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Abstract

War and poverty are ‘extraordinary conditions created by human intervention’ and ‘preventable public health problems.’ War and
poverty have many negative effects on human health, especially women’s health. Health problems arising due to war and poverty are
Objectives: Sexual decency is one of the false beliefs among women about sexual function, and women who have this belief choose
being observed as sexual abuse and rape, all kinds of violence and subsequent gynecologic and obstetrics problems with physiological
an inactive and passive sexual role. The present study aimed to investigate the effect of decisiveness-based sexuality counselling on
and psychological courses, and pregnancies as the result of undesired but forced or obliged marriages and even rapes. Certainly,
sexual function among married female students at the University of Sistan and Baluchestan.
unjust treatment such as being unable to gain footing on the land it is lived (asylum seeker, refugee, etc.) and being deprived of
Materials and Methods: This quasi-experimental study used a pre-test-post-test design and was conducted on 80 married female
social security, citizenship rights and human rights brings about the deprivation of access to health services and of provision of
students who were selected and randomly assigned to the intervention (n = 40) or control (n = 40) groups. The data collection tool
service intended for gynecology and obstetrics. The purpose of this article is to address effects of war and poverty on the health of
was Rosen’s Sexual Function questionnaire. The intervention group, after the pre-test, took part in four sessions of assertivenessreproduction of women and to offer scientific contribution and solutions.
based sexual counselling weekly across 2 sessions of 90 to 120 minutes. Both groups filled out the questionnaires after the end of the
Keywords: Poverty, Reproductive health, War
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waiting period (2 months) (post-test). Chi-square, covariance and independent paired t tests were used to compare the means of the
quantitative variables in the 2 groups.
Results: The results showed that the mean score on the sexual function index increased in the intervention group after sexual
that
severethat
military
conflictsininmean
Africa
shorten
Introduction
counselling and decreased in the control group. An independentthought
t test also
showed
the difference
scores
on the sexual
the expected
for more than
2 years.
general,
Throughout
theafter
history
of counselling
the world, the
ones
who had and control
function index
sexual
in the
intervention
groups lifetime
was not significant.
However,
the In
mean
change in the
had calculated that 269 thousand people had died
confronted
bitterest
face of poverty
andinwar
al- (P =WHO
total index the
score
was significantly
different
the had
2 groups
0.0001).
in significantly
1999 due to the
effect ofsexual
wars and
that loss
8.44 mil-of sexual
ways
been the women.
As known poverty
andcounselling
war affectsmethod
Conclusions:
The assertiveness-based
sexual
influenced
function
and of
expression
lion healthy
of admit
life had
occurred
(2,3). can be used as a way to
human
health
eitherthedirectly
or indirectly,
rights and
reduced
shame and
contempt the
that effects
womenofin the study
felt. It isyears
safe to
that
this method
promote
sexuality
and to and
establish
intimate
relationship
in
marital
life. affect the provision of health services.
Wars
negatively
this
condition
on health
statusa more
of women
in the
soKeywords:
Students
Health institutions such as hospitals, laboratories and
ciety
shouldSexual
not befunction,
ignored.Sexual
This counselling,
study intends
to cast
health centers are direct targets of war. Moreover, the wars
light on the effects of war and poverty on the reproductive
cause the migration of qualified health employees, and
health of women. For this purpose, the face of war affectthus the health services hitches. Assessments made indiing the women, the problem of immigration, inequalities
Introduction
the uterine muscle and external one third of the vagina and
cate that the effect of destruction in the infrastructure of
in distribution of income based on gender and the effects
The
word
“sexual
satisfaction”
means
a
person’s
pleasant
anal sphincter. The satisfaction component is the sexual
health continues for 5-10 years even after the finalization
of all these on the reproductive health of women will be
feelings
towards
sexual
intercourse
(1)
and
includes
the
satisfaction
from
with the spouse,
satisfaction
of conflicts
(3). Due
to intercourse
resource requirements
in the readdressed.
individual’s satisfaction from sexual activity until reaching structuring
with sexual
relations
satisfaction
with to
the whole
investments
after and
war, the
share allocated
orgasm
According
to the World Health Organization healthmarital
life. The(1).
pain component is the amount of vaginal
has decreased
War and(2).
Women’s
Health
Famine, synonymous
with war
and poverty,
is clearer for and
(WHO)
definition, sexual
health
is the integration
pain during sexual intercourse and postpartum (4).
women; war means
suchthe
as individual’s
full deMortalities
and Morbidities
coordination
of the deep
mind,disadvantages
the senses and
Various
studies have investigated the prevalence of
struction,
of to
future
and uncertainty
Wars
whodysfunction.
are most affected
wars are women
and
body
that loss
leads
putting
one’s socialfor
andwomen.
rational
efforts The ones
sexual
Forfrom
example,
the prevalence
of
are conflicts that destroy families, societies and cultures
children. While deaths depending on direct violence afin the direction of personality promotion, and ultimately
sexual dysfunction in Iranian studies includes Birjand’s
fect the male population, the indirect deaths kill children,
that negatively affect the health of community and cause
leads
to communication and love among individuals. women
finding
of 60.3% (5), Yazd’s finding of 73.2% (6), and
and elders more. In Iraq between 1990-1994, inviolation of human rights. According to the data of World
Therefore,
any disorder
that leads
to the elimination
of this fant deaths
Sabzevar’s
findingthis
of reality
63.21%in(7).
In non-Iranian
had shown
its more
bare form studies,
Health Organization
(WHO)
and World
Bank, in 2002
coordination
integration
in sexual
dysfunction
prevalence
of sexual
dysfunction
is 40%
in the United
with the
an increase
of 600%
(4). The
war taking
five years
wars had beenand
among
the firstresults
ten reasons
which
killed
and,
as a and
result,
dissatisfaction
with losses
sex (3).
States
Sweden,
29.6%age
in Malaysia
and
Turkey
increases
theand
child
deaths under
of 5 by 13%.
Also
47% (8), 69%
the most
caused
disabilities. Civil
are at the rate
theEgypt
refugees
the35%
worldinand
50%(10).
of asylum seekers
ofThe
90% within
losses (1).
latest all
theory
on sexual function includes 6 of allin
(9),inand
China
and displaced
people
are women
and girls
44% refWar has manyfornegative
human health.
One desire
of
components
femaleeffects
sexualon
function.
The sexual
Optimal
sexual
function
and and
sexual
satisfaction
ugees
and
asylum
seekers
are
children
under
the
age ofIt would
these
is
its
effect
of
shortening
the
average
human
life.
component is an individual’s desire to engage in sexual
results in warmth and passion in couples.
According to the data of WHO, the average human life is
activity.
The sexual arousal component is stimulation of 18 (5).
protect them against many diseases and mental and
As the result of wars and armed conflicts, women are
68.1 years for males and 72.7 years for females. It is being

physiological responses in sexual organs, which includes
physical disorders. For example, there is a relationship
swelling of the vagina, labia and clitoris in women. The
between sexual satisfaction and reducing heart attacks
Received 12or
December
2014, component
Accepted 25 Aprilis2015,
Available
online 1 Julythat
2015
slippery
moisture
vaginal
secretions
in men and reducing incidence of migraine headaches,
1
2
Department
of
Nursing,
Sakarya
University,
Sakarya,
Turkey.
Department
of
Midwifery,
Sakarya
University,of
Sakarya,
Turkey.
increase due to arousal and lead to slipping. The orgasm
symptoms
premenstrual
syndrome and chronic
*Corresponding author: Yasemin Hamlaci, Department of Midwifery, Sakarya University, Sakarya, Turkey. Tel: +905556080628,
component
is
characterized
by
rhythmic
contractions
of
arthritis
in
women
(11).
In
contrast,
people who have
Email: yaseminhamlaci@gmail.com
Received 2 January 2017, Accepted 10 October 2017, Available online 5 November 2017
Department of Midwifery, Pregnancy Health Research Center, Zahedan University of Medical Sciences, Zahedan, Iran. 2Department of Counseling,
Pregnancy Health Research Center, Zahedan University of Medical Sciences, Zahedan, Iran. 3Counseling Midwifery Master’s Student in Nursing
and Midwifery School, Zahedan University of Medical Sciences, Zahedan, Iran.
*Corresponding Author: Ameneh Safarzadeh, Tel: +989122865083, Email: safarzadeh40@yahoo.com

1

Safarzadeh et al

problems with sexual intercourse usually have low selfconfidence and are also anxious, worried, and depressed
(12). Many studies have examined the factors affecting
sexual function. Some factors affecting sexual function
include age, culture, religion, physical diseases, pregnancy,
lifestyle, childhood events, cultural messages, previous
generations’ experiences, sexual harassment, economic
status, communication satisfaction, intimacy, sexual selfdisclosure, non-sexual disclosure and self-esteem (13,14).
Many sexual problems and issues, such as lack of sexual
orientation, impotence, and premature ejaculation,
are not expressed due to fear and anxiety, shame and
embarrassment, or feelings of inefficiency and sin, and
these unsolved problems may manifest as other signs and
symptoms, such as physical impairment, depression and
dissatisfaction with marital life or severe family disputes
and even divorce (15).
A number of researchers have argued that sexual
problems are not detected in a timely manner due to
certain cultural limitations in society, which has led most
couples not to seek out counselling centres to resolve
their sexual problems and even not to speak about their
sexual problems together. However, if these problems can
be easily expressed and recognized promptly, there are
effective preventive and therapeutic methods for many of
them (16).
In such societies, including patriarchal societies, where
expressing sexual desire by women can result in insult
and men believe that women are sexual objects that do
not have sexual desire or sexual assertiveness, women’s
sexual strife faces negative reactions from men (17). Most
people who work in the field of sexual health treatment
have found that sexual assertiveness has a very important
and decisive role in sexual problems, in identifying the
nature of sexual problems, and in examining the growth
and development of sexuality (18).
According to some studies, one of the most important
factors affecting sexual satisfaction, sexual function and
marital satisfaction is sexual assertiveness, or the ability
to express sexuality (19,20). Self-efficacy or assertiveness
is one of the major variables in Bandura’s socio-cognitive
theory (21), and it means providing different responses
and flexible decisions in unpredictable situations and
situations that lead to creating insecurity, hesitation and
anxiety in the individual (22). In fact, assertiveness or the
ability to express oneself is the behaviour that empowers
people to stand up for their beliefs without any fear or
anxiety, express their true emotions honestly and establish
their rights by taking others’ rights into account (23).
There are 2 types of sexual assertiveness. The first type
includes the ability to have sex based on one’s sexual needs
and desires. The second type involves understanding
the fact that it is not suitable for anyone to kiss or touch
when you do not want someone to touch or kiss you. It
is understandable that you do not have to do any sexual
activity under pressure with a person with whom you

do not feel comfortable (24). In a study by Eunsook and
Heesun, it was found that many women in non-gay sexual
relations say “no” but in fact mean “yes”. Contrary to the
sexual revolution taking place in this era, women are still
subordinate to men, and the prevailing belief in women
is that the man should be preferred in sexual relations.
This attitude has led women to not knowingly and
freely communicate their sexual, emotional and physical
interests to their spouses and ask their spouses to meet
their sexual needs, which results in a reduction in sexual
assertiveness in women (25).
In our country, the focus of studies on women’s health
has been on the role of fertility and their offspring. In
the area of sexual health, of which sexual satisfaction is
one component, few studies have been conducted in
this country (26,27). Since marital issues are different in
people with higher education and people who lack higher
education and statistics indicate an increase in divorce
rates in society, students and other groups are not safe
from divorce; thus, the present study aimed to investigate
the effect of decisiveness-based sexuality counselling on
sexual function among married female students at the
University of Sistan and Balouchestan.
Materials and Methods
This quasi-experimental study used a pre-test-post-test
design with 80 married female students affiliated with
the University of Sistan and Baluchestan. The inclusion
criteria were at least one year of marital life; being
aged 18 to 40 years; lack of education in psychology or
counselling; no history of psychiatric disorders; no use of
drugs affecting sexual function; lack of physical illnesses
affecting sexual function such as chronic diseases,
blood pressure, diabetes or gynaecological surgery; no
severe marital conflicts such as the threat of divorce or
separation; no infertility; no pregnancy; and not being
within three months of delivering a baby. The exclusion
criteria were not attending counselling sessions for more
than one session; unexpected incidents during the study,
such as death or severe physical illness of the person
or her family; and pregnancy. The data collection tool
was a questionnaire consisting of 2 parts: demographic
information, such as the age of the student and her spouse,
length of marriage, number of children, type of marriage,
having a kinship relationship with the spouse, educational
level of the subject and her spouse, employment status of
the subject and her spouse, and Rosen’s Sexual Function
questionnaire, which was designed to assess sexual
function in women over the past 4 weeks of the sexual
function scale (4) and included 19 sexual items.
The sexual desire section contained 2 sections assessing
sexual stimulation and vaginal moisture, each with 4
items, and orgasms, pain and sexual satisfaction, each
with 3 items. These sections had a response range of 1
to 5. In the study by Bahrami et al, the content validity
method was used to determine the reliability of this
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questionnaire and validated the tool (27). The reliability
of the tool was determined by calculating Cronbach’s
alpha coefficient, which was 87%. In addition, to assess
test-re-test reliability, Spearman correlation coefficient
(93%) and the P value (P) were 31% from the pre-test and
post-test. There was no significant difference between
the results of the 2-time completion of the questionnaire;
and the stability of the questionnaire was confirmed (27).
The sexual function index was standardized in Iran by
Fakhri et al, having good validity and reliability (28). In
this study, the reliability of this tool was also measured
by Cronbach α. The research units were divided into the
intervention and control groups with the convenience
sampling method. First, demographic information and
sexual function questionnaires were completed as a pretest for all control groups. Then, the control group filled
out the questionnaires after the end of the waiting period
(2 months) (post-test). The intervention group, after
the pre-test, took part in four sessions of assertivenessbased sexual counselling weekly for 2 sessions of 90 to
120 minutes. The content of the therapeutic sessions
was provided according to the table using educational
tools, including a whiteboard, slideshow, and question
and answer sessions, and some assignments related to
the previous session were given to the participants. After
completing the sessions, they were invited by telephone
call to come to the counselling center for a post-test after
2 months (Table 1).
Data Analysis and Description
Following data collection, data were analyzed with SPSS
software version 20.0. Descriptive statistics (frequency
distribution, mean, standard deviation, and percentage)
were used to describe the data. To examine the qualitative
variables in the 2 groups, chi-square tests were used.
To examine the means of quantitative variables in the
2 groups, independent t-tests were used. To examine
the means of quantitative variables before and after the
intervention, paired t tests were used, and the covariance
test was used to examine the effect of the intervention and
control the pre-test effect.

Results
The distributions of some of the demographic variables
in the control and intervention groups are summarized
in Table 2. The results of independent t-tests showed that
there was no significant difference between the 2 groups
in demographic variables (P ≥ 0.05) (Table 2).
Comparisons of different dimensions of the sexual
function index are presented in Table 3. For the sexual
desire dimension, the results showed that the mean score
of sexual desire in the intervention group increased after
sexual counselling. Independent t tests did not show a
significant difference in the mean score of sexual desire
in the control and intervention groups after sexual
counselling (P = 0.09), but the mean changes in the 2
groups were significant (P = 0.0001). The results showed
that the mean post-test sexuality scores in the intervention
group increased after sexual counselling, and the scores
fell in the control group. Independent t-tests showed that
there was no significant difference between the mean
score of sexual arousal after sexual counselling in both
the intervention and control groups (P = 0.09). However,
the mean score changes in the 2 groups were significant
(P = 0.001). According to the results, the vaginal moisture
dimension of the sexual function index decreased in
the intervention group after sexual counselling and also
slightly changed in the control group. An independent
t-test showed that the mean score for vaginal moisture
after sexual counselling in both the intervention and
control groups was not significantly different (P = 0.22).
There was no significant difference in mean score changes
in the 2 groups (P = 0.09).
The scores on the orgasm dimension in the
intervention group before sexual consultation were
increased, and increased again after sexual consultation.
Independent t-tests showed that the mean scores on the
orgasm dimension after sexual counselling in both the
intervention and control groups were not significant
(P = 0.11). However, mean score changes in the 2 groups
were significant (P = 0.001).
According to Table 3, the scores on the sexual
satisfaction dimension of the sexual function index in the

Table 1. The Timetable and Content of the Assertiveness-Based Sexual Counselling Sessions

Session

Content

Session 1

Introductions and familiarity of the members with each other, initial communication, familiarity with the principles and objectives
of the session, internal and external genital anatomy of women and men, genital physiology, principles of communication and
sex, sexual function, and normal sexual response cycle
Education on assertiveness in communication, the need for self-expression and its benefits in life, the right to express, or not, the
right to freedom of choice, homework and feedback.

Session 2
Session 3

Reviewing previous session assignments, teaching different types of behaviour, identifying assertive behaviour and non-assertive
behaviour (passive and aggressive), the skill of saying no, discussing saying "yes" and "no", the reasons for not being able to say
yes and no, giving homework and receiving feedback

Session 4

Reviewing previous session assignments, defining sexual assertiveness, expressing the benefits of sexual assertiveness, and
factors influencing increasing sexual assertiveness, providing solutions to increase sexual assertiveness, question and answer,
and summing up.
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Table 2. Distribution of Some Demographic Variables
Intervention
Group

Control
Group

P

Age (mean and SD)

22.30±2.81

22.47±3.10

0.79

Spouse's age (mean and
SD)

26.58±3.37

26.67±3.69

0.89

Duration of marriage

3±2.21

3.35±2.23

0.61

Number of children

0.35±0.53

0.60±0.74

0.08

33(82.5)

34(85)

Variable

Education
Bachelors

1

Masters

7(17.5)

6(15)

Total

40(100)

40(100)

Having relationship before
marriage

1

Yes

27(67.5)

28(70)

No

13(32.5)

12(30)

Total

40(100)

40(100)

The type of marriage

1

Voluntary

30(75)

35(87.5)

Forced

10(25)

5(12.5)

40(100)

39(97.5)

Occupation
Employee
Unemployed
Total

1
0

1(2.5)

40(100)

40(100)

intervention group were low before sexual counselling but
increased after the intervention. The mean score changes
in the 2 groups were significant (P = 0.001). The sexual
pain dimension decreased in the intervention group after
sexual counselling but increased in the control group.
Independent t tests showed that the mean sexual pain
score after sexual counselling in both the intervention and
control groups was not significantly different (P = 0.65).
However, the mean score changes in the 2 groups were
significant (P = 0.001).
The results of our study showed that the mean score on
the sexual function index increased in the intervention
group after sexual counselling and decreased in the
control group. Independent t tests also showed that the
mean scores on the sexual function index after sexual
counselling in the intervention and control groups were
not significant (P = 0.13). However, the mean change
in the total index score was significant in both groups
(P = 0.001) (Table 4).
Based on the results of Kolmogorov-Smirnov tests
(Statistic, 0.98 and P = 0.33) and Levene tests (F = 0.87,
P = 0.35) of the assumptions of approximate normality
and homogeneity of variance, the necessary conditions
for using the covariance analysis test were met. The
results of the analysis of covariance test controlling for
pre-test scores showed that the mean score on the total
sexual function index in the 2 groups after intervention

was statistically significant (P = 0.001), which means that
sexual counselling in the intervention group increased the
mean score of the students’ total sexual function index
(Table 5).
Discussion
The results of our study showed that assertiveness-based
sexual counselling increased the mean total score on the
sexual function index in married students. These results
are consistent with findings by Hargie and Dickson (22).
Hargie and Dickson’s results showed that education
on assertiveness skills could improve interpersonal
relationships in the intervention group. In a study by Bay
et al in Iran, which was carried out in order to examine
the role of sexual assertiveness and sexual orientation in
predicting female sexual function, there was a significant
correlation between female sexual assertiveness, selfawareness and sexual function, and women with higher
sexual assertiveness had better sexual union (24). The
results of a study by Vaziri et al, which examined the effect
of sexual assertiveness on marital satisfaction, showed that
sexual assertiveness can predict marital satisfaction scores
(29). Based on the available scientific evidence, it can be
argued that the main variable in improving female sexual
function is self-awareness and sexual assertiveness, which
is similar to our results (30). Since the Sexual Function
Questionnaire used in this study (FSFI questionnaire)
consisted of 6 sections (sexual desire, sexual arousal,
vaginal moisture, orgasm, sexual satisfaction, and
sexual pain), paired t tests showed that the average postintervention score changes of all components, except
for the vaginal moisture dimension, were significant. It
was similar to the results of the Vural and Temel’s study,
which were based on the IMB (Information, Motivation,
Behavioural) counselling method (31).
Concerning the lack of significance on the vaginal
moisture dimension, it may be possible to say that in
assertiveness-based counselling sessions, the issue of
flirting before intercourse should be emphasized because
it can cause more vaginal secretions of the Bartholin gland
during sexual intercourse. In our country’s culture, many
men do not pay much attention to sexual arousal resulting
from non-genital stimulation (sexual stimulation of
the partner, breast stimulation, kissing, and stimulating
sensitive points on the partner’s body) before sexual
intercourse, and they directly engage in sexual intercourse.
In either case, considering the significance of the total
score on the sexual function index in the intervention
group compared to the control group, apparently, it cannot
be said that a lack of emphasis on this issue has caused
sexual dysfunction and women’s sexual satisfaction in our
study.
On the orgasm dimension, our study showed that this
dimension of the sexual function index in the intervention
group was significantly different from the control group,
which is consistent with findings by Ayaz and Kubilay

International Journal of Women’s Health and Reproduction Sciences, Vol. 6, No. 3, July 2018

345

Safarzadeh et al
Table 3. Comparison of Mean and Standard Deviation of Various Dimensions of Sexual Function Index and Changes Before and After SexualAssertiveness Consultation in Both Groups

Variables

Before intervention
Mean ± SD

After intervention
Mean ± SD

Changes
Mean ± SD

t test

Sexual desire
Intervention
Control
Pair-wise t-test

3.48±1.12
3.84±1.04
0.14

3.96±0.77
3.61±1.03
0.09

0.48±0.82
-0.22±0.50
0.0001

0.001
0.007

Sexual arousal
Intervention
Control
Pair-wise t-test

3.54±1.12
4.17±1.04
0.01

4.32±0.71
3.81±0.92
0.008

0.8±0.77
-0.36±0.44
0.0001

0.0001
0.0001

Vaginal slippery
Intervention
Control
Pair-wise t-test

3.17±0.65
3.10±0.52
0.61

2.98±0.46
3.10±0.41
0.22

Orgasm
Intervention
Control
Pair-wise t-test

3.66±0.76
3.93±0.62
0.08

4.02±0.57
3.80±0.67
0.11

0.36±0.55
-0.13±0.37
0.0001

0.0001
0.03

Sexual satisfaction
Intervention
Control
Pair-wise t-test

4.15±1.33
5.00±1.07
0.002

4.75±0.82
4.65±1.12
0.65

0.60±0.91
-0.35±0.43
0.0001

0.0001
0.0001

3.45±1.32
2.50±1.09
0.001

2.79±0.97
2.88±0.92
0.65

-0.66±0.81
0.38±0.59
0.0001

0.0001
0.0001

Sexual pain
Intervention
Control
Pair-wise t-test

from studies that examined sexual function based on
the PLISSIT and Enhancing Marital Sexuality (EMS)
models (32). However, it is not consistent with Vural and
Temel’s study that indicated the change in orgasm was
not significant in the intervention group (31). Perhaps
one of the reasons for this difference can be found in the
mirage duration factor, because in the study by Vural and
Temel, subjects were those who were newly married, but
in our study, the average marriage duration was 3 years
in the intervention group and 3.35 years in the control
group. In other words, greater experience with marital life
in reaching orgasm can be considered a difference with
the study by Vural and Temel. Another reason could be
cultural differences because their study was carried out in
Turkey. The third reason for this difference could be the
counselling method.
In a study by Kiefer and Sanchez, the results showed
that women who have more orgasms have greater ability

-0.18±0.54
0.0±0.45
0.09

0.03
0.99

to express their sexual needs and desires, and these
women are able to start sexual activity and direct it to be
what they want (33,34). Compared to women with fewer
orgasms, they not only do not have this ability, but they
are also more likely to emphasize the sexual satisfaction
of their partner. Alternatively, some studies have shown
that there is a strong relationship between oestradiol and
testosterone in women and increased sexual function in
couples. Gonadal steroids in both sexes can lead to more
sexual assertiveness and better orgasms, which would lead
to increased sexual pleasure in couples. This issue doubles
the importance of sexual assertiveness in promoting
marital relationships, especially the important dimension
of orgasms in women (35,36).
In our study, the mean scores on the sexual satisfaction
dimension after the intervention were significantly
increased compared with the control group, which was
consistent with the study by Pakgohar et al carried out in

Table 4. Comparison of the Mean and Standard Deviation of the Total Sexual Function Index and Changes Before and After the Assertiveness
Sexual Counseling in Both Groups

Time
Group

Changes
Mean ± SD

Pair-wise t test

22.82±2.32

1.37±2.56

0.001

21.86±3.22

-0.68±1.22

0.001

0.13

0.0001

Before Intervention
Mean ± SD

After Intervention
Mean ± SD

Intervention

21.45±3.81

Control

22.52±2.98
0.26

Independent t test
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Table 5. Results of Covariance Analysis Related to Total Score of Sexual Function Index After Counseling With Control of Pre-test Effect

Source of Changes

Sum of Squares

df

Mean of Squares

F

P Value

Effect Size

Test Power

Pre-test

454.96

1

454.96

217.53

0.0001

0.73

1

Group

47.84

1

47.84

22.87

0.0001

0.22

0.99

Error level

161.04

77

2.09

Total

40582.73

80

Tehran (37). Their findings showed that sexual satisfaction
of infertile women was significant three months after
counselling. Sexual satisfaction of a woman is her feelings
about herself and in relation to physical and sexual aspects
and duties, and our study showed that women are able to
express their feelings about sexual function (38). This
power of expression can be caused by the positive effects
of sexual assertiveness counselling. Moreover, considering
that one of the most common sexual dysfunctions lies
in sexual desire and sexual satisfaction, this counselling
approach could reduce such cases. Several studies
have shown positive effects of sexual assertiveness on
reduction of high risk sexual behaviours and prevention
of sexual assaults in women, especially in women who
have experienced different cultural conditions or are from
different social classes, such as women who feel shame
for self-expression or are not able to say “no” (when they
do not want to have intercourse) and are forced to meet
the sexual desires of their husbands. Additionally, many
studies have shown that sexual assertiveness in women
can encourage them to be the first person to initiate
sex, which in turn would increase their satisfaction and
sexuality (39,40).
In our study, scores on the sexual pain component also
showed significant changes that were consistent with the
study of Vural and Temel (31). However, it is not consistent
with findings from Ayaz and Kubilay’s study, which investigated
the impact of PLISSIT model counselling on sexual function
in women with a colostomy (32). This difference could be
due to difference in the research population or the different

counselling method. Because colostomy pain can be
related to sexual pain, today, there are different counselling
methods for improving sexual function, and there have
been many studies on these methods, such as IMB, PLSSIT,
and sex therapy, but so far, no counselling method based
on sexual assertiveness and its impact on women’s sexual
function has been carried out. According to the results of
the current study, it was revealed that this method could
be an effective way to improve sexual function in women.
In other words, this counselling approach was able to
influence sexual function and expression of sexual rights
and to reduce the shame and contempt that women felt.
It is safe to conclude that this method can be used as a
way to promote sexuality and to establish a more intimate
relationship in marital life, which can ultimately affect the
mental health of the family. Although the strong point of
this study was that our participants were from different
cultures and religions (Shia and Sunni), further studies are

necessary in the future to investigate the effectiveness of
these interventions for both men and women.
Conclusions
This research was the first study conducted in Iran on
assertiveness-based sexual counselling in the deprived
area of Sistan and Baluchestan. Given the religious context
of this region, and the shame felt by women in expressing
their sexual problems and their inability to take on the
role of initiator of sexual relations and that most divorces
are due to sexual misunderstanding by the spouse, it
is suggested this model be part of a health care plan to
reduce divorce rates in Iran.
Limitations and Solutions
The subjects in this study were married students at the
university; therefore, generalization of data should be
done with caution. Additionally, loss of subjects and lack
of cooperation in presence in consulting sessions were
the main constraints of the plan. A multi-stage plan was
another limitation. For this reason, reminders of session
hours were made in advance by phone calls. If the sample
was reduced in each group by more than 1 to 2 people, and
in total by more than 5 to 6 people, another intervention
group was recruited.
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