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Hysterectomy remains the second most commonly performed surgical procedure
for women of reproductive age, second only to cesarean section. The purpose of
this study is to compare the effectiveness of the acceptance and commitment
therapy and schema therapy on psychological distress in women after
hysterectomy. The present study is an experimental study with a pretest-posttest
design with a control group. The statistical population of the study consists of all
hysterectomies women in Ardabil, Iran, in 2020. Among them, 45 women were
selected by available sampling and were studied in two experimental groups and
a control group (15 people in each group) after random replacement. Data
collection instrument was Depression Anxiety Stress Scale (DASS). The
implementation processes of the acceptance and commitment therapy and schema
therapy lasted for 8 sessions, 90 minutes each, and the control group did not
receive any intervention. The results were analyzed using the multivariate
analysis of covariance (MANCOVA). The results of the analysis of covariance
showed that after controlling the pre-test effects, there was a statistically
significant difference between the mean scores of the two experimental groups
and the control groups in the total scores of depression variable (F = 85.976),
anxiety variable (F = 155.158), and stress variable (F = 225.145). Considering the
effectiveness of the protocols of acceptance and commitment therapy and schema
therapy on research variables, the use of this intervention method as a strategy to
prevent psychological distress in hysterectomies women is recommended by
psychologists and counselors of medical centers.

Keywords: Acceptance and Commitment Therapy, Schema Therapy,
Psychological Distress, Hysterectomy


mailto:sima.farzaneh@iau.ir

Hysterectomy remains the second most commonly performed surgical procedure for
women of reproductive age, second only to cesarean section. This surgery is performed
as a therapy to get rid of benign gynecological problems, such as abnormal and long-term
bleeding and uterine prolapse. Many studies have shown evidence of an increased risk of
depression after hysterectomy. Many women suffer from long-term depression due to loss
of feminine traits, decreased sexual satisfaction, loss of fertility and menstruation (Karimi
and Zarrin, 2019). Hysterectomy is known as one of the least invasive types of
hysterectomy and leads to better results and fewer complications compared to other
methods. This method should be considered as the preferred way of hysterectomy
whenever possible. The benefits of vaginal hysterectomy include less pain, faster
recovery, sooner return to work, lower costs, and fewer complications (Pillarisetty &
Mahdy, 2020). Because the uterus is an important part of a woman's mental image of
herself and her sexual image, some women fear that their feminine attractiveness to their
sexual partner will diminish after surgery. Growing evidence from clinical studies shows
that hysterectomized women suffer from mental and physical illnesses that often interact
with each other (Costantini et al, 2013). Hysterectomy-related mental illnesses generally
include depression, anxiety, and stress-related symptoms (Cigdem & Nuran, 2013).

Today we face a new generation of other therapies, including acceptance and commitment
therapy. Acceptance and commitment therapy is part of the family of behavioral and
cognitive therapies (Hayes et al., 2013) and its main purpose is to encourage people to
adopt positive life values and accept undesirable experiences, including thoughts, feelings
and emotions that are an inevitable part of life (Graham et al., 2016). Although acceptance
and commitment therapy and cognitive-behavioral therapy overlap in some ways,
acceptance and commitment therapy does not attempt to eliminate or correct negative
thoughts or feelings, rather, it encourages the subject to accept the fact that these thoughts
and feelings are inevitable, and at the same time tries to create a commitment in the
individual to move toward the values she/he has identified and adopted (Wynne et al.,
2018). The acceptance and commitment therapist’s goal is not to reduce symptoms, but
it is what we will achieve as a byproduct of the treatment process. Acceptance and
commitment therapy changes the connection between problematic thoughts and feelings
so that people do not perceive them as symptoms and even learn to perceive them as
harmless (even if they are distressing and unpleasant) (Hayes et al., 2012). Empirical
evidence on the effectiveness of this treatment for disorders such as depression has been
identified (Mohabbat Bahar et al., 2014). Acceptance and commitment may help people
to adjust to negative behaviors and automatic thoughts, which in turn leads to the
regulation of positive health-related behaviors and improved quality of life. In other
words, acceptance and commitment through the combination vitality and seeing
experiences clearly and accepting them can make positive changes in adaptation and well-
being and quality of life (Sadeghi, 2016). The results of Mohammadi and Sufi’s (2020)
studies showed that acceptance and commitment therapy has a significant effect on
increasing the quality of life and reducing perceived stress in cancer patients. Li, Wu, Ni,
Zhang, Wang et al (2021) reported in their study that acceptance and commitment therapy
has beneficial effects on anxiety, depression, stress and hope in breast cancer patients. In



addition, Li, Guo, Li & Yang (2021) showed that acceptance and commitment therapy,
in addition to reducing psychological distress, increases patients' quality of life.

On the other hand, in order to treat psychological problems such as depression and stress,
in addition to drug therapies, several psychological therapies have been developed over
the years. Although psychologists have been able to make great strides in counseling and
psychotherapy using the principles of cognitive approach, combining both cognitive and
behavioral approaches as schema therapy can have faster and deeper effects on clients.
By combining these two approaches, many of the shortcomings in each have been
eliminated and a more complete and practical method has been created (Mohammadnejad
et al., 2018). Schema therapy is an integrated therapy, combining the theories and
techniques of previous therapies, including cognitive-behavioral therapy, the theory of
object psychoanalytic relations, attachment theory, and gestalt therapy (Lounch, 2017).
Schema therapy is responsible for meeting basic unmet needs by increasing patients'
insight into their reactions and increasing conscious control and providing emotional
support as a limitation of retraining (Mandler, 2014). Peeters, Stappenbelt, Burk, van
Passel & Krans (2021) reported in their study that schema therapy is effective in reducing
maladaptive psychological function and increasing patients' adaptive states. Schema
therapy is effective in reducing psychological distress (Koppers, Van, Peen & Dekker,
2021). Schaap, Chakhssi & Westerhof (2016) concluded in their research that schema
therapy is effective in treating psychological disorders.

Therefore, according to the above research backgrounds, the researcher of the present
study intends to apply these methods and measure the effectiveness of each of them on
depression, anxiety and stress caused by hysterectomy in women to reach the conclusion
that which of the mentioned methods can be more effective in treating depression, anxiety
and stress caused by hysterectomy in women, and according to the findings of the results,
provide scientific and practical solutions to reduce these symptoms.

Participants

The present research method is experimental with pre-test-post-test design with a control
group. The statistical population of this study consists of all hysterectomies women in
Ardabil, Iran, in 2020. The sample of the present study consisted of 45 hysterectomies
women who were selected from the statistical population by available sampling according
to the admission of individuals to participate in the study in the first stage and having
entry and exit criteria in the next stage, and then they were randomly divided into two
experimental groups and a control group (30 women in experimental groups and 15 in the
control group).

Inclusion criteria: 1) being a hysterectomies women; 2) not receiving any other
psychological treatment while receiving these treatments; 3) willing to participate in the
research; 4) having at least a middle school education to answer the questionnaire
questions. Criteria for leaving: 1) immigration; 2) unwillingness to continue cooperation.

Instrumentation



Depression Anxiety Stress Scales (DASS)
This scale has 21 questions, developed by Lovibond & Lovibond in 1995, and includes
21 items that are answered with a score from 0 to 3 (0: Did not apply to me at all; 1:
Applied to me to some degree, or some of the time; (2) Applied to me to a considerable
degree or a good part of time; (3) Applied to me very much or most of the time).
Numerous studies have been performed to obtain the reliability and validity of this scale.
Cronbach's alpha coefficient of this scale in a sample of 717 people is as follows:
depression 0.81, anxiety, 0.73, and stress, 0.81. In addition, in a sample of 400 people in
Mashhad, Iran, Cronbach's alpha coefficient was 0.70 for depression, 0.66 for anxiety,
and 0.76 for stress. Also, the criterion validities of this scale was obtained as 0.66 for
depression, 0.49 for stress, and 0.67 for anxiety, which are significant (Abolghasemi and

Narimani, 2006).

Session Purpose Content Expected Behavior Change  Task Type
Number
1 Expressing the Establishing relationships Increasing the self- Practicing the group
generalities with members and compassion discussion and two-person
familiarizing them with the and multi-person
research topic, responding interactions
to scale, and concluding
contracts
2 Providing a treatment Reviewing and discussing Increasing the altruism Practicing the attention
strategy therapeutic techniques and
evaluating their
effectiveness
3 Identifying the Helping the detection of Increasing the mindfulness Practicing the active
inefficient strategies ineffective strategies for listening
and accepting controlling and accepting
upsetting events painful personal events
4 Creating the cognitive  Explaining the avoidance Increasing the attention Practicing different patterns
awareness of painful experiences and retention and roles in the group
being aware of its
consequences, acceptance
and relaxation training,
changing language
concepts
5 Trying to change Introducing a three- Increasing the emotional Practicing the acceptance
behavior dimensional behavioral regulation of the problems and
model for the joint inconveniences
expression of behavior,
emotions, psychological
functions and striving for
change
6 Creating the cognitive ~ Explaining the concepts of  Increasing the self-control Practicing the cognitive

and emotional
awareness

role and context, seeing
oneself as a context and
making contact with
oneself, being aware of
different sensory
perceptions

separation




Motivating for change  Explaining the concept of Increasing the cognitive Practicing the concept of
values, motivating change assessment and decreasing living the present moment

and empowering clients for  self-judgment and isolation
a better life, practicing
concentration

Teaching the Training the commitment, Extreme diagnosis based on Practicing the commitment
commitment to action identifying behavioral a set of training programs to the research
and summarizing plans according to values,

summarizing sessions,
conducting post-test

Table 1. Acceptance and Commitment Training Sessions (Adapted from Tarkhan, 2017)

Table 2. Schematic therapy skills training

Session Trained skills
Number
1 Establishing the initial communication and evaluation, introducing the researcher and

members and reviewing the goals, focusing on the life history, performing pre-test and
starting homework training

2 Teaching the schemas and coping styles, familiarizing with early maladaptive schemas,
and explaining the coping styles

3 Cognitive strategies, presentation of the logic of cognitive techniques, war metaphor, new
definition of schematic threatening evidence

4 Cognitive techniques, evaluation of the advantages and disadvantages of coping styles and
responses, training in compiling and making educational cards

5 Experimental strategies, presenting the logic of experimental techniques and its objectives,

mental imaging, relating past mental images to the present, behavioral pattern breaking,
reviewing previous session assignments, and getting feedback from members

6 Providing the logic of behavioral techniques, increasing motivation to change the
behavior, and assigning the assignments

7 Behavioral techniques, reviewing the assignments of past sessions and getting feedback,
making important changes in life, and finally assigning the assignments

8 Summarizing the previous contents, reviewing the assignments of the previous session,

collecting and concluding the final post-test and closing the sessions

Procedure

After coordination and obtaining permission from the university, 45 women were selected
by the available sampling method to determine the sample size and were randomly
assigned to two experimental groups and one control group. While justifying the subjects
and stating the objectives of the research, they were asked to participate in the treatment
course. It should be noted that written consents for participating in the research were
received from the subjects. Before starting the treatment methods, all three study groups
were evaluated in the pre-test phase and they were asked to answer the questionnaires.
There were eight 90-minute sessions of the acceptance and commitment therapy and
schema therapy, and they were conducted once a week. At the end of the treatment period,
the treated group and the control group were re-evaluated in the post-test phase and then
the obtained data were analyzed. Multivariate analysis of variance (MANOVA) was used
to analyze the data.



Forty-five hysterectomies women in two experimental groups and one control group, each
with 15 participants, participated in this study. The mean and the standard deviation of
age was 49.60+2.87 in the acceptance and commitment therapy group, 50.00+3.38 in the
schema therapy group, and 50.13+2.44 in the control group. The marital status of the
women in the schema therapy, acceptance and commitment therapy, and control groups
was as follows: 13 (86.7%) married, 1 (6.7%) widow, and 1 (6.7%) divorced. In terms of
education, 9 people (60.00%) had elementary school, middle school, or high school
educations, 4 people (26.7%) had a high-school diploma, and 2 people (13.3%) had a
bachelor's degree. Regarding the distribution of disease types, the acceptance and
commitment therapy, the schema therapy, and the control group included 9 women
(60.00%) with abdominal diseases and 6 women (40.00%) with vaginal diseases.

Table 3. Mean and standard deviation of pre-test and post-test scores of the two groups of subjects
for the research variables

Acceptance and

Variable Commitment Schegfohhsrapy Control group
therapy Group
M=SD M=SD M=SD

Depression Pre-test 11.00+2.67 11.26+2.05 9.66+2.91

Post-test 6.26+2.28 8.60+1.91 9.33+2.87
Anxiety Pre-test 11.26+2.28 11.26+2.05 9.46+1.64

Post-test 6.53+2.29 8.60+1.91 10.73+2.34
Stress Pre-test 9.46+1.76 9.53£1.80 9.46+1.64

Post-test 5.86+1.59 6.86+2.19 8.86+1.45

The mean and standard deviation of the subjects in the two experimental groups and the
control group for the variables of depression, anxiety and stress are shown in Table 3. As
can be seen, the scores of the subjects in the experimental groups in the post-test phase
show a decrease in depression, stress and anxiety.

Before using the multivariate analysis of covariance, its assumptions were tested.
Kolmogorov-Smirnov test was used to evaluate the normality of data distribution. The
results of this test shows that the distribution of scores of dependent variables in the pre-
test-post-test is normal and the data have a normal distribution (p> 0.05). Levene test was
used to check the homogeneity of variances, the results of which are shown in Table 3.
In addition, the BOX test was used to test the assumption of homogeneity of covariances,
and the results showed that the BOX value was not significant (BOX=27.30, F=2.03,
P=0.18). Also, according to the correlation coefficients between the pre-test and post-test
variables, the assumption of linearity between the covariates or auxiliary variables (pre-
test scores) was realized, since the correlation coefficient between the covariates was not
above 0.7, the assumption of multiple co-linearity was rejected.

Table 4. Levene test results on the assumption of equality of variances of the two groups in the
scores of depression, anxiety and stress in the post-test stage

Variables F First degree of Second degree of Significance level
freedom freedom
Depression 1.610 2 42 0.212

Anxiety 1.308 2 42 0.281




Stress 2.681 2 42 0.080

The results of Table 4 show that the F-values of Levene’s test are not significant for any
of the variables of depression, anxiety and stress. As a result, the assumption of equality
of variances of the three groups is confirmed.

Table 5. Results of multivariate covariance significance test on depression, anxiety and stress

Test Value F Df Df P Eta-
assumption Error squared

Pillais Trace 0963 11768 6 76 0.00 0.48

Wilks'
Group  Lambia 0073 33430 6 74 0.001 0.73
H‘”t‘;;lc“elg S 12274 73644 6 0.72 0.001 0.86
Largestootof 4553, 154960 6 0.38 0.001 0.93

the error

As can be seen in Table 5, the significance levels of all tests allow the use of multivariate
analysis of covariance. These results show that the three groups are significantly different
in at least one of the dependent variables. The Eta-squared shows that the difference
between the groups with respect to the dependent variables is significant in general.

Table 6. Table 5. Results of the multivariate analysis of covariance (MANCOVA) to investigate
the significant differences between the two experimental groups and the control group in the
variables of depression, anxiety and stress

The

Source dependent The sum DF Mean F Sig Eta
. of squares square
variable

Depression 0.141 1 0.141 0.187 0.668 0.05

Pre-test Anxiety 0.179 1 0.179 0.452 0.505 0.01
Stress 0.187 1 0.187 0.129 0.721 0.003

Depression 130.099 2 65.050 85.976 0.001 0.81

Group Anxiety 123.170 2 61.585 155.458 0.001 0.89
Stress 64.374 2 32.187 22.145 0.001 0.53

The results of the analysis of covariance in Table 6 show that after controlling the effects
of pre-test, there was a statistically significant difference between the mean scores of the
two experimental groups and the control group in the total scores of the depression
variable (F = 85.976), the anxiety variable (F = 155.458) and the stress variable (F =
22.145).

Table 7. Results of Bonferroni post hoc test to compare the mean post-test scores of
depression, anxiety and stress in experimental and control groups

Depende Mean difference -

nt Group (1) Group (J) (1-J) standard error Probability value
variable
Depressi  /\cceptanceand - Schema -1.985+ 0.318 0.001

on commitment therapy

therapy Control -4.280* 0.326 0.001




Acceptance
and
Schema therapy ~ commitment
therapy
Control -2.290* 0.326 0.001
Acceptance
and
commitment
therapy
Schema
therapy
Acceptance and Schema 2.058% 0.230 0.001
commitment therapy
therapy Control -4.163* 0.236 0.001
Acceptance
and
Schema therapy ~ commitment
therapy
Control -2.105* 0.236 0.001
Acceptance
and
commitment
therapy
Schema
therapy
Acceptance and Schema -
commitment therapy -0.949 0.440 0.112
therapy Control -2.963* 0.452 0.001
Acceptance
and
Schema therapy ~ commitment
therapy
Control -2.013 0.452 0.001
Acceptance
and
commitment
therapy
Schema
therapy

-1.989* 0.318 0.001

4.280* 0.326 0.001
Control

-2.290* 0.326 0.001

-2.058* 0.230 0.001

Anxiety

4,163* 0.236 0.001
Control

2.105* 0.236 0.001

0.949 0.440 0.112

Stress

2.963 0.452 0.001
Control

2.013 0.452 0.001

As can be seen in Table 7, there was no significant difference in the stress variable
between the acceptance and commitment therapy group and the schema therapy group (P
<0.05), but there was a significant difference between the acceptance and commitment
therapy group and the control group, and the schema therapy group and the control group
(P <0.05). In other words, both therapies had a significant effect on reducing stress, but
these two therapies were not significantly different in terms of effectiveness. There was
a significant difference in the depression and anxiety variables between acceptance and
commitment therapy and schema therapy (P <0.05). There was also a significant
difference between acceptance and commitment therapy group and the control group, and
schema therapy group and the control group (P <0.05). In other words, both therapies had
a significant effect on improving depression and anxiety. In addition, acceptance and



commitment therapy was more effective in improving depression and anxiety than
schema therapy.

The purpose of this study was to compare the effectiveness of acceptance and
commitment therapy and schema therapy on psychological distress in women after
hysterectomy. The results of analysis of covariance showed that both treatments had a
significant effect on psychological distress (depression, anxiety and stress) in
hysterectomized women after post-test. The results of Bonferroni post hoc test also
showed that both treatments had a significant effect on reducing stress, but the two
treatments were not significantly different in terms of effectiveness. There was a
significant difference in the variables of depression and anxiety between acceptance and
commitment therapy and schema therapy. In other words, both treatments have a
significant effect on improving depression and anxiety. In addition, acceptance and
commitment therapy is more effective in improving depression and anxiety than schema
therapy.

The results obtained regarding the effectiveness of acceptance and commitment therapy
on psychological distress are consistent with the results of the study by Mohammadi et
al. (2020) which showed that acceptance and commitment therapy has a significant effect
on increasing quality of life and reducing perceived stress in cancer patients, and also the
results of a study by Lee et al. (2021) which reported that acceptance and commitment
therapy has beneficial effects on anxiety, depression, stress and hope in breast cancer
patients. To explain this assumption, it can be said that acceptance and commitment
therapy uses a wide range of trainings to help people become aware and active, and
ultimately develop what psychologists refer to as psychological resilience. In this way,
acceptance and commitment therapy shifts the focus from reducing symptoms to
increasing the process of psychological resilience, including the engagement in
acceptance and awareness of accepting valuable behaviors. In these training sessions,
participants were encouraged to choose important values and even act on them in the face
of unpleasant thoughts or feelings. This requires a more systematic program including the
various skills that participants learn in the acceptance and commitment intervention, such
as acceptance, cognitive defusion, and mindfulness. Our study shows that when people
are able to incorporate these skills into their daily lives, they will experience less
psychological distress.

Also, the results obtained regarding the effectiveness of schema therapy on psychological
distress are consistent with the results of the studies by Peters et al. (2021), Coopers et al.
(2020) and Shop et al. (2016) which concluded that schema therapy is effective in
reducing maladaptive psychological function and increasing patients' adaptive states.

To explain this hypothesis, it can be said that schema therapy begins with recognizing a
series of general emotional needs and it strengthens patients' emotionally healthy state to
deal with situations where early maladaptive schemas are stimulated in a more functional
way in the individual. It can also be said that schema therapy helps patients to understand
their emotional needs so that in threatening situations, they can manage and control their
distress instead of using negative coping strategies.
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In addition, the results of Bonferroni post hoc test showed that the effectiveness of
acceptance and commitment therapy in improving depression and anxiety is higher than
schema therapy. This difference can be explained by the fact that the possible cause of
this effect is the changes in the attitudes and beliefs of this group of women (compared to
past solutions) in the first sessions of the acceptance and commitment therapy towards
the cause of psychological distress (depression and anxiety) according to the purpose of
treatment and training to increase psychological resilience when facing with
psychological distress, and also the acceptance of this new attitude by women.

Conclusion

The limitation of the present study to hysterectomies women in Ardabil, Iran, limits the
generalization of the results to other hysterectomies women in other geographical areas.
In addition, the implementation of acceptance and commitment therapy and schema
therapy were done by the researcher, which can create bias in the results. It is suggested
that similar studies to be performed in other geographical areas on a similar sample group
and its findings be compared with the results of the present study. To eliminate the
researcher bias, the treatment protocol should be implemented by someone other than the
researcher. Practically, due to the effectiveness of treatment protocols based on
acceptance and commitment therapy and schema therapy on research variables, the use
of this intervention method as a strategy to prevent psychological distress in hysterectomy
women is recommended by psychologists and counselors of medical centers.
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