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Effect of an Educational Program Based on the BASNEF 
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interventions promoting sexual health ... [20] Psychological and sociodemographic predictors 
of fertility intention among ... [21] The effect of sexual health education ... [22] Effect of sex 
education, based on the theory of planned ... 

Aims This study aimed to determine the effect of educational intervention based on the 
BASNEF model on promoting the sexual health of married women of reproductive age.
Material & Methods This quasi-experimental study was conducted on 52 eligible women. 
Sampling was performed using the stratified random cluster sampling method. Participants 
were divided into interventional and control groups. The intervention was carried out based on 
the BASNEF model over four sessions. Data were collected using a demographic questionnaire, 
the BASNEF questionnaire, and items on overall sexual health. The sexual health educational 
content was based on the BASNEF model and recorded through the Camtasia 2020 software. 
The questionnaires were completed before and 8 weeks after the intervention in the two 
groups. The data before and after the intervention were compared in the intervention and 
control groups. Data analysis was done by ANCOVA, and the Chi-square test using SPSS 16.
Findings After education, the mean scores of beliefs (d=0.000, p=0.133, t(25)=1.55) and 
subjective norms (d=0.668, p=0.002, t(25)=3.40) in participants in the intervention group 
increased. After education, the rate of referral to sex counseling centers was significantly higher 
in the intervention group (34.6%) than in the control group (7.7%; p=0.017). 
Conclusion The results of this study showed that the implementation of an educational program 
based on the BASNEF model, in addition to promoting women’s sexual awareness, could modify 
their subjective norms, as well.
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Introduction 
Sexual health is one of the main aspects of people’s 
health and the basis of physical-emotional health 
and well-being of individuals, couples, and families, 
affecting all people at all ages and all stages of life [1]. 
In addition, sexual health not only plays a critical 
role in the family’s overall health and hygiene but 
also is expressed as a need and strategy to achieve 
the millennium development goals [2]. Promoting 
sexual health, similar to other aspects of health, 
requires full and continuous access to information, 
educational opportunities, as well as basic support 
through interconnected and effective social 
activities in the fields of prioritizations, decision-
making, and planning strategies and their 
implementation to achieve better health [3], and all 
individuals, social groups, health care providers, and 
the government are responsible for it [4]. Sexual 
health education is the process of empowering 
individuals to increase control over their sexual 
health and aims to improve the sexual health of the 
general population, especially vulnerable groups [5]. 
Sexual health education focuses on maintaining or 
developing sexual health, prevention/treatment, and 
care, and works to build a secure structure in a 
supportive environment, access information and life 
skills, and create opportunities to choose healthy 
options [6]. Individuals cannot reach their maximum 
sexual health capacity unless they have control over 
these components [7]. 
However, despite the importance of this issue and 
the emphasis of the World Health Organization 
(WHO) on sexual health education as a human right 
and a necessity for development, there is still no 
comprehensive program for sexual health education 
in Iran [8], and many of individuals’ needs in this area 
have remained unanswered [9]. 
In recent years, the transfer of Western culture and 
thoughts to Iran has exposed Iranian culture to 
changing behavioral values and patterns, which the 
spread of divorce and sexually transmitted diseases 
have been among its consequences [10]. The increase 
in these consequences in Iranians is an alarm 
making it necessary to provide sexual health 
education to inform, correct attitudes, and prevent 
these harms [11]. 
Having a suitable and capable model for behavior 
change has a special priority to have effective 
education in the field of health [12]. Choosing a health 
education model is also the first step in the process 
of designing an educational program [5]. In 
conducting educational interventions aiming to 
change behavior, the use of behavioral theories such 
as the behavioral intention model, the beliefs, 
attitudes, subjective norms, and enabling factors 
(BASNEF) model, and predisposing, reinforcing, and 
enabling constructs in the 
educational/environmental diagnosis and 
evaluation (PRECEDE) model can create a potential 

capacity for the effectiveness of these educations [13]. 
Today, one of the most practical educational models 
for creating and changing behavior around the 
world, especially in developing countries, is the 
BASNEF model [14]. This model is applied to study 
behavior, plan to change it, and determine the 
factors that are influential in individuals’ decision to 
perform a behavior [13]. Factors affecting behavior in 
this model include beliefs, attitudes, subjective 
norms, and enabling factors, and the word BASNEF 
is made up of the initial letters of the mentioned 
words [12]. 
Despite the importance of promoting sexual health, 
especially in women, an educational program is not 
yet provided comprehensively, organized, or based 
on a specific educational model and pattern, and 
most women do not gain the ability to understand 
the information they receive during the educational 
program. Therefore, creating a comprehensive 
program to promote sexual health based on an 
educational model seems essential. This study aimed 
to determine the effect of educational intervention 
based on the BASNEF model on promoting the 
sexual health of married women of reproductive age. 
 

Material and Methods  
This research was a quasi-experimental study 
(educational intervention) in which 52 eligible 
married women of reproductive age participated. In 
the present study, the sample size was calculated 
using G*Power statistical software version 3/1. To 
determine the sample size, the first type error was 
considered 0.05, and the second type error (power 
0.8) was considered 0.2. According to the above 
information, the sample size was 26 people in each 
group, which given the possible loss of samples and 
for increasing the accuracy of the study, 40 people 
were finally included in each group the study 
(Figure1). 
Sampling was performed using the stratified 
random cluster sampling method. First, 24 
comprehensive health centers under the auspices of 
Guilan University of Medical Sciences, Rasht, Iran, 
were classified into four clusters based on 4 
geographical regions north, south, east, and west. 
Then, using a table of random numbers, 4 centers 
were selected by allocating 1 center in each region 
according to the allocated ratio. Within each center, 
married women of reproductive age referring to that 
center were divided into the intervention and 
control groups using the table of random numbers if 
they met the inclusion criteria. The inclusion criteria 
included living with a spouse, having reading and 
writing literacy, no history of attending training or 
counseling classes focused on sexual function, not 
using alcohol and drugs, not having chronic diseases, 
not using medications that affect sexual function, not 
having known mental and psychological illnesses, 
not taking drugs affecting individuals’ sexual 
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function, having a cell phone and using text 
messages or social networks, and not studying in 
medical fields. Spouse death, divorce, pregnancy, 
pregnancy, breastfeeding, and unwillingness to 
continue participating in the study at any stage of 
the educational intervention were the exclusion 
criteria. Participants were recruited via 
advertisements (posters) in comprehensive health 
centers. We compared eligible married women of 

reproductive age in the intervention group (n=26 
individuals) to married women of reproductive age 
in the control group (n=26 individuals). The sexual 
health educational content based on the BASNEF 
model(4 sessions of two hours) by a faculty member 
researcher, was recorded through the camtasia2020 
software, and then per week was sent to the 
participants of the intervention group via email or 
virtual systems (Telegram, WhatsApp, etc.).  

 

 
 Figure 1) Consort flow diagram 

 
Data collection tools included a demographic 
information questionnaire (age, age of spouse, 
education level, education level of spouse, 
employment status, occupation of spouse, duration 
of marriage, and economic status) and a researcher-
made questionnaire based on BASNEF structures. 
The BASNEF questionnaire is composed of 37 items 
in 6 subscales including knowledge questions (15 
items) that refer to the knowledge about the concept 
of sexual health and its effect on the quality of life of 
married women. Behavioral beliefs questions (5 
items) refer to the individual beliefs about outcomes 
of unhealthy sexual behavior, and the importance of 
sexual skills in marital satisfaction). Attitude 

questions (6 items) refer to the attitude one has 
toward the positive and respectful approach to 
sexuality and sexual relationships importance of 
misconceptions and the role of positive, and healthy 
expectations in sexual health. Subjective norms 
questions (6 items) evaluate the importance of 
approving or disapproving important referents 
about behavior and ways to overcome social 
pressures affecting sex, sexually transmitted 
infections (STIs); unwanted pregnancies; unsafe 
abortions, etc.). Enabling factors questions (2 items) 
refer to evaluating characteristics of the 
environment that facilitate or impede healthy 
behavior and behavioral intention questions (5 
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items: the perceived likelihood of performing the 
behavior). Questions of behavioral beliefs, attitudes, 
and subjective norms in the form of a 5-point Likert 
scale, strongly agree (5 points) to strongly disagree 
(1 point) and questions of awareness in the form of 
each question have 4 options with only one correct 
answer and enabling factors in the form of yes/ no 
and to some extent in order (3, 2, 1) were scored. To 
design questionnaires and extract questions, the 
available sources and focused group discussions 
with several experts were used. The demographic 
information form was given to 8 faculty members to 
check the face validity, and after applying the 
viewpoints, the final correction was made to it. To 
determine the face validity of the questionnaire, two 
qualitative and quantitative methods of face validity 
were used. To evaluate the quantitative content 
validity, “content validity ratio” and “content validity 
index” were used. The reliability of the instrument 
was confirmed by two methods of determining 
internal consistency and test-retest. The total 
content validity index and the total content validity 
ratio of the questionnaire were obtained at 0.92 and 
0.87, respectively. The reliability of the instrument 
was confirmed by Cronbach’s alpha coefficient of 
0.882, and the stability of the instrument after 
retesting was confirmed with a correlation 
coefficient of 0.842. 
First, a pretest was performed using the research 
tool in both intervention and control groups. After 
the pretest, the sexual health educational content 
based on the BASNEF model was sent to the 
intervention group. The educational intervention 
was performed in the form of presenting the 
educational content (Table 1) through e-learning 
based on the BASNEF model during 4 sessions of 
two hours per week. The educational content was 
presented by a faculty member researcher, was 
recorded through the camtasia2020 software, and 
then was sent to the participants of the intervention 
group via email or virtual systems (Telegram, 
WhatsApp, etc.). The educational content was 
collected using valid sources and was approved by 8 
faculty members of Guilan University of Medical 
Sciences. Eight weeks after the intervention, the 
questionnaire was completed again in two groups. 
The data before and after the intervention were 
compared in the intervention and control groups 
according to the aim of the study. During these 8 
weeks, the researcher answered the questions of the 
participants of the intervention group by phone (at 
least twice a week). 
To compare individual and social variables between 
the control and intervention groups, the 
independent t-test was used for quantitative 
variables, and the chi-square test (or Fisher’s exact 
test) was used for qualitative variables. The mean 
scores of beliefs, attitudes, and subjective norms 
were compared between the control and 
intervention groups before education using the 

independent t-test. The paired t-test was used to 
compare the mean scores of beliefs, attitudes, and 
subjective norms in each intervention group before 
and after the intervention. The mean scores of 
beliefs, attitudes, and subjective norms were 
compared between the two intervention groups 
after the intervention using analysis of covariance 
(ANCOVA). The ratio of the values of the two-state 
variables between the two groups was compared 
using the chi-square test (and Fisher’s exact test). 
Data were analyzed using SPSS software version 16, 
and the significance level was considered 0.05. 
 
Table 1) Educational program 
Sessions Definition 
1-Beliefs Explaining the concept of sexual health 

and its effect on the quality of life of 
married women, sexual skills, and the 
benefits of safe sex 

2- Attitudes Correcting misconceptions about sexual 
issues; creating realistic, positive, and 
healthy expectations about sex 

3- Subjective norms Ways to overcome social pressures 
affecting sex 

4-Enabling factors Educating individual and environmental 
factors that facilitate the improvement 
of sexual behavior and teaching the 
correct sexual communication 
techniques, and helping people 
understand the need for consultation 
with experienced professionals 

 
Findings  
The mean±SDs of participants and their spouses' age 
were 30.60±5.28, and 35.33±5.62, respectively. 
Their Duration of married life was 8.40±4.17 years. 
There was no significant difference between the two 
groups regarding age and married duration 
(p>0.05). Other social characteristics of the study 
participants are shown in Table 2. 

  
Table 2) Frequency results of demographic variables in the 
Intervention and control groups (Numbers in the parenthesis are 
in percent) 

p. Total  
(n=52) 

Control  
(n=26) 

Intervention  
(n=26) 

Variable 

Education level 
0.405 25 (48.1) 11 (42.3) 14 (53.8) Non-Academic 

27 (51.9) 15 (57.7) 12 (46.2) Academic 
Education level of spouse 

0.575 30 (57.7) 14 (53.8) 16 (61.5) Non- Academic 
22 (42.3) 12 (46.2) 10 (38.5) Academic 

Employment status 
0.254 32 (61.5) 14 (53.8) 18 (69.2) Housewife 

20 (38.5) 12 (46.2) 8 (30.8) Employed 
Employment status of spouse 

0.131 13 (25.0) 4 (15.4) 9 (34.6) Worker 
12 (23.1) 5 (19.2) 7 (26.9) Employee 
27 (51.9) 17 (65.4) 10 (38.5) Self-employment 

Number of children 
0.500 13 (25.0) 8 (30.8) 5 (19.2) 0 

26 (50.0) 11 (42.3) 15 (57.7) 1 
13 (25.0) 7 (26.9) 6 (23.1) 2 and more 

Economic situation 
0.269 9 (17.3) 3 (11.5) 6 (23.1) Weak 

26 (50.0) 12 (46.2) 14 (53.8) Medium 
17 (32.7) 11 (42.3) 6 (23.1) Good 
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There were no statistically significant differences 
between the mean scores of beliefs, and Attitudes of 
women in the control and intervention groups 
(p>0.05). As shown in Table 3, the mean scores of 
these items increased in the intervention group in 
the post-intervention stage but this increase was not 
statistically significant (p>0.05). Just in the 
intervention group, the mean scores of subjective 
norms of the participants were significantly higher 
after the intervention than before it (p<0.05). 
 
Table 3) The comparison of the mean scores of beliefs, attitudes, 
and Subjective norms of participants before and after the 
intervention in the control and educational groups 

Cohen d p. t  Mean Diff. Mean±SD Stage Variable 

Beliefs 
0.304 0.133 1.55 1.23 18.50±3.05 Before Intervention 

19.73±2.79 After 
0.017 0.931 0.09 0.08 19.81±3.01 Before Control 

19.88±4.32 After 

Attitudes 
0.070 0.726 0.35 -0.38 24.62±3.87 Before Intervention 

24.23±3.65 After 

0.060 0.762 0.31 -0.35 25.12±2.76 Before Control 
24.77±5.19 After 

Subjective Norms 
0.668 0.002 3.40 2.5 5.27±1.93 Before Intervention 

7.77±2.63 After 

0.200 0.318 1.02 0.65 5.27±2.18 Before Control 
5.92±1.83 After 

 
Before the education, there was no statistically 
significant difference between the intention to refer 
to sexual counseling centers during the next 6 
months in the control and education groups. After 
the education, the intention to refer to sexual 
counseling centers during the next 6 months was 
significantly higher in the intervention group than in 
the control group (Table 4). 

 
Table 4) The comparison of intention to refer to sexual 
counseling centers during the next 6 months between the control 
and education groups before and after the intervention 
Time Group X2 p. 

Control  
N (%) 

Education  
N (%) 

Before Yes 1 (3.8) 5 (19.2) - 0.191 
No 25 (96.2) 21 (80.8) 

After  Yes 0  14 (53.8) 19.16 >0.001 
No 26 (100) 12 (46.2) 

 
Discussion 
Statistical tests showed that there was no 
statistically significant difference between the two 
groups of control and intervention in terms of all 
individual and social variables and structures of the 
BASNEF model; therefore, the difference in sexual 
health of the two groups was due to the effect of 
educational method. Based on the results of the 
present study, after the education, the mean scores 
of beliefs of the participants in the intervention 
group increased. The findings of this study are 
consistent with the results of the studies [15, 16] that 
show sex education affects individuals’ sexual 

awareness and can help them better understand 
sexual issues. 
In general, the BASNEF model is a useful framework 
for changing beliefs and attitudes [17]. Although in 
the present study the educational intervention 
based on the BASNEF model did not make any 
statistically significant change in the participants’ 
scores of attitudes, the results of Shahbazi’s [18] study 
showed that the educational intervention based on 
the BASNEF model can improvement of beliefs and 
attitudes of women regarding sexual health. The 
difference in the results of the attitudes can be due 
to the difference in the participants. 
In the intervention group, the mean scores of 
subjective norms of participants were significantly 
higher after the education than before it. The results 
of the present study were in line with the results of a 
study [18]. They showed that subjective norms of 
women regarding sexual health improved after 
education. Of course, in a study carried out to 
evaluate the effect of sex education based on the 
theory of planned behavior on sexual function in 
women, there was no significant difference in the 
subjective norms of the two groups after the 
intervention. 
Also, the results of this study showed that after the 
education, the rate of referral to sexual counseling 
centers was significantly higher in the intervention 
group than in the control group. Research results 
have shown that educational programs based on the 
BASNEF model are usually successful in changing 
behaviors [13, 14, 19]. According to the BASNEF model, 
when attitudes and subjective norms are effective 
for a particular behavior, if the enabling factors act 
as mediators, the behavioral intention leads to the 
desired behavior [20]. Indeed, if a woman has a 
positive attitude toward sexual health and the 
important people in life encourage her in this 
regard, she can be remarkably successful in sexual 
function [21]. In some countries, sexual issues face 
cultural resistance and are taboo, and negative 
attitudes toward sexual issues are considered 
shameful in women [22]. Therefore, it seems that this 
issue should be considered in designing 
interventions related to improving attitudes toward 
sexual health in countries such as Iran.  
In the Iranian culture, asking and investigating about 
sex is not something about which you can easily ask 
the community to talk and comment; so, one of the 
limitations of this project was merely selecting 
individuals who were interested in participating in 
the research. 
 

Conclusion  
The present study thus showed that the education 
provided based on the BASNEF model had the 
greatest effect on women’s sexual awareness and 
subjective norms. Therefore, based on the BASNEF 
model, intervention could improve sexual health 
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among women. If the theories and behavior change 
models are correctly applied in educational 
programs, then useful results will be obtained.  
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