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Introduction

More than one‑third of  women marry in adolescence,[1] and half  
of  these marriages occur in Sub‑Saharan Africa and South Asia.[2] 
Afghanistan is one of  the South Asian countries[3] And the 2016 
census shows the extensive migration of  Afghans to Iran.[4,5] 
Teen marriage occurs in some Afghan ethnic populations due 
to deep cultural roots and weak socioeconomic status.[3,6] There 
are no accurate statistics of  Afghan migrants’ marriage in Iran.[7] 
According to the National organization for Civil Registration 
website in 2015, the largest population group for marriage is 

for women aged 15‑19 years.[8] Although open communication 
between parents and their children regarding sex‑related issues 
is important[9] but unfortunately it is forbidden to talk about 
marriage and sex in Afghan society.[3] One of  the factors affecting 
the success of  sexual relationship is satisfaction with married 
life which depend on sexual function[10] and plays an important 
role in the health, quality of  life and life satisfaction of  the 
couples.[11] Due to the high prevalence of  sexual dysfunction[12‑14] 
and existence a relationship between sexual Function and age in 
women, which underlines the importance of  sexual education at 
lower ages.[15] Lack of  adequate knowledge and incorrect attitudes 
regarding sexual matters.[16,17] are among factors affecting divorce, 
especially among newly married couples.[18,19] The best tool to 
achieve a desirable sexual Function is education and creating a 
positive attitude towards sexual matters.[20,21] Sex education is one 
of  the priorities of  women’s health[22] and has been heralded as 
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effective in promoting sexually healthy behavior in youth.[23‑25] 
Even with the spread of  sex education in developing countries 
compared to the past,[26] Cultural background and some strict 
rules may be effective in the failure of  sex education.[27] Therefore, 
synchronizing the education with cultural norms of  the society 
that is compatible with the needs of  the target group with 
regards to the religious background of  these societies may be 
very helpful.[28‑30] Face to Face training is common and traditional 
methods of  education in the health care system.[31,32] Given the 
widespread use of  technology and the success of  sex education in 
European countries,[33,34] the use of  new methods of  sex education 
and update and modernize standards[35] in Islamic countries seems 
to be necessary given the taboo of  sexual issues.[3,36,37] Multimedia 
is a new and interesting educational method that encourages 
learning.[38,39] Sexual matters cannot be discussed openly according 
to cultural norms in Iran and[3,37] and Not addressing these 
barriers[40] may undermine the policy’s intention of  increasing 
knowledge about sexuality and reproduction,[41] Therefore, this 
study was conducted to determine the comparison between two 
educational method Multimedia and Face to face about Sexual 
issues on sexual function of  Afghan Migrant Adolescent Women.

Materials and Methods

Study design
This study was a quasi‑experimental educational intervention 
conducted in 2018 on 108 women who referring to three selected 
charity centers in three immigrant neighborhoods of  Mashhad.

Inclusion criteria
Young Afghan females aged 10‑24 years who could communicate 
in Farsi, married officially, were the only wives of  her husbands, 
married for at least one year, did not receive official sexual 
education in the past, lacked medical diseases, were not addicted 
to opium and psychedelics, did not experience stressful events in 
the past six months, were not pregnant or lactating, did not have 
an abortion in the past three months, lived with her husband, 
had sexual intercourse with him, had access to a computer or 
CD player and knew how to work with them.

Exclusion criteria
Pregnancy, lack of  sexual intercourse and occurrence of  stressful 
events during the study, withdrawal from the study and missing 
the third and fourth educational sessions.

Sample size
To determine the sample size according, use the formula  

n =



[42] and k = 3, ƛ was calculated as 12.66. ∆ was calculated 

as follows from past study[43] and sample size was calculated 40 
in each group with 10% of  the falls.
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Ethical considerations
The study protocol was approved by the Ethics Committee 
of  Iran University of  Medical Sciences (Ethics approval code: 
IR.IUMS.REC1397.027) and registered in the Iranian Registry of  
Clinical Trials (Registration code: IRCT20180611040054N1). The 
study started after obtaining approval from Mashhad University 
of  Medical Sciences (approval number: 97/32620).

Data collection
Data collection was done by demographic and FSFI questionnaires 
that were completed by self‑report. The FSFI is a 19‑item 
questionnaire that evaluates female sexual Function in 6 domains 
of  desire, arousal, lubrication, orgasm, satisfaction, and pain. It was 
developed by Rosen et al. The six domain scores are added to obtain 
the full scale score, ranging from 2 to 36.[44] In Iran, the validity of  
the Persian version of  the tool had been approved by Fakhri et al.[45]

Procedure
After receiving ethical clearance, an introduction letter was issued 
by Iran University of  Medical Sciences, which was presented to 
Mashhad University of  Medical Sciences. Then, three charity 
centers in three different suburbs regions of  the Mashhad city 
that had the largest number of  female Afghan visitors were 
selected. The selected centers were divided into face to face 
intervention, multimedia intervention and control groups by 
lottery. The eligible subjects were enrolled and informed consent 
was obtained from them. Then, they were asked to complete 
the demographic and FSFI questionnaire. In addition to routine 
programs of  the center, the subjects in the face to face group 
received four one‑hour sex education sessions in four sessions, 
one session per week. Multimedia group received 4 CDs, one CD 
per week, for four weeks. Giving the next CD was dependent on 
the researcher’s assurance of  observing the previous. Details of  
the content of  the sex education sessions follow. First session: 
male and female reproductive organs, menstrual cycle, puberty, 
masturbation, reproductive health. Second session: normal and 
abnormal vaginal discharge, gynecologic infections, contraceptive 
methods. Third session: importance of  sexual relationship in 
married life, communication skills for couples, methods to 
improve the quality of  sex, different sex positions, married life 
in Islam, legal rights of  couples. Forth session: normal sexual 
cycle stages, sexual disorders and treatment. Finally, the FSFI 
were completed by all subjects. To evaluate the durability of  this 
educational methods, the subjects were contacted via phone to 
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Figure 1: Comparison of trend of sexual Function score changes in groups before and after 4 and 8 weeks after the intervention

attend the center and complete the questionnaires after 8 weeks. 
The control group only received routine programs of  the charity 
center and after the study, the multimedia CD was also distributed 
among them. Data were analyzed using SPSS software version 16 
with Descriptive statistics and inferential statistics [Figure 1].

Results

According to the results of  Chi‑square and Fisher’s exact tests, 
the three groups were homogeneous in terms of  Demographic 
characteristics. The data of  108 subjects; 36 in each group, was 
finally analyzed. Table 1 presents the demographic characteristics 
of  the participants.

Discussion

Preventive care is a key focus in a good primary care practice.[46] 
Sex education affects levels of  prevention by affecting sexual 
health,[47] so that with increased sexual awareness,[48] problems 

such as divorce will decrease as a result of  lack of  awareness of  
sexual issues.[49‑52] It can be said that educational strategies are 
meant to prevent and increase self‑care in individuals. Given that 
sexual health is a major need, primary care physicians who are at 
the forefront of  communication with clients can help address this 
need by having sufficient knowledge of  sexual issues.[30,53] The use 
of  various health promotion strategies such as multimedia and 
educational materials in clinics and by primary care physicians, 
can reduce sexual taboos in developing societies.[54]

In the present study, there was no significant difference in the 
mean score of  sexual Function in the three groups before the 
intervention (p = 0.957), while significant differences were observed 
immediately (p = 0.005) and 8 weeks after the intervention (p < 0.001) 
[Table 2 and Table 3]. Moreover, the difference in desire (p < 0.001), 
arousal (p < 0.001), lubrication (p < 0.001), orgasm (p < 0.001) 
satisfaction (p < 0.001) and pain (p = 0.028), was significant.
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Table 1: Demographic characteristics of participants in groups
Groups Variable Mean±SD Test result

Face to face Multimedia Control
Age 22/69 (± 0/261) 22/92 (± 0/197) 22/39 (± 0/285) F=1/120; P=0/330
Husband’s age 28/06 (± 0/343) 27/64 (± 0/440) 26/86 (± 0/456) F=2/123; P=0/125
Age at marriage 19/67 (± 0/340) 18/81 (± 0/398) 19/61 (± 0/322) F=1/844; P=0/163
Demographic Variable Frequency Percentage Frequency Percentage Frequency Percentage Test result
Duration of  
marriage (years)

1‑5 34 94/4 28 77/8 32 88/9 df=2, P=0/130
6‑10 2 5/6 8 22/2 4 11/1

Occupation Housewife 34 94/4 31 86/1 31 86/1 df=2, P=0/479
Employed 2 5/6 5 13/9 5 13/9

Education level Unfinished high school 11 30/6 14 38/9 13 36/1 df=2, χ2=0/568, 
P=0/753High school diploma and above 25 69/4 22 61/1 23 63/9

Husband’s 
occupation

Employed 34 94/4 33 91/7 34 94/4 df=2, P=1/000
Unemployed 2 5/6 3 8/3 2 5/6

Husband’s 
education level

Unfinished high school 15 41/7 19 52/8 15 41/7 df=2, χ2=1/195, 
P=0/550High school diploma and above 21 58/3 17 47/2 21 58/3

Number of  
children

0‑1 32 88/9 24 66/7 30 83/3 df=2, χ2=5/937, 
P=0/0512‑4 4 11/1 12 33/3 6 16/7

Number of  
pregnancies

0‑1 27 75/0 23 63/9 28 77/8 df=2, χ2=1/938, 
P=0/3792‑4 9 25/0 13 36/1 9 22/2

Abortion Positive 9 25/0 6 16/7 3 8/3 df=2, χ2=3/600, 
P=0/165Negative 27 75/0 30 83/3 33 91/7

Self‑selected 
marriage

Yes 31 86/1 34 94/4 34 94/4 df=2, P=0/500
No 5 13/9 2 5/6 2 5/6

Living with other 
people

Yes 6 16/7 3 8/3 7 19/4 df=2, χ2=1/908, 
P=0/385No 30 83/3 33 91/7 29 80/6

Private bedroom Yes 26 72/2 22 61/1 31 86/1 df=2, χ2=5/751, 
P=0/056No 10 27/8 14 38/9 5 13/9

Economic status Unfavorable 3 8/3 3 8/3 7 19/4 df=4, P=0/613
Relatively favorable 27 75/0 28 77/8 25 69/4
favorable 6 16/7 5 13/9 4 11/1

Average duration 
of  intercourse

1‑10 min 5 13/9 10 27/8 5 13/9 df=4, χ2=4/750, 
P=0/31411‑30 min 24 66/7 20 55/6 20 55/6

31‑60 min 7 19/4 6 16/7 11 30/6
Number of  sexual 
intercourses per 
month

3‑8 times 15 41/7 21 58/3 15 41/7 df=4, P=0/157
9‑16 times 14 38/9 13 36/1 19 52/8
17‑25 times 7 19/4 2 5/6 2 5/6

Table 2: Comparison the effect of face to face and multimedia sex education on sexual Function in groups before and 4 
and 8 weeks after the intervention (n=108)

Variable Measurement 
time

Mean (SD) F P (Repeated 
measured)Before After 4 weeks After 8 weeks

Sexual
Function

Face to face 67/17 (14/52) 75/78 (12/74) 77/42 (11/97) 36/32 <0/001*
Multimedia 66/56 (13/24) 73/19 (12/77) 77/11 (11/57) 29/47 <0/001*
Control 66/19 (14/16) 65/89 (13/64) 65/11 (13/36) 3/604 0/054

Table 3: Comparison the effect of face to face and multimedia sex education on sexual Function in groups before and 4 
and 8 weeks after the intervention (n=108)

Time Variable Mean (SD) P Mean (SD) P Mean (SD) P
Before After 4 weeks Before After 8 weeks After 4 weeks After 8 weeks

Sexual 
Function

Face to face 67/17 (14/52) 75/78 (12/74) <0/001* 67/17 (14/52) 77/42 (11/97) <0/001* 75/78 (12/74) 77/42 (11/97) 0/226
Multimedia 66/56 (13/24) 73/19 (12/77) <0/001* 66/56 (13/24) 77/11 (11/57) <0/001* 73/19 (12/77) 77/11 (11/57) <0/001*
control 66/19 (14/16) 65/89 (13/64) 1/000 66/19 (14/16) 65/11 (13/36) 1/000 65/89 (13/64) 65/11 (13/36) 1/000
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The results of  a study by Sabeti et al. showed that participation in 
sexual health educational sessions improved the score of  sexual 
Function and all of  its components that was consistent with the 
results of  this study.[55] The results of  a study by Nameni (2014) 
indicated, sex education effects on the total score of  sexual 
Function and the scores of  desire and satisfaction, which is 
consistent with our results. Lack of  consistency in the scores of  
other components may originate from differences in the age range 
of  the subjects and using immigrants as samples.[56] In a study by 
Baradaran‑Akbarzadeh et al. Sexual function and all its dimensions 
were improved after intervention in the intervention group.[57]

In this study, face to face and multimedia education could help women 
through improving the scores of  sexual function. In the study of  
Shams Mofarahe et al.(2019), which examined the effect of  face to 
face marital counseling on couples’ sexual satisfaction, the level of  
sexual satisfaction was higher in the intervention group[58] which all 
the mentioned studies were consistent with the present study.

In multimedia method, messages are transferred through video 
or audio media, which enhances message delivery.[59] A study 
conducted by Jeste et al. also indicated that multimedia could 
be used for a better interaction together with other services as 
a complement.[60] One study found that multimedia education 
improved the awareness of  pregnant women regarding warning 
signs during pregnancy.[61]

This modern educational method can be used for sexual education 
in Islamic societies considering the taboo nature of  these topics 
and the prevailing cultural, religious, social, and political beliefs in 
these societies. Preparing a proper sexual educational content for 
multimedia education decreases the costs of  face‑to‑face education 
and satisfies the couples’ needs for sexual information.

Key point
•	 Most marriages occur in immigrants living in Iran during 

adolescence.
• Women’s ignorance of  various aspects of  sexual issues can 

lead to the formation of  unsuccessful sexual relationships 
and undesirable sexual function.

• Due to the existence of  cultural, social and religious barriers 
in the sexual education of  Islamic societies, the use of  new 
educational methods such as multimedia seems necessary.

Limitations
Since all questionnaires were self‑reported by the participants. 
The researcher was a co‑host of  the participants and by 
communicating properly they were assured of  confidentiality to 
complete the questionnaires with integrity.
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