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ABSTRACT
Background: The present study aimed to investigate the effect of stress management 
training through cognitive-behavioral techniques on stress, social adaptability and depression 
in women with depression disorders. Materials and Methods: In this study, 40 patients 
diagnosed with depression who had referred to psychiatry and consultation clinics of Isfahan 
were randomly selected and assigned to intervention and control groups (20 patients in each 
group). The intervention group received eight 90-min sessions of stress training through 
cognitive–behavioral techniques. Data collection tools included Cooper’s stress questionnaire, 
Bell’s social adaptability questionnaire and Hamilton’s depression scale questionnaire. 
The participants completed the questionnaires before the intervention and 1 month after 
the same. Data analysis was performed using covariance analysis. Results: Based on the 
results, considering variables of stress, social adaptability and depression, the equal variance 
hypothesis was confirmed. The relationship between pre- and post-test scores on stress, 
social adaptability and depression was statistically significant (P < 0.001). The modified mean 
difference was F = 12.45, P < 0.001 on stress; F = 6.88, P < 0.01 on social adaptability; 
and F = 5.36, P < 0.02 on depression, all of which were significant. Conclusion: Stress 
management training through cognitive behavioral techniques can play a main role in 
depression reduction and development of social adaptability through modifying inappropriate 
social information-processing patterns.
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INTRODUCTION

Depression is a psychological disorder with signs and 
symptoms such as loss of appetite or overeating, sleeplessness 
or oversleeping, concentration problems, recurring thoughts 
of death, sadness or lack of interest, psychomotor retardation, 
lack of energy and tiredness, feelings of worthlessness and guilt 
and difficulty making decisions.[1] Women are twice more likely 
to experience depression, and 10‑25% of women experience 
depressive periods during their lifetime. Natural events such as 
pregnancy, menopause, first menstrual period and delivery can 
each increase women’s vulnerability to depression.[2]
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Stress, adaptability and coping are interdependent concepts 
that we experience daily. In psychology, adaptability is defined 
as maintaining identity and self‑confidence; all our responses 
that pressure our adaptability are called stress, and coping 
includes adaptive strategies.[3,4] According to the American 
Psychological Association, social adaptation is “balancing 
behavior in order to meet environmental needs, which often 
requires attempts to control impulses, drives or attitudes.” 
Now, if, for any reason, an individual cannot establish 
communication with others in the social environment, 
in other words, if the adaptation process gets disrupted, 
maladaptive behavior or behavioral disorders occur.[1]

Clinical research shows that with an increase of stress 
in society, the number of patients with psychological 
disorders, especially depression, increases. Once depression 
settles, factors such as weak social communication skills, 
extreme responses to lack of communication and defective 
relationships act as maintenance factors for depression. In 
addition to causing a decrease in social adaptability, these 
factors create feelings of rejection and more isolation.[5] 
Because of the limitations and side‑effects of antidepressant 
medications and also patients’ and healers’ preference for 
non‑medicine treatments, psychotherapy has received much 
attention. On the other hand, in every treatment procedure, 
it must be possible to use a variety of treatments in case one 
method fails to cure the patient. Because the best treatment 
is the one with the fewest side‑effects and the highest efficacy, 
investigating various treatment methods could increase the 
chances of cure.[6]

Cognitive‑behavioral stress management could be defined 
as a strategy used for stress prevention, stress control 
and, eventually, diminishing its harmful consequences.[7] 
Many studies have shown that cognitive‑behavioral stress 
management, in addition to reducing depression in depressed 
patients, can lead to increasing social adaptability.[8,9] It 
appears that learning social and communicative skills, 
problem‑solving skills, self‑expression skills and emotion 
control skills such as anger management and relaxation 
therapy skills play an important role in the treatment of 
depression.[10] Hegel et al. viewed cognitive‑behavioral training 
as a short‑term interventional treatment of depression.[11] The 
cognitive‑behavioral approach is a combination of cognitive 
and behavioral treatments. It helps clients recognize distorted 
thought patterns and inefficient behavior. To do so, regular 
discussion sessions and thoroughly organized behavior 
assignments are applied. Thus, the whole procedure is partly 
focused on behavior and partly on cognition.[8]

Because many studies have been conducted on the effectiveness 
of cognitive‑behavioral stress management training, the 
evidence is either inconsistent or too limited. In addition, 
many of these studies have focused only on biofeedback and 
relaxation techniques. Considering the above‑mentioned 
factors and regarding social, economic and emotional 
consequences of depressive disorders, the importance of 
preventing the unpleasant side‑effects of depression and 

the study of the effectiveness of cognitive‑behavioral 
techniques as one of the approaches of stress management 
training, the present study aimed to investigate the efficacy of 
stress management training through a cognitive‑behavioral 
approach on women with depression disorders to develop 
and administer an educational program for stress control in 
women with depression disorders.

MATERIALS AND METHODS

Participants
In this quasi‑experimental study, 40 housewives with 
depression disorders were investigated. The study population 
included housewives referring to the consulation and 
psychiatric clinics of Isfahan (Isfahan, as the capital of Isfahan 
province, is one of central cities in Iran) during the time this 
study was being conducted. Those diagnosed with depression 
through interviews with psychiatrists were selected and 
randomly assigned to control and intervention groups based 
on their file numbers (odd or even).

Using the sample size formula for the two‑group difference 
test and a probability rate of 0.05 for type one error and 
20% for type two error, the group size was calculated to be 
18, and finally 20 participants were assigned to each group. 
The inclusion criteria were a definite diagnosis of depression 
disorders by the psychiatrist, age range of 20‑45 years, 
being married, being a housewife, no medication treatment 
received, less than 2 years’ history of depression and informed 
consent. Participants were not enrolled if they had disabilities, 
physical/mental complications or other diseases that could 
interfere with the interpretation of the results.

Data collection tools
The present study used Hamilton’s depression scale questionnaire, 
Bell’s social adaptability questionnaire and Cooper’s stress 
questionnaire as data collection tools. Cooper’s questionnaire, 
developed in 1983, contains 20 items and attempts to detect 
stress signs and symptoms. Twenty‑five questions measure 
stressors on a 4‑point Likert scale and four questions have yes/no 
answers. The score range is 0‑79. Various studies have confirmed 
its reliability and validity, and Codron et al. have reported its 
reliability to be 0.87 using Cronbach’s alfa.[12]

Bell’s social adaptability questionnaire contains 160 questions 
in five domains, including home, health, professional, 
emotional and social adaptability. There are yes/no questions, 
with scores ranging from 0 to 160. For each subscale question, 
the range of scores varies from 0 to 32. Reliability and validity 
of the questionnaire have been proven in various studies.[13] 
Hamilton’s depression scale questionnaire, developed by Max 
Hamilton, includes 24 items. Each time has a score of 0‑4 or 
0‑2. The range of scores for the whole test is 0‑76. Themes 
included are physical health problems, behavioral disorders, 
cognitive problems and affection change symptoms. In a 
study by Ram, the validity of the questionnaire based on 
Cronbach’s alfa was reported to be 78%. Other evaluators 
have also reported it to be about 0.90.[14]
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Data collection
Before intervention, all the participants were informed 
about the aims of the present study and all individuals 
were presented permission form. Thus, all the Then the 
Participants received the three questionnaires and were 
briefed on how to complete them. The intervention group 
was exposed to the intervention. One month after the 
intervention, both groups completed the questionnaires 
again. At the end of the study, all participants in the control 
group referred to a psychologist or psychiatrist for treatment. 
All learning materials used in this study were taught to the 
control group.

Intervention
The training intervention a\was performed in eight 
educational sessions (each session of 90 min) during 8 weeks. 
Each session followed the objectives listed below.
First session:   Introduction, definition of stress, causes of 

stress, its signs and symptoms, effects
Second session: Cognitive reconstruction
Third session: Communicative skills
Fourth session: Self‑expression skills
Fifth session: Anger management skill
Sixth session: Breathing skills
Seventh session: Relaxation skills
Eighth session: Problem‑solving and planning skills.

At the beginning of each session, the topic of the session 
would be written on the board, the previous session would 
be reviewed, assignments would be checked and questions 
answered and probable problems explained and solved. Then, 
the next topic would be taught and subjects’ questions would 
be answered; they would practice the skills taught and be 
briefed on their assignments.

Data analysis
Data analysis was performed through SPSS 15 (SPSS Inc., 
Chicago, IL, USA) using covariance analysis. It was hypothesized 
that the dependent variables in both groups had equal 
variances, or the variance different between the two was zero 
in the population. Leven’s test was used to test the hypothesis. 
A significance level of α =0.05 was considered for all tests.

RESULTS

All patients completed the study. Preliminary analyses 
compared the intervention and control groups at the 
pre‑test. The findings showed that there were no significant 
differences between the two groups before the intervention 
in terms of age, depression history, education and depression 
severity (P > 0.05). Table 1 revealed that regarding stress, 
social adaptability and depression variables, equal variance 
hypothesis was confirmed (P > 0.05). In the present study, 
Analysis of covariance (ANOVA) was used to adjust the 
post‑test means for pre‑test differences between the two 
groups. The adjusted mean difference of the stress decreased 
in the intervention group (P < 0.001, F = 12.45). The effect 
of the stress management training was 27% and the power of 

the test was 92%. Table 2 shows that there was a significant 
difference between the adjusted mean difference of the social 
adaptability between the two groups on post‑test (P = 0.01, 
F = 6.88). The effect of the stress management training 
was 17%. A comparison of the adjusted mean difference of 
depression in the intervention and control groups showed a 
significant difference before and 1 month after the educational 
intervention (P = 0.02, F = 5.36). The effect of the stress 
management training was 14%.

DISCUSSION

Based on the results of the study, stress management training 
through a cognitive‑behavioral approach both decreased 
stress and increased social adaptability in the intervention 
group. Various studies have been conducted on the effects 
of stress on social adaptability. Kaplan et al. claim that stress 
rate could be used as a predictor of behavioral disorders 
and social adaptability.[15] Based on the findings of the 
present study, and those of other studies on stress and social 
adaptability in patients with depressive disorders, it could be 
reckoned that a deficiency in adaptability, communication, 
sociation and problem‑solving skills results in an increase in 
stress and depression and a decrease in social adaptability.[16] 
Many researchers believe that inappropriate models play an 
important role in social information processing by people and, 
eventually, lead to an inability to develop social adaptation. 
Thus, attempts are made to solve stress problems through the 
application of cognitive‑behavioral approaches. Findings of 
many similar studies indicate that cognitive‑behavioral‑based 
approaches affect social adaptability and mental problems.[16‑18]

Furthermore, as shown in this study, stress management 

Table 1: Equal variance hypothesis of the stress, social 
adaptability and depression variables
Variable F df* 1 df* 2 P**

Stress 0.454 1 34 0.505
Social adaptability 2.13 1 34 0.15
Depression 5.21 1 34 0.141
*Degree of freedom, **Leven’s test

Table 2: Covariance analysis of the effects of group 
membership on stress rate in patients with depression 
in post-test
Variable Criterion df MD F P η2

Stress Pre‑test 1 1971.89 37.29 <0.001 0.531
Group 
membership

1 658.67 12.45 <0.001 0.274

Social 
adaptability

Pre‑test 1 1193.04 19.44 <0.001 0.371

Group 
membership

1 422.26 6.88 0.01 0.173

Depression Pre‑test 1 978.997 39.43 0.001 0.544
Group 
membership

1 133.245 5.36 0.02 0.140

MD=Adjusted mean difference η2: Percentage of variability
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training through a cognitive‑behavioral approach reduced 
the rate of depression in the intervention group. Gina 
Pistulka et al. have shown the strong effect of stress and 
traumatic experiences on the development of depression and 
the important role of stress control in reducing depression.
[19] Harvitz showed that stress, negative life experiences such 
as family conflicts and inefficient coping strategies had a 
direct relationship with depression and suicide.[20] Depression 
reduction and adaptability increase in the participants of the 
study could be attributed to an indirect effect of stress reduction 
and a direct impact of stress management training due to the 
cognitive‑behavioral techniques used in the training sessions. 
These techniques are focused on mental processes involved 
in aberrant behaviors. Through the consultant/psychiatrist’s 
help, patients are encouraged to change their attitudes toward 
personal experiences and revise their behavior, which in turn 
changes their feeling about themselves. These techniques help 
patients rebuild their beliefs about stress, see their stressful 
situation better, rid themselves of their myths and equip 
themselves with more‑efficient beliefs to fight stress. They will 
be able to apply the skills taught in training sessions in real‑life 
situations. Patients are asked to continue practicing the skills 
at home too. This prepares them for real‑life confrontations 
with stressful and challenging situations in their daily life. 
Furthermore, during training sessions, patients receive 
feedback from others in the group, sympathize with each 
other, share experiences and learn about stress management 
strategies that other people in the group have used.[8]

Baomel believes that compared with tricyclic antidepressants 
and placebos, cognitive‑behavioral techniques are 
more efficient.[21] In their study of the efficacy of 
cognitive‑behavioral therapies (relaxation, problem solving, 
autonomy) on single‑parent teenagers, Ansburg and 
Dominowski concluded that these therapies significantly 
reduced depression.[22] In another study comparing the effects 
of medicinal treatments and a cognitive–behavioral approach, 
Keller et al. showed that the cognitive–behavioral approach 
combined with medication treated depression efficiently.[23] 
It should be noted that the efficacy of stress management 
training does not mean that it is the only favorable treatment. 
Each treatment procedure has its own merits and limitations. 
Choosing the right procedure is highly dependent on factors 
such as equipment and facilities, side‑effects and patients’ 
preferences. Yet, based on the findings of this study, it seems 
that stress management training could well be used as a 
complementary approach in depression treatment.

The present study faced a number of limitations, including a 
limited number of participants, impossibility of generalizing 
the findings to males, economically non‑identical participants 
of the two groups and impossibility of patient follow‑up due to 
the limitation of time and problems tracking the participants.

CONCLUSION

Regarding the findings, also the fact that most patients 
with mood disorders of depression also have difficulty 

adapting themselves to their social, educational, familial 
and professional situations, and the role of stress and mental 
pressure in the recurrence of depression, developing stress 
management training programs for patients and their families 
is highly recommended. Through these programs, patients 
and their families learn how to cope with stressful situations 
and act efficiently. This, in turn, will prevent from depression 
recurrence or deterioration of the patients’ condition.

REFERENCES

1. American Psychiatric Association. Diagnostic and statistical manual 
of mental disorders. 4th ed. revised. Washington, DC: American 
Psychiatric Pub; 2000.

2. Hammen C. Stress and depression. Annu Rev Clin Psychol 
2005;1:293‑319.

3. Chang EC, Sanna LJ. Optimism, accumulated life stress, and 
psychological and physical adjustment: Is it always adaptive to 
expect the best. J Soc Clin Psychol 2003;22:97‑115.

4. Bolger N, Zuckerman A, Kessler RC. Invisible support and 
adjustment to stress. J Pers Soc Psychol 2000;79:953‑61.

5. Mehnert A, Lehmann C, Graefen M, Huland H, Koch U. Depression, 
anxiety, post-traumatic stress disorder and health‑related quality of 
life and its association with social support in ambulatory prostate 
cancer patients. Eur J Cancer Care (Engl) 2012;19:736‑45.

6. Anderson HD, Pace WD, Libby AM, Wes DR, Valuck RJ. Rates 
of 5 common antidepressant side effects among new adult and 
adolescent cases of depression: A retrospective US claims study. 
Clin Ther 2012;34:113‑23.

7. Granath J, Ingvarsson S, Von Thiele V, Lundberg U. Stress 
management: A randomized study of cognitive behavioral therapy 
and yoga. Cogn Behav Ther 2006;35:3‑10.

8. Jandaghi F, Neshat‑Doost HT, Kalantari M, Jabal‑Ameli S. The 
Effectiveness of Cognitive‑Behavioral Stress Management 
Group Training on Anxiety and Depression of Addicts under 
Methadone Maintenance Therapy (MMT). J Clin Psychol 2013;4:41‑50.

9. Antoni MH, Lehman JM, Klibourn KM, Boyers AE, Culver JL, 
Alferi SM, et al. Cognitive‑behavioral stress management 
intervention decreases the prevalence of depression and enhances 
benefit finding among women under treatment for early‑stage breast 
cancer. Health Psychol 2001;20:20‑32.

10. Albieri E, Visani D, Offidani E, Ottolini F, Ruini C. Well‑Being Therapy 
in Children with Emotional and Behavioral Disturbances: A Pilot 
Investigation. Psychother Psychosom 2009;78:387‑90

11. Hegel MT, Dietrich AJ, Seville JL, Jordan CB. Training residents 
in problem‑solving treatment of depression: A pilot feasibility and 
impact study. Fam Med 2004;36:204‑8.

12. Bhatia SC, Bhatia SK. Depression in women: Diagnostic and 
treatment consideration. Am Fam Physician 1999;60:239‑48.

13. Warbah L, Sathiyaseelan M, Vijayakumar C, Vasantharaj B, Russell R, 
Jacob KS. Psychological distress, personality, and adjustment 
among nursing students. Nurse Educ Today 2007;27:597‑601.

14. Rehm LP, O’Hara MW. Item characteristics of the hamilton rating 
scale for depression. J Psychiatr Res 1985;19:31‑41.

15. Coplan RJ, Bowker A, Cooper SM. Parenting daily hassles, child 
temperament, and social adjustment in preschool. Early Child Res 
Q 2003;18:376‑95.

16. Grant S, Elliot R, Giger N, Bartoluci A. Social problem solving 
abilities, social support, and adjustment among family caregivers 
individuals with a stroke. J Rehabil Psychol 2001;46:44‑57.

17. Teglasi H, Rottman L. Stories a classroom‑based program to reduce 
aggressive behavior. J Sch Psychol 2001;39:71‑94.

18. Harvey RJ, Fletcher J, French DJ. Social reasoning: A source of 
influence on aggression. Clin Psychol Rev 2001;21:447‑69.

19. Gina Pistulka RN, Hae‑ Rahan RV, Hyun Jeong Park RV. Acculturation 
stress, social support and depression among the Korean American 

[Downloaded free from http://www.jehp.net on Tuesday, February 7, 2023, IP: 5.218.85.231]



Abbasian, et al.: Cognitive-behavioral stress management and depression

115Journal of Education and Health Promotion | Vol. 3 | June 2014

immigrant elderly in Maryland. The 130th Annual meeting of APHA, 
2002.

20. Harwitz D, Ravizza L. Suicide and depression. Emerg Med Clin North 
Am 2000;18:263‑71

21. Baumel S. Dealing with depression naturally: Alternative and 
complementary therapies for restoring emotional health. 2th ed. 
Losangeles: Keats Publishing; 2000.

22. Ansburg PI, Dominowski RL. Promoting insightful problem‑solving. 
J Creat Behav 2000;34:30‑60.

23. Keller M, McCullough JP, Klein DN, Arnow B, Dunner DL, Gelenberg AG, 
et al. A comparison of nefazodone, the cognitive behavioral‑analysis 
System of psychotherapy, and their combination for the treatment 
of chronic depression. N Engl J Med 2000;342:1462‑70.

Source of Support: This manuscript is extracted from a grant research 
supported by Islamic Azad University, Isfahan., iran. Registered by 
Nomber 623‑5‑14‑04, Conflict of Interest: None declared

[Downloaded free from http://www.jehp.net on Tuesday, February 7, 2023, IP: 5.218.85.231]


