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Summary Background. Marital adjustment is one of the most extensive concepts to determine and indicate the level of happiness
and stability of the relationship between couples. It influences many aspects of personal and social life.
Objectives. The main objective of this study is to survey the effect of cognitive-behavioral consultation on marital adjustment among
women.
Material and methods. The present study was a randomized clinical trial consisting of two groups (an intervention and a control group)
with a pre-test and post-test design. 198 qualified married women referred to health centers of Hamadan in 2015–2016. For data collection, the researcher employed a demographic information questionnaire and the Locke-Wallace Marital Adjustment Scale, which
were analyzed using descriptive-analytical statistics (covariance), the t-test and regression through SPSS 21.0 Software.
Results. The mean score of marital adjustment in the control group was 57.78 ± 22.63 and 56.57 ± 20.32 before and after the intervention, respectively (p = 0.033). In the intervention group, the mean score of marital adjustment was 51.87 ± 20.23 and 70.4 ± 19.47
before and after the intervention, respectively (p = 0.001).
Conclusions. According to the principles of the cognitive-behavioral approach, this approach, along with training about improving
communication skills and resolving conflicts between couples, led to a decrease in dissatisfaction and an increase in their adjustment.
Key words: behavior, referral and consultation, women.
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Background
In today’s ever-changing society, marriage is a complicated
process. Social security, love, survival of the generation, spiritual needs and sexual desire are some factors that stimulate
people to get married [1, 2].
One of the most essential factors in marriage is marital adjustment. It is a situation in which couples feel satisfied with one
another in most cases. Adjustment in marriage occurs through
making love, taking care of others, accepting each other, understanding each others and satisfying the needs of each other [3–
–5]. Compatible couples are those who have a high level of
agreement with one another. They are satisfied with the type
and level of their relationship and with the type and quality of
their free time, which help them manage their time and financial issues well [6]. On the one hand, marital adjustment affects
many aspects of the individual and social life of humans; it helps
with the basis for the proper functionality of the family and the

parents’ roles [7]. It also increases a couples’ life expectancy,
health, economic development and life satisfaction [8]. The inconsistencies of marital incompatibility lead to social and behavioral deviations and the decline of moral and ideological values
between couples [9].
To ensure marital adjustment, it is necessary that one establish and proceed to effective communication. This requires
sharing thoughts, feelings, positive feedback and appreciation [10]. Possession or lack of communication skills affect the
state of marital adjustment. Communication without necessary
specifications and vague or conditioned communications cause
maladjustment between couples. Being involved in or not ending previous relationships can also affect the status of marital
adjustment [11]. Marital adjustment is a process that forms during a couple’s life, as it requires conformity of tastes, personality
traits, the establishment of behavior rules and the formation of
interactional patterns. The early days of married life are highly
significant. Therefore, marital adjustment is an evolutionary
process between couples [8].
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According to the results of different studies, family environment, attachment style and irrational thoughts are correlated
with marital adjustment [12]. There are numerous approaches
for incompatible couples in couples’ therapy. The cognitivebehavioral method is one of the most important approaches,
whose theoretical basis is a combination of the theories proposed by Lieberman, Stuart, Jacobson, Margolin, Guttman,
Patterson, Bernstein, Beck and Ellis. This approach attributes
marital issues, e.g. lack of intimacy, maladjustment and sexual
problems, to the couple’s inefficient skills in establishing communication, inability to solve problems and conflicts, irrational
expectations and beliefs and negative behavioral exchanges
[13]. While treating couples, cognitive-behavioral therapies
come after increasing reinforcements and positive interactions,
teaching communication skills, solving problems and conflicts
and changing destructive thinking patterns [14]. In a study,
Toghyani employed cognitive-behavioral education to examine
its effect on a group of women and their spouse and their marital satisfaction in Isfahan, Iran. The statistical population of that
study comprised all parents whose children attended primary
schools in Isfahan. The results of that study showed that marital
satisfaction in the experimental group of women who participated in the group sessions of cognitive-behavioral education
was higher than the control group after the study and in the
follow-up stage [8].
The researcher in the present study believes that it is essential to concentrate on the importance of the relationship
between husband and wife, the lack of sufficient information
in the field of sex education to women and helping them solve
their problem. The present study was conducted to examine
the effect of cognitive-behavioral consultation on marital adjustment among women who had referred to health centers in
Hamadan due to the high importance of marital adjustment.

Objectives
This study was conducted to evaluate the effect of cognitive-behavioral consultation on marital adjustment among women.

Material and method
Design of study method, setting
This study was a clinical randomized trial and consisted of
two intervention groups (n = 99) and was conducted on quali-
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fied women who had referred to health care centers of Hamadan in 2015–2016 and after their informed consent had been
obtained.
Sampling method:
The sample size was calculated using the formula

n=

( Z 1− α + Z 1− β ) 2 ( S12 + S 22 )
2

(d ) 2

,

where S is standard deviation and indices 1 and 2 referring to
the intervention and control groups were both equal to 16.1 according to reference [12], d was equal to 10 and Z indicated percentile of normal distribution which was calculated for indices
0.975 and 0.80. Based on this information, the sample size was
determined to be 82 in each group, and the final sample size
was calculated as 198 considering a 20% loss.

Participants
The study inclusion criteria included: 1. Women within an
age range of 15–45 (reproductive age); 2. Literacy; 3. At least
six months of married life; 4. Accommodation in Hamadan city;
5. Absence of remarkable physical and psychological diseases,
such as schizophrenia and severe depression; 6. No addiction to
drugs or alcoholic drinks. The study exclusion criteria included
pregnancy during the study and unwillingness to continue participating in this study. Six health centers were randomly selected. Three centers were assigned to the intervention group and
three to the control group. These centers were similar in social,
economic, cultural and geographical terms (Figure 1).
Individuals in each group were selected through public recall
and by meeting the inclusion criteria and based on the random.
All of the participants were informed that participation in the
study was completely voluntary. They consented to participate
in the study. All of the participants took a pre-test. In the pre-test, the participants of both groups filled out the demographic
information questionnaire and Locke–Wallace Marital Adjustment Scale. After completion of the questionnaires, individuals
with a total sexual performance score < 100 participated in the
study. The intervention group was provided with consultation,
while the control group received conventional care. After intervention and follow-up, both groups took the post-test. Finally,
the pre-test and post-test scores were evaluated.

Assessed for eligibility (n = 250)
Excluded (n = 30)
Not meeting inclusion criteria (n = 20)

Randomized (n = 210)

Allocated to intervention group (n = 105)
Received allocated intervention (n = 105)

Lost to follow-up (n = 6)

Analyzed (n = 99)

Figure 1. The process of selecting samples

Allocation

Follow-up

Analysis

Allocated to control group (n = 105)
Non-received allocated intervention
(n = 105)

Lost to follow-up (n = 6)

Analyzed (n = 99)
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Intervention
In this study, consultation sessions was conducted by a cognitive-behavioral approach over 4 two-hour sessions throughout 4 weeks. Counseling was carried out in groups with a maximum of ten people in each group. Each session consisted of
questions and answers, lecturing, group discussion and presentation of teaching slides. The content of the training sessions is
given in Table 1. The intervention group was informed about the
date of attending the sessions through a phone call. Moreover,
one day before the sessions, the individuals were reminded of
the sessions to prevent sampling loss as much as possible.
Table 1. Educational content of counseling sessions
Session 1: Identifying inefficient beliefs and explaining negative
thoughts regarding sexual satisfaction and marital quality
Psychological training: Examining the cognitive-behavioral model and introducing cognitive distortion regarding sexual dissatisfaction and unfavorable marital quality
Homework: Revising cognitive distortion
Session 2: Examining the homework
Psychological training: Examining the methods to fight against
cognitive distortion
Homework: Practicing identification of cognitive distortion using
sheets for recording thoughts
Session 3: Examining the homework
Psychological training: Introducing coping and prevention methods of behaviors and thoughts leading to sexual dissatisfaction
Homework: Cognitive reconstructing, completing the sheets for
recording thoughts, practicing coping and prevention of inappropriate behaviors and thoughts
Session 4: Examining the homework
Psychological training: Discussing and examining the factors,
prevention approaches, returning from sexual dissatisfaction, increasing sexual satisfaction and improving marital quality
Homework: Practicing prevention approaches to deal with the returning from sexual dissatisfaction, increasing sexual satisfaction
and improving marital quality

The consultation was conducted by a researcher who had
received the necessary training in these issues under the supervision of a psychiatrist. By the end of the 4th session, both
groups participated in the post-test, in which the data of marital
adjustment was reconsidered. After the study ended, the control group was taken to a class regarding sexual issues and provided with an educational pamphlet and booklets.
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Study instruments

satisfied and very dissatisfied). One selects either of the options
based on the level of happiness, satisfaction with marriage and
all other considerations. Questions 2 to 9 are based on a 6-point
Likert scale from “I always agree” to “I always disagree”, scored
0–5, which are on different issues. The remaining 6 questions
are about the How Couples Decide on Some Marital Issues and
the individual’s feelings about their spouse. Questions 11, 13
and 15 are based on a 4-point Likert scale, and questions 10 and
14 are based on a 3-point Likert scale. Question 12 is based on
a 2-point Likert scale, and if both wife and husband select “staying in the family”, the score will be 10; if both prefer to “quit the
family”, the score will be 3; if they have different preferences,
the score will be 2. The scale score is equal to the sum of all
scores, ranging from 2 to 158. An average of over 100 indicates
satisfaction with marriage, and an average below 100 shows
distress.
Mazaheri used the split-half method and reported a high
reliability and validity of 90%. This questionnaire also has high
reliability to show the clear distinction between distressed and
non-distressed spouses (cited in Nasehi et al.). Sanaeei reported
a similar estimation using the Spearman-Brown test and a very
genuine correlation coefficient of 90% between the two group
[15]. There was a positive and significant relationship between
this questionnaire and the Marital Satisfaction Index Scale, standardized by Sanaeei, which was utilized to measure convergent
validity (r = 0.66, p < 0.01) [16].

Ethical consideration
The study protocol was approved by the Ethics Committee of Hamadan University of Medical Sciences (IR.UMSHA.
REC.1395.50). The protocol was also registered in the Iranian Registry for Randomized Controlled Trials (IRCT201610209014N124)
and was conducted after obtaining the permission of the Deputy of Hamadan University of Medical Sciences. This article is the
result of a Master’s thesis on midwifery counseling.

Statistical analysis
In the present study, Cronbach’s Alpha was used to evaluate internal stability, which was 0.64. The researcher employed
covariance analysis or change analysis so as to analyze the collected data and independent sample t-test. Both groups were
similar in terms of variables, such as education level, age range,
marriage duration and other demographic characteristics. All
tests were conducted at a confidence level of 95%. It should be
noted that the significance value was set at 5%.

Results

The researcher employed a demographic information questionnaire to collect the required demographic data and the
Locke–Wallace Short Marital Adjustment Scale to measure the
participants’ marital adjustment. This scale is a short self-report
questionnaire designed by Locke and Wallace in 1959 for measuring the quality of marital functioning. It is the most common
method for the interpersonal understanding of marriage. It
measures the couples’ success in activities involved with marital
adjustment through 15 questions. The first question is a 7-point
Likert scale with scoring 0, 2, 7, 10, 20, 25 and 35 (very satisfied,

Findings related to socio-demographic characteristics
Based on the collected data, the mean age in the intervention group and the control group was 35.04 ± 7.91 and 32.58
± 7.54 years, respectively. There was no notable difference between the two groups, and they were homogenous in terms of
education, the spouse’s education and the couple’s addiction
(Table 2).

Table 2. Comparison of some demographic characteristics of the women participating in the study
Variables

Intervention group

Control group

p

Age (years), Mean (Standard Deviation)

35.04 (7.91)

32.58 (7.54)

0.02

Education
n (%)

elementary

11 (11.1)

8 (8.1)

0.89

guidance school

10 (10.1)

16 (16.2)

high school

59 (59.6)

63 (63.7)

academic and higher education

22 (22.2)

9 (9.1)
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Table 2. Comparison of some demographic characteristics of the women participating in the study
Variables
Husband’s education
n (%)

Intervention group

Control group

p

elementary

7 (7.1)

10 (10.1)

0.59

guidance school

14 (14.1)

17 (17.2)

high school

56 (56.6)

64 (64.7)

academic and higher education

23 (23.2)

8 (8.1)

Spouse addiction
n (%)

yes

26 (26.3)

21 (21.2)

no

73 (73.7)

78 (78.8)

Addiction
n (%)

yes

1 (1)

1 (1)

no

98 (99)

98 (99)

0.404
1.00

Table 3. Comparison of the means of marital adjustment before and after the intervention in the control and intervention groups
Group

Before intervention

After intervention

p**

mean

SD

min

max

mean

SD

min

max

57.78

22.63

19

113

56.57

20.32

21

109

< 0.033

Intervention

51.87

20.23

23

101

70.4

19.47

33

114

< 0.001

*p

0.054

Control

0.001

*T-independent, **t-test.

Table 4. Frequency distribution of marital adjustment status before and after the intervention in the control and intervention groups
Intervention

Control

Before intervention

After intervention

Before intervention

After intervention

n

%

n

%

n

%

n

%

Adjustment

1

1%

9

9.1%

4

4%

2

2%

Maladjustment

98

99%

90

90.9%

95

96%

97

98%

Intervention effect
The mean score of marital adjustment in the control group
was 57.78 ± 22.63 and 56.57 ± 20.32 before and after the intervention, respectively (p = 0.03), which indicated a significant
difference. The mean score of marital adjustment in the intervention group rose from 51.87 ± 20.23 before the intervention
to 70.4 ± 19.47 after the intervention, which proved a significant
difference (p < 0.001) (Table 3).
According to the results obtained for the marital adjustment
status of the study groups, the number of the compatible individuals increased from 1 to 9 in the intervention group, but
from 4 to 2 in the control group and not increased. Moreover,
the incompatible individuals, in terms of marital issues, decreased from 98 individuals (99%) to 90 individuals (90.9%) and
increased from 95 (96%) to 97 (98) in the control group, which
indicated a significant difference (p < 0.001). The number of the
compatible individuals increased from 1 to 9 in the intervention
group and decreased from 4 to 2 in the control group (Table 4).

Discussion
Our study aimed to examine the effect of cognitive-behavioral consultation on marital adjustment among women
referred to Hamadan health centers. The results indicated
that consultation by the cognitive-behavioral approach was remarkably effective in marital adjustment. Basically, the studies
mentioned further on are in line with our study. The study of
Tehrani et al. showed that interventions related to group training based on Lazarus’ multimodal approach [17] can enhance
the dimensions of a reciprocal agreement, marital satisfaction
and effectual expression in marital adjustment among women.
The study conducted by Diner, Lucas and Scollon showed that
the number of compatible individuals increased from 1 to 9 in
the intervention group [18]. In the control group from 4 to 2,
which indicates the effect of consultation on marital adjustment

among the women. The results of the study performed by Fagherpor showed that preventive programs based on the cognitive-behavioral approach had a remarkable effect on marital
adjustment [19]. Furthermore, Giblin’s study [20] indicated the
effectiveness of relationship enhancement and couple communication programs. Moreover, the results of the studies carried
out by Markman [21] and Garland [22] are in line with this finding. In their study conducted to examine the role of preventive
programs and enhancing marital intimacy, Heidarnia et al. found
a significant difference in the increase in marital intimacy and
its dimensions among the experimental group’s couples, which
resulted in an increase in marital adjustment [23]. Their finding are in agreement with those of the present study. Markman
[21] and Garland’s study [22] showed the effect of preventive
programs in the form of a “prevention and relationship enhancement program” and communication training. A part of the
results of their studies was related to a change in individuals’ attitudes as a result of implementing the training-counseling program. Although in literature the issues of knowledge, attitude
and behavior were not severally studied, and more attention
has been paid to the effect of training on marital compliance
and satisfaction and change in attitude, implementing training
programs has also been effective in changing individuals, and
this finding is significant, as it shows that the individuals’ performance in marital life and family can be improved, and in fact,
formation of different preventive approaches [23, 24]. According to numerous studies that have been conducted in this field,
and also due to their positive results on an increase in marital adjustment and intimacy, conducting this research seemed
necessary [25, 26]. The researcher hopes that the findings will
enhance marital adjustment between couples.

Limitations of the study
In this study, the duration of the follow-up was short, which
can be considered a limiting point.
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Conclusions
As mentioned before, the results of the present study and
other studies focusing on cognitive-behavioral training indicated an improvement in marital adjustment among women.
Therefore, providing precise counseling training by educated
psychologists and midwives and creating interest among women with sexual dysfunction are effective in enhancing marital adjustment among these patients. There is no doubt that counselors and other colleagues that are in touch with such individuals

also play an important role in the effectiveness and continuation
of providing such services in society. It is also necessary to pay
more attention to cognitive-behavioral training due to its positive effects on increasing marital adjustment among couples.
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