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Abstract
Obesity is a major health problem which leads to a decline in the
indicators of individuals’ mental and physical health. Studies have
indicated that there is a significant relationship between obesity,
anxiety and depression; as well obesity can negatively affect
interpersonal communication and create interpersonal problems.
The present study was conducted to investigate the effect of
group training based on acceptance and commitment on reducing
anxiety and interpersonal problems in obese women in Tehran,
Iran. This present quasi-experimental study was conducted on
a statistical population comprising all obese women presenting
to a health home in District 2 of Tehran. Thirty of these women
were selected using convenience sampling and were randomly
assigned to an experimental group (n=15) and a control group
(n=15). The participants completed the Depression Anxiety Stress
Scale (DASS) and the Inventory of Interpersonal Problems (IIP32). The 15-session treatment protocol proposed by Eifert was
used for group training based on acceptance and commitment.
Group training based on acceptance and commitment reduced
anxiety in obese women and improved their interpersonal
relationships. According to the results of the data analysis, group
training based on acceptance and commitment therapy affected
the psychological process of obese women and reduced anxiety
and interpersonal problems of the experimental group compared
to the controls in the posttest stage.
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Introduction
The physical and psychological health of women
in the community is a major factor contributing
to children training and public health. A weight
increase in women degrades their daily function
and their effective performance in the family
and society as individuals, mothers or wives,
and paves the way for other physical problems,
including cardiovascular diseases. Obesity is a
medical condition in which fat tissue abnormally
accumulates in the patient’s body, which can
cause the decline of health indicators such as

life expectancy and quality of life. Using body
mass index (BMI) is the most common method
for estimating obesity [1].
Obesity increases the risk of developing
different diseases, especially cardiovascular
diseases, type 2 diabetes, obstructive sleep
apnea, specific types of cancer, osteoarthritis
and asthma. Obesity is a disease that is mainly
caused by a combination of an excessive food
energy input, low physical activity and genetic
talent, although few cases are primarily caused
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by genes, endocrine disorders, medications and
psychological disorders. As evidence to this
hypothesis, some obese patients gain weight
due to their slow metabolic rate despite eating
little [2]. A summary of research findings
suggests some psychological causes of obesity,
including 1) replacing unbearable life problems
with the pleasure of overeating, 2) overeating as
a symptom of major diseases such as depression,
3) overeating as a kind of addiction to food, 4)
responding to food signs, 5) emotional arousal
and 6) stress [3]. Obesity is also a major health
problem in developed and developing countries
that has been growing in recent decades [4-5].
According to the results of different studies,
obesity causes various psychological disorders
in the patients. Obesity exerts huge negative
impacts on mental health and interpersonal
relationships [6-8]. Rosmond and Biortorp found
relationships among unfitness, sleep disorders
and the amount of antidepressants used. Obesity
appears to be associated with more psychological
disorders in women than in men. Obesity has
also been found to be associated with personality
disorders, as borderline personality disorder
is more prevalent in obese individuals than in
fit people. Literature also suggests significant
relationships between eating disorders and
borderline personality disorder [9]. Obesity
can negatively affect and disrupt interpersonal
relationships and cause interpersonal problems.
Interpersonal relationships are a systematic,
unique, progressive and selective interaction
that helps people know one another and
creates a common meaning among them [10].
Interpersonal relationships are a process in
which information, meanings and feelings are
shared with others through verbal and nonverbal
messages and are based on two principles,
including (1) communicators should accept the
uniqueness of their behavioral characteristics
and (2) they should design and send messages
that represent this acceptance [11]. Interpersonal
problems include interpersonal sensitivity,
interpersonal ambivalence, aggression, a need
for social verification and the lack of sociability.
The construct of interpersonal problems refers to
distrust, not being open to criticism, sensitivity to

rejection, feeling violated, jealousy, avoiding
sincere emotional relationships, inability
of getting rid of the feeling of loss after the
end of intimate relationships and inability to
maintain independence and individuality in a
group [12].
Obesity is significantly related to anxiety, as
the most common response to stressful stimuli.
Anxiety is an unpleasant emotion, some degree
of which is experienced by all of us as “worry”,
“anxiety”, “stress” and ‘fear” [13]. Anxiety is
an undesirable mode of concern and worry that
is caused by mental pressure and is associated
with unfavorable complications such as heart
palpitations, dyspepsia, lack of concentration
and thought disorder [14]. A revised version of
Diagnostic and Statistical Manual of Mental
Disorders Fifth Edition (DSM-5) issued by
the American Psychiatric Association defined
anxiety disorders as an extreme anxiety about
a number of events or activities, such as job
or academic performance, on most days of
the week, which cannot be controlled by the
patient.
Many treatments with different approaches
have been used in different groups to reduce
anxiety symptoms and improve interpersonal
relationships, including cognitive behavioral
therapy and mindfulness-based treatments
that reduced anxiety [14]. Acceptance and
Commitment Therapy (ACT) is a successful
therapeutic approach that improves mental
health in the patients [15], and can be used
for a wide range of psychological problems,
situations and population types [16]. ACT
is the third wave evidence-based approach
to the behavior theory and uses different
methods to mix acceptance and awareness
strategies with commitment and behavior
change strategies, and emphasizes the change
in the relationship of clients with internal
experiences and avoidance. The underlying
principles of this therapeutic approach
include 1) contacting the present time, i.e.
being here and now: psychological presence
and conscious relationships and involving
in what occurs at any moment, 2) cognitive
defusion: separation from thoughts, dreams
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and memories and letting them come and
go rather than getting caught up in them, 3)
acceptance: willingness to experience pain
or other upsetting events without trying to
curb them, 4) self as the context: one of our
dimensions that is conscious about everything
we think about, feel or do at any moment (pure
consciousness), 5) values: desirable traits
are required for continuous action. Having
clear values is a basic step towards creating
a meaningful life, 6) value-based action or
commitment coupled with willingness to act:
personal meaningful goals before eliminating
unwanted experiences [17,18]. The main
purpose is to create psychological flexibility,
i.e. being able to decide between different
alternatives of action and select the more
appropriate one rather than an action being
performed or actually imposed on the person
only for avoiding upsetting thoughts, feelings,
and memories and desires [19]. Unlike other
therapeutic approaches, the ACT approach
does not seek to alter the shape or abundance
of distressing thoughts and emotions, but, as it
has been stated, its main purpose is to enhance
psychological flexibility. This approach to
disorders such as chronic obesity can be based
on a change in relationship with thoughts and
feelings it is difficult to create better results.
Research suggests the effectiveness of ACT
in many disorders including anxiety, drug
abuse, depression, psychological well-being,
negative automatic thoughts and physical and
psychological health [19-23].
Considering that research on the effect of
admission and commitment education on
the reduction of anxiety and interpersonal
problems in women with obesity has not
been made and since the number of people
involved with obesity is increasing, as well as
the results of various studies that Suggests the
effect of an ACT approach on reducing anxiety
and improving interpersonal relationships.
This research aims to answer the question
whether group education of concepts based
on acceptance and commitment can help
reduce anxiety and strengthen the interpersonal
relationships of women Influenced by obesity?

Method
This quasi-experimental study was conducted
using pretests and posttests. Convenience
sampling was used to select 30 obese women
presenting to the health home in District 2 of
Tehran in spring 2016. They were randomly
assigned to the experimental group (n=15)
and the control group (n=15). Before and
after eight weeks of fifteen 90-minute
training sessions of the concepts, principles
and techniques of ACT, the participants
completed the Depression Anxiety Stress
Scale (DASS) and the IIP-32. The inclusion
criteria comprised an age of 20-50 years,
a minimum education level of high school
diploma, not simultaneously participating in
other therapeutic or educational programs and
a BMI of at least 30.
Group counseling based on ACT which has
been developed based on Effort and Futures.
The content of the educational sessions was
as follows:
The first session: Orientation and introduction
of the ACT approach
The second session: Identifying private
experiences and thoughts from which the
members avoided
The third session: Focusing on the thoughts
and feelings associated with obesity rather
than the disease itself
The fourth session: Teaching creative methods
of facing disappointment
The fifth session: Teaching how to control or
avoid difficult psychological problems
The sixth session: Teaching fusion as well as
clean and dirty discomfort
The seventh session: Teaching diffusion
methods
The eighth session: Teaching conceptualized
self-alignment and how to separate from it
using metaphors and group exercises
The ninth session: Teaching mindfulness
concepts and how to be present
The tenth session: The ninth session continues
The eleventh session: Teaching and clarifying
how to discriminate between goals and values
The twelfth session: The eleventh session
continues by doing exercises
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The thirteenth session: Focusing on values
while emphasizing the dimensions of quality
and health of life
The fourteenth session: Identifying and
discussing barriers to value-based behaviors
The fifteenth session: Evaluating, receiving
feedback and terminating the sessions
DASS is a questionnaire for measuring anxiety
and depression that has 21 items, This 21-item
questionnaire measures negative emotional
symptoms such as depression, anxiety and
stress, and comprises three subscales, including
depression, anxiety and stress. Every subscale
contains seven items, which are scored on a
four-point Likert scale from zero (it does not
apply to me at all) to 3 (it perfectly applies to
me). The present study used only the anxiety
subscale. Antoni et al. conducted a factor
analysis on this subscale and obtained three
factors, namely depression, anxiety and tension.
The results of the study cited showed that 68%
of the variance of the overall scale is measured
by these three factors. The special value of
anxiety in this study was equal to 1.23 and the
alpha coefficient for the three factors was equal
to 0.95. Asgharimoghadam MA, et al reported
a Cronbach’s alpha of 0.92 for the dimension
of anxiety. In this study, Cronbach's alpha and
retest were used to examine the reliability of
the instrument. Cronbach's alpha in the pretest
for the anxiety domain was 0.89. In the Pearson
correlation coefficient test, the pretest and
posttest were 0.625 which was significant at
the level of 0.01, in other words, the tool had an
acceptable reliability [24].
The IIP is a 32-item self-report instrument that
was obtained by Barkham, Hardy and Startup
as a brief version based on exploratory factor
analysis of the 127-item form. The items are
scored on a five-point Likert scale from zero

(never) to five (strongly). In Iran, Fath et al.
used factor analysis to investigate the validity
of this scale and obtained six out of the eight
factors obtained by Barkham et al [25].
They also confirmed the scale reliability and
consistency by calculating a Cronbach’s alpha
of 0.82 for the entire scale.
In the present study, Cronbach's alpha
coefficient in the pretest was 0.08. The Pearson
correlation coefficient between the pretest and
posttest in the control group was 0.689 which
was significant at the level of 0.01 that means
the instrument has an acceptable reliability.
The data obtained from completing the
DASS and the IIP-32 by the participants
were analyzed in SPSS-20. Descriptive
statistics, including percentage, frequency,
mean, standard deviation, minimum and
maximum, were first used in this analysis.
The Kolmogorov-Smirnov test was used to
investigate the normality of the data and the
Levene’s test to examine the homogeneity
of variance within the groups. Inferential
statistical tests, including multivariate
ANCOVA, were ultimately used for the
inference, confirmation or rejection of the
study hypotheses.
Results
The descriptive and inferential findings of the
present study obtained from the participants’
statements indicated the effect of the concepts of
ACT on treating parts of the problems of obese
patients. Thirty overweight women participated
in the present research. A maximum of 11
(38%) of these women were aged 25-30 and
a minimum of 2 were 45-50. In terms of level
of education, a minimum number of 2(7%)
had Master of Science (MSc) and a maximum
number of 12 (40%) had high school diploma.

Table 1 The mean values of anxiety and interpersonal problems in the study women
Variable

Stage

Anxiety

Pretest

Interpersonal
problems

Pretest

Group

Frequency

Experimental

Pretest

Posttest

Mean

Standard
Deviation

Mean

Standard
Deviation

15

21.05

14.85

16.80

12.68

Control

15

20.40

12.24

19.53

8.99

Experimental

15

81.33

17.37

77.46

18.07

Control

15

80.33

21.81

81.200

15.70
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According to Table 1, the mean posttest value
of anxiety decreased in the experimental
group compared to the pretest stage; this
reduction was, however, insignificant in the
controls. Furthermore, the mean posttest
value of interpersonal problems decreased

in the experimental group, although the
posttest increase observed in the controls
was insignificant. In the following, a singlevariable ANCOVA was used to investigate
the significance of this difference in the
mean.

Table 2 The study variables’ normality
Variable
Anxiety
Interpersonal
problems

Kolmogorov-Smirnov test

Test

Shapiro–Wilk test

Statistic

Degree of
freedom

Significance
level

Statistic

Degree of
freedom

Significance
level

Pretest

0.145

30

0.107

0.907

30

0.113

Posttest

0.148

30

0.090

0.930

30

0.058

Pretest

0.094

30

0.200

0.973

30

0.629

Posttest

0.076

30

0.200

0.990

30

0.992

Study variables are normal Table 2 presents the
results of the Kolmogorov-Smirnov test and the
Shapiro–Wilk test for investigating the distribution
normality of the data associated with every variable

in the pretest and posttest. The significance level
was higher than the critical value of 0.05 in both
tests, suggesting that the distribution of anxiety
and interpersonal problems is normal.

Table 3 The Levene’s test
Variable
Anxiety
Interpersonal
problems

Levene’s test

Degree of
freedom 1

Degree of
freedom 2

Significance
level

Pretest

0.124

1

28

0.728

Posttest

1.906

1

28

0.178

Pretest

1.977

1

28

0.171

Posttest

0.088

1

28

0.769

Variance within the two groups is homogene
The Levene’s test was used to examine the
important hypothesis of homogeneity of
variance of the two groups. Given that the
significance levels are above the critical
value of 0.05, the test results confirmed the
homogeneity of variance within the control
and experimental groups for the pretest and
posttest of both variables, namely anxiety and
interpersonal problems.

The slope of the regression line is homogene
For anxiety, the F value of the interaction
of the independent variable and covariance
equals 3.470, which is insignificant. For
interpersonal problems, the F value of the
interaction of the independent variable and
covariance is 3.147, which is insignificant.
The hypothesis of the homogeneity of the
regression slope is therefore satisfied for both
variables.

Table 4 The ANCOVA of the effect of acceptance and commitment based training on anxiety
Sum of
squares

Degree of
freedom

Cumulative model

172.568

2

Interactive

1602.370

1

Pretest

4.033

1

Group

168.535

1

Error

3219.598

27

4.033

Overall

12233.00

30

Anxiety

As shown in Table 4, obese women in the
experimental group were significantly
different from the control in terms of anxiety

Mean
square

F

Significance
level

Eta squared

86.284

0.724

0.494

0.051

1602.370

13.438

0.001

0.332

4.033

0.034

0.855

0.050

168.535

41.78

0.002

0.210

by controlling the pretest (p=0.002 and
F=41.78). In other words, given the mean
score of anxiety in the experimental group
526
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compared to in the control group, ACT has
reduced anxiety in the experimental group.
The degree of this effect is equal to 0.210, i.e.

21% of individual differences in the posttest
scores of anxiety in the obese patients is
explained by the effect of ACT.

Table 5 The results of ANCOVA of the effect of ACT on interpersonal problems
Interpersonal
problems

Sum of
squares

Degree of
freedom

Mean
square

F

Significance
level

Eta squared

Cumulative model

232.337

2

116.169

0.397

0.676

0.029

Interactive

7559.308

1

7559.308

25.841

0.001

0.489

Pretest

128.790

1

128.790

0.437

0.514

0.016

2.200

0.042

0.325

Group

643.804

1

634.804

Error

7898.329

27

292.531

Overall

196944.00

30

According to Table 5, the obese women in
the experimental group were significantly
different from those in the control group in
terms of interpersonal problems by controlling
the pretest (p=0.052 and F=0.643). In other
words, given the mean score of interpersonal
problems in the experimental group compared
to in the controls, ACT has reduced these
problems in the experimental group. The
degree of this effect is 0.325, meaning that
32.5% of individual differences in the posttest
scores of interpersonal problems in the obese
patients is related to the effect of ACT.
Discussion
The results obtained indicated significant
differences between obese women in the
experimental group and those in the control
group in terms of the scores of anxie and
interpersonal problems. In other words, ACT
has been more effective in reducing anxiety
and interpersonal problems in the experimental
group compared to in the controls, which is
consistent with literature [27-34].
The focus of obese individuals is merely on
obesity and its reduction methods. ACT in the
present study taught the presenting women
how to use a clear perspective to think about
why their actions have not resolved their
problems. These training programs have
helped change the focus of the clients from
obesity problems to the thoughts and feelings
associated with obesity. Efforts were made
during these training programs to break down
the clients’ verbal processes that necessitate a
limited collection of responses in the face of

different situations. They were also helped to
act more successfully in maintaining weight
loss diets and regulate their eating habits
and stick to regular exercise for weight
loss, which itself reduces anxiety in these
people. These successes also cause positive
judgements and evaluation in them. During
the training sessions based on acceptance
and commitment, the therapist confronted
the clients with creative disappointment
methods which helped them examine their
previous problem-solving methods and the
efficiency of these solutions in the short and
long term. This method was also used by
Eifert and Forsyth [27]. Using this technique
helps the clients realize that their previous
actions have not been effective in solving
their problem (obesity) and encourages them
to put aside their old instruction and take on
a new method.
The treatment continued by teaching diffusion
and acceptance to the clients, meaning giving
up thoughts, dreams, feelings and memories.
Acceptance also means providing space
for painful feelings, sensations, desires and
emotions [35]. By receiving this training, the
subjects learnt to abandon the fight against
obesity and let themselves be as they are and
establish more effective relationships with
others. Efforts were made in the cognitive
defusion process to change the undesirable
functions of thoughts and other psychological
events rather than their form and content.
The participants learnt to consider emotions
and thoughts only as words.
ACT uses skills such as mindfulness, defusion
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and acceptance to increase psychological
flexibility. The participants learnt to accept
their feelings rather than to avoid or fuse
them, and to understand their thoughts and
thinking processes through using mindfulness
and link them to objective-oriented activities.
The difference between value and goal was
then taught to the participants to enable
them to select the goals associated with their
values. In the commitment stage, the clients
suffering from unfitness and obesity got to
know other aspects of their life and other
abilities and characteristics of themselves
and made efforts to accept the status quo,
obtain better self-confidence and acquire
more effective communication abilities. In
this stage, the clients admit their anxiety and
become committed to doing what is important
to them (values) despite their anxiety. Anxiety
may disappear or still persist when doing
these activities; however, what is certain is
that they learn to live and continue their life
despite their anxiety and not to allow anxiety
to control and disrupt their life. Reductions in
anxiety improve self-confidence and therefore
develop social interactions in women. On
the other hand, obese people suffer from
confusion in their emotions and values
as a result of negative social evaluations.
Identifying inefficient feelings and emotions
in social situations and improving the sense of
competence have therefore been effective in
improving interpersonal relationships in these
people. The purpose of ACT is to help clients
establish relations with their experiences in a
different manner and completely get involved
in a meaningful and value-based life.
Groups of men are recommended to be provided
with the necessary training and compared with
women in future studies. The subjects’ weight
loss is also recommended to be measured
after the training to help determine the effect
of the educational interventions on alleviating
psychological problems in obese individuals.
The present study faced limitations like other
studies. Limiting the samples to women and the
lack of participation of men was a limitation. The
limited sample size (n=15) was another limitation,

which may restrict the generalizability of the
results. The self-report nature of the tool and
the potential awareness of the subjects about
the test was also a limitation, which should be
taken care of. Although the researchers were
skilled, they faced problems with teaching
the concepts, principles and techniques of the
acceptance and commitment approach, which
affected their quality of teaching. In addition,
the subjects’ BMI was not measured after the
training programs.
Conclusion
Teachings based on acceptance and
commitment appear to have taught the
clients how to improve their interpersonal
relationships by identifying and applying
the components of the acceptance and
commitment approach and using their
capabilities. This has also reduced
negative self-evaluations and judgments,
which ultimately improved interpersonal
relationships and reduced anxiety in the
obese patients.
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