn in patients and health-care systems.
Regarding the importance of these in nurses’
performance and the quality of care, and the fact that no
study has directly considered the relationship between
moral distress and psychological empowerment among
nurses, the study aimed to examine these phenomena
among intensive care units nurses.

The conceptual framework in this study is based on the
concepts of moral distress and psychological
empowerment. As an ethical challenge, moral distress
occurs when an individual has the knowledge and
awareness of the right moral performance but is unable
to do the right action for some reason including actual
or mental limitations [26]. Of these limitations are
mental and psychological barriers [26]. Psychological
limitations can play an important part in the occurrence
of moral distress among people [27]. An individual who
is psychologically unable does not have the right ability
to do the right action and would undergo moral distress
[28].

Since disempowerment of individuals, especially
psychologically, is the key concept in the occurrence of
moral distress, psychological empowerment may
overcome their mental limitations [21]. Psychologically
empowered persons acquire the vision to perform the
right moral action [19]. Thus, an empowered person
with such a vision and belief can manage to encounter
moral challenges properly with feeling moral distress
[23].

METHODS

The aim of this study was predicting moral distress
through the dimensions of psychological empowerment
in nurses.

Study Design

This cross-sectional, descriptive and analytical study
performed in 2018 in educational and governmental
hospitals in Southern Khorasan, Iran.

Study Population and Sampling
The sample size was calculated according to the formula

2
of communication studies Z atZiy and
2

=l g | *3
“In=—
2 1-r

based on the following indexes(Z5=0/84; Z1..2=1/96;

1, 1+r
«=0.05; Eln1—=0.199; B=0.20; r=0.196). Using

convenience sampling, 220 nurses working in critical
care units were invited and 190 nurses accept to
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participate in the study. There was 5 educational and
governmental hospital in Southern Khorasan, Iran.
Intensive care unit (ICU), Cardiac care unit (CCU),
neonatal intensive care unit (NICU), Hemodialysis, and
Oncology wards were considered for selecting samples.
Including criteria: having at least one year’s working
experience in clinical wards, holding a minimum degree
of bachelor’s in nursing, working full-time in study
environment, and willing to participate in this study.
Excluding criteria: those of nurses don't have including
criteria.

Questionnaires

Demographic and Professional Questionnaire

Data on gender, age, marital status, working experiences
as critical care nurse, status of employment, working
unit were gathered by specially designed form.

Moral Distress Questionnaire

Moral Distress questionnaire (MDS) consists of 38
items designed by Corley in 1995 and measures moral
distress intensity, the level at which the nurse
experiences painful feelings related to a given situation
(none to great extent), and moral distress frequency, i.e.,
how often the nurse experiences the painful feeling
associated with the distressful situation (never to very
frequently) on a Likert type scale from none (1) to great
extent (7). The MDS uses 3 subscales to measure moral
distress: 1) individual’s responsibility (refers to the
nurse participating in care not agreed with or ignoring
actions one should take), 2) not in patient’s best interest
(refers to participation in care that the nurse considers
inappropriate because of futility for the patient), and 3)
deception (refers to the nurse not addressing issues
honestly, related to impending death of a patient). The
original English tool, which was returned by Back ward-
Forward into the Persian version, and was valid and
reliable. The validity was calculated using Content
Validity Index method (CVI) and reported to be 0.89.
The reliability was calculated using internal consistency
method (Cronbach’s alpha) and reported to be 0.93
[29].

Psychological Empowerment Questionnaire

Psychological Empowerment questionnaire (PEI)
consists of 16 items designed by Spreitzer in 1995 [20].
The PEI used 4 domains or subscales, previously
defined, to measure psychological empowerment: 1)
meaning, 2) competence, 3) self-determination, and 4)
impact. Each domain addressed 4 items measuring
empowerment. [tems were scored on a Likert type scale
from very strongly disagree (1) to very strongly agree
(7). The original English tool, which was returned by
Back ward- Forward into the Persian version, and was
valid and reliable. The validity was calculated using
Content Validity Index method (CVI) and reported to
be 0.87. The reliability was calculated using internal

consistency method (Cronbach’s alpha) and reported
to be 0.79.

Data Collection and Analysis

After obtaining written legal permissions and ethical
codes from affiliated hospitals, the self-report
questionnaires were given to the nurses and later
collected by the researcher after completion. This
process took 36 days (From October to November
2018) There were a total number of 220 nurses of whom
only 190 agreed to participate; the other 30 nurses
refused to participate. Data obtained from the
questionnaires were analyzed in IBM SPSS ver.16 using
descriptive statistics (Mean, Standard deviation,
Frequency, Frequency percentage) and inferential
statistics (Pearson’s correlation, independent T test,
one-way ANOVA, Multiple regression). The statistical
significant was (p <0.05).

RESULTS

Demographic and Professional Characteristics
From 220 nurses, 190 completed questionnaires were
analyzed. Demographic characteristics of the study units
included Age, Gender, years of critical care experience,
Status of employment and Working unit. The age of
participating nurses ranged from 23 to 47 years, and
their mean age was 33 (SD=5.66) years. The highest
number of years of critical care experience was 24 years,
while the lowest was 1 year, with the mean of 6.54 years
(SD=5.44). Table 4 shows the demographic and
professional characteristics of the participants.

Moral distress and Psychological Empowerment
The results reveal moral distress intensity was 4.8
(SD=0.51) and mean moral distress frequency was 5.2
(SD=0.56). The mean subscale moral distress intensity
and frequency are provided in Table 2 (where total
intensity and frequency ranged from 1 to 7). The mean
psychological empowerment was 4.1 (SD=0.44). The
mean subscale psychological empowerment is shown in
Table 1 (Total intensity and frequency ranged from 1 to
7).

There was a negative significant correlation between
moral  distress  intensity and  psychological
empowerment (P=0.03, r=-0.5). No significant
correlation was found between moral distress frequency
and psychological empowerment (P>0.05). Correlation
between subscale moral distress and subscale
psychological empowerment is shown in Table 2.

The results of the regression analysis indicated that the
four dimensions of psychological empowerment were
significant predictors of moral distress intensity. The
results of the regression indicated that 2 % variation of
moral distress intensity explained by psychological
empowerment  (ADJ.R%:0.238). Among these
dimensions, three dimensions meaning, competence
and self-determination significantly predict the intensity
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of moral distress. By increasing one standard deviation
unit in the score of meaning, the intensity of moral
distress will increase by 0.19 standard deviations.
standard deviation wunit in

Increase one score

competence, 0.12 standard score will increase the

intensity of moral distress. Also, an increase of one
standard deviation unit in the self-determination score
will add 0.24 units to the standard deviation score of
ethical distress intensity (Table 3).

Table 1. Mean and standard deviation of dimensions of moral distress and psychological empowerment in nurses (n=190)

Variable Mean(SD)
Psychological empowerment
Meaning 3.12(x0.4)
Competence 5.1(+0.74)
Self-determination 4.2(20.56)
Impact 4.1(20.6)
Total 4.1(20.44)
Moral distress intensity
Not in patient’s best interest 4.8(x0.7)
Individual responsibility 5.5(+0.43)
Deception 4.2(20.5)
Total moral distress intensity 4.8(+0.51)
Moral distress frequency
Not in patient’s best interest 5.8(0.6)
Individual responsibility 5.2(+0.44)
Deception 4.66(+0.51)
Total moral distress frequency 5.2(£0.56)
Table 2. Relationship between dimensions of moral distress and psychological empowerment in nurses(n=190)
Psychological Empowerment
Meaning Competence Impact Self-Determination Total Empowerment
Moral distress intensity
Not in patient’s best interest 1:-0.33% P:0.03 r:-0.43 P: 0.03 r:-0.04 P:0.04 r:-0.51 P:0.01 r:-0.35 P:0.01
Individual responsibility r:-0.5 P:0.04 r:-0.3 P:0.02 r:-0.13 P:0.03 r:-0.4 P:0.05 r:-0.4 P:0.04
Deception r:-0.53 P:0.01 r:-0.33 P:0.04 r:-0.11 P:0.04 r:-0.45 P:0.03 r:-0.5 P:0.02
Total moral distress intensity r:-0.4 P:0.03 r:-0.35P:0.01 r:-0.16 P:0.01 r:-0.25P:0.01 r:-0.5 P:0.03
Moral distress frequency
Not in patient’s best interest r:-0.12 P:0.13 r:0.13 P:0.112 r:0.34 P:0.06 r:0.12 P:0.62 r:0.1P:0.3
Individual responsibility r:-0.24 P:0.13 r:-0.43 P:0.14 r:0.36 P:0.53 r:0.29 P:0.37 r:0.28 P:0.5
Deception r:0.48 P:0.23 r:0.13 P:0.27 r:0.5P:0.16 r:0.03 P:0.33 r: 042 P:0.13
Total moral distress frequency r:0.3 P:0.13 r:-0.6 P:0.52 r:0.03 P:0.23 r:0.35 P:0.34 r:0.43 P:0.1
*: Pearson correlation coefficient
Table 3. Predicting moral distress through dimensions of psychological empowerment
Predictor Variables B SE Beta T P
Constant 8.093 2.019 - 2.73 0.05
Meaning 2.654 0.334 0.19 1.07 0.027
Competence 0.043 0.356 0.12 3.114 0.031
Self-determination 1.567 0.24 0.24 1.178 0.033
Impact 0.97 0.507 0.017 0.54 0.067
R:-0.5 R%:0.25 ADJ.R>:0.238

Table 4. Mean and standard deviation of moral distress and psychological empowerment according to demographic variables (n=190).

Variables Frequency (percent) Moral Distress (M+SD) Psychological empowerment (M+SD)
Gender
Female 150(78.8) 5/7+1/1 6/1£0/S
Male 40(212) 4/98+0/97 4/78+0/66
Pv P=0.08 t=1/324* P=0.12 t=2/004*
Status of employment
Formal 121(64.1) 3/88+0/56 5/13£0/7
Informal 69(35.9) 5/11+0/93 4/88+0/57
Pv P=0.1t=1/024* P=0.09 t=1/134*
Working unit
ICU 101(53.5) 6/2+0/88 4/11+£0/68
ccu 38(20) 4+0/76 5/9%0/65
NICU 12(5.9) 3/8+0/7 5/2+0/47
Oncology 13(6.5) 5/2£0/91 3/8+1/11
Hemodialysis 26(14.1) 3/4+0/95 4/7£0/8
Pv P=0.04 F=3/931** P=0.1 F=2/211**
*: T test
**: ANOVA
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Moral distress, Psychological empowerment and
Demographic characteristics

There was a negative significant correlation between the
total score of moral distress and age (P=0.04, r=-0.3)
and working experiences as critical care nurse (P=0.03,
r=-0.3). There was a significant correlation between the
total score of moral distress and type of ward (P=0.04).
The highest score of moral distress was observed in the
ICU ward and the lowest score was observed in the
dialysis ward. No significant correlation was observed
between the total score of moral distress and sex and
work status (P>0.05), neither was found any significant
correlation between psychological empowerment and
demographic characteristics (P>0.0S). (Table 4)

DISCUSSION

The aim of current study was to investigate the
relationships between moral distresses, psychological
empowerment of critical care nurses. Results of this
study indicate that the nurses with a higher
psychological empowerment had a lesser intensity of
moral distress. As well as psychological empowerment is
a predictor for the intensity of moral distress. The results
also confirmed the conceptual framework this study that
empowering nurses can to remove one of the obstacles
created distress among nurses and the nurses who felt
psychological empowerment has characteristics such as
competence, self-determination and meaning that it can
act as a deterrent to moral distress.

According to Browning (2013), psychological
empowerment is a preventive factor from forthcoming
moral distress where the distress reduces upon fewer
encounter of nurses by this phenomenon [19]. Wagner
et al. (2010) studied psychological and structural
empowerment mentioning that empowerment of nurses
in different domains can play a significant role in gaining
job satisfaction and preventing from their stress and
moral challenges (24). Knol and Van (2009) also
considers structural and psychological empowerment of
nurses as important, discussing that when nurses feel
empowered, they develop creative behaviors and can
achieve their objectives more easily [25].

Also our result indicate that the high psychological
empowerment had not coloration whit frequency of
moral distress. Browning (2013) in her study the
premise that is a significant relationship between
psychological empowerment and moral distress and
empowering nurses less often with encountered distress
[19]. In this context we can say that although the
increase in nurses' psychological empowerment,
decreases in the intensity of moral distress but cannot
prevent the occurrence of moral distress and its effect on
patients. This capability can only reduce the severity of
nurses compared to ethical challenges. In other words,

psychological empowerment as a psychological
protection factor between moral condition and nurses.
Moral distress was at an average level in terms of severity
and frequency. In most studies, the level of moral
distress was medium to high [3, 11, 12]. In previous
studies researchers reported that the highest moral
distress resulted from items not in the patient’s best
interest (futile care). These studies showed moral
distress an important phenomenon which may have
different effects on nurses and patients. Similarly,
studies conducted in Iran report it to occur at an average
frequency [12, 15, 30].

To investigate moral distress, 38 questions were posed,
of which question number 12 [I find myself caring for
the emotional needs of patients] was the most relevant
and attracted the highest mean intensity and frequency
of moral distress in nurses. It was related to concern for
patient’s feelings and emotions. In the opinion of the
study units, emotional involvement with patient’s
problems and his relatives is an important source of
stress. The lowest mean score for distress in terms of
intensity and frequency related to question 4 [I have
experienced conflicts with supervisors and/or
administrators at work]. Previous studies also
considered patient’s emotional problems and his
relatives and conflicts with supervisors and management
as important factors in moral distress [28]. The
effectiveness of these factors in creating distress depends
on the type of workplace and characteristics of
individuals.

Nurses’ psychological empowerment was at an average
level in the present study which is similar to findings of
Knol’s study [25]. Among the different dimensions of
psychological empowerment, competence had the
highest average. Browning (2013) reports nurses’
psychological empowerment as high in his study, and
competence is higher than the other dimensions of
psychological empowerment [19]. Mohammadi et al.
(2014) in their study reported the average amount of
psychological empowerment of nurses in Iran. Also in
this study competence is higher than the other
dimensions of psychological empowerment [31].
Examining the relationship between moral distress and
the parameters of age and working experience as critical
care nurse revealed a significant and inverse
relationship. These results indicated that as age and the
number of service years increase, moral distress
decreases. Rice (2008) did not find a significant
correlation between moral distress and age, but
considered that the intensity of moral distress
significantly correlated with work experience [32] Sirilla
et al (2017) stated that increasing service years caused
increased work experience, and adjusted the person with
distressing factors, and hence, the person was less
affected by distressing conditions [11]. In another
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study, the relationship between moral distress, age and
number of service years was found significant. It was
stated that moral distress reduced as age and work
experience increased [3-5, 11, 30].

In assessing the relationship between moral distress and
type of ward, the highest level of distress was in the ICU
[3,11, 12]. Studies generally consider critical care units
as having the highest level of distress for nurses [3, 10,
16, 19]. The height of distress in this ward is due
particularly to acute conditions in these treatment
settings that in turn are associated with higher
challenges in moral terms.

CONCLUSION

The results of this study showed that three dimensions
meaning, competence and  self-determination
significantly predict the intensity of moral distress. The
results also confirmed the conceptual framework this
study that empowering nurses can to remove one of the
obstacles created distress among nurses. Psychological
empowerment can increase feel of competency,
autonomy and self-worthy among nurses and protect of
them against impact severity of moral distress. So, with
attention to this relation is recommended by clinical
manager create strategies such as self-worthy and
autonomy and periodic assessment of moral distress for
nurse’s psychological empowerment and protect of
them.

Our finding has application in nursing education,
nursing research, nursing practice, and nursing
management. Finding of this study provide evidence for
nurse educators and basis for future research.
Researcher can use different research approach and
design for future study according to this finding.
Nursing managers can use finding of this study for
planning and implantation interventions to empower
nurses psychologically.

LIMITATION
This study has some limitations that should be noted.
This study was conducted in a specific region and on
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Abstract

Introduction: Marital boredom and emotional divorce cause a gradual reduction in
the emotional attachment of couples which is associated with feelings of alienation,
apathy, and indifference between couples and replacement of positive emotions with
negative ones. The present study aimed to investigate the effectiveness of acceptance
and commitment therapy (ACT) on marital boredom and self-compassion in
emotionally divorced women.

Methods: This quasi-experimental study was conducted using a pretest-posttest
control group design. Forty women were selected using convenience sampling and
were randomly divided into intervention (n=20) and control (n=20) groups. The
participants filled the Emotional Divorce Questionnaire, the Marital Boredom Scale,
and the Self-Compassion Scale in the pre-test and post-test. The intervention group
received eight 90-minute sessions of ACT. Data were analyzed using a one-way
analysis of covariance.

Results: Results suggested that ACT improved marital boredom (F=372.714 and
P<0.001) and self-compassion (F=353.178 and P<0.001) in the post-test. The mean
+SD post-test scores of marital boredom and self-compassion in the experimental
group were 43.30+4.45 and 42.95+4.75, respectively, which improved compared to
the post-test of the control group.

Conclusions: Based on the results, holding ACT workshops may exert beneficial
effects on reducing marital conflicts.

INTRODUCTION

Marriage meets many personal and social needs of men
and women in their social and physical relations and
other social customs. In other words, a healthy and
constructive family with warm relationships and
intimate interpersonal relations accelerates family
members’ development and progress. On the contrary,
marital conflicts are mainly rooted in couples’ mindset
about each other and their relationship [1]. In the family
system, members are connected to each other through
strong, enduring, and emotional reciprocity and
attachments. The intensity of their interests and

attachments may diminish over time, but survive
throughout life. Marriage is a social institution where the
function and effect of intimacy and developed social
relations are manifested. It aims to meet couples’ needs;
in case of failing to do so through a positive solution,
they may experience stress, failure, frustration, anger,
and eventually mental problems [2]. This is how
emotional divorce seeps into marriage. Statistics in Iran
suggest that the national divorce rate has risen sharply
and one in three marriages end in divorce. There is a
stage before legal divorce called emotional divorce when
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couples live together with little or no verbal and
emotional connection between them [3, 4].

Divorce may root in marital boredom. Marital boredom
and emotional divorce cause a gradual reduction in
emotional attachment of couples which is associated
with feelings of alienation, apathy and indifference
between couples and replacement of positive emotions
with negative ones [S]. In a disappointed marriage, one
or both couples experience detachment from their
spouse along with reduced interest and mutual
relationship and they have significant concerns about
the growing deterioration of their relationship and the
progression to separation and divorce. Marital boredom
is a gradual decrease in emotional attachment which
includes reduced attention to the spouse, emotional
alienation, and increased feeling of apathy and
indifference towards the spouse [6].

Self-compassion reduces emotional divorce in women.
Studies have reported self-compassion to be a strong
predictor of mental health. It is negatively correlated
with self-criticism, depression, anxiety, rumination, and
thought suppression [7]. In addition, it is positively
correlated with life satisfaction and social skills [8]. Self-
compassion is a human trait consisting of kindness, fair
judgment and connected emotions. It helps people find
hope and meaning in life in the face of problems. It also
refers to simply directing kindness toward oneself,
openness to experience, and empathy for others’
suffering [9, 10].

The growing trend of marital conflicts and emotional
divorce and their negative impact on the mental health
of couples, their children and the society encouraged
researchers to seek strategies to strengthen marital
relations and the foundation of the family [11]. A major
strategy in this regard is acceptance and commitment
[12]. ACT helps individuals to create a rich and
meaningful life and to accept their suffering in life [13].
It is a behavioral therapy aiming to practice empirical
avoidance and trying to control disturbing experiences.
While being open to older clinical traditions and
emphasizing patients’ behavioral performance rather
than the causation and psychological resilience, ACT
has shown why it is detrimental to fuse empirical and
cognitive avoidance [14, 15]. Glassman et al. [16]
believed that ACT trains clients to accept their thoughts
and emotions, choose new paths in life, and take
committed action. Six core processes, defined as the
major ingredients of ACT, are expansion and
acceptance, cognitive defusion, the observing self,
contact and connection with the present moment,
values clarification, and committed action [17]. Various
studies have investigated the effectiveness of ACT in
marital boredom and self-compassion in women [18-
21].

Many couples never refer to a therapist or counseling
centers in courts while suffering from various degrees of
marital dissatisfaction and experiencing some sort of
emotional divorce [4]. The impacts of marital
dissatisfaction are more lasting than divorce, and extend
to people who are close to couples as well as their
acquaintances, especially children. Accordingly, this
study aimed to effectiveness of acceptance and
commitment therapy on marital boredom and self-
compassion in emotionally divorced women.

METHODS

This quasi-experimental study was conducted using a
pretest-posttest control group design. Statistical
population consisted of all women experiencing
emotional divorce visiting counseling centers of Ahvaz
in 2021. A sample of 40 women (20 per group) were
selected using convenience sampling from among those
who met the inclusion criteria and then, they were
randomly divided into intervention and control groups.
In the present study 20 students included in each group
by use of G-power software with an effect size of 1.81, a
test power of 0.90, and a=0.05 [22]. Inclusion criteria
were giving informed consent to participate in the study,
minimum junior high school education, age between 20
and 45, scoring above the mean score in emotional
divorce and marital boredom scales and having a score
lower than the mean score in self-compassion scale, not
being divorced, absence of drug abuse, not participating
in other therapy sessions and not receiving individual
therapy or medication. Exclusion criteria were receiving
concomitant psychological therapies, using psychiatric
drugs, unwillingness to cooperate and continue the
study, facing a severe stressful event and missing more
than two therapeutic sessions. The study was approved
by the Ethical Committee of Islamic Azad University-
Ahvaz Branch (code: 950517294). For ethical
considerations, the researchers received written consent
from the participants for participation in the research.

Instrument

Emotional Divorce Questionnaire: The Emotional
Divorce Questionnaire was developed by Razeghi. Itis a
22-item survey scored on a S-point scale (Always=4,
Often=3, Sometimes=2, Rarely=1, and Never=0). The
lowest and highest scores are 0 and 88. Those who score
40 and higher experience a more severe emotional
divorce. To validate the emotional divorce
questionnaire, Rashid and Moradi [23] used the content
validity and factor validity. To examine the content
validity, several faculty members of Psychology and
Sociology Department of Bu-Ali Sina University
reviewed the questionnaire to see whether the questions
measure emotional divorce. Data proved that the
questionnaire can measure emotional divorce. Factor
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analysis of data suggested that the Emotional Divorce
Questionnaire measures three main factors, namely the
desire to separate, feeling of loneliness, and disgust. The
authors reported the reliability of this tool as 0.98 [24].
In the present study, Cronbach's alpha coefficient was
0.91 for the questionnaire.

Marital Boredom Scale: The 20-item Marital
Boredom Scale was developed by Paynes. This scale
measures the level of frustration or lack of emotion
towards the spouse as well as physical exhaustion
(fatigue, lethargy and sleep disorder), emotional
exhaustion (depression, hopelessness and feeling
trapped), and mental exhaustion (worthlessness,
frustration and anger towards spouse). It is scored on a
7-point Likert scale from Never=1 to Always=7. The
participants score the frequency of each item in their
marital life. Four items are inversely scored. The marital
boredom scores range from 20 to 140, with scores
higher than 60 indicating higher boredom. Rakhshany et
al. [25] reported the reliability of this scale equal to 0.81
based on Cronbach’s alpha coefficient. In the present

study, Cronbach's alpha coefficient was 0.86 for the
scale.

Self-Compassion Scale: The Self-Compassion Scale
was developed by Raes. It is a 12-item survey scored on
a S-point Likert scale from 1 to S (1=Strongly Disagree
to S=Strongly Agree). Scores range from 12 to 60 and
the higher the score, the higher the self-compassion. In
a study by Shahazi et al. [26] in Iran, first, the scale was
translated into Persian and its validity and reliability
were examined. The total reliability of the scale was 0.91
using Cronbach's alpha coefficient and its validity was
significant at 0.001. In the present study, Cronbach's
alpha coefficient was 0.87 for the scale.

Intervention program

The content of eight 90-minute ACT sessions according
to Hayes et al. [27] is shown in Table 1. Following
therapy sessions, the intervention and control groups
completed the post-test under the same conditions.
Then, a summary of therapy sessions was provided to
the control group.

Table 1. The Content of Acceptance and Commitment Therapy Sessions [27]

Sessions  Content

1 Communicating and building good relations, concluding a medical contract and therapeutic alliance with clients, stating the
rules, goals and number of treatment sessions, and conducting a pre-test in the first session.

2 Calling and discovering, trying to promote re-reading of couples’ experiences consciously, encouraging clients to abandon
ineffective strategies. Measuring and giving feedback.
Demonstrating conflict-inducing and distressing issues and focusing on resolving them, listening to and discovering clients’

3 narratives of extant problems, collecting information about the history of original attachment style and their current relationship
and controlling them.
Increasing knowledge about underlying emotions, and desire positions, identifying negative interaction cycles and painful

4 aspects of participants’ experiences, observing emotional processing style, and identifying intrapersonal and interpersonal
issues. The walking metaphor, the mindful bus metaphor, and reviewing defusion construction.

5 Reviewing previous assignments, weakening conceptualized self-reliance, distinguishing the conceptualized self from the
observing self, creating awareness about the observing self.

6 Reviewing assignments, facilitating the wants and needs for reconstruction, interacting new perceptions and creating new
essential solutions.

7 Expressing the concept of values, objective and dreams.

8 Summarizing and concluding with the help of clients, performing post-test.

Statistical Analyses variables in the experimental and control groups in the

In order to find the significant difference between the
two groups, univariate analysis of covariance was used.
Assumptions of ANCOVA were measured before
analysis. Kolmogorov-Smirnov test and Levene’s test
were used to indicate the normal distribution of data.
Data were analyzed in SPSS version 27. All statistical
analyses were performed at the 0.05 level of significance.

RESULTS

In this study, 38% of participants were between 20 and
31 and 62% were between 32 and 4S5 years old. The
mean ages of intervention and control groups were
32.77 and 33.19 respectively. Indicators of central
tendency and dispersion and results of Kolmogorov-
Smirnov test for marital boredom and self-compassion
are provided. Table 2 presents the mean £SD ofresearch

pre-test and post-test.

In order to find the significant difference between the
two groups, a one-way analysis of covariance was used.
Assumptions of ANCOVA were measured before
analysis. Results of the Kolmogorov-Smirnov test
indicate the normal distribution of data in the pre-test
and post-test for marital boredom and self-compassion
(P>0.05) and data were normally distributed when
conducting the analysis of covariance.

In addition, to examine the homogeneity of variances
(equality of variances in the intervention and control
groups), the Levene’s test was used which was F=1.40
and P=0.254 for marital boredom and F=1.37 and
P=0.262 for self-compassion. The homogeneity of
regression slopes assumption was met for marital
boredom (F=2.47, P=0.072) and self-compassion
(F=2.05, P=0.118). Analysis of covariance is applicable
according to the results. The one-way analysis of
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covariance after controlling the effect of pre-test was
used to compare the intervention and control groups
using post-test scores and to determine the effect of
ACT on marital boredom and self-compassion in
women experiencing emotional divorce visiting
counseling centers in Ahvaz. Results are presented in
Table 3.

As shown in Table 3, given the effect size estimate, 93%
of marital boredom and 86% of self-compassion
variables from the total variances of the intervention and

control groups were due to the effect of the independent

variable (ACT). The power of the test was 1, which
indicates the adequacy of the sample size. There was a
significant difference in the pre-test and post-test scores
of participants in marital boredom when the influence of
the eliminated (P<0.001).
Therefore, the ACT proved effective in improving

pre-test results was
marital boredom. There was a significant difference in
the pre-test and post-test scores of self-compassion
when the influence of the pre-test results was eliminated
(P<0.001). Therefore, the ACT proved effective in

improving self-compassion.

Table 2. The Results of the Descriptive Statistics for the Research Variables in the Pre-test, and Post-test

Kolmogorov-Smirnov

Variables / Phases ACT Kolmogorov-Smirnov test Control . P (between
Mean £ SD Z 3 Mean £ SD Z 3 Groups)

Marital boredom

Pre-test 69.75+£2.02 0.14S5 0.093 70.60 + 1.35 0.229 0.079 0.614

Post-test 43.30+4.28 0.135 0.200 70.45 +£2.80 0.172 0.123 0.001

P (within groups) 0.001 - - 0.999 - - -
Self-compassion

Pre-test 22.40+£2.85 0.212 0.078 23.20£2.93 0.177 0.100 0.713

Post-test 42.95 +4.57 0.146 0.114 23.25+2.61 0.148 0.200 0.001

P (within groups) 0.001 - - 0.999 - - -

P (between and within groups): t-test; P: z-test

Table 3. The Results of one-way analysis of covariance (ANCOVA) for Assessing the Group Differences in Terms of the Research Variables,

Variables SS df MS F P n2 Power
Marital boredom 8733.37 2 4366.68 372.71 0.001 0.93 1.00
Self-compassion 5559.25 2 2779.62 173.36 0.001 0.86 1.00

SS: Sum of squares; MS: Mean squares

DISCUSSION

The present study aimed to investigate the effectiveness
of ACT on marital boredom and self-compassion in
emotionally divorced women. Results suggested that
ACT proves effective in improving marital boredom and
self-compassion. The first result indicated that ACT
proves effective in improving marital boredom in
women experiencing emotional divorce. This finding is
consistent with the results of previous studies [20, 28].
Mahmoudpour et al. [20] reported that there was a
significant reduction in the loneliness of divorced
women who received the ACT intervention. Ghorbani
Amir et al. [28] showed that ACT led to an increase in
positive cognitive regulation, resilient, self-controlling,
and a decrease in negative cognitive regulation in
divorced women.

To explain this, marital boredom is the result of a set of
unrealistic expectations of a spouse and marriage
combined with the stresses, realities, and ups and downs
in life. Boredom arises when one spouse does not value
the relationship as much as the other and the most
important needs of one of the parties are ignored. Here,
emotional-marital satisfaction and intimacy fade and
they do not want each other. Healthy relationships
promote couples’ health in marital life. On the other
hand, ACT encourages women to connect with and be
attracted to the real values of their lives. It helps women
to imagine a more rewarding life despite unpleasant

thoughts and feelings; this mindset leads to a reduction
in marital problems such as marital boredom [11].

The ACT helps women detach themselves from their
thoughts and emotions in order to modify negative
cognitions such as depression and reduce marital
boredom. In this therapy, experiential avoidance creates
a traumatic process that contributes to the development
and spread of marital and family conflicts. When a
spouse experiences marital boredom, he/she makes
continuous and fruitless efforts to get rid of the situation.
ACT targets these avoidances to create a fundamental
reopening to make individuals experience rather than
control or change the negative assessments of marital
boredom in their lives [ 13]. Therefore, in ACT, women
not only have a full experience of thoughts and
emotions, but also allow their spouse to have such an
experience in order to reduce their marital burnout and
boredom. In addition, through acceptance and defusion
practices, women learn to accept their spouse the way he
is without judging, humiliating, insulting or comparing
him.

In addition, teaching a new concept of curiosity used in
ACT make spouses’ relationships take on a new form;
therefore, the treatment is effective in improving marital
relations and reducing marital boredom. Through this
mechanism of change, when values are defined for
participants, they become important and personal to
them [20]. Thus, the participants resolve conflicts and
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avoid marital boredom in a more adaptive way, and
consequently they better understand the importance of
the relationship with their spouse in life.

Results indicated that the ACT improved self-
compassion in women experiencing emotional divorce.
This finding is consistent with the results of Roohi et al.
[18]. To explain this, it is claimed that through
awareness-based exercises, ACT creates the grounds for
creative helplessness towards solutions used by the
person in relation to their unpleasant thoughts and
feelings. By ACT, researchers aim not to create the
feeling of helplessness or belief in helplessness, rather to
give up one’s previous strategies used to control these
thoughts and feelings. These situations pave the way for
introducing acceptance as an alternative solution, and
through acceptance, an opportunity is provided to the
individual to pay attention to the important and valuable
matters in life [21]. Results indicated that when women
try to avoid or get rid of unwanted thoughts and feelings,
they not only fail, but also suffer a lot due to experiencing
marital conflicts. This helped clients to feel unpleasant
thoughts and feelings instead of trying to control them,
and doing so made those experiences seem less
threatening. Expressing pure and impure suffering
helped women blame themselves less and be kinder to
themselves.

Women who receive ACT can improve their hope and
resilience by promoting their problem-solving skills and
self-awareness, increasing their meaning of life, and
improving their level of adjustment, which will result in
fewer marital conflicts [29]. On the other hand, studies
suggest that people who experience positive emotions
exhibit unusual, flexible, and creative patterns of
thinking. Positive emotions increase the desire to have
multiple choices in life and they create multiple
behavioral choices for individuals. In addition, positive
emotions build a flexible and extensive cognitive
structure in individuals and improves their ability to
integrate broad topics. Furthermore, using this practice,
women realized that many sufferings occur because
individuals see people through their own thoughts and
feelings and consider those thoughts true [30]. Through
acceptance, the individual tends to move in the direction
of his/her values; instead of focusing on unsuccessful
solutions, they turn to solution-based behaviors. The
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Abstract
Introduction: Hyperactive children can have far-reaching effects on their
relationships with their family members and general atmosphere in the family

by showing some behaviors such as hyperactivity, restlessness, inattention, and

Keywords: repulsive behaviors. This study aimed to provide a causal model of children’s
Child’s Behavioral Disorders behavioral disorders based on family functioning and spiritual health with the
Family Performance mediating role of life satisfaction in hyperactive children’s mothers.

Spiritual Health Methods: This is a descriptive correlational study in terms of the method where
Life Satisfaction the relationships among the proposed variables were analyzed using structural
Hyperactive Child equation modeling (SEM). The statistical population included all mothers of
© 2021. Advances in Nursing and  hyperactive children who had visited psychiatric clinics in Tehran in 2020. Two
Midwifery hundred fifty mothers were selected from the population using purposive
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sampling. The tools used in this research were: Questionnaire of children’s
behavior disorder, Family Functioning Questionnaire, Spiritual health
Questionnaire (SWBQ), and Questionnaire of Satisfaction with Life. The data
were analyzed using Pearson's correlation coefficient and structural equations
model.

Results: The results showed that life satisfaction has a positive and significant
relationship with family functioning and spiritual health. The results also
showed that family functioning and spiritual health have a reverse and
significant relationship with children's behavioral disorders. Furthermore, the
results showed that the general path of spiritual health has a greater effect on
hyperactive child’s behavioral disorders.

Conclusions: The causal model of children’s behavioral disorders based on
family functioning and spiritual health with the mediating role oflife satisfaction
has a desirable fit to decrease hyperactive behavior disorders.

INTRODUCTION

Attention deficit hyperactivity disorder (ADHD) is one characteristics

of the neurodevelopmental disorders appearing in the

major including attention deficit,
hyperactivity, and impulsiveness that about 7% of
children suffer from [1]. This

early years of children’s development which has some disorder creates
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considerable problems in children’s everyday life, and
also some problems in educational affairs, interpersonal
and social relationships, as well as the main problems
including hyperactivity, repulsiveness, and attention
deficit, that often persists up to adulthood, [2].
Behavioral disorders are one of the major challenges
facing hyperactive children’s parents and caregivers that
may threaten their health status both currently and, in
the future, and impact all personal and social life aspects
of these children while creating some problems for their
families, disrupting their healthy growth and
overshadowing the quality of the care given to them [3].
The investigations into the factors effective in the
creation and persistence of such problems showed that
family factors were one of the strong predictors of
children’s behavior problems, and the children showing
tewer behavior problems had parents who applied more
effective parenting behaviors [4]. Behavioral disorders
in hyperactive children last longer and are more severe
compared to their normal peers [5]. The
neuropsychological problems delay children’s growth
and may impact some other aspects of their growth like
their behavioral functioning. Behavioral disorders are
various excessive, chronic, and deviant behaviors
ranging from aggressive actions or sudden arousal to
depressive and seclusive actions [6]. Children’s
behavior disorders include Hyperactivity, aggression,
anxiety, depression, social maladjustment, fear, conduct
disorder that require early diagnosis and intervention
[7].

The environmental and family conditions are two
effective and important factors affecting the
constructive interaction between family members.
Unfortunately, = maladjustment and  incorrect
performance on the part of families may lead to some
disorders including hyperactivity. Family functioning is
an important factor involved in protecting and
providing balanced conditions for children. Lack of
proper education affects pupils’ minds and thoughts
thereby preventing their proper growth and making
them deviate from the right path [8]. Studies have
shown that children with attention deficit hyperactivity
disorder (ADHD) have problems with their parents.
Moreover, it is assumed that the relationship problems
between parents and children are connected with the
intensification and persistence of attention deficit
hyperactivity disorder (ADHD) symptoms [9]. In
addition, Savel et al. [10] showed in their studies that
the negative parent-child interaction, poor family
functioning, and experiences of discrimination in
childhood aggravated behavioral disorders in
adulthood. Oh et al. [ 11] showed in another study that
the positive mother-child interaction, mothers’ social
support, and highly constructive performance on the
part of the family were effective in preventing children’s
behavior problems and child abuse. Therefore, when the

family patterns prove helpful in reaching the goal, the
family will be efficient in terms of functioning. However,
if these patterns are not helpful, and the interaction is
accompanied by stress and morbid behaviors, the family
assumes an inefficient role [12]. Some factors such as
poor parent-child relationships, fathers having mood
swings, workaholic parents, parent psychopathology,
and problems in parents’ relationships were found to be
effective in the symptoms of attention deficit
hyperactivity disorder (ADHD) [13]. In another
research, the functioning of children with attention
deficit  hyperactivity =~ disorder (ADHD)  was
investigated, and it was observed that their parents
showed more negative reactions dealing with their
children, and adopted fewer positive methods [14]. In
another study, it was observed that mothers of children
with attention deficit hyperactivity disorder (ADHD)
assumed controlling and more criticizing roles, and
adopted less mutual social relationships with their
children, and responded less to their children [15].

Spiritual health is another variable that can reduce many
problems of mothers of children with attention deficit
hyperactivity disorder (ADHD) thereby reducing
children’s behavioral disorders. Spiritual health is
defined as an inner and satisfying feeling along with
constructive relationships with oneself, others, and a
supreme entity in a particular cultural framework of each
society leading to the meaningfulness of life and death
[16]. Spiritual health consists of two components,
namely spirituality, and health, and it has two aspects,
namely religious well-being and existential well-being
[17]. Religious well-being expresses the relationship
with a supreme power i.e., God. Existential well-being is
a psychosocial element expressing an individual’s
feelings on who they are, what they do, why they do, and
where they belong to. Both religious well-being and
existential well-being include transcendence and a
movement beyond oneself [ 18]. The spiritual health in
mothers improves family functioning followed by a
decrease in behavior disorders. What happens in a
family, and family functioning can be a key factor in
creating flexibility and decreasing current and future
risks connected with undesirable events and
inappropriate conditions [19]. Shiraliniya, Izadi, and
Aslani [20] investigated the mediating role of parenting
stress, quality of the mother-child relationship, and
mothers’ mental health in the mother-child relationship.
Therefore, mindful parenting education and
improvement in mothers’ mental health can be used by
child and family consultants to prevent or reduce
children’s behavior problems. In another study, Leo et al
[8] showed that parents’ mental health, life satisfaction,
and emotion regulation had a direct and significant
relationship with behavioral disorders in Spanish
adolescents. Lee & Jirask [21] also investigated the
relationship between spiritual health and life satisfaction
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in parents of adolescents with behavior problems. The
findings showed that spiritual health had a significant
relationship with life satisfaction in parents of
adolescents with behavior problems. Ruden & Ikas [22]
showed in their study that mothers’ mental health and
social relationships predicted behavioral disorders in
children with autism. The more mothers’ mental health
and social relationships suffer from disorders, the more
severe the behavioral disorders in children with autism
will be. Sung et al. [23] ascertained in their study on
male and female elementary school pupils that parents’
mental health affected their children’s levels of life
satisfaction making their children show fewer behavior
disorders and struggles at school.

It seems that there are some intermediary factors
through which mothers’ spiritual health and family
functioning affect children’s behavior disorders. One of
these intermediary factors is satisfaction with life. Life
satisfaction reflects the balance between an individual’s
wishes and their current conditions, and it is considered
as a cognitive component of mental well-being [24].
Some studies showed that mental well-being did not
decline despite the decrease in the cognitive, social, and
physical abilities of some people [25]. If life satisfaction
is not at a desirable level, it will lead to some mental
problems such as depression, being pessimistic about
life, having no hope for the future, lack of purpose,
meaninglessness in life, indifference, and family
problems [26]. It is necessary to empower parents, in
particular mothers of children with attention deficit
hyperactivity disorder (ADHD) to help them to cope
with taking care of their children. There are also other
aspects to empowering mothers of children with
attention deficit hyperactivity disorder (ADHD)), that s,
empowering them to achieve the awareness that is
appropriate to their children’s needs (like children’s
maturation, recognition of drugs, recognition of
comorbid disorders, appropriate behaviors, etc.). Some
of these mothers are also heads of the household where
they will certainly face more problems, or they have to
deal with their hyperactive child together with their
husbands. Hence, their mental health is disrupted where
even the number of emotional divorces may increase in
parents with hyperactive children. Considering the
above-mentioned points, the importance and necessity
of the current study are more noticeable than before.
Thus, this study aimed to find the answer to the
question: If the causal model of children’s behavior
disorders has a good fit based on the family functioning
and spiritual health with the mediating role of life
satisfaction in mothers of hyperactive children in
Tehran.

METHOD
Study Plan

This is a descriptive correlational study where the
relationships between proposed variables were analyzed
using structure equation modeling. The statistical
population included all mothers with hyperactive
children who had visited psychiatric clinics in Tehran in
2020. Two hundred fifty mothers were selected from the
population using purposive sampling. Thus, pupils’
mothers visiting clinics who met the inclusion criteria
(age range of 21-57, holding at least a middle school
degree, and not suffering any mental disorders) were
selected, and those who met exclusion criteria (not
answering all questions, unwillingness to cooperate)
were not selected.

Research Tools

Children’s behavior disorders questionnaire: Children’s
behavior disorders questionnaire was developed by
Michael Rutter (1967) to assess children’s behavior
problems. This questionnaire was turned into a 30-item
questionnaire by including six new items and converting
four items into two items because of similarity. The
questionnaire was scored from zero to two based on a
three-point Likert scale. The total score of the
questionnaire ranged from 0 to 60. This questionnaire
had an acceptable agreement validity. In the first study
conducted by Rutter (1967) on 91 children, the
percentage of agreement between questionnaire and the
psychiatric diagnosis was reported to be significant at
0.001 level. The questionnaire validity was reported at
0.01 and 0.05 levels through psychiatric diagnosis
agreement and Rutter’s questionnaire. Rutter (1967)
reported the reliability of pretest and posttest with a
two-month interval 0.89. The results of a study showed
that the alpha coefficients of syndrome scales based on
the fourth edition of the Diagnostic and Statistical
Manual of Mental Disorders was at a satisfactory level
and it ranged from 0.62 to 0.92 [27].

Spiritual  health Questionnaire (SWBQ): This
questionnaire was designed by Palutzian & Ellison
(1982) and includes 20 items and two subscales
addressing religious well-being indicating well-being
resulting from the relationship with supreme power, and
the existential health indicating a psychosocial element
that expresses the individual’s feelings about who they
are, what they do, why they do it, and where they belong
to. The odd-numbered questions in the test were on
religious well-being assessing the extent of an
individual’s experience of a satisfactory relationship with
God, and the even-numbered questions were on
existential well-being subscales assessing the feeling of
purposefulness and satisfaction with life. The scale used
to answer the questions was the six-point Likert scale
ranging from completely agree to completely disagree.
As for the positive questions, six indicated completely
agree, and one indicated completely disagree. The
negative questions were reverse scored (questions 1-2-
5-6-9-12-13-16-18 were negative). The total score of
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spiritual health was obtained by summing up the scores
of all questions. Palutzian & Ellison (1982) reported
Cronbach's alpha for religious well-being and existential
well-being, the whole scale was 0.91, 0.91, and 0.93
respectively. Dehshiri et al. [28] investigated the
psychometric properties of this scale on students
studying at Tehran University. Reliability coefficients of
the retest of the whole scale, religious well-being,
existential well-being was reported as 0.85, 0.78, and
0.80 respectively [28] Furthermore, Cronbach's alpha
was reported as 0.90 for the whole scale of spiritual
health, and it was reported as 0.82 and 0.87 for subscales
of religious well-being and existential well-being
respectively. In the current study, the reliability of this
tool was measured and reported using Cronbach's
alpha.

Family functioning questionnaire: This questionnaire
has 53 items designed to assess family functioning
according to the McMaster model. This tool was
designed by Epstein, Bishop, and Levin in 1983. The
subjects rated how well each statement described their
family by selecting from among four alternative
responses: strongly agree, agree, disagree, and strongly
disagree., on a four-point Likert scale. The minimum
score was 53 and the maximum score was 212. This
had titled,

communication, affective involvement, roles, overall

questionnaire seven  subscales
functioning, problem solving, affective responsiveness,
and behavior control. The designers mentioned the
validity of the questionnaire through the Cronbach's

alpha of seven questionnaires as Problem solving: 0.61,

good homogeneity. Ardalan & Ardalan [29] reported
the reliability of the questionnaire as 0.85. In the current
study, the reliability of this tool was measured and
reported using Cronbach's alpha.

Life satisfaction questionnaire: This questionnaire was
designed by Diner et al. (1985). The scale has five items
and each item has seven options that are scored from
one (completely agree) to seven (completely disagree).
The scores of this scale range from five to 35. Diner et al.
(2003) reported the retest correlation coefficient of the
scale as 0.87 and 0.82. Bayati, Mohammadkoochaki &
Goudarzi [30] reported the validity of this scale through
retest as 0.69.

Statistical Analysis

After selecting mothers for sampling and obtaining their
informed written consents to participate in the test, and
complying with all ethical principles, the questionnaires
were given out to them and they were provided with
enough time to complete the questionnaires and turn in
them to the researcher. Then, the data obtained from
the questionnaires were entered into SPSS 22, and
AMOS24. The descriptive data were analyzed using
standard deviation and means. The inferential data were
analyzed using correlation coefficients and path analysis.

RESULT

The findings showed that the average age of mothers
with hyperactive children was 36.55+3.35. The KS
(Kolmogorov-Smirnov) values for the variables of
behavioral disorder, family functioning, spiritual health,
and life satisfaction were higher than 0.05 indicating that

communication:  0.58, roles: 0.72, affective ) o
responsiveness: 0.64, affective  involvement:0.65, the study variables were normally distributed. Other
behavior control: 0.61, and total functioning: 0.81. descriptive. findings on  research variables were
These values indicated that the subscales had relatively presented in Table 1.
Table 1. Descriptive findings on research variables for all subjects
Variables Mean Standard deviation Number
Children’s behavioral disorders 34.72 11.31 250
Family functioning 130.66 28.31 250
Spiritual health 91.16 13.17 250
Satisfaction with life 21.69 5.06 250
Table 2. Correlation coefficients among research variables in all subjects
Variables Behavioral disorder Family functioning Spiritual health Life satisfaction
Behavioral disorder 1 - - -
Family functioning r=-0.275%* 1 - -
Spiritual health r=-0.309%** r=-0.213%* 1
Satisfaction with life r=-0.482** r=-0.396** r=-0.327** 1
**means P > 0.01
Table 3. Goodness of fit Indices of Initial Model
Goodness of Fit x2 df x2 IF1 TLI CFI NFI RMSEA
Index dar
Initial model - - - 0.001 - 0.001 0.001 0.338

As presented in Table 2, correlation coefficients are
significant for all correlation coefficients at P <0.01.

The Structural equation modeling was used to assess the
model proposed in this study using AMOS through
maximum likelihood. The initially proposed model was

obtained to explain children’s behavior disorders
according to the interaction among family functioning,
spiritual health, and life satisfaction that have been
presented in the following diagrams.
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Considering the data presented in Table 3, Root Mean
Square Error of Approximation (RMSEA=0.338)
showed that the initial model requires to be modified. In
the initial model, since the model was saturated i.e., all
possible paths were drawn, it was not possible to
calculate chi-squared and other indices in this model,
and after the removal of the path (family functioning
concerning children’s behavior disorders), the model
was unsaturated and it was possible to calculate chi-
squared and other indices for the software. In the final
model, the Root Mean Square Error of Approximation

Family functioning

21

Spiritual health

(RMSEA=0.001) showed a good fit of the model. The
modified model has been presented below.
Considering the data presented in Table 4, all fit indices
such as the values of chi-squared (x2), a normalized
index of chi-squared (x2/df) normalized fit index
(NFI), comparative fit index (CFI), incremental fit
index (IFT), Tucker-Lewis Index (TLI), and Root Mean
Square Error of Approximation (RMSEA) indicate
acceptable fit of the final model with the data.

satisfaction

Life

1
29

Child
Behavioral Disorders

Figure 1. Initial Model in Standard Mode

Family functioning

21

Spiritual health

Life
satisfaction

28

Child
Behavioral Disorders

Figure 2. Final Standard Model

Table 4. Goodness of Fit Indices of Final Model

Goodness of fit index x2 df x2 IF1 TLI RFI CF1 NFI RMSEA
df
Final model 1.587 2 0.452 0.99 1.006 0.97 0.001 0.99 0.001

Table . Coefficients of the direct and indirect effects path among research variables in the final standard model

Paths Direct P Indirect P Total
Family functioning-children’s behavioral disorders -0.056 0.298 -0.059 0.032 -0.11
Spiritual health- children’s behavioral disorders -0.148 0.004 -0.062 0.010 -210
Family functioning-satisfaction with life 0.181 0.001 - - 0.181
Spiritual health-satisfaction with life 0.193 0.001 - - 0.193
Satisfaction with life-children’s behavioral disorders -0.324 0.001 - - -0.324

As presented in Table S, family functioning had a total
effect of -0.11 through the indirect path on hyperactive
children’s behavior disorders while no direct effect was
observed in the model. As for the spiritual health
variable, the total effect was -0.210 indicating that
spiritual health had a considerable role in hyperactive

children’s behavioral disorders. Moreover, the total
effect of family functioning on life satisfaction was 0.181.
The total effect of spiritual health on mothers™ life
satisfaction was 0.193, and the total effect of life
satisfaction on children’s behavioral disorders was -
0.324. Overall, the two variables including family
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functioning and spiritual health scored 0.28, accounted
for the changes in the variance of hyperactive children’s
behavioral disorders.

DISCUSSION

The current study aimed to determine a causal model of
the children’s behavior disorders based on family
functioning and spiritual health with the mediating role
oflife satisfaction in hyperactive children’s mothers. For
this purpose, the results indicated the indirect role of
family functioning and the direct effect of spiritual
health with the mediating role of life satisfaction in
hyperactive children’s behavioral disorders. That is,
family functioning in the standard model with the
mediating role of life satisfaction affects hyperactive
children’s behavioral disorders that are consistent with
researches (10, 11, 12, 13, 14, 15). To explain these
findings, it should be mentioned that family has been
always a pillar of strength to solve many of one’s spiritual
and mental problems, and played a considerable role in
creating emotional peace and strength in relationships.
A family as a social institution can make children the
agents of building the future of the society immune to
cultural and social damages, and teach them indirectly
the life skills they require. On the other hand, any
disruption to family functioning makes it more difficult
for the family to achieve these goals [31]. Studies show
that problem solving (family’s ability to solve its
problems), communication (effectiveness, clarity, and
accuracy of information transmission in the family),
roles (description of self-efficacy based on the duties
assigned to the family), emotional involvement (family’s
ability members to respond to appropriate feelings),
emotional responsiveness (quality of family members’
interests, concerns, and investments in each other), and
behavior control (description of behavior standards) are
the important aspects of family functioning [32], and in
this study, the good performance of the family with
hyperactive children has decreased the behavioral
disorders to some extent in their children. In addition,
family is considered an important sociocultural center
affecting children’s mental aspects. It is axiomatic that
healthier children will be raised by increasing the
relationship and integrity in the family. Family
functioning has completely direct effects on children.
Furthermore, different methods of parenting, in case of
failing to provide proper education, will have
undesirable impacts on children which sometimes could
be irreparable. Moreover, these impacts in turn may
create some further problems that may persist for many
years in some cases. Family functioning provides family
members with physical and mental well-being. The
family can guarantee the physical and spiritual health of
its members, and on the other hand, it can endanger
these both directly and indirectly, and create serious
problems for children [4].

As for the role of spiritual health in behavioral disorders
with the mediating role of life satisfaction in this study,
it should be acknowledged that parents’ acceptance has
a stronger effect on hyperactive children’s behavioral
disorders which is consistent with the results of the
researches (20, 21, 22, 23 and 24). To justify these
findings, we should mention that spiritual health relies
on an individual’s real faith, religious beliefs, and
motivation, and this component is naturally in
connection with humans’ excellence and perfection,
especially their psychological well-being. Furthermore,
it seems that spirituality is connected with humans’
teelings of meaningfulness, purposefulness, perfection,
power, and dominance. In fact, religion and spirituality
give meaning to life and prevent humans from believing
in nihilism. It is in such an atmosphere where an
individual is disentangled from self-centeredness and
whims and achieves psychological health. This opens up
the opportunity for personal growth and leads people
towards perfection so that they dominate over the
surrounding environments, especially challenging
environments like living with difficult people [33].
According to the stress theory, the personal beliefs
about oneself and the world are the resources that affect
an individual’s responses and attitudes towards difficult
conditions and situations in life. The beliefs in God,
destiny, fatalism, and other beliefs about the natural law
and order controlling the world, are the beliefs enabling
individuals to create meaning out of the difficult reality
of life (having hyperactive children), and keep up hope.
These beliefs as huge and powerful resources, can
decrease negative emotional responses when facing
stressful situations [34]. In the following, it can be said
that spiritual health modifies and changes people’s
recognitions to improve hope in life through a
metaphysical approach, and leads to a positive effect on
the interpretation and attaching meaning to the
destructive events, failures, and difficulties. Hyperactive
children’s mothers may be more prone to depression
and their motivation may decrease if their expectations
about having healthy children, feeling sinful, wrong, and
distressing judgments of others are not fulfilled.
Therefore, enhancing spiritual health makes these
mothers to modify their beliefs and find meaning in their
lives so that they will feel less emotional problems, and
move towards transcendental goals by the new
motivation and power they gain [35]. Some pieces of
evidence have shown that spiritual beliefs and contrasts
in stressful situations help many people. This is the case
because spirituality allows people to concentrate on
transcendental ideas and beliefs, and thus decrease their
concentration on everyday mental pressures [36].
Developing moral beliefs along with coping behaviors
like the relationship with oneself, others and God
enhances hope and decreases anxiety in difficult and
distressing situations, and improves healthy behaviors
[37]. Furthermore, spirituality clarifies one’s life goals,
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and provides them with peace of mind in painful and
intimidating conditions, and enables them to accept
unchangeable events. According to this viewpoint, the
relationship with a supreme power makes it possible to
access higher values and goals, leading to better
functioning. Still, another result of spirituality is feeling
greater power and inner peace that enable an individual
to accept the undesirable situations in critical and
difficult situations and enhanced mothers’ satisfaction of
life in this study [38]. With regard to the results of this
study, hyperactive children’s mothers enjoyed proper
spiritual health and had in fact somehow accepted their
children’s problems, and the acceptance and nondenial
of their children’s problems made them put in most of
their energy to forge a proper relationship with their
hyperactive children. Therefore, the relative satisfaction
that mothers draw from the acceptance of this issue
originates from their spiritual health, and the acceptance
enables them to seek treatment and proper relationships
with their hyperactive children rather than denying or
rejecting them.

CONCLUSION

Both family functioning and spiritual health can
decrease hyperactive children’s behavioral disorders
through life satisfaction. Therefore, the positive family
functioning in positive interactions and proper attention
to hyperactive children can enhance understanding
about acceptance of this issue. Additionally, the parents
enjoying spiritual health can create a warm and intimate
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