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ARTICLE INFO ABSTRACT

The present study aimed to investigate the effectiveness of group-based Acceptance
Article History: and Commitment Therapy (ACT) on depression and marital satisfaction among
Received 26 July 2022 infertile women in Tehran. Using a quasi-experimental design, a randomized

controlled trial was conducted with assessments at baseline, post-intervention, and
a two-month follow-up, including a control group. A total of 24 women diagnosed
with infertility were recruited through convenience sampling from the infertility
ward of Shariati Hospital in Tehran and randomly assigned to the experimental
group (n = 12) and the control group (n = 12). The experimental group received ten
sessions of ACT. All participants completed the Beck Depression Inventory and
the Marital Satisfaction Questionnaire at three time points: baseline, post-
intervention, and follow-up. Data were analyzed using multivariate analysis of
variance (MANOVA). The findings indicated significant differences between the
experimental and control groups in depression and marital satisfaction after the

intervention and at the two-month follow-up. Group-based ACT led to a reduction
in depression and an improvement in marital satisfaction among infertile women,
both immediately after the intervention and during follow-up.

1. INTRODUCTION

The inability to have children is considered a tragedy for millions of couples worldwide [1]. In the past, infertility
was regarded as a taboo, and in many societies where reproduction, extended families, or the preference for male
children are highly valued, this stigma still persists. In certain cultures, women are exclusively blamed and
stigmatized for infertility [2]. In such contexts, infertility may lead to divorce, particularly the repudiation of the
infertile woman, while the fertile partner often remarries or, in some cases, resorts to polygamy in order to have
children [3]. Female infertility undermines women’s personal and social identity, challenging their sense of worth
as mothers and wives, and threatens the very meaning and purpose of marriage and family life [4].

The experience of infertility, often referred to as the “infertility crisis,” is accompanied by physical, psychological,
and social stressors that affect every aspect of life. These may result in reduced intimacy, fear of separation, loss of
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self-esteem, social rejection, isolation, and decreased marital satisfaction [5]. This issue is particularly significant in
countries with high fertility rates, where childbearing holds strong cultural and social significance for couples and
their families [6]. Women are generally more vulnerable than men to the psychological consequences of infertility,
experiencing higher levels of depression and emotional distress [7, 8].

Studies show that infertile women face profound psychological pressures, the most significant of which is the
intrinsic need for motherhood. Other major stressors include hopelessness, depression, marital conflict, social blame,
and distress when others conceive. Unlike other forms of stress, infertility-related stress is chronic and recurrent,
with infertile couples experiencing disappointment monthly in the absence of conception [9]. Consequently, infertile
patients are at heightened risk of depression, anxiety, and a decline in quality of life. Longer treatment durations and
repeated therapeutic failures are associated with greater psychological distress [10].

Biological and psychological mechanisms are interlinked in this process. Smink et al. (2005) reported a significant
association between adrenaline levels and depression in women undergoing in vitro fertilization, noting hormonal
changes during oocyte retrieval. Similarly, research by Luke et al. revealed that one-third of women with infertility
experienced psychological disorders, with 10% showing moderate to severe depression [11]. Moreover, Weissman
(1987) found that increased marital satisfaction was associated with lower depression risk, whereas couples with
conflicts exhibited greater hostility, anxiety, and depressive symptoms [12]. Since family is the primary setting for
fulfilling physical, cognitive, and emotional needs [13], marital dissatisfaction represents one of the most frequently
reported concerns among infertile couples [14].

Poor marital adjustment often stems from limited self-awareness and insufficient understanding of one’s
emotions, thoughts, and personality traits. Interventions aimed at enhancing self-awareness, developing effective
communication skills, and addressing relational conflicts have been found beneficial [15]. Evidence also suggests a
negative association between emotional avoidance and relationship satisfaction in intimate partnerships [16], while
the expression of emotions and relationship quality are influenced by multiple factors, including marital satisfaction
[17,18].

One promising psychotherapeutic approach for such issues is Acceptance and Commitment Therapy (ACT),
which belongs to the third wave of cognitive-behavioral therapies [19]. The central aim of ACT is to enhance
psychological flexibility, defined as the ability to remain consciously connected to the present moment while
experiencing difficult thoughts, emotions, and bodily sensations, and to act in alignment with personal values [20].
Unlike traditional therapies that target cognitive content, ACT emphasizes acceptance, mindfulness, and cognitive
defusion techniques to foster flexibility [21, 22]. Psychological flexibility in ACT is cultivated through six core
processes: acceptance, cognitive defusion, self-as-context, contact with the present moment, values clarification, and
committed action. Mindfulness, as a key element, nurtures non-judgmental awareness, intentional attention, and
present-moment focus, allowing individuals to disengage from automatic cognitive patterns tied to past or future
concerns [23].

Mindfulness-based interventions have been associated with improvements in psychological outcomes (e.g.,
reduced depression, anxiety, and stress), psychosocial functioning (e.g., optimism, social support, and spirituality),
and physical symptoms in patients with health-related stress [24].

Given the significant psychological and relational consequences of infertility, the present study sought to answer
the following question: Does group-based Acceptance and Commitment Therapy reduce depression and improve
marital satisfaction among infertile women?

2. METHOD

This study employed a quasi-experimental design in the form of a randomized controlled clinical trial. Following
approval from the hospital administration, infertile patients referred to the infertility ward of Shariati Hospital in
Tehran were randomly assigned to one of two groups: an experimental group receiving weekly Acceptance and
Commitment Therapy (ACT) sessions, and a control group with no intervention. Written informed consent was
obtained from all participants.
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The statistical population consisted of all women who visited the infertility ward of Shariati Hospital in Tehran
during the autumn of 2018. A sample of 24 women was randomly selected and allocated to the experimental group
(n=12) and the control group (n = 12).

Inclusion and exclusion criteria. Inclusion criteria included: not receiving pharmacological treatment since
diagnosis, infertility duration of 1-6 years, having at least a middle school education, age between 25 and 45 years,
no history of neurological or psychiatric disorders or hospitalization, no substance abuse, ability to attend group
therapy sessions, and willingness to cooperate. Exclusion criteria for the experimental group included: absence from
more than two intervention sessions, and withdrawal of consent to continue participation.

3. MEASUREMENT INSTRUMENTS

3.1. Demographic Information Questionnaire

Given the potential influence of background and biological factors on patients’ mood states and quality of life, a
researcher-developed questionnaire was used to collect demographic and clinical information. Items included age,
education level, economic status, duration of marriage, duration of infertility treatment, prior treatments received,
alcohol and tobacco use, history of psychiatric disorders, and history of suicide attempts.

3.2. Structured Clinical Interview for DSM-IV (SCID)

The Structured Clinical Interview for DSM-IV (SCID), developed by First, Spitzer, Gibbon, and Williams (1997),
is a semi-structured diagnostic tool for psychiatric disorders. Two main forms are available:

SCID-I, which assesses major psychiatric disorders on Axis I of the DSM-IV. The Persian version, adapted and
validated by Sharifi et al. (2004), demonstrated good reliability and validity, with inter-rater kappa values above
0.70 [25]. In Bakhtiari’s (1999) study, test—retest reliability after one week was reported as 0.95.

SCID-II, designed to assess Axis Il personality disorders, was translated and validated for use in Iran. Content
validity was confirmed by clinical psychologists, and test—retest reliability after one week was 0.87 [26].

3.3. Beck Depression Inventory — Short Form (BDI-13)

The 13-item Beck Depression Inventory is a self-report scale assessing specific symptoms of depression. Each
item is rated on a four-point scale (0-3), with total scores ranging from 0 to 39. It measures affective, cognitive,
motivational, and physiological aspects of depression [27]. Studies in Iran have confirmed its psychometric
properties. Hojat, Shapourian, and Mehriar (1986) reported significant correlations between the BDI and measures
of anxiety, loneliness, and external locus of control. Rajei identified two factors negative affect toward self and
anhedonia that accounted for 52.54% of variance, with Cronbach’s alpha of 0.89 and concurrent validity of 0.67
with the 21-item BDI [28].

3.4. Marital Satisfaction Scale

The Marital Satisfaction Scale, developed by Mehrabian (2005), evaluates various aspects of marital satisfaction.
It consists of 13 items scored on a five-point Likert scale (1 = strongly disagree to 5 = strongly agree). Total scores
range from 13 to 65, with higher scores indicating greater marital satisfaction. Several items are reverse-scored.
Factor analysis identified two subscales: satisfaction and dissatisfaction with marriage. Rajei reported Cronbach’s
alpha of 0.90 overall (0.91 for women and 0.89 for men) [29]. Bloom and Mehrabian (1999) reported six-week test—
retest reliability of 0.83 and Cronbach’s alpha of 0.94 for the longer version. Mehrabian reported internal consistency
reliabilities of 0.91-0.94 and test—retest reliability of 0.83 for the 12-item short form [30].

4. PROCEDURE
The intervention was conducted in the infertility ward of Shariati Hospital, Tehran, by two doctoral-level health

psychologists trained in Acceptance and Commitment Therapy (ACT). All procedures adhered to ethical research
standards, including obtaining informed consent and ensuring participant confidentiality. Participants in both the
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experimental and control groups completed all research instruments at three time points: pre-intervention (baseline),
post-intervention, and two-month follow-up.

The group-based ACT intervention consisted of 10 weekly sessions, each lasting two hours. While the
experimental group received the intervention, the control group did not receive any therapeutic treatment during the
study. For ethical considerations, participants in the control group were provided with a CD containing ACT
exercises after the study’s completion. Table 1 summarizes the structure and content of the 10 ACT sessions.

Table 1. Summary of Group-Based ACT Session Procedures

Session Content

1 Group member introductions, pre-test administration, discussion of behavioral boundaries, rules, principles, and

session contracts. Obtaining informed consent, outlining therapeutic goals and the possibility of change.
Introduction to creative hopelessness, including addressing past ineffective coping strategies, low self-efficacy,
and infertility-related challenges.

2 Introduction to core ACT concepts: psychological flexibility, acceptance, mindfulness, cognitive defusion, self-

as-context, personal narrative, values clarification, and committed action. The session included six key
components: 1) increasing acceptance of internal experiences while reducing ineffective control attempts, 2)
enhancing present-moment awareness, 3) fostering cognitive defusion to allow independent action, 4) reducing
over-identification with self-narratives, 5) clarifying personal values and translating them into behavioral goals,
and 6) motivating committed action aligned with values while accepting internal experiences.

3 Review and discussion of homework: self-monitoring strategies, understanding the ineffectiveness of control
attempts, daily experience journaling, desire journaling, and recording experiences of distress for creative

hopelessness exercises.

4 Performance evaluation and discussion of experiences since the last session. Review of homework and

introduction to mindfulness exercises and values clarification practices.

5 Continued evaluation of performance, differentiating conceptualized self from self-as-observer, assessing the

participant’s ability to defuse from thoughts and emotions, ongoing mindfulness practice, and further values
clarification.

6 Emphasizing the importance of values and how values inform willingness/acceptance. Distinguishing between

values as behaviors versus feelings. Practicing awareness of bodily sensations and discussing infertility-related
experiences.

7 Helping participants identify incongruence between infertility-related behaviors and personal values. Using

values as a source of commitment, applying them to behavioral activation and personal goals. Reviewing value-
driven behaviors over the week.

8 Exploring connections between goals and activities, reinforcing willingness and cognitive defusion to support

goal achievement. Continuing to set value-based behavioral goals, mindfulness practice, and discussions of
infertility and self-efficacy.

9 Mindfulness training focusing on emotional awareness and skillful observation without judgment. Emphasizing

maintenance of attention and understanding how mindfulness skills operate in daily life.

10 Evaluation of committed action, teaching participants to apply ACT skills independently. Preparing for potential
post-treatment challenges, identifying barriers (FEAR algorithm), reinforcing ACT principles, reviewing
previous session content, administering post-test, and planning follow-up activities. Suggested follow-up

included monthly or brief (<30 minutes) telephone sessions to maintain gains and prevent relapse.

5. RESULTS

The mean age of participants in the control group was 32.25 & 3.07 years, and in the experimental group 32.33 +
2.77 years. The mean duration of marriage was 8.58 + 3.80 years for the control group and 7.66 £ 2.77 years for the
experimental group. The average duration of infertility treatment was 6.41 + 2.96 years for the control group and
5.00 + 2.13 years for the experimental group.

Regarding education, 66.7% of participants in the control group and 58.3% in the experimental group had
completed high school (diploma). Income levels in both groups were reported to be in the medium range.
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Table 2. Means and standard deviations of age, duration of marriage, and duration of treatment by group

Variable Group Mean Standard Deviation
Age Control 34.25 3.07
Experimental =~ 34.33 2.77
Duration of Marriage (years) Control 10.58 3.80
Experimental =~ 10.66 2.77
Duration of Treatment (years) Control 7.41 2.96
Experimental =~ 6.01 2.13

The results presented in Table 3 indicate that the mean depression scores of the experimental and control groups
were nearly identical at the pre-test stage. However, at post-test and two-month follow-up, the experimental group
demonstrated significantly lower depression scores compared to the control group. This finding suggests that the
group-based Acceptance and Commitment Therapy (ACT) intervention effectively reduced depression levels in
women experiencing infertility. (For the F-ratio and detailed statistical analysis regarding depression reduction, see
Table 3. Table 4 shows that the mean marital satisfaction scores were also approximately equal for both groups at
pre-test. At post-test and follow-up, the experimental group exhibited higher marital satisfaction scores compared to
the control group. These results indicate that the ACT-based intervention improved marital satisfaction among
infertile women. (For the F-ratio and detailed statistical analysis regarding marital satisfaction, see Table 4.)

Multivariate analysis of variance (MANOVA) tests, including Pillai’s trace, Wilks’ Lambda, Hotelling’s trace,
and Roy’s largest root, were statistically significant (F = 37.05, p <0.001) for the two groups. These findings indicate
that at least two groups differ significantly on the combined dependent variables, supporting the use of MANOVA
for comparing group differences.

Table 3. Depression Scores of Experimental and Control Groups in Acceptance and Commitment Therapy (ACT)

Group N Pre-  Pre- | Post- Post- Follow- Follow-  Pre-Post Pre—Post Post— Post—
test test test test up up SD Difference = Difference = Follow-up = Follow-up
Mean SD  Mean SD Mean Mean SD Difference = Difference
Mean SD
Experimental 12 19.75  2.66 | 1358 | 2.15 12.82 2.17 6.17 1.17 0.76 1.62
Control 12 2175 | 527 2233 486 21.58 3.89 -0.58 231 0.75 1.13
Total 24 20.75 | 421 17.96 | 5.79 16.92 5.79 2.79 3.89 0.17 1.43

Note: N = number of participants, SD = standard deviation.

Table 4. Marital Satisfaction Scores of Experimental and Control Groups in Acceptance and Commitment Therapy (ACT) for
Infertile Women

Group N Pre- Pre- = Post- = Post- = Follow- = Follow- Pre—Post Pre—Post Post— Post—
test test test test up up SD Difference = Difference = Follow-up Follow-up
Mean | SD | Mean SD Mean Mean SD Difference Difference
Mean SD
Experimental 12 30.33 3.57 4891 4.12 50.16 4.96 -18.58 4.12 -1.25 3.40
Control 12 30.58 | 3.63  30.25 6.46 31.41 8.09 0.33 4.71 -1.16 4.53
Total 24 3046 3.52  39.58 @ 10.91 40.79 11.61 -9.12 10.58 -1.20 3.92

Note: N = number of participants; SD = standard deviation.

Table S. Multivariate Analysis of Variance (MANOVA) Results for Marital Satisfaction in Acceptance and Commitment

Therapy (ACT)
Independent Variable Dependent Variable Sum of Squares = df = Mean Square F p-value
Group Pre—Post Depression Difference 273.37 1 273.37 80.63 <0.001
Group Post—Follow-up Depression Difference 4.16 1 4.16 2.12 0.159
Group Pre—Post Marital Satisfaction Difference 2147.04 1 2147.04 109.44  <0.001
Group Post—Follow-up Marital Satisfaction Difference 0.04 1 0.04 0.003 0.960

Note: df = degrees of freedom; F = F-statistic; p = significance level.
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Fig. 1. Mean Depression Scores at Pre-test, Post-test, and Follow-up in Experimental and Control Groups in Acceptance and
Commitment Therapy (ACT)
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Fig. 2. Mean marital satisfaction scores at pre-test, post-test, and follow-up in the experimental and control groups receiving
Acceptance and Commitment Therapy (ACT).
Note: The x-axis represents marital satisfaction scores, and the y-axis represents the group-based ACT intervention.

6. DISCUSSION AND CONCLUSION

This study aimed to evaluate the effectiveness of group-based Acceptance and Commitment Therapy (ACT) on
depression and marital satisfaction in infertile women, comparing outcomes before the intervention, immediately
after, and at a two-month follow-up with a control group. The results indicated that ACT significantly reduced
depression and increased marital satisfaction in the experimental group compared to the control group, both post-
intervention and at follow-up. These findings are consistent with prior research [24], which has demonstrated that
mindfulness practices not only reduce stress but also significantly enhance mental well-being, psychological health,
and reduce physical tension in patients [18].

Mindfulness exercises, by increasing individuals’ awareness of the present moment through techniques such as
meditation (focusing on breathing and bodily sensations), appear to improve control over both the body and mind,
thereby reducing stress and anxiety. In this context, group-based ACT enhances self-awareness and self-acceptance
in patients. Mindfulness is not merely a technique but a readily accessible approach for reducing suffering and
increasing awareness, insight, wisdom, and compassion [14]. Carlson and Speca further showed that mindfulness
meditation significantly enhances mental clarity, psychological health, and reduces bodily tension, highlighting the
important role of ACT in promoting recovery and positive outcomes through structured therapeutic programs [12].

The findings of this study also revealed that group-based ACT significantly improved marital satisfaction in
infertile women. These results align with previous research (Brown, 2003), which indicated that therapeutic effects
of ACT in group settings are amplified by group-related factors, resulting in stronger treatment outcomes. Many
infertile women experience a sense of uniqueness regarding their difficulties, which can exacerbate social isolation.
Group therapy not only alleviates these negative feelings but also fosters relaxation and the development of social
relationships, making this method clinically valuable and effective [16].

The incorporation of relaxation training throughout the sessions is a crucial stress-management skill that should
be regularly applied in daily life. Expressing emotions in all sessions contributes to multiple therapeutic benefits. In
this study, patients attended ten group sessions led by a consistent therapist, likely fostering stronger therapeutic
alliance, facilitating treatment processes, and promoting continuity in behavioral change.

This study has several limitations. First, the small sample size, although without dropouts, limits precise
estimation of the intervention’s effect size. Second, self-report measures carry inherent issues, such as measurement
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error and subjective bias. Third, potential confounding factors related to participants’ individual characteristics or
contextual variables were not controlled, which may have led to overestimation of the program’s effects.
Participants’ personal optimism or motivation might have also influenced results. Future studies are recommended
to implement placebo-like interventions to control expectancy effects and to recruit larger sample sizes to better
estimate effect sizes. Additionally, as this study was conducted solely with patients at Shariati Hospital in Tehran,
replicating the group-based ACT intervention in similar patient populations across other hospitals is suggested to
generalize the findings.

Transparency Statement

The data supporting this study are available upon reasonable request to the corresponding author, subject to ethical
and confidentiality considerations.

Acknowledgments

We would like to express our gratitude to all individuals who contributed to this project.

Declaration of Interest

The authors declare that they have no competing interests.

Funding

This research received no specific grant from any funding agency, commercial, or not-for-profit sectors.
REFERENCES

[1] Aflatoonian, A., Seyedhassani, M., & Tabibnejad, N. (2009). The epidemiological and etiological aspects of
infertility in Yazd Province of Iran. Iranian Journal of Reproductive Medicine, 7(3), 115-120.

[2] Carreio-Meléndez, J., Morales-Carmona, F., Sanchez-Bravo, C., Henales-Almaraz, C., & Espindola-
Hernandez, L. (2007). An explanation of depression and anxiety symptoms in sterile women. Ginecologia y
Obstetricia de México, 75(3), 133—141.

[3] Lok, I. H., Lee, D. T., Cheung, L. P., Chung, W. S., Lo, W. K., & Haines, C. J. (2002). Psychiatric morbidity
amongst infertile Chinese women undergoing treatment with assisted reproductive technology and the impact
of  treatment  failure. Gynecologic  and  Obstetric  Investigation, 54(4), 267-271.
https://doi.org/10.1159/000064560

[4] Kabirnzhad, S., Mahmoud-Aliloo, M., & Hashemi, T. (2004). Predicting changes in process parameters:
Emotional cognition, worry, perfectionism, and disorder types. Journal of Clinical Psychology, 1(1), 47-55.

[5] Lovibond, S. H., & Lovibond, P. F. (1995). The structure of negative emotional states: Comparison of the
Depression Anxiety Stress Scales (DASS) with the Beck Depression and Anxiety Inventories. Behaviour
Research and Therapy, 33(3), 335-343. https://doi.org/10.1016/0005-7967(94)00075-U

[6] Baumann, M., lonescu, I., & Chau, N. (2011). Psychological quality of life and its association with academic
employability skills among newly registered students from three European faculties. BMC Psychiatry, 11, 63.
https://doi.org/10.1186/1471-244X-11-63

[7] Bakhtiar, M. (2000). Psychiatric disorders in patients with body dysmorphic disorder (Master’s thesis). Iran
University of Medical Sciences, Tehran Psychiatric Institute.

[8] Brown, K. W., & Ryan, R. M. (2003). The benefits of being present: Mindfulness and its role in psychological
well-being. Journal of Personality and Social Psychology, 84(4), 822—848. https://doi.org/10.1037/0022-

188


https://doi.org/10.1159/000064560
https://doi.org/10.1016/0005-7967(94)00075-U
https://doi.org/10.1186/1471-244X-11-63
https://doi.org/10.1037/0022-3514.84.4.822

[11]

[12]

[13]

[14]

[16]

[17]

[18]

[21]

[22]

(23]

Z. Mortezaei Karahroodi & M. Ali Akbari Dehkordi / Transactions on Data Analysis in Social Science 4(4) (2022) 182—190

3514.84.4.822

Masoumian, S., & Shaeiri, A. (2012). The efficacy of a mindfulness-based stress reduction program on
depression in women with chronic low back pain. Journal of Bihoshi and Pain, 10(3), 18-24.

Peterson, B. D. (2002). Examining the individual and dyadic coping processes of men and women in infertile
couples and their relationship to infertility stress, marital adjustment, and depression (Doctoral dissertation).
[University name].

Rayka, M. (2001). The psychological impact of infertility and IVF: The psychological aspects of infertility. In
Review Symposium Proceedings (pp. 36—42). Avicenna Research Institute, Tehran.

Sreshthaputra, O., Sreshthaputra, R., & Vutyavanich, T. (2008). Gender differences in infertility-related stress
and the relationship between stress and social support in Thai infertile couples. Journal of the Medical
Association of Thailand, 91(12), 1769—-1773.

Bagheri, P., Saadati, N., Fathollahzadeh, N., & Darbani, S. A. (2016). Effectiveness of group-based
Acceptance and Commitment Therapy on self-efficacy and social adjustment in retired elderly. Journal of
Geriatric Nursing, 3(2), 103—117. https://doi.org/10.21859/jgn.3.2.103

Rasouli-Alibadi, B., & Kalantari, M. (2018). Effectiveness of Acceptance and Commitment Therapy on
depression, self-esteem, and infertility-related worry after the first childbirth in women of Kashan. Scientific
Journal of  Hamadan Faculty of  Nursing and  Midwifery, 26(2), 103-110.
https://doi.org/10.30699/sjhnmf.26.2.103

Mazaheri, H., Heydari, F., Fathi, A., Ahmadi, R., & Hosseini, S. (2012). The effect of group-based Acceptance
and Commitment Therapy (ACT) training on occupational stress and burnout. Iranian Journal of Psychiatry
and Clinical Psychology, 19(2), 109-120.

Hayes, S. C. (2014). Six core processes in ACT: The model of psychological flexibility (A. Feyzi, Trans.).
Retrieved from http://www.mrmz.ir

Irandoost, F., Neshatdoost, H. T., & Nadi, M. A. (2014). The effect of Acceptance and Commitment Therapy
on quality of life in women with chronic low back pain. Journal of Behavioral Sciences, 8(1), 89-96.

Hayes, S. C. (2004). Acceptance and Commitment Therapy: Relational frame theory, and the third wave of
behavioral and cognitive therapies. Behavior Therapy, 35(4), 639—665. https://doi.org/10.1016/S0005-
7894(04)80013-3

Johns, L. C., Oliver, J. E., Khondoker, M., Byrne, M., Jolley, S., Wykes, T., ... & ACT for Life Study Group.
(2016). The feasibility and acceptability of a brief Acceptance and Commitment Therapy (ACT) group
intervention for people with psychosis: The “ACT for life” study. Journal of Behavior Therapy and
Experimental Psychiatry, 50, 257-263. https://doi.org/10.1016/j.jbtep.2015.10.001

Ost, L. G. (2014). The efficacy of Acceptance and Commitment Therapy: An updated systematic review and
meta-analysis. Behaviour Research and Therapy, 61, 105—121. https://doi.org/10.1016/j.brat.2014.07.018

Zettle, R. D. (2007). ACT for depression: A clinician’s guide to using Acceptance and Commitment Therapy
in treating depression. Oakland, CA: New Harbinger.

Harris, R. (2006). Embracing your demons: An overview of Acceptance and Commitment Therapy.
Psychotherapy in Australia, 21(4), 2-8.

Kyriacou, D. N., Anglin, D., & Talhameferrro, E. (1999). Risk factors for injury to women from domestic
189


https://doi.org/10.1037/0022-3514.84.4.822
https://doi.org/10.21859/jgn.3.2.103
https://doi.org/10.30699/sjhnmf.26.2.103
http://www.mrmz.ir/
https://doi.org/10.1016/S0005-7894(04)80013-3
https://doi.org/10.1016/S0005-7894(04)80013-3
https://doi.org/10.1016/j.jbtep.2015.10.001
https://doi.org/10.1016/j.brat.2014.07.018

[24]

[25]

[26]

[27]

(28]

Z. Mortezaei Karahroodi & M. Ali Akbari Dehkordi / Transactions on Data Analysis in Social Science 4(4) (2022) 182—190

violence. New England Journal of Medicine, 341(25), 1892-1898.
https://doi.org/10.1056/NEJM199912163412505

Sayrs, S. L., Kohn, C., Fresco, D. M., & Sarwer, D. B. (2001). Marital cognitions and depression in the context
of marital discord. Cognitive Therapy and Research, 25(6), 713-732.
https://doi.org/10.1023/A:1012967222638

Abettan, L. (2007). Couple therapy and depression. Retrieved from
http://www.psybermentor.com/Ressources/Textes/Ingrin_Abitan_Couple Therapy and_ Depression.pdf

Johanson, S. M. (2003). The revolution in couple therapy. Journal of Marital and Family Therapy, 29(3), 348—
365. https://doi.org/10.1111/j.1752-0606.2003.tb01213.x

Riso, L. P., Blandino, J. A., Hendricks, E., Granta, M. M., & Duin, J. S. (2002). Marital history and current
marital satisfaction in chronic depression. Journal of Contemporary Psychotherapy, 32(4), 291-296.
https://doi.org/10.1023/A:1020576927809

Beach, S. R. H., Fincham, F. D., & Katz, J. (1998). Marital therapy in treatment of depression: Toward a third
generation of  therapy and research.  Clinical  Psychology  Review, 18(6), 635-661.
https://doi.org/10.1016/S0272-7358(98)00023-3

Sharifi, V., Assadi, M., & Mohammadi, M. (2004). Validity and reliability of the Persian version of the
Structured Clinical Interview for DSM-IV (SCID-I). Quarterly News of Cognitive Science, 6(2), 8-22.

Smeenk, J. M., Verhaak, C. M., & Vingerhoets, A. J. (2005). Stress and outcome success in IVF: The role of

self-reports and endocrine variables. Human Reproduction, 20(4), 991-996.
https://doi.org/10.1093/humrep/deh739

190


https://doi.org/10.1056/NEJM199912163412505
https://doi.org/10.1023/A:1012967222638
https://doi.org/10.1111/j.1752-0606.2003.tb01213.x
https://doi.org/10.1023/A:1020576927809
https://doi.org/10.1016/S0272-7358(98)00023-3
https://doi.org/10.1093/humrep/deh739

