


InternatIonal Journal of CommunIty 
Based nursIng and mIdwIfery

The Official Quarterly Publication of Shiraz University of Medical Sciences

Shiraz University of Medical Sciences, Shiraz, Iran

Indexed in PubMed, SCOPUS, CINAHL, NLM Catalog, ISC, Magiran, Free Medical Journals (Amedeo), 
Google Scholar, Index Copernicus, SID, Electronic Journals Library, Iran Medex, WorldCat, IMEMR, Open-

J-Gate, DOAJ, EmCare

Accredited as A Scientific Research Journal by The Iranian Commission of Medical Sciences Publications

pISSN: 2322-2476                                                       eISSN:2322-4835

Vol. 12, No. 2, April 2024

Chair
Fariba Ghodsbin, PhD

Editor-in-Chief
Roksana Janghorban, PhD

Deputy Editor
Marzieh Momennasab, PhD (Nursing Section)

Copy Editor
Nasrin Shokrpour, PhD

Executive Director
Fariba Jalalat

Design and Layout
Mehdi Rabiee, BS

Published by
Vice Chancellor for Research,
Shiraz University of Medical Sciences
P.O. Box: 71345-1978
Shiraz, Iran
Tel: +98 71 32357282
Fax: +98 71 32307594
Email: vcrdep@sums.ac.ir

Address
International Journal of Community Based 
Nursing and Midwifery,
P.O. Box: 71345-1359  
Shiraz, Iran
Tel: +98 71 36474287
Fax: +98 71 36474287
Email: ijcbnm1@sums.ac.ir
Web: http://ijcbnm.sums.ac.ir

نام : مجله بین المللی پرستاری و مامائی جامعه نگر 
مدیر مسئول: فریبا قدس بین جهرمی 

صاحب امتیاز: دانشگاه علوم پزشکی شیراز 
چاپخانه: صبح امروز

مجوز انتشار: شماره  92/23436 مورخ  92/8/28
وزارت فرهنگ و ارشاد اسلامی



Editorial Board
Maryam Alaradi, PhD, Senior Lecturer in Nursing, School of Nursing and Midwifery, Royal College of 
Surgeons in Ireland Medical University of Bahrain, Muharraq, Muharraq Governorate, Bahrain 
Abbas Ebadi, PhD, Professor in Nursing, School of Nursing and Midwifery, Behavioral Sciences Research 
Center, Research Institute for Life Style, Baqiyatallah University of Medical Sciences,Tehran, Iran 
Fariba Ghodsbin, PhD, Assistant Professor in Nursing Education, Department of Nursing, School of Nursing 
and Midwifery, Community Based Psychiatric Care Research Center, Shiraz University of Medical Sciences, 
Shiraz, Iran 
Shayesteh Jahanfar, PhD, Associate Professor in Public Health and Community Medicine, Department of Public 
Health & Community Medicine, Tufts University of Medicine, Boston, MA, US 
Roksana Janghorban, PhD, Associate Professor in Reproductive Health, Department of Midwifery, School 
of Nursing and Midwifery, Maternal-fetal Medicine Research Center, Shiraz University of Medical Sciences, 
Shiraz, Iran 
Neti Juniarti, PhD, Senior Lecturer in Nursing, Head of Community Health Nursing Department, Faculty of 
Nursing Universitas Padjadjaran, Bandung, West Java, Indonesia 
Abbasali Keshtkar, PhD, Assistant Professor in Epidemiology, Department of Health Sciences Education 
Development, School of Public Health, Tehran University of Medical Sciences, Tehran, Iran 
Robab Latifnejad, PhD, Professor in Reproductive Health, Department of Midwifery, School of Nursing 
and Midwifery, Nursing and Midwifery Care Research Center, Mashhad University of Medical Sciences, 
Mashhad, Iran 
Hamdia Mirkhan Ahmed, PhD, Professor in Maternity Nursing, College of Health Sciences, Hawler Medical 
University,Kurdistan Region, Iraq 
Zahra Molazem, PhD, Professor in Nursing, Department of Nursing, School of Nursing and Midwifery, 
Shiraz University of Medical Sciences, Shiraz, Iran 
Marzieh Momennasab, PhD, Associate Professor in Nursing, Department of Nursing, School of Nursing and 
Midwifery, Shiraz University of Medical Sciences, Shiraz, Iran 
Ana Monza, PhD, Assistant Professor in Psychology and Education, Coordinator of the Public Mental Health 
Department, Faculty of Psychology, Montevideo, Uruguay 
Cynthia Pearl Pitter, PhD, Lecturer in Nursing and Midwifery, UWI School of Nursing, University of the 
West Indies, Mona, Jamaica 
Mahnaz Rakhshan, PhD, Associate Professor in Nursing, Department of Nursing, School of Nursing and 
Midwifery, Community Based Psychiatric Care Research Center, Shiraz University of Medical Sciences, 
Shiraz, Iran 
Hadi Raeisi Shahraki, PhD, Assistant professor in Biostatistics, Department of Epidemiology and 
Biostatistics, School of Health, Modeling in Health Research Center, Shahrekord University of Medical 
Sciences, Shahrekord, Iran 
Mariana Santos Felisbino-Mendes, PhD, Professor in Nursing, Department of Maternal and Child Nursing 
and Public Health and Nursing Graduate Program, Nursing School, Universidade Federal de Minas Gerais, 
Brazil 
Farkhondeh Sharif, PhD, Professor in Nursing, Department of Nursing, School of Nursing and Midwifery, 
Community Based Psychiatric Care Research Center, Shiraz University of Medical Sciences, Shiraz, Iran 
Hamid Sharif Nia, PhD, Associate Professor in Nursing, Department of Nursing, Amol School of Nursing, 
Mazandaran University of Medical Sciences, Amol, Iran 
Nasrin Shokrpour, PhD, Professor in Teaching English as a Foreign Language, Department of English 
Language, School of Paramedical Sciences, Shiraz University of Medical Sciences, Shiraz, Iran 
Camellia Torabizadeh, PhD, Professor in Nursing, Department of Nursing, School of Nursing and Midwifery, 
Shiraz University of Medical Sciences, Shiraz, Iran 



Aim and Scope: 
International Journal of Community Based 
Nursing and Midwifery (IJCBNM) is an 
international innovating peer-reviewed 
quarterly publication for Nurses, Midwives, 
related fields educators and researchers.
The Journal accepts original contributions 
of interest to those involved in all aspects 
of community practice, quantitative and 
qualitative research and management.
Manuscripts are publishable in the form of 
original article, review article, case report, 
letter to the editor, short communications, etc.
The Journal invites health care specialist 
concerned with any of these areas to submit 
material on topics including, but not limited to:
•	 Health promotion & disease prevention 

in all stages of human life
•	 Home - health care
•	 Patient & client education
•	 Individual care in the context of family 

and community 
•	 Health care delivery and health out come
•	 Continuity of care 

Editorial Independency: 
The IJCBNM benefits from editorial 
freedom. Our editorial policy is consistent 
with the principles of editorial independence 
presented by http://www.wame.org/
resources/policies#independence

Submission Process: 
Manuscripts should be sent through the on-
line submission system. http://ijcbnm.sums.
ac.ir

Peer Review Process: 
The articles are primarily evaluated by our 
statisticians and internal screeners who 
check the articles for any methodological 
flaws, format, and their compliance with the 
journal’s instructions. Then a submission 
code will be allocated and all the future 
contacts should be based on this code. 

Through a double-blind review, the articles 
will be reviewed by at least two external 
(peer) reviewers. Their comments will be 
passed to the authors and their responses 
to the comments along with the reviewers’ 
comments will then be evaluated by the 
Editor-in-Chief, and a final reviewer who 
can be a member of the Editorial Board. 
The final review process will be discussed 
in regular editorial board sessions and on 
the basis of the comments, and the journal’s 
scope, the Editor-in-Chief will decide which 
articles should be published.

Ethical Considerations: 
The Journal is a member of the Committee 
on Publication Ethics (COPE). COPE’s 
flowcharts and guidelines are approached 
in confronting any ethical misbehavior.  
The Journal also follows the guidelines 
mentioned in the Uniform Requirements 
for Manuscript Submitted to Biomedical 
Journals. http://www.icmje.org/#privacy. 
The research that involves human 
beings (or animals) must adhere to the 
principles of the Declaration of Helsinki.
(http:flowchart of the //www.wma.net/
en/30publications/10policies/b3/index.html
Please note that articles which have been 
partly or completely published in English or 
any other languages cannot be accepted in 
this Journal.
• Informed consent: All patients and 
participants of the research should be 
thoroughly informed about the aims of the 
study and any possible side effects of the 
drugs and intervention. Written informed 
consent from the participants or their legal 
guardians is necessary for any such studies. 
The Journal reserves the right to request the 
related documents.
• Authorship: Based on the Uniform 
Requirements for Manuscript Submitted to 
Medical Journals, “an Author” is generally 
considered to be someone who meets the 

Instructions to Authors

http://ijcbnm.sums.ac.ir
http://ijcbnm.sums.ac.ir
http://www.icmje.org/#privacy
http://www.wma.net/en/30publications/10policies/b3/index.html
http://www.wma.net/en/30publications/10policies/b3/index.html


following conditions 1, 2, 3, and 4.
1)  Substantial contributions to: the 
conception or design of the work; or the 
acquisition, analysis, or interpretation of 
data for the work
2) Drafting the work or revising it 
critically for important intellectual content 
3) Final approval of the version to be 
published 
4) Agreement to be accountable for 
all aspects of the work in ensuring that 
questions related to the accuracy or integrity 
of any part of the work are appropriately 
investigated and resolved
• Conflict of Interest: We request all 
the authors to inform us about any kinds 
of “Conflict of Interest” (such as financial, 
personal, political, or academic) that would 
potentially affect their judgment. Authors 
are preferably asked to fill the uniform 
disclosure form. http://www.icmje.org/coi_
disclosure.pdf
• Plagiarism: The authors are not allowed 
to utilize verbatim text of previously 
published papers or manuscripts submitted 
elsewhere.
• Copyright: If a manuscript contains 
any previous published image or text, it is 
the responsibility of the author to obtain 
authorization from copyright holders. The 
author is required to obtain and submit 
the written original permission letters for 
all copyrighted material used in his/her 
manuscripts.

Retraction Policy: 
The IJCBNM uses the COPE flowchart for 
retraction of a published article to determine 
whether a published article should be 
retracted. http://publicationethics.org/
resources/guidelines

Assignment of Copyright and Au-
thorship Responsibilities: 
Your article will not be published unless 
a Copyright Assignment Form has been 
signed and received by IJCBNM. http://

ijcbnm.sums.ac.ir/index.php/Ijcbnm/pages/
view/Forms.
You hereby warrant that “This article is an 
original work, has not been published before 
and is not being considered for publication 
elsewhere in its final form either in printed 
or electronic form” 

Paper Preparations:
Cover letter should contain a statement that 
you will not resubmit your article to another 
journal until the reviewing process will be 
completed. Also please indicate whether the 
authors have published or submitted any 
related papers from the same study.
Title Page of the article should include 1) 
the title of the article; 2) authors’ names; 
3) name of the institution where the work 
was done; 4) running title (short form 
of the main title presented on the top of 
pages); and 5) complete mailing address, 
telephone/fax numbers, and email address 
of the corresponding author. This page is 
unnumbered.
Abstract should be structured for original 
articles providing background/objective for 
the study, methods, results, and conclusion. 
It should not exceed 250 words altogether. 
Number this page as page 1. Abstracts 
of other types of contributions should be 
non-structured providing the essential 
information. When abstracting a review 
article a concise summary of the salient 
points should be addressed. Preferably, 
abbreviations should not be mentioned in the 
abstract.
Keywords are used for indexing purposes; 
each article should provide three to five 
keywords selected from the Medical Subject 
Headings (MeSH). http://www.nlm.nih.gov/
mesh/
Introduction should provide a context or 
background and specifies the purpose or 
research objective of the study or observation.
Method must indicate clearly the steps taken 
to acquire the information. Be sure that it 
includes only information that was available 



at the time the plan or protocol for the study 
was written. It should be detailed (including: 
controls, inclusion and exclusion criteria, 
etc) and may be separated into subsections. 
Repeating the details of standard techniques 
is best avoided. If the questionnaire used in 
the paper is researcher-made, the construct 
validity of it must be mentioned.
For reports of randomized controlled trials, 
authors should refer to the CONSORT 
statement. http://www.consort-statement .org/
All randomized clinical trials should 
be registered in any international RCT 
registration centers approved by the WHO. 
For research conducted in Iran, it is advised 
to register at IRCT. www.irct.ir
Reporting guidelines such as STROBE, 
STARD, and PRISMA would help you to 
produce high quality research and to provide 
all required information and evidence for 
related methodology. EQUATOR Network 
website would help you in using these 
guidelines. www.equator-network.org
The software used for statistical analysis and 
description of the actual method should be 
mentioned.
Results should be presented in chronological 
sequence in the text, table, and illustration. 
Organize the results according to their 
importance. They should result from your 
own study.
Tables and illustrations must be cited in 
order which they appear in the text; using 
Arabic numerals. Tables should be simple and 
should not duplicate information in the text 
of the paper. Figures should be provided only 
if they improve the article. For radiographic 
films, scans, and other diagnostic images, as 
well as pictures of pathology specimens or 
photomicrographs, send the high resolution 
figures in jpeg or bitmap format. Color 
photographs, if found to improve the article, 
would be published at no extra-charge at the 
print version of the journal. Type or print out 
legends for illustrations on a separate page, 
and explain the internal scale and identify 
the method of staining in photomicrographs.

Discussion should emphasize the new 
and important aspects of the study and 
the conclusions that follow them. Possible 
mechanisms or explanations for these 
findings should be explored. The limitations 
of the study and the implications of the 
findings for future research or clinical 
practice should be explored.
Conclusion should state the final result that 
the author(s) has (have) reached. The results 
of other studies should not be stated in this 
section.
Supplementary Materials such as movie 
clips, questionnaires, etc may be published 
on the online version of the journal.
Any technical help, general, financial, and 
material support or contributions that need 
acknowledging but do not justify authorship, 
can be cited at the end of the text as 
Acknowledgments.
References should be complied numerically 
according to the order of citation in the text 
in the Vancouver style. The numbers of 
references should not preferably exceed 40 
for original articles, 15 for brief, and 8 for 
case reports.
For the references credited to more than 6 
authors please provide the name of the first 
six authors and represent the rest authors by 
the phrase “et al.”
For various references please refer to “the 
NLM style guide for authors, editors, and 
publishers”. http://www.ncbi.nlm.nih.gov/
books/NBK7256/ 
Listed below are sample references.
Journal Article:
•	 Gaydess A, Duysen E, Li Y, Gilman V, 
et al. Visualization of exogenous delivery of 
nanoformulated butyrylcholinesterase to the 
central nervous system. Chem Biol Interact. 
2010;187:295-8. 
•	 Javan S, Tabesh M. Action of carbon 
dioxide on pulmonary vasoconstriction. J 
Appl Physiol. In press 2005
Complete Book:
•	 Guyton AC: Textbook of Medical 
Physiology. 8th ed. Philadelphia, PA, 

http://www.equator-network.org


Saunders, 1996.
Chapter in Book:
•	 Young VR. The role of skeletal muscle 
in the regulation of protein metabolism. In 
Munro HN, editor: Mammalian protein 
metabolism. Vol 4. San Diego; Academic; 
1970. p. 585-674.

Language and Style: 
Contributions should be in either American 
or British English language. The text must 
be clear and concise, conforming to accepted 
standards of English style and usage. Non-
native English speakers may be advised to 
seek professional help with the language. 
All materials should be typed in double line 
spacing numbered pages. Abbreviations should 
be standard and used just in necessary cases, 

after complete explanations in the first usage. 
The editorial office reserves the right to edit 
the submitted manuscripts in order to comply 
with the journal’s style. In any case, the authors 
are responsible for the published material.

Correction of Errata:
The journal will publish an erratum when 
a factual error in a published item has been 
documented.

For further information please contact the 
Editorial Office:
Tel: +98 71 36474287
Fax: +98 71 36474287
Email: ijcbnm@sums.ac.ir
Website: http://ijcbnm.sums.ac.ir 



InternatIonal Journal of CommunIty 
Based nursIng and mIdwIfery

Vol. 12, No. 2, April 2024

Original Articles
Booklet and Motivational Interviewing to Promote Self-efficacy in Parents/Caregivers of Children 
with Asthma: A Clinical Trial
Lima KF, Lima RBS, Ruiz VMT, Mendes ERR, Rocha DMA, Brito LCS, Santos MBL, Ferreira LCC, Gaspar 
MWG, Melo RCO, Dalcin CB, Barbosa LP 76

Highly Educated Mother’s Perception of Childhood Vaccination Hesitancy in Kazakhstan: A 
Thematic Analysis
Abdirakhman T, Balay-Odao EM, Aljofan M, Cruz JP 86

The Effect of Happiness Educational Program of Fordyce on the Sense of Coherence and 
Psychological Well-being of Adolescents with a Parent with Cancer: A Randomized Clinical Trial
Forutannasab R, Karimi Z, Zoladl M, Afrasiabifar A 98

Exploring Health Providers’ Perspective Regarding the Needs of Adolescent Mothers During 
Breastfeeding: A Qualitative Study
Yas A, Karimi FZ, Moghri J, Heydari A, Khadivzadeh T 109

Comparative Investigation of Genital Self-image and Sexual Function in Women with and Without 
a History of Female Genital Cosmetic Procedures: A Cross-sectional Study
Sasanfar T, Maasoumi R, Ataei M, Haghani S, Nekoolaltak M 121

Letters to Editor
Emergency Psychiatric Care in Primary Healthcare in Indonesia
Pragholapati A, Fitrikasari A, Handayani F 135

Psychological Capital: A Primary Prerequisite for Health Promotion of Family Caregivers of 
Older Adults
Barati Rizi S, Pashaeypoor S 137



Copyright: ©International Journal of Community Based Nursing and Midwifery. This is an open-access article distributed 
under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 International

Original Article
Booklet and Motivational Interviewing to 

Promote Self-efficacy in Parents/Caregivers of 
Children with Asthma: A Clinical Trial

Abstract
Background: Asthma is the most common chronic disease in childhood which accounts for numerous 
annual hospitalizations due to a lack of management and proper management of the disease. Thus, 
this study aimed to evaluate the effect of using an educational booklet with or without combination 
with motivational interviewing (MI) on the self-efficacy of parents/caregivers in the control and 
management of childhood asthma.
Methods: A clinical trial was carried out with 86 parents/caregivers of children with asthma aged 
between 2 and 12 years who were followed up in primary health care units from March 2019 to 
December 2020. Participants were randomly assigned to two groups: one of the groups read the booklet 
and the other read the booklet combined with the MI. The Brazilian version of the Self-Efficacy and 
Their Child’s Level of Asthma Control scale was applied before and 30 days after the intervention 
for assessment of self-efficacy. Data were analyzed using SPSS version 20.0 and R 3.6.3 software. P 
values<0.05 were considered significant.
Results: There were 46 participants in the booklet group and 40 in the booklet and MI group. Both 
groups were effective in increasing total self-efficacy scores after the intervention (P<0.001). No 
statistically significant difference was found between the scores of the two groups (P=0.257). 
Conclusion: The educational booklet with or without combination with MI can increase the self-
efficacy of parents/caregivers of children with asthma. The findings could be considered by healthcare 
providers for the empowerment of caregivers of children with asthma in the control and management 
of their children’s asthma.
Trial Registration Number: U1111-1254-7256.

Keywords: Asthma, Children, Self efficacy, Health education, Nursing

Please cite this article as: Lima KF, Lima RBS, Ruiz VMT, Mendes ERR, Rocha DMA, Brito LCS, Santos MBL, 
Ferreira LCC, Gaspar MWG, Melo RCO, Dalcin CB, Barbosa LP. Booklet and Motivational Interviewing to 
Promote Self-efficacy in Parents/Caregivers of Children with Asthma: A Clinical Trial. IJCBNM. 2024;12(2):76-85.  
doi: 10.30476/IJCBNM.2024.99428.2304.
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Introduction

Asthma is considered the most common chronic 
disease among children.1 It affects between 1% 
and 18% of the world population.2 In 2019, 
there were 262 million people with asthma and 
455,000 deaths were caused by the disease.3 
Asthma is an underdiagnosed and undertreated 
disease, especially in low- and middle-income 
countries.1 

According to the records of the Department 
of Informatics of the Brazilian Unified Health 
System from January 2021 to June 2022, there 
were about 56,809 hospitalizations in the age 
group of 1 to 9 years, due to asthma. The 
southeast and northeast regions of Brazil 
had the highest rates of hospitalizations and 
deaths, respectively, contributing to about 
US$ 34 million of the hospitalization costs 
for the Unified Health System.4

The occurrence of symptoms such as 
wheezing, shortness of breath, chest tightness, 
and cough together with variable limitation 
of expiratory airflow can cause exacerbation 
of symptoms and/or acute asthma attacks, 
which may result in hospitalizations and, 
rarely, in deaths.2, 5 However, with proper 
asthma management, it is possible to achieve 
and maintain clinical control, improving the 
quality of life of individuals with asthma.2

Previous studies have described self-
efficacy as one of the modifiable factors that 
can improve management related to childhood 
asthma, clinical outcomes, and quality of life 
for children and families.6, 7 Self-efficacy is the 
personal belief that behavior can produce the 
desired result and can be decisive in the health 
behavior that should be adopted, how much 
effort will be invested, and how long it will 
be maintained in the face of difficulties and 
unforeseen circumstances.8 Thus, educational 
technologies based on the self-efficacy of 
parents/caregivers in asthma management 
have been widely used to promote healthy 
behaviors.9, 10 

Previous experiences showed that 
educational intervention for parents/
caregivers of children with asthma can 

influence self-efficacy beliefs directly related 
to the subject’s motivation and resilience to 
perform a given task.11, 12 Motivation is a key 
component of the behavior change process as it 
guides and maintains goal-related behaviors.13 
Given this, printed educational technologies 
combined with motivational interviewing 
(MI) have been highlighted as the strategies 
that can increase self-efficacy to promote 
healthy behaviors.14, 15 MI is an individual 
counseling approach that can resolve the 
ambivalence that the individual may have 
health behaviors in favor of change.16 It is a 
collaborative conversation style, which aims 
to strengthen the individual’s motivation 
and commitment to behavioral change. In 
addition, MI favors a horizontal relationship 
between the professional and the patient as 
well as qualified and humanized care.16 

Other studies have related MI and self-
efficacy to the management and control of 
chronic diseases. A study carried out in Turkey 
in which an intervention was carried out using 
MI found a significant difference, indicating 
that the mean self-efficacy scores of patients 
with chronic obstructive pulmonary disease 
in the group that received the intervention 
were superior to those in the control group.17

Furthermore, a systematic review analyzed 
the effectiveness of technological interventions 
to improve health communication with 
children with chronic illnesses and included 
studies with printed, audiovisual, and other 
types of educational technologies. Most 
studies demonstrated positive results for self-
management behaviors and symptoms, quality 
of life, and improvement of the individuals’ 
knowledge regarding their health status.8

The absence of educational technologies 
associated with MI to promote parents/
caregivers’ self-efficacy in controlling 
childhood asthma indicates the need for more 
interventional studies and support strategies 
for parents/caregivers.8 This population lacks 
support and guidance in the management of 
childhood asthma, and the care provided by it 
is fundamental to effectively improving health 
conditions and controlling asthma.5
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Due to the positive effect of MI, we 
assessed the effect of the use of an educational 
booklet combined with MI on the self-efficacy 
of parents/caregivers in the control and 
management of childhood asthma.

Materials and Methods

This is an uncontrolled clinical trial carried 
out from March 2019 to December 2020 with 
86 parents/caregivers of children with asthma 
aged between 2-12 years receiving care in 
two primary healthcare units (PHCUs) in the 
municipality of Fortaleza, capital of the state 
of Ceará, which is in the Northeast region of 
Brazil.

In Brazil, healthcare is provided by the 
Brazilian Unified Health System (SUS, as per 
its Portuguese acronym). SUS is organized 
into health networks, with Primary Care 
being the first level of care, where the patients 
have their first contact with health services, 
through PHCUs that are linked to the territory 
and are the main gateway to health services. 
The municipality of Fortaleza has the Program 
for Comprehensive Care for Children and 
Adults with Asthma (PROAICA, as per its 
Portuguese acronym),18 which is affiliated 
to SUS and aims to follow up people with 
asthma in the context of primary care, with 
children being the main target group. For 
these reasons, PHCUs were chosen as the 
setting for the study.

It should be noted that the municipality 
of Fortaleza is divided into six Regional 
Executive Secretariats (RES), which account 
for implementing municipal public policies, 
including the management of health units in the 
neighborhoods within their area of coverage. 
The RES and two PHCUs in the region were 
selected through a simple random draw using 
an opaque envelope. The two PHCUs belong 
to RES 5, where the study was carried out. 
Eligible participants were assigned randomly 
to each intervention group.19, 20

The clinical trial consisted of two 
experimental groups, which received the 
interventions.19, 21 Thus, experimental group 

A received the printed educational booklet for 
reading as an intervention, while experimental 
group B received the booklet to read and 
then participated in the MI. Both groups 
took the educational booklet home after the 
intervention.

The main researcher was aware of the 
allocation of participants because she 
was responsible for the intervention, and 
the parents/caregivers were aware of the 
intervention they were going to receive. 
However, the team responsible for collecting 
data by telephone calls was unaware of the 
groups. At the beginning of the call, the 
participants were instructed not to mention 
the interventions held in the PHCUs. The 
statistical team was also unaware of the 
participants allocated to the analyzed groups. 

The sample size was calculated at 42 
patients in each group based on average self-
efficacy scores calculated from a previous 
study,20 error of 5% (α=0.05), power of 
80% (β=0.20), μ1=68.13, μ2=64.91, σ1=5.23, 
σ2=5.23, and use of the comparison formula 
between the two means. The sample was 
calculated using the R 3.6.3. software using 
the following formula:

The inclusion criteria in the study were 
being parents/caregivers of at least one child 
between 2-12 years old, being diagnosed 
with asthma and under inhaler treatment 
as followed up in the PHCUs mentioned 
above, having a cell phone or landline, being 
literate parents/caregivers and not having 
visual and/or hearing impairments. In turn, 
the exclusion criteria were parents/caregivers 
who discontinued participating at some point 
in data collection.

Groups A and B started and remained with 
46 and 40 participants, respectively, even after 
30 days of follow-up (Figure 1). It should be 
noted that data collection took place during 
the social isolation due to the COVID-19  
pandemic. In Ceará, during this period, 
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follow-up through PROAICA was suspended 
due to the elective nature of the program. 
This made it difficult to complete the sample 
calculation in group B due to the end of the 
period determined for data collection.

Two instruments were used to collect the 
data, which were applied by a trained team. 
The first covered the sociodemographic and 
clinical data of the parents/caregivers of 
children with asthma. The second was the 
Brazilian version of the STCLA-VB, designed 
by Wood et al.,21 which was subsequently 
translated, adapted, and validated to Brazilian 
Portuguese by Gomes et al.22 The Content 
Validity Index of this scale is 0.8822, and 
Cronbach’s alpha is 0.92.23 The scale is 
divided into two domains: expectations of 
efficacy, with seven items, and expectations 
of outcome, with ten items. The responses 
are scored using a five-point Likert scale, in 
which 1 means “totally disagree” and 5 means 
“totally agree” with total scores varying from 
17 to 85 points; the higher the score, the 
greater the confidence of parents/caregivers 

in terms of management of asthma.
Data were collected through the application 

of the form and the scale (1st assessment); then, 
groups A and B received the educational 
interventions, as detailed below; and finally, 
the scale was applied 30 days after the start 
of data collection (2nd assessment). 

Both groups used the educational booklet 
entitled “Are you able to control your 
child’s asthma: Let us learn together?” The 
booklet has 40 pages and was developed 
using Bandura’s Self-Efficacy Theory24 as a 
theoretical reference, which was validated for 
content (CVI: 0.93), technical aspects (CVI: 
0.96), clear language (CVI: 0.91), practical 
relevance (CVI: 0.93), theoretical relevance, 
and validated by the parents/caregivers of 
children with asthma aged between 2- 12 
years old (CVI: 0.99).10 The booklet content is 
divided into nine topics: 1. What is asthma?; 2. 
Let’s learn what can cause asthma symptoms; 
3. Let’s learn how to reduce asthma triggers; 
4. Let’s learn about the importance of the 
health service; 5. Let’s learn when the child 

Figure 1: CONSORT flowchart of the study participants
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needs to take medication; 6. Let’s learn when 
an asthma attack needs to be treated in the 
emergency room; 7. Let’s learn how to use 
the asthma pump; 8. Let’s learn how to keep 
the child’s mouth healthy; and 9. Controlled 
asthma improves health and well-being.12 It 
should be noted that topics 1 to 8 are part of 
the domain expectations of efficacy and topic 
9 is part of the domain expectations of the 
outcome. In addition, the booklet was based 
on the four sources of self-efficacy, as shown 
in Figure 2.

The participants in the groups read the 
entire booklet in the presence of the researcher, 
in a room at the PHCU, for approximately 
15 minutes, and took it with them after the 
intervention. The booklet was prepared with 
simple, clear, and direct language, optimizing 
the reading process. 

After the participants in group B finished 
reading the booklet, they also received an MI 
in the same room at the PHCU, lasting for 
25-30 minutes, allowing parents/caregivers 
to express their opinions about the booklet 
and the covered topics. MI consists of an 
intervention that can be carried out briefly and 
in a single session.25 To ensure the quality of 
the interview, a script was used that guided the 
main researcher during the interview, based 
on a communication style centered on the 
individual to increase personal motivation and 
commitment to behavioral change by evoking 
and intensifying the individual’s reasons for 
change. Furthermore, the script also sought 

to consider Bandura’s theory of self-efficacy 
to improve expectations of effectiveness and 
outcome.11 

MI was conducted by a single and 
previously trained researcher according 
to a standard procedure. The interviewing 
process followed three basic communicative 
skills: asking, informing, and listening.15 The 
communicative skills of listening, asking, and 
informing were permeated by listening to the 
participants’ conversations and their personal 
and vicarious experiences, seeking to evoke 
the motivations of the parents/caregivers based 
on the illustrations in the booklet that deals 
with the care of children in the management 
and control of childhood asthma.

Telephone calls to follow up the self-
efficacy levels of parents/caregivers using the 
STCLA-VB scale to control childhood asthma 
took place 30 days after the first assessment 
with the scale. The same sentence order and 
voice intonation were followed in all the calls. 
It should be noted that the telephone follow-up 
team was unaware of the allocation of the 
study participants. For participants who did 
not respond to the first contact, new calls were 
made on the following days, at the same time 
as chosen. At least three attempts were made 
over three consecutive days. After that, a new 
attempt was made after five more days in the 
case of participants who did not answer the 
calls. Thus, there was no loss of segment in 
this study.

Data were tabulated and analyzed using 

Figure 2: Structure of the content of the booklet according to the sources of self-efficacy
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SPSS version 20.0 and R 3.6.3 software. The 
Shapiro-Wilk test was performed to check the 
normality of the data. The Bartlett’s test was 
used to check the homogeneity of variances. 
Mean self-efficacy scores calculated between 
sociodemographic categories were associated 
using Pearson’s chi-square test. Within-
group comparisons of mean self-efficacy 
scores before and after the intervention were 
performed using the paired t-test. Between-
group comparisons were made using the 
independent t-test. A significance level of 95% 
was considered for all tests. P values <0.05 
were considered significant.

The present study was approved by the 
Research Ethics Committee of the Federal 
University of Ceará (number: U1111-1254-
7256). All participants signed a written 
consent at the beginning of the study and data 
confidentiality, voluntary participation, and 
the right to withdraw from the study were 
guaranteed.

Results 

Eighty-six parents/caregivers met the inclusion 
criteria. The mean age was 36±9 years. In both 
groups, most participants were 31 years old or 
older, worked outside the home, and had a family 
income of up to R$ 1.497,00. The chi-square test 
showed no significant difference between the 

groups regarding age, education, occupation, 
and family income (P>0.05) (Table 1). Therefore, 
the groups were considered homogeneous in 
terms of baseline characteristics.

The paired t-test showed that both groups 
revealed a statistically significant increase in 
the means of the two domains (expectations 
of effectiveness and expectations of outcomes) 
and in the mean of the total STCLA-VB scores 
(P<0.001) after the intervention (Table 2).

The independent t-test showed that before 
the intervention, the participants in the 
booklet and MI group had higher scores than 
those in the booklet group on the total scale 
(P=0.033) and in the expectations of outcome 
domain (P=0.032). However, one month after 
the intervention, the total scores (P=0.257), 
expectations of efficacy domain (P=0.105), and 
expectations of outcome domain (P=0.996) 
had no statistical difference between the two 
groups. After and before differences of total 
and domain scores of self-efficacy in each 
group were compared together and showed 
no statistically significant difference (P>0.05). 

Discussion 

The findings of this study showed that the 
interventions of application of the booklet and 
application of the booklet plus MI effectively 
increased the self-efficacy of the parents/

Table 1: Sociodemographic characteristics of parents/caregivers according to the educational booklet and 
motivational interviewing groups

Booklet group
(N=46)

Booklet and motivational 
interviewing group
(N=40)

P value*

N (%) N (%)
Parent/caregiver’s age group
18-30 15 (32.6) 8 (20) 0.283
>31 31 (67.4) 32 (80)
Education
Less than 9 years of study 26 (56.5) 19 (47.5) 0.535
More than 9 years of study 20 (43.5) 21 (52.5)
Parent/caregiver’s occupation  
Work outside the home 23 (50) 21 (52.5) 0.988
Perform household activities 23 (50) 19 (47.5
Family income (minimum wage)a

Up to one and a half minimum wage 35 (76.1) 25 (62.5) 0.257
More than one and a half minimum wage 11 (23.9) 15 (37.5)
*Chi-square test; aMinimum wage 998,00 BRL
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caregivers of children with asthma. This effect 
was not statistically different between the two 
groups. In general, the results showed that the 
intervention with the educational booklet was 
effective in increasing the self-efficacy scores of 
the parents/caregivers of children with asthma, 
regardless of the application of MI. The MI 
technique, despite being very effective in other 
contexts,13, 16 in this study did not generate 
significant differences about the application of 
it in comparison with the booklet alone.

A study that applied printed educational 
content and educational videos to patients with 
asthma found that concerning information 
about symptoms, the recall performance did 
not differ significantly between the participants 
in the printed content and video groups. This 
is in line with the findings of the present study 
in which the educational booklet was effective 
in passing on knowledge to parents/caregivers 
and increasing self-efficacy.26

The booklet has a theoretical basis that 
aims to raise not only the expectations of 
outcomes but also the expectations of the 
effectiveness of parents/caregivers, even in the 
face of the challenges of asthma management 
to achieve and maintain the control of the 
disease.10 Believing that its action will achieve 
a satisfactory outcome and feeling able to 
perform a certain behavior, despite obstacles, 
means that both expectations of outcome 

and effectiveness were achieved, which was 
demonstrated in this study by the increased 
scores in the two domains of the scale.16

Evidence from previous studies supports 
self-efficacy as the strongest predictor of 
health-promoting behaviors, emphasizing 
the importance of using this theoretical 
construct in planning and implementing any 
health intervention for patients with chronic 
illnesses.6, 13, 14, 16, 27

The combination of educational 
technologies and assessments at different 
time intervals can support the practice of 
professionals in the health education process.14 
The technique of MI combined with reading 
a printed educational booklet, both based on 
the theory of self-efficacy, can improve self-
efficacy and help individuals make behavioral 
changes to achieve a personal goal.16 It is 
known that MI is a technique that has also 
been implemented by some researchers to 
change behavior with satisfactory results in 
health promotion.28

The effectiveness of an asthma self-
management program based on Bandura’s 
theory of self-efficacy was assessed in a 
randomized clinical trial with a sample of 83 
adolescents.29 The program offered several 
strategies based on Bandura’s four sources 
of self-efficacy.7 In the direct or personal 
experience, a discussion was promoted 

Table 2: Comparison of the total and domain scores of the self-efficacy of parents of children with asthma 
before and after the intervention within and between two groups
Variable Booklet group Within 

booklet 
group 
P value*

Booklet and 
motivational 

interviewing group

Within 
booklet 
and moti-
vational 
inter-
viewing 
group 
P value*

Between two groups
P value**

Before 
the inter-
vention
(Mean± 
SD)

After the 
interven-
tion
(Mean± 
SD)

Before the 
interven-
tion
(Mean± 
SD)

After the 
interven-
tion
(Mean± 
SD)

Before 
the inter-
vention

After the 
interven-
tion

Expectations 
of efficacy 
domain score

24±5 28±1.9 <0.001 25±4.2 29±1.4 <0.001 0.279 0.105

Expectations 
of outcome 
domain score

44±8 49±1.1 <0.001 47±3.8 49±1.3 <0.001 0.032 0.996

Total scale 
score

68±13 78±2.4 <0.001 73±7.2 78±2.6 <0.001 0.033 0.257

*Paired t-test; **Independent t-test



Promotion of self-efficacy in caregivers of children with asthma

IJCBNM April 2024; Vol 12, No 2 83

about the desires and objectives that could 
be achieved in the program. In the vicarious 
experience, the study sought to achieve the 
domains of asthma self-management skills 
according to the models that were presented 
in the booklet. For verbal persuasion, phone 
calls and text messages were used; also, in 
the physiological and emotional states, the 
study tried to work on the feelings that could 
be experienced during an asthma attack. The 
results demonstrated the positive effects of 
an asthma self-management program with 
improvements in self-efficacy, outcome 
expectations, prevention, and asthma 
management behaviors.

In the present investigation, the content of 
the booklet used in the intervention was also 
prepared with the aim of covering the four 
sources of self-efficacy. Given that parents/
caregivers received the booklet, this allows 
us to infer that easy access made them take 
ownership of the information, in the long 
term, through reading without the help of a 
professional.

The results are consistent with those of 
an experimental study that analyzed three 
interventions: booklet, video, and booklet 
and video combined to promote maternal self-
efficacy in preventing childhood diarrhea.14 
Two months after the intervention, the booklet 
group was the one with the highest average 
self-efficacy, demonstrating that the printed 
educational material constructed based on 
the four sources of self-efficacy is effective in 
increasing self-efficacy scores. Furthermore, 
a systematic review recommends the use of 
strategies to promote self-efficacy to optimize 
effectiveness in the management of chronic 
diseases such as asthma.30

The results of this study are important, 
since childhood asthma is responsible for high 
annual healthcare costs and is one of the main 
reasons for emergency care, hospitalizations, 
school absenteeism, and parents’ lost 
workdays.31 This study was an attempt to make 
technologies available elaborated based on the 
Self-Efficacy Theory to promote self-efficacy 
and improve the control and management of 

childhood asthma. Although the difference 
between the interventions did not present 
statistical significance, in both groups the 
educational booklet was able to promote the 
self-efficacy of parents/caregivers of children 
with asthma. Therefore, the results of this 
study allow us to infer that the use of MI 
becomes optional to increase the effectiveness 
of parents/caregivers of children with asthma. 
However, more research is needed to evaluate 
the effect of MI in promoting self-efficacy and 
achieving asthma control and management. A 
randomized clinical trial, carried out in Iran, 
found that MI was effective in improving 
self-efficacy, beliefs about medications, and 
medication adherence among 52 adolescents 
after three sessions, held individually, one 
hour per week.13

This study is the first to evaluate the use 
of an educational booklet with or without MI 
on the self-efficacy of parents/caregivers in 
the control and management of asthma. The 
study had limitations related to the difficulty 
in establishing contact by telephone, carrying 
out the intervention in a single moment, and 
sample supervision for only 30 days.

Conclusion

The use of an educational booklet with or 
without MI increased the self-efficacy of parents/
caregivers of children with asthma. The findings 
can be useful for healthcare providers to promote 
the empowerment of caregivers of children with 
asthma in the control and management of their 
children’s asthma. 
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Abstract
Background: Vaccine hesitancy among parents directly affects the child’s vaccination status since 
they are the legal decision-makers regarding vaccinating their children. The study aimed to describe 
the perceptions of highly educated Kazakhstani mothers about childhood vaccination hesitancy. 
Methods: The study utilized a thematic analysis to explore the mothers’ perceptions. A sample of 
95 participants comprehensively answered the free-text questions in an online questionnaire from 
January to February 2023. The analysis of the free-text responses followed a semantic thematic 
analysis approach. The data were coded manually. 
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healthcare system, and social learning factors. 
Conclusion: The perceptions of Kazakh mothers about childhood vaccination hesitancy may lead 
to behaviors of delaying and refusing some or all childhood vaccines. Therefore, motivational and 
educational strategies can be used by healthcare providers to instill trust in parents about childhood 
vaccines and their safety and effectiveness. 
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Introduction

Poor vaccine adherence may lead to outbreaks 
of vaccine-preventable diseases. In 2022, the 
World Health Organization (WHO) reported 
a 400% increase in measles cases in Africa 
compared to the same period in 2021 due to a 
lack of access to vaccines and disruptions caused 
by the COVID-19 pandemic. Similarly, 145 
measles cases were registered in Kazakhstan 
from the beginning of 2023, most of which 
were among unvaccinated children or children 
whose vaccination status was unknown.1 There 
are various reasons for vaccine hesitancy. In 
a large study which identified the barriers to 
influenza vaccine uptake, more than 70 vaccine 
hesitancy determinants were recognized.2 
They were classified into contextual (access to 
vaccines, frequency of doctor’s appointments), 
psychological (risk perception, attitude, 
knowledge, experience), sociodemographic 
(age, gender, social status), and physical 
(alcohol consumption, smoking, low physical 
activity) barriers.2 In a different study, the 
factors influencing parental decision-making 
regarding childhood vaccination included trust 
in the healthcare workers and healthcare system, 
social norms (viewing vaccination as a “normal 
thing to do”), the influence of social networks 
and the Internet, knowledge about vaccines 
and primary sources of information, individual 
perception of risks of  vaccines and contraction 
of vaccine-preventable diseases and beliefs 
regarding health in general.3 A previous study 
highlighted three main determinants of vaccine 
hesitancy among parents: risk perception, trust 
in healthcare providers, and social norms.4 

Perception of risk is one of the most reported 
determinants of vaccine hesitancy among 
parents. Risk perception can be explained in 
terms of parental concerns about developing 
adverse effects from receiving the vaccines 
versus the negative consequences of being 
infected with the vaccine-preventable disease 
and the likelihood of the child contracting 
it.5 Vaccine hesitancy is associated with low-
risk perception, indicating that parents delay 
or refuse vaccination due to beliefs of low 

susceptibility to the infection and concerns 
that the child will have a severe adverse 
reaction to the vaccine.6, 7 

Sources of information shape an individual’s 
perception of vaccines. Trusting the healthcare 
system and healthcare providers has a significant 
influence on an individual’s vaccination 
behavior. Vaccine hesitancy is associated 
with distrust or low trust in the medical 
system and healthcare providers.8, 9 Therefore, 
individuals and parents who treat governmental 
healthcare agencies and medical professionals 
as trustworthy sources of information are 
more likely to vaccinate themselves and their 
children. Moreover, parental trust in friends’ 
and family’s opinions regarding vaccination 
predicted vaccine hesitancy.9 The mistrust 
in healthcare providers and systems can be 
explained by the person’s belief that medical 
staff have negative motives and are not acting 
in the patient’s best interest.10 Additionally, an 
overwhelming amount of correct and incorrect 
information on childhood vaccination makes 
the decision-making process more difficult. 
Therefore, the accurate or inaccurate beliefs 
that an individual had before reading new 
information on vaccination or refutation 
of common misconceptions significantly 
influence whether this person will agree or 
disagree with the information.11 These common 
misconceptions include the disappearance of 
diseases that require vaccination, giving the 
child several vaccines overloading their immune 
system, diphtheria-tetanus-pertussis vaccine 
leading to sudden infant death syndrome and 
many others.12

The studies are inconsistent when it comes 
to the correlation between vaccine hesitancy 
and educational levels. In some countries 
such as Italy, Canada, and India, people with 
higher education levels were less likely to be 
vaccine-hesitant, while studies from Saudi 
Arabia, Norway, and Kazakhstan show that 
higher education levels are predictive of 
vaccine hesitancy.13-18 Thus, this study aimed 
to explore the perceptions of highly educated 
Kazakhstani mothers about childhood 
vaccination hesitancy.
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Materials and Methods

This thematic analysis study reports the results 
of a survey distributed online in Kazakhstan 
(KZ) from January to February 2023. A 
purposive sampling strategy was used to recruit 
the participants. A total of 95 participants 
comprehensively answered the free-text 
questions. The target population consisted of 
Kazakhstani mothers with a university level 
of education who were identified as vaccine-
hesitant, and presently with at least one child. 
Consent to participate was also included as 
a criterion for participation. The researchers 
identified the samples to be vaccine hesitant 
based on their responses on the survey 
quantitative question “Overall, how hesitant 
about childhood vaccination would you consider 
yourself to be?” (from a zero to 10 scale).  
Accordingly, the participants who rated their 
hesitancy level seven to 10 were considered 
vaccine-hesitant. Women who cannot write, 
are married without a child, have not finished 
a university level, and don’t know how to use 
computers were excluded from the study. In 
addition, the participants who were identified 
as vaccine-hesitant but did not provide answers 
to the open-ended questions were not included.

The researchers implemented online 
recruitment by sending a message through 
Nazarbayev University group email and social 
media. The recruitment message contained 
information about the study and the link to the 
informed consent. The contact information 
of the main investigator (PI) was indicated 
in the recruitment email, and participants 
were encouraged to send a message to the 
PI if they had any questions or clarifications 
about the study. Those who clicked “I agree 
to participate” in the informed consent were 
brought to the online survey. In contrast, those 
who clicked “I do not agree to participate” 
were directed to the disqualification page of 
the survey.

An online self-administered questionnaire 
in Kazakh and Russian languages was 
developed for data collection. The online 
questionnaire collected quantitative and 

qualitative data on vaccine hesitancy. Only 
the qualitative data, which was gathered using 
open-ended questions (“How important is 
childhood vaccination? Please explain your 
answer.”) and a comment section (“Please 
provide any comments that you have about 
childhood vaccination”) in the survey, were 
reported in this article. The participants’ 
responses to these questions elicited rich 
data on the perception of the participants 
on childhood vaccination hesitancy. The 
instruction to provide detailed responses 
to these questions was added to the 
survey. Experts in medicine, nursing, and 
vaccines evaluated the questionnaire. The 
questionnaire was piloted before it was 
distributed electronically through an online 
portal. Online surveys in qualitative studies 
are unique compared to other qualitative 
research methods because they allow for 
gathering data from a geographically diverse 
sample and ensure high anonymity.19, 20 This 
approach makes them an excellent method 
for investigating a phenomenon that is not 
well understood and is sensitive, such as the 
perception of parents on childhood vaccines. 
By using online surveys, researchers 
maintained the depth of qualitative methods 
while giving a voice to a more significant 
number of individuals, including participants 
who might be incapable of participating due 
to distance or personal obligations related to 
work and family.21 This broad perspective also 
includes individuals’ perspectives on social 
issues or are concerned about being publicly 
exposed, which is typical of those people with 
a visible difference.22

The analysis of the free-text responses 
followed a semantic thematic analysis 
approach.23 Getting acquainted with the data 
was the focus of the first step of the analysis. 
The researchers reviewed the data several 
times to obtain a feel of the content. The 
researchers manually coded the data. The 
codes were then produced when the researcher 
became acquainted with the data. Codes are 
designations applied to data segments with 
a common meaning. The next step was to 
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apply the codes to the data that had been 
generated. The researchers reviewed the data 
and assigned the correct code to each segment 
corresponding to that code. Initial themes were 
produced when all the codes were applied to 
the data. The researchers reviewed the data 
to ensure that all relevant segments were 
included in the suitable themes; then, they 
grouped similar themes into more significant 
categories. Finally, the themes were defined 
and named.

Strategies for ensuring trustworthiness 
in qualitative research were considered.24 
Credibility was ensured by using a consistent 
qualitative analysis method; the researchers 
built confidence by communicating regularly 
and organizing analytical notes into a 
codebook throughout the analysis process. 
Confirmability was ensured by acknowledging 
the limits inherent in the analysis of the online 
open-ended survey questions, as well as the 
biases and backgrounds of the researchers. 
The increase in transferability and reliability 
was accomplished by providing a detailed 
description of the data analysis methods used, 
and a large sample size of participants.

The study received approval from the 
Nazarbayev University School of Medicine 
Institutional Research Ethics Committee 
(NUSOM-IREC2022NOV#16), and the 

participants provided informed consent 
to partake in the study after receiving 
a comprehensive explanation of the 
study objectives and methodology. Their 
participation was entirely voluntary. 
Participants’ anonymity was preserved.

Results

All participants had a university level of 
education. Nearly half of the participants were 
30 to 39 years of age (49.5%). Most of them were 
residing in the central region of the country 
(Astana city, Akmola oblast’, Karagandy; 
71.6%). Over half of the participants had at least 
two children (57.9%) (Table 1).

Childhood vaccine hesitancy is the parent’s 
refusal to vaccinate their children against 
vaccine-preventable diseases despite the 
availability of vaccines. This study included 
perceptions from 95 Kazakh mothers with 
higher education in the analysis. From the 
in-depth analysis of the data, 285 initial codes 
were extracted. The combination of similar 
meanings and concept codes leads to 14 
sub-themes, finally yielding four significant 
themes: misconceptions about childhood 
vaccination, fear of the effect of the vaccine 
on children, distrust of the healthcare system 
and social learning factors (Table 2).

Table 1: Demographic characteristics of the participants
Characteristics N (%)
Age
18–29 years 33 (34.7)
30–39 years 47 (49.5)
40–49 years 13 (13.7)
50–59 years 2 (2.1)
Region in Kazakhstan
Central (Astana city, Akmola oblast’, Karagandy) 68 (71.6)
North Kazakhstan (Pavlodar, Kostanay) 8 (8.4)
West Kazakhstan (Aktobe, Atyrau, Mangystau) 1 (1.1)
East Kazakhstan 5 (5.3)
South Kazakhstan (Almaty, Zhambyl, Kyzylorda, Turkestan) 13 (13.7)
Number of Children
1 40 (42.1)
2 33 (34.7)
3 16 (16.8)
4 4 (4.2)
5 1 (1.1)
6 1 (1.1)
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1. Misconceptions about Childhood Vaccination
Kazakh mothers do not want their children 

vaccinated because of their misconceptions 
about childhood vaccination. Their 
misconceptions about the effects of childhood 
vaccination on children are a critical factor in 
vaccine hesitancy. 

1.a. Interference of Vaccine with the 
Development of Natural Immunity in Children

Some mothers believe that vaccines can 
interfere with the development of natural 
immunity in children. They may believe that 
vaccines provide only temporary immunity 
and that natural immunity is better for their 
child’s long-term health. 

“The body itself should produce immunity, 
and until one year of age, the child’s immunity 
develops naturally, and vaccines hinder that 
process.” (Mother belongs to the age group 
40-49, from Central KZ with three children)

1.b. Development of Vaccines Solely for the 
Profit of Pharmaceutical Companies

Another misconception of the mothers 
is that vaccines are developed solely for the 
profit of pharmaceutical companies. Thus, 
the parent sees that the vaccine is given to 
weaken the children’s immune system. Also, 
parents believe that there is a dearth of studies 
by companies on the effect of childhood 
vaccination on children, and the results are 

not transparent. 
“Vaccination is a remnant of pre-Soviet 

and Soviet times and Western commercial 
medicine. The purpose of vaccinating people 
is not to take care of people but to take care 
of corporate interests or other “good” 
intentions.” (Mother belongs to the age group 
30-39, from Central KZ with two children)

1.c. Babies’ Acquired Immunity from Parents 
who Acquired a Disease

The parents believe babies have acquired 
immunity from parents who acquired a 
disease, such as COVID-19, during pregnancy.  

“From birth, pediatricians did not offer 
such a thing, and there was no need since we 
had Covid again 2-3 times.” (Mother belongs 
to the age group 40-49, from Central KZ with 
a child)

2. Fear of the Effect of Vaccines on Children
One factor contributing to vaccine 

hesitancy is the perception that vaccines 
may negatively affect children’s immunity 
and health as they perceive that the vaccine 
is not safe or effective for their children. The 
participants fear the effects of vaccines on 
their children due to several reasons. 

2.a. Not Rigorously Tested Vaccines 
The participants perceived that childhood 

vaccines are not rigorously tested and 

Table 2: Sub-themes and themes generated from the data
Sub-Themes Themes
Interference of vaccine with the development of natural immunity in children

Misconceptions about 
Childhood VaccinationDevelopment of vaccines solely for the profit of pharmaceutical companies

Babies’ acquired immunity from parents who acquired a disease

Not rigorously tested vaccines Fear of the Effect of Vaccines 
on ChildrenProbability of children’s disability after vaccination

Lack of evidence-based effect of the vaccine

Problems in vaccine procurement
Distrust to the Healthcare 
System

Vaccine quality based on the country of origin
Approach of the medical practitioner
Failure of healthcare providers to fulfill their duties
Incompetent medical practitioners

Spread of misinformation about vaccines
Social Learning FactorsMisinformation from healthcare providers 

Family and peer influence
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monitored in medicine, making them unsafe 
and ineffective before being approved.

“In our case, vaccinations only worsened 
the health of the child. It was after vaccination 
that the child’s illnesses worsened.” (Mother 
belongs to the age group 28-29, from South 
KZ with a child)

“Strongly against vaccination of children 
against the disease because my health 
deteriorated after being vaccinated against 
the vaccine. Forced to be vaccinated under 
the threat of being fired.” (Mother belongs to 
the age group 30-39, from Central KZ with 
two children)

2.b. Probability of Children’s Disability After 
Vaccination

There is a common fear among some 
parents that their children may become 
disabled after vaccination. Some parents may 
also hesitate to vaccinate their children due 
to the fear of death or other serious adverse 
events. 

“After the vaccine, many children become 
autistic, and autistic symptoms appear. I 
heard it happened with some of my friends’ 
children. No thanks.” (Mother belongs to the 
age group 30-39, from East KZ with a child)

“Now, there are many diseases, for 
example Autism, and everyone associates this 
with vaccinations. For this reason, I did not 
vaccinate my third child.” (Mother belongs to 
the age group 30-39, from Central KZ with 
a child)

2.c. Lack of Evidence-based Effect of the 
Vaccine

Another fear of the participants is the lack 
of evidence-based effect of the vaccine on 
children. This concern about the effectiveness 
of vaccines affects the participant’s perception 
since they do not see the direct impact of 
the vaccine on their child’s health. They are 
concerned about the severity or frequency of 
side effects of the vaccine. This notion of the 
participant leads to mistrust in the safety and 
effectiveness of the vaccine.

“Vaccines are not fully researched; I can’t 

trust them about provision of child’s health.” 
(Mother belongs to the age group 30-39, from 
Central KZ with three children) 

3. Distrust to the Healthcare System
One identified reason for the mothers’ 

childhood vaccination hesitancy is their 
distrust of the healthcare system. The 
participants identified several reasons for their 
distrust of their healthcare about childhood 
vaccination.

3.a. Problems in Vaccine Procurement 
The lack of trust in governmental health 

agencies is due to problems in the procurement 
of vaccines, such as delays or concerns about 
the quality of vaccines. The concerns of the 
parents result in lower confidence in the 
vaccines, as well as the medical practitioners 
who are administering them.

“Unfortunately, our vaccines are not very 
good products, and the schedule for getting 
the vaccines is unclear! For example, I still 
wonder when and what my children should 
receive, what and when they should do them, 
and where to find out which ones they received 
and should receive ... everything is chaotic! 
...” (Mother belongs to the age group 18-29, 
from Central KZ with two children)

“…The main thing is they did not procure 
high-quality, proven, and certified vaccines 
from developed countries, but they buy 
vaccines from developing countries with a 
low level of healthcare.” (Mother belongs to 
the age group 18-29, from West KZ with a 
child)

3.b. Vaccine Quality Based on the Country of 
Origin

The parents also question the vaccine 
quality based on the country of origin. Some 
parents perceive that vaccine effectiveness 
varies depending on the country where the 
vaccine was produced. Parents’ concerns 
about the origin of the vaccine led to mistrust 
in the  efficacy and safety of the vaccine.

“I am more concerned about the quality 
of the vaccines. I remember that from 2011 to 
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2013 many children acquired serious diseases 
due to poor-quality vaccines imported from 
Indonesia. Later, a journalistic investigation 
showed that these vaccines were made with 
handicrafts and did not meet the standards. 
This is what I am really afraid of. It is very 
unfortunate if a woman, following all the 
recommendations, tries to bear a healthy 
child, provides him with decent care after 
birth, and some poor-quality vaccine can end 
the child’s health or life.” (Mother belongs to 
the age group 18-29, from West KZ with four 
children)

“I also do not trust the country of 
manufacture (for example, India) and I have 
the right to do so.” (Mother belongs to the age 
group 30-39, from Central KZ with a child)

3.c. Approach of the Medical Practitioner
During vaccine administration, mothers 

have concerns about the approach of 
the medical practitioner. Before vaccine 
administration, the mother observed no 
proper assessment of the child’s medical 
history, current health status, and potential 
risk factors. Failure to conduct a thorough 
assessment can lead to adverse reactions 
or complications, eroding trust in medical 
practitioners. Also, medical practitioners are 
considered incompetent due to their failure 
to perform assessments, approaches, and 
attitudes.

“Our doctors only vaccinate the child 
according to the schedule and protocol for a 
show, without examining, without determining 
the child’s general condition. I believe that 
before giving this or that vaccine, medical 
staff is obliged to check the general health of 
the child with the help of tests and only then 
vaccinate! not just to close the case and hand 
over these pieces of paper.” (Mother belongs to 
the age group 18-29, from East KZ with a child)

“My position is very ambiguous; I do not 
trust doctors after I experienced obstetric 
aggression against myself during childbirth. 
I do not trust GPs who cannot articulate their 
thoughts correctly, let alone cure someone.” 
(Mother belongs to the age group 30-39, from 

East KZ with a child)
Also, the mothers mistrust medical 

practitioners due to vaccine trauma. 
“I am not an anti-vaxxer, but I do not trust 

our doctors. There were many cases when 
people suffered from the mistakes of doctors. 
Take, for example, the case of HIV infection 
of children in the south of the country in the 
2000s. How many children have suffered, and 
how many families have broken up? These 
children depend on drugs for the rest of their 
lives. And what happened to those bad guys? 
If they and their children were also infected, 
it would be at least somehow fair ... I am for 
vaccination, but only with European vaccines 
because there is no trust in others.” (Mother 
belongs to the age group 18-29, from Central 
KZ with a child)

3.d. Failure of Healthcare Providers to Fulfill 
Their Duties

In addition, reluctance towards childhood 
vaccination can be attributed to the failure 
of healthcare providers to fulfill their 
duties. According to participants, healthcare 
providers are forcing the parents to vaccinate 
their children without proper assessment and 
explanation. As a result, the participants feel 
their right to make informed decisions about 
their child’s vaccination is being disregarded. 
They feel that healthcare providers are not 
respecting their rights or providing sufficient 
information about the advantages and 
drawbacks of vaccines, which can undermine 
trust and contribute to vaccine hesitancy.

“My doctor often insists on vaccinations. 
Due to bad experiences in the family, the 
consequences after vaccination caused a 
strong setback in the child’s development.” 
(Mother belongs to the age group 30-39, from 
South KZ with three children)

3.e. Incompetent Medical Practitioners
Another reason for the mothers’ childhood 

vaccine hesitancy is the incompetent medical 
practitioners. Most parents observe that 
medical practitioners are not communicating 
effectively about vaccines. This notion 
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resulted in a lack of confidence in the safety 
and effectiveness of the vaccine for the 
participants.

“Incompetent doctors. Now in our 
time, there are many birth injuries, and 
the consequences of childbirth are very 
deplorable. When you start asking questions, 
for example, about the expiration date of the 
vaccine, they roll their eye. It is unnecessary, 
and there are no exact and detailed answers.” 
(Mother belongs to the age group 30-39, from 
Central KZ with five children)

4. Social Learning Factors
Social learning factors can play a significant 

role in shaping the attitudes and behaviors of 
mothers toward childhood vaccines. Parents 
are more likely to trust and follow the advice 
of individuals they perceive as credible or 
influential in society and social media. 

4.a. Spread of Misinformation about Vaccines
Social media platforms and other 

online forums can facilitate the spread 
of misinformation about vaccines. The 
participants sought information and advice 
from online communities sharing their views 
on vaccines. 

“Now there are open spaces like Instagram 
/ TikTok, where the issue of vaccination is 
raised and more than 1000 real commentators 
who write more negative reviews about 
vaccination than positive ones.” (Mother 
belongs to the age group 30-39, from Central 
KZ with two children)

4.b. Misinformation from Healthcare Providers 
Some healthcare providers or alternative 

medicine practitioners may spread 
misinformation or promote anti-vaccine 
beliefs, influencing vaccine hesitancy.

“… different doctors express different 
opinions; naturally, I cannot decide to vaccinate 
my child...” (Mother belongs to the age group 
30-39, from East KZ with four children)

4.c. Family and Peer Influence
Family and peer influence can be a factor 

in shaping vaccine hesitancy among parents. 
Childhood vaccine-hesitant parents were 
influenced by other parents, family, and peers 
in their social circles who share their concerns 
about vaccines.

“We do not go for the vaccine because 
one of my family members has a case of 
cerebral palsy after being vaccinated in the 
age of three years. He is now in his 40s and 
is disabled. Since 1983, no one in our family 
has been vaccinated or sick with anything, 
not even chickenpox.” (Mother belongs to the 
age group 18-29, from North KZ with a child)

Discussion

The findings revealed four main themes 
that describe their perception of childhood 
vaccination: misconceptions about the vaccines, 
concerns about the effect of the vaccination, 
distrust in the healthcare system, and social 
learning factors. 

The first extracted theme was 
misconceptions related to childhood vaccines. 
This finding is supported by that of a systematic 
review on parental childhood vaccine 
hesitancy in a previous study.25 Accordingly, 
many studies have reported that parents’ 
misconceptions, such as myths, rumors, 
and conspiracy theories, hinder childhood 
vaccination.25 In general, there is much 
incorrect information surrounding the topic of 
vaccines, and some of them that were included 
in this study were the negative motives of the 
vaccine-producing companies and the fact 
that the natural immunity of children protects 
them from diseases without interference with 
vaccines. Other parental misconceptions may 
include vaccines leading to the development 
of Autism or autoimmune diseases in 
children, vaccines containing fragments 
of human DNA, aluminium or mercury, 
and vaccines having life-threatening side 
effects.26 Letting the child’s natural immunity 
develop rather than vaccinating children can 
be a dangerous assumption since children’s 
immune system is considered susceptible 
to vaccine-preventable infections and their 
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devastating consequences.26 A previous 
study compared innate and adaptive immune 
responses of vaccinated and non-vaccinated 
children and no significant difference was 
found, indicating that vaccines do not alter or 
weaken the child’s immune system.27 Another 
misconception about childhood vaccination 
highlighted in this study is that vaccines 
are developed to generate more profit for 
pharmaceutical companies. This idea can be 
considered conspirational thinking as mothers 
thought that certain decisions relevant to 
vaccine development are backed up by 
suspicious motives made by influential figures, 
in this case, pharmaceutical companies that 
manufacture vaccines. A study argued that 
conspirational thinking positively correlates 
with delayed vaccination of children.28  

The next theme was the perception of the 
effects of vaccination. The study found that 
mothers were concerned about the safety and 
effectiveness of vaccines and the possibility 
of the child having adverse effects such as 
Autism, disabilities, and death. Moreover, 
these perceptions were justified by the 
experiences of other people the respondents 
knew or heard of, such as family members or 
friends. One study reported how individual 
and social groups influence childhood 
vaccination, including the critical role of 
parents’ beliefs about the effectiveness and 
safety of the vaccine.25 The public concerns 
over the safety and effectiveness of childhood 
vaccines are especially relevant since 
UNICEF has reported that the perceptions of 
the significance and confidence in vaccines 
have declined during the recent COVID-19 
pandemic.29 Worrying about the adverse side 
effects of vaccinations is closely linked to the 
topic of misconceptions about vaccines. As 
mentioned previously, ideas that childhood 
vaccines cause autism, autoimmune or 
neurodegenerative diseases, and death are 
incorrect and have been proven so by many 
studies.30-32 However, as shown in the current 
study, some mothers also claimed that there 
were few studies on the adverse effects  
of vaccines. 

Distrust in the healthcare system and 
providers is the third theme influencing the 
mothers’ perception of childhood vaccination. 
Several previous studies have shown that 
healthcare providers are considered the 
primary and more influential source of 
vaccination information, and people who trust 
local healthcare agencies and staff are more 
likely to be vaccine-confident.18, 33, 34 Our study 
has identified that mothers questioned the 
skills and knowledge of the medical workers 
and the quality of the vaccines purchased by 
the government. Specifically, the absence of 
thorough physical examinations and blood tests 
before vaccination, poor quality, and concerns 
over the country of the origin of vaccines 
were mentioned. According to the Centers 
for Disease Control and Prevention asking the 
parent several questions regarding the physical 
state and health of the child or teen is sufficient 
to decide to administer the vaccine without 
additional tests.35 Therefore, as information 
providers, medical workers can educate the 
parents about the required procedures before 
child immunization. Regarding the concerns 
about the manufacturing country of vaccines, 
a study conducted in Kazakhstan found that 
individuals are more likely to trust vaccines 
from Germany, the US, and France, while 
vaccines produced in India and China were 
the least trusted ones.36 

Finally, social learning factors were 
the fourth theme that emerged from the 
analysis. This theme included determinants 
such as misinformation or reported negative 
experiences of vaccination learned through 
social media or friend and family relations. 
The experiential knowledge or advice other 
parents give can be more influential in deciding 
on vaccination than scientific evidence.3 
Moreover, a previous study found that parents 
who treat social media and the Internet as 
the primary source of information regarding 
childhood vaccinations are more likely to 
have negative views towards immunization; 
one possible reason is that the content 
found on social media about vaccination is 
predominantly harmful.37 Regarding friend 
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and family relations, it was found that 
individuals whose family members were not 
vaccinated were more likely to be vaccine-
hesitant, which suggests that opinions of the 
individual’s surroundings play an essential 
role in their decision-making process.38 

We acknowledge some limitations that 
require attention when interpreting and using 
the findings of this study. Through open-
ended survey questions, the data collection 
method may have limited a deeper exploration 
of the participants’ experiences, as follow-up 
questions were impossible to perform. This 
prompted us to focus on describing the 
participants’ perceptions rather than exploring 
their experiences. The participants were 
limited to mothers who attained university-
level education; thus, the findings can only be 
used in this population group. Future studies 
should focus on mothers with lower levels of 
education, as well as on fathers. This study 
provides valuable insights into the decision-
making process of highly educated women 
on childhood vaccination. Another strength 
of the study is the inclusion of the opinions 
of many participants from different parts of 
the country, which enriches the data collected 
about the phenomenon being studied.

Conclusion

Highly educated Kazakhstani mothers’ 
perceptions including misconceptions about 
vaccines, concerns about the effects the 
vaccines have on the child’s health, distrust 
in the healthcare system and providers, and 
social learning factors may lead to behaviors 
of delaying and refusing some or all childhood 
vaccines. Identifying and understanding the 
factors that affect the mothers’ perception 
of childhood vaccination will help improve 
vaccine uptake in the country by creating 
effective strategies to increase trust in vaccines. 
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Background: Having a parent with cancer is one of the risk factors for adolescents, which makes them 
face many psychological problems. Therefore, this study aimed to determine the effect of Happiness 
Educational Program of Fordyce on the sense of coherence and psychological well-being of adolescents 
who have a parent with cancer.
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scale of Psychological Well-being-18 were used before and immediately after the intervention. Data 
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Introduction 

Cancer is a major public health problem 
worldwide.1 By the use of the Global Cancer 
Observatory, about 20 million new cancer cases 
and 9.7 million deaths were estimated in 2022. 
The estimated number of people who were alive 
within 5 years following a cancer diagnosis was 
53.5 million. About 1 in 5 people develop cancer 
in their lifetime.2 Cancer is the third cause of 
death in Iran. More than half of cancer deaths 
occur in developing countries. The annual 
incidence rate of cancer in Iran is 98 to 100 per 
100,000 people.3

Parental cancer creates unique challenges 
for families.4 Adolescence can be considered 
a sensitive stage, during which the quality of 
physical, nutritional, and social environments 
may change the paths of health and growth 
to the next stages of life.5 Having a parent 
with cancer creates a psychological crisis for 
teenagers and young adults. These teenagers 
use mechanisms such as fear, anxiety, 
perceived stress, depression, sleep disorders, 
psychosomatic syndromes, hostility, and 
uncertainty to respond to their parents’ cancer.6 
Positive psychology interventions have shown 
their important effects in increasing passivity.7 
Ryff considers psychological well-being as a 
person’s effort to grow and progress, to flourish 
his potential abilities. It includes 6 dimensions: 
Autonomy, Personal Growth, Environmental 
Mastery, Purpose in Life, Self-Acceptance, 
and Positive Relations with Others.8

Psychological well-being encourages 
healthy behaviors and makes a person 
avoid unhealthy behaviors. Key indicators 
of psychological well-being, such as life 
satisfaction, purpose in life, and optimism, are 
associated with improved health outcomes.9 
The sense of coherence is known as one of 
the important factors in the psychological 
adaptation of cancer patients. Antonovsky 
states that the sense of coherence is like a 
personality trait or a coping trait that is created 
in early childhood and is strengthened later in 
life, based on the degree of a person’s sense 
of control over his environment and results.10 

Thus, the sense of coherence is more similar 
to the situation of confrontation.11 The sense 
of coherence is mainly tested and reinforced 
in childhood and early youth. The years 
before the age of 30 are the most important 
period when it comes to developing a sense of 
coherence. The process of developing a sense 
of coherence is known as the internalization 
of external resources that are at an individual’s 
disposal and can ultimately reduce the current 
need for other resources.12 Around the world, 
various cross-sectional studies have shown 
that a strong sense of coherence improves 
well-being.13

The happiness educational program 
improves the cognitive and emotional state 
of patients and allows them to adopt a more 
positive attitude towards life events and 
respond to challenges with optimism by 
adapting to changing conditions.14 People 
with deeper happiness have a greater sense 
of coherence. Therefore, you can use programs 
to increase happiness to promote resilience, 
happiness, and vitality. One of these programs 
is Fordyce Happiness Educational Program. 
This program includes fourteen cognitive and 
behavioral components.15 Fordyce’s happiness 
principles include developing a healthy 
personality, removing the concerns, reducing 
the expectations and wishes, being the real 
self, and giving priority to happiness,16 which 
leads to certain changes in the cognitive and 
emotional state of people and helps them adopt 
a more positive attitude towards life events.17

The results of a study showed that 
Happiness Educational and Performance 
Program of Fordyce significantly reduced 
depression scores in hemodialysis patients.18 
Also, Kushlev et al. found that happiness 
improved physical health and subjective well-
being.19 The results of the other studies showed 
that the salutogenesis program for adolescents 
with moyamoya disease effectively improved 
the generalized resistance resources and sense 
of coherence in adolescents with moyamoya 
disease.20 Also, Cheng et al. found that music 
breathing, a program based on mindful 
breathing and music listening therapy, helps 
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one to cope with stress by promoting a sense 
of coherence. Individuals will benefit from 
the long-term effect of this intervention to 
enhance their sense of coherence to cope with 
stressful events and promote better mental 
well-being.21

Most mental health problems are 
formed in adolescence and early adulthood. 
Adolescents have more cognitive abilities and 
understanding than school-age children, and 
they understand their parents’ illness and the 
problems arising from it better. One of the 
aspects of an adolescent’s life that can be 
affected by these conditions is psychological 
well-being, and paying more attention to it will 
provide him with a higher sense of coherence. 
Adolescents with a parent with cancer 
experience high levels of changes, including 
mood and self-confidence, crying, fear, 
tension, anxiety, worrying, sleep problems, 
drop in academic performance, individual 
and social changes.22 Since many happiness 
programs have been conducted for chronic 
patients and have had a positive effect,18, 23 
considering the effects of parental illness on 
adolescents and the lack of studies in this 
field, this study was conducted to examine the 
effect of the Fordyce Happiness Educational 
Program on the sense of coherence and 
psychological well-being of adolescents who 
have a parent with cancer.

Methods

The present study is a randomized clinical 
trial study in which 110 adolescents with 
parents suffering from cancer who referred to 
the oncology ward of Shahid Rajaei Hospital 
in Yasuj, from June to September 2021, was 
assessed for eligibility. Ninety-two eligible 
adolescents who met the inclusion criteria were 
randomly assigned to one of the two groups of the 
intervention (n=46) or the control (n=46). This 
was done using random allocation software; the 
adolescents were assigned by permuted block 
random allocation with 23 equal-sized blocks 
(4 subjects). 

Sample size was calculated based on the 

following statistical formula while considering 
the parameters: α=0.05, 1-α=0.95, z1-α/2=1.96, 
β=0.2, 1-β=0.8, z1-β=0.85, and d=0.6 or effect 
size (mean difference in term of clinical 
important) based on proposed values of the 
effect size by Cohen for t-test for the mean 
difference between two independent groups.22 
Finally, the sample size was estimated to be 
43 participants for each group and a total of 
92 participants (n1=46, n2=46) were finally 
considered with 5% drop out.

Only the participants including the parents 
and their adolescent who signed their informed 
consent forms participated in this study. 
The scores of the Sense of Coherence ≤5223 
based on Antonovsky’s questionnaire, scores 
of psychological well-being ≤9124 based on 
the Ryff’s scale, lack of past medical history 
of psychologic disorders such as anxiety or 
depression, one of the parents suffering from 
cancer, at least six months passed since the 
definite diagnosis of the parent’s cancer by an 
oncologist, only one teenager from each family 
with a parent with cancer, and adolescents 
aged 13 to 18 years were also considered as the 
inclusion criteria. The lack of the adolescent 
or family members’ knowledge about the 
parent’s cancer, failure to attend more than two 
sessions of the intervention, and unwillingness 
to continue the intervention were the exclusion 
criteria (Figure 1).

In addition to demographic information 
such as adolescent age, adolescent sex, number 
of children in the family, age of affected parent, 
gender of affected parent, level of education of 
affected parent, occupation of affected parent, 
marital status of affected parent, time of 
parent’s cancer diagnosis, cancer recurrence, 
stage of treatment, type of treatment and 
difficulty in parent’s communication with 
the adolescent, the Antonovsky’s Sense of 
Coherence Questionnaire (SOC) with 13 
items and the Ryff’s scale of Psychological 
well-being with 18 items were applied to 
collect the data. 

 =
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The SOC-13 was prepared by Antonovsky; 
it contains three subscales: Comprehensibility, 
Manageability, and Meaningfulness. The 
items in this questionnaire are scored using 
a 7-point Likert scale, from 1 (unwillingness) 
to 7 (strong willingness). This scoring is 
reversed in some items. For the total score 
of the questionnaire, the total scores of all 
questions are added together. This score 
has a range from 13 to 91. The higher the 
score, the higher the sense of coherence of 
the respondent and vice versa. The cut-off 
points include: the scores between 13 and 
26 indicate a low sense of coherence, scores 
of 27 to 52 indicate a medium sense of 
coherence, and scores above 52 show a high 
sense of coherence. The higher this score is 
above 52, the higher the individual’s sense 
of coherence will be, and vice versa.25 The 
α values ranged from 0.70 to 0.92 in 127 
studies using the SOC-13 and from 0.35 to 
0.91 in 60 studies using the modified SOC 
scale. Test-retest correlations show stability 
and range from 0.69 to 0.78 (1 year), 0.64 (3 

years), 0.42 to 0.45 (4 years), 0.59 to 0.67 (5 
years) to 0.54 (10 years).26 The validity and 
reliability of this questionnaire in Iran have 
been examined by Mahammadzadeh et al. 
The results of concurrent validity showed 
a correlation of 0.54 between the scores 
obtained from the sense of coherence with 
hardiness scores at a significance level of 0.01. 
The results related to the construct validity 
also show that the first item of the sense of 
coherence questionnaire with a value of 3.55 
determines the highest variance (27.34) of 
the tool, in comparison with other factors, 
which indicates the acceptable validity of the 
sense of coherence questionnaire. Also, the 
findings showed that this questionnaire was 
reliable with Cronbach’s alpha coefficient of 
0.77.23 Cronbach’s alpha coefficient of this 
questionnaire was re-examined and reported 
to be 0.75.

The Ryff’s scale of psychological well-
being-18 was developed by Ryff. The items are 
scored using a 6-point Likert scale, ranging 
from 1 (strongly disagree) to 6 (strongly agree).  

Figure 1: CONSORT flow chart of the study
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Therefore, the total score is in the range 
of 18–108, with higher scores representing 
greater well-being. This scale has 6 subscales: 
Autonomy, Personal Growth, Environmental 
Mastery, Purpose in Life, Self-Acceptance, 
and Positive Relations with Others.27, 28 
In the National Survey of Families and 
Households (NSFH) II, the uncorrected 
correlations ranged from 0.65 to 0.98 although 
most (73.3%) were in the 0.65–0.81 range. 
The corrected latent correlations became 
substantially higher, ranging from 0.87 to 0.99. 
For Midlife in the United States (MIDUS) 
Series, the uncorrected latent correlations 
were notably lower, ranging from 0.48 to 
0.87, with most (80%) being under 0.78, but 
corrected correlations became substantially 
higher, ranging from 0.76 to 0.96.29 The 
validity and reliability of this questionnaire 
in Iran have been investigated by Khanjani et 
al. The correlation of the short version of this 
scale with the main scale has fluctuated from 
0.70 to 0.89 percent. Its reliability has been 
confirmed using Cronbach’s alpha coefficient 
of 0.71.24 Cronbach’s alpha coefficient of this 
scale was checked again by the researcher and 
reported to be 0.81.

After the approval of the research plan in 
the ethics committee of the university and 
obtaining the relevant letter of introduction, 
the researcher attended the oncology’s ward of 
Shahid Rajaei Hospital to select the research 
units in the morning and evening shifts; 
after interviewing the cancer patients and 
introducing himself, the researcher carefully 
examined them in terms of the inclusion 
criteria if they had a child in the age range of 
the research. Then, a written and informed 
consent form was completed by the parent and 
the adolescents. Adolescents were randomly 

allocated to two intervention and control 
groups. The setting for education was also 
a room in Shahid Rajaei Hospital to observe 
the privacy of the adolescents. The number 
of sessions in the intervention group was 6, 
each consisting of 60 minutes and performed 
one day a week for 6 weeks. Interventions 
were performed in groups of 5 to 10 people. In 
the intervention group, Fordyce’s Happiness 
Educational Program30 was implemented 
by the researcher with the help of a clinical 
psychologist using the methods of lectures, 
group discussions, questions and answers, and 
brainstorming. In short, they were covered in 
6 sessions (Table 1). 

In addition to the mentioned education 
sessions, the researcher provided the Fordyce 
Happiness Educational Program in the form 
of pamphlets to the intervention group at the 
end of each session. There was no intervention 
in the control group; however, the pamphlets 
about the Fordyce happiness were given them 
after completing the study. It should be noted 
that for prevention of data dissemination 
between the two groups, the intervention 
group was measured and evaluated on even 
days and the control group on odd days so that 
the participating members in both groups are 
not related to each other. 

In addition to the baseline or pre-
intervention, the sense of coherence and 
psychological well-being were assessed at the 
end of the intervention. Data were analyzed 
through IBM SPSS statistical samples version 
21, using descriptive and inferential statistic. 
Chi-square test was used for nominal variables. 
Independent t-test was used for quantitative 
data. Normality of data was assessed by 
Kolmogorov-Smirnov test. The results of 
Mann-Whitney U test and Wilcoxon test 

Table 1: Protocol of happiness educational program of Fordyce
Time Content
1st session Introduction, definition of happiness, its necessity and importance
2nd session Learning to spend more time in social gatherings and do social activities
3rd session Principles of better planning and organization
4th session Teaching the principles of positive and optimistic thinking
5th session Teaching the principles of developing social and extroverted personality
6th session Teaching the principles of sincere communication as the most important source of happiness
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were respectively reported for between-group 
and within-group comparisons of outcome 
variables due to lack of normal distribution. 
P-value less than 0.05 was considered as the 
statistical significance. Data collector and 
analyzer were blinded to the allocation of the 
participants in the two groups.

The current study was confirmed by the 
Research Ethics Committee (REC) of Yasuj 
University of Medical Sciences (YUMS) with 
the code of IR.YUMS.REC.1400.050. The 
purpose of the study was explained prior to the 
start of the sampling. Then, written informed 
consent was signed by both adolescents and 
their parents. The confidentiality of the 
collected data, voluntary participation in the 
study, and free withdrawal at each stage of 
the study without any effects on the treatment 
process were considered. The subject and his/
her legal guardian were informed of all the 
information that could be effective in his/
her decision, such as the title and objectives 
of the research, duration of the research, 
research method, etc. Parents were given the 
right to accompany their adolescents during 
the research. Information was given to the 
participants if they desired to know the results 
of the research. No cost was imposed on 

patients, insurance institutions, and healthcare 
centers. The interventions were carried out in 
compliance with the protective guidelines of 
Covid-19.

Results

Ninety-two adolescents (48.9% male versus 
51.1% female with a mean age of 15.31±2.97 
years) with parents with cancer (38% father 
versus 62% mother) completed the present study. 
No statistically significant differences were 
observed in their demographic characteristics 
(except education level of the affected parent) 
between the two groups (Table 2).

The state of the distribution of the 
outcome variable was assessed using the 
Kolmogorov-Smirnov statistical test. Because 
the distribution of the scores of the outcome 
variables did not have a normal distribution, the 
results of the non-parametric tests including 
Mann-Whitney U test and independents 
samples Median test were reported for mean 
rank and median scores of outcome variables, 
respectively.

Mann-Whitney U test showed no 
statistically significant differences for the 
mean rank of the sense of coherence before 

Table 2: Participants̓ characteristics by the groups
                                            Group

Variable 
Intervention Control P value

Age (year), Mean±SD Adolescent 15.1±2.74 15.5±2.13 0.5*
Affected parent 47.76±8.92 49.58±13.29 0.4*

Duration of diagnosis of disease (month), Mean±SD 24.19±20.8 27.3±26.16 0.3*
Adolescent gender, n (%) Male 24 (52.2) 21 (45.7) 0.6**

Female 22 (47.8) 25 (44.3)
Gender of the Affected parent, n (%) Father 17 (37) 18 (39.1) 1**

Mother 29 (63) 28 (60.9)
Occupation of Affected parent, n (%) Unemployed 41 (89.1) 37 (80.4) 0.38**

Employed 5 (10.9) 9 (19.6)
Education of the Affected parent, n (%) Under Diploma 14 (30.4) 27 (58.7) 0.002***

Diploma 30 (65.3) 13 (28.3)
College degree 2 (4.3) 6 (13)

 Diagnosis, n (%) Non metastatic 31 (67.4) 26 (56.5) 0.39**
Metastatic 15 (32.6) 20 (43.5)

Treatment, n (%) Chemotherapy 29 (63) 22 (47.8) 0.2***
Radiotherapy 4 (8.7) 2 (4.3)
Surgery 2 (4.3) 3 (6.5)
Combined treatment 11 (23.9) 19 (41.3)

*Independent t-test; **Fisher Exact test;***Chi-square test
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the intervention. Between-group comparison 
for median scores of the sense of coherence 
using independent samples median test also 
showed no significant differences between the 
two groups before the intervention (P>0.05); 
however, a statistically significant difference 
was observed at the end of the intervention 
between the two groups (P<0.05). In addition, 

the result of the Wilcoxon test for within-
group comparison indicated a statistically 
significant difference in the mean rank scores 
of the sense of coherence and its dimensions 
in the intervention group at the end of the 
intervention compared with pre-intervention 
(P<0.05) (Table 3).

No statistically significant differences were 

Table 3: Comparison of the sense of coherence and its subscales between and within the intervention and control 
groups
Variable Intervention Control P value* 

Range Median (IQR)a Range Median (IQR)
Total sense of coherence Before 40-50 45 (2.75) 41-48 45 (3) 0.841

After 48-61 55.5 (3) 41-48 45 (3) <0.001
P value** <0.001 1

Comprehensibility Before 10-14 12 (2) 10-14 12 (1.25) 0.4
After 15-24 18 (2.25) 10-14 12 (1.25) 0.001
P value** <0.001 1

Manageability Before 14-18 16 (2) 14-19 16 (1) 0.5
After 16-23 19 (2) 14-19 16 (1) <0.001
P value** <0.001 1

Meaningfulness Before 15-18 16 (1) 14-18 16 (1) 0.9
After 14-23 18 (2) 14-18 16 (1) <0.001
P value** <0.001 1

*Mann-Whitney U test; **Wilcoxon; a Inter-quartile range

Table 4: Comparison of psychological well-being and its subscales between and within intervention and control 
groups
Variable Intervention Control P value*

Range Median (IQR) a Range Median (IQR)
Total psychological 
well-being

Before 77-85 81 (3.25) 76-85 81 (2.25) 0.6
After 74-105 95 (2) 76-85 81 (2.25) <0.001
P value** <0.001 1

Self-Acceptance Before 13-16 15 (2) 13-16 15 (1) 0.5
After 13-20 16 (3) 12-16 15 (1) <0.001
P value** <0.001 1

Environmental Mastery Before 13-17 15 (1) 13-17 16 (1) 0.6
After 11-20 17 (2) 13-17 16 (1) 0.04
P value** <0.001 1

Personal Growth Before 13-16 15 (1) 13-16 15 (2) 0.6
After 8-19 16 (2.25) 13-16 15 (2) 0.005
P value** 0.002 1

Positive Relationship with 
others 

Before 8-12 10 (2) 8-12 10 (1.25) 0.6
After 10-19 16 (3) 8-12 10 (1.25) <0.001
P value** <0.001 1

Purpose in Life Before 10-13 11 (2) 9-13 11 (2) 0.7
After 10-19 15 (4) 9-13 11 (2) <0.001
P value** <0.001 1

Autonomy Before 12-16 15 (1) 13-16 15 (1) 0.09
After 10-20 15 (2.25) 13-16 15 (1) <0.001
P value** 0.04 1

*Mann-Whitney U test; **Wilcoxon; aInter-quartile range
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observed in the mean rank and median score 
of psychological well-being using Mann-
Whitney U test and independent samples 
median test, respectively, between the two 
groups before the intervention (P>0.05); 
however, a statistically significant differences 
were observed at the end of the intervention 
between the two groups (P<0.05). Moreover, 
the result of Wilcoxon Signed Rank test 
for within-group comparison indicated a 
statistically significant difference in the mean 
rank scores of psychological well-being and 
its dimensions in the intervention group at 
the end of the intervention compared with 
pre-intervention (P<0.05) (Table 4).

Discussion

This research was conducted to determine the 
effect of the Fordyce Happiness Educational 
Program on the sense of coherence and 
psychological well-being of adolescents who 
have a parent with cancer. The findings of 
this study showed that, immediately after the 
intervention, the Fordyce Happiness Educational 
Program increased the overall mean score of the 
sense of coherence of adolescents with a parent 
with cancer. In this regard, Ghaljaei et al.showed 
that Fordyce Happiness training program was 
effective and useful for the competence of 
mothers of premature infants admitted to the 
Neonatal Intensive Care Unit and to promote and 
maintain the mental health of mothers.31 Also, 
Barekzaei et al. showed that Fordyce Happiness 
Training could reduce the depression of mothers 
of Premature Infants Admitted to the Neonatal 
Intensive Care Unit.32 The results of these studies 
are consistent with those of the present study. 
The number of intervention sessions in these 
studies is close to the present study.

Since family relationships have a positive 
relationship with sense of coherence, there 
is a triangular relationship between family 
relationships, sense of coherence and 
happiness. Sense of coherence has played 
an important role in achieving happiness. 
Happiness is an important predictor of health 
and lifestyle. Happier people have a healthier 

lifestyle. Therefore, it can be concluded 
that happiness plays an important role in 
promoting health.33 Perhaps one of the reasons 
for the positive effect of the intervention can 
be the mentioned cases because by increasing 
happiness, many mental and psychological 
problems of adolescents are reduced and they 
can adapt to difficult and important conditions. 
According to the results of the present study, 
Fordyce Happiness Educational Program has 
improved the sense of coherence in adolescents 
with a parent with cancer and has reduced 
stress and psychological pressure on them. 
In this regard, Mikaeili et al. showed that 
training on the Fordyce Happiness Program 
is effective in reducing fatigue perception and 
increasing the sense of coherence of diabetic 
patients;34 also, Da-Silva-Domingues et al. 
indicated that the sense of coherence was 
related to health behaviors both as a protective 
factor against high-risk behaviors and in its 
positive association with preventive and 
health-promoting behaviors of adolescents, 
young adults and university students.35 These 
are consistent with the present study.

The results of the present study revealed 
that immediately after the completion of 
the intervention, the Fordyce Happiness 
Educational Program increased the overall mean 
psychological well-being score of adolescents 
with a parent with cancer. Sargolzaei et al, 
showed that happiness training improved 
thalassemia major patients’ psychological 
well-being.36 Also, Elham et al. showed 
that cognitive behavioral therapy focused 
on insomnia, mindfulness-based cognitive 
therapy, and Fordyce happiness training could 
be used in psychiatric centers to increase the 
affective capital of women with migraine.37 

Positive psychology focuses on the factors 
that help promote optimal well-being and 
examines the functional consequences of 
these states. Increasing positive emotions 
leads to social, occupational, and health 
benefits. Stronger social relationships reduce 
mortality and help people cope with stressful 
factors in life.38 According to the stated 
content, however, as much as it is possible 
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to provide happiness to adolescents, the 
level of their psychological well-being will 
also increase, and this will improve their 
mental and psychological condition and 
their stress and worries. On the other hand, 
it causes adolescents to take better care of 
their parents in such conditions. Therefore, 
the present study showed that the Fordyce 
Happiness Educational Program, which 
is a part of positive psychology, promoted 
positive emotions and helped to improve the 
psychological well-being of adolescents with 
a parent with cancer, reducing the level of 
stress and anxiety in these people. 

Consideration of mental health of 
adolescents who have a parent with cancer 
is the strength of this study. Cultural, 
social, economic, and religious factors, the 
possibility of making mistakes in the self-
reporting due to the lack of concentration, 
and the possibility of non-cooperation and 
adherence to the implementation of practical 
plans of the participants due to the conditions 
and problems in the living environment are 
among the limitations of this study. Therefore, 
the generalization of the findings of this study 
should be done with caution. More studies 
with a large sample size and a longer period are 
needed to evaluate the clinical effectiveness of 
the Fordyce Happiness Educational Program.

Conclusion

Based on the findings of this research, it can be 
concluded that the implementation of the Fordyce 
Happiness Educational Program has a significant 
effect on promoting the sense of coherence 
and improving the psychological well-being 
of adolescents who have a parent with cancer. 
Therefore, it is suggested that the members of the 
health team should consider the implementation 
of this educational program for adolescents who 
have a parent with cancer and use this useful and 
beneficial educational program.
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Exploring Health Providers’ Perspective 

Regarding the Needs of Adolescent Mothers 
During Breastfeeding: A Qualitative Study

Abstract
Background: The prevalence of breastfeeding is less common among adolescent mothers than adult 
mothers. These mothers experience various issues during breastfeeding. The present study aimed to 
explore the normative needs of adolescent mothers during breastfeeding from health care providers’ 
perspective.
Methods: This qualitative content analysis study was conducted from October 2022 until June 2023. 
14 health care providers who had worked in the field of breast milk were purposefully selected with 
maximum variation. Face-to-face semi-structured interviews were conducted and sampling continued 
until data saturation. Data analysis was performed using Graneheim and Lundman’s method with 
MAXQDA software version 10.
Results: The main concepts obtained from the data were classified into one theme entitled, 
“comprehensive support”, and seven categories including “need to correct wrong traditional beliefs”, 
“educational and counseling needs”, “providing quality services”, “need for psychological support”, 
“need for protective laws”, “financial needs”, and “the need for social network support”.
Conclusion: Adolescent mothers in Iran have various needs during breastfeeding, and they require 
the assistance of their families, healthcare providers, and the government to fulfill them. Therefore, it 
is also recommended that policymakers in the health system should design policies to accommodate 
the requirements of this group of mothers. In addition to policy development in the health system, the 
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Introduction

Initiation of breastfeeding, exclusive 
breastfeeding, and continuous breastfeeding 
for up to two years are less common among 
adolescent mothers than adult mothers.1, 2 As 
characterized by the World Health Organization 
(WHO) in an explanation, breastfeeding by 
adolescent mothers is called “feeding under 
exceptionally difficult circumstances”.3 
WHO prescribes that babies should be solely 
breastfed until the age of six months. Despite 
the suggestions of the WHO, around 44% of 
babies in the world receive breast milk up to 
six months.4, 5 Different nations have lower 
breastfeeding rates among adolescent mothers 
than the adult mothers.2, 6, 7 

Depending on the age and social 
circumstances, the components influencing 
infant feeding methods vary in adolescent 
and adult mothers. Adolescent mothers 
need information of breastfeeding, often 
need support from families and healthcare 
workers, and have less capacity to oversee 
breastfeeding problems.8 In addition, based 
on the results of various studies, most of 
these mothers are not in good social and 
economic conditions and face many physical, 
psychological and social challenges, including 
facing unknown situations, mental health 
problems such as depression, anxiety, lack 
of self-confidence, multiple responsibilities, 
dropping out of school, financial problems, 
and negative cultural reaction related to their 
ability to become parents, which affect their 
breastfeeding.9, 10

Breast milk is the finest nourishment for 
babies of adolescent mothers. Since their 
babies frequently confront health issues caused 
by premature birth and low birth weight, 
breastfeeding can decrease the seriousness 
of these babies’ health issues because human 
milk contains antibodies and enzymes that 
support the development of babies.11 

In spite of the importance of breastfeeding 
in adolescent mothers, it is not specified 
within the breastfeeding guidelines and 
studies of Iran; also, breastfeeding needs of 

this group of mothers is ignored within the 
Iranian health system. Therefore, in order 
to recognize and discover this phenomenon, 
we made an attempt to conduct a qualitative 
study which was required in this field.12 The 
term “need” has been defined in a variety of 
ways, all aiming at enhancing the population’s 
access to health care. Needs assessments 
serve as a catalyst for enhancements and 
modifications to healthcare offerings.13 The 
concept of needs used in this study was 
according to Bradshaw’s taxonomy of social 
needs. Bradshaw distinguished between 
four different kinds of needs: comparative, 
normative, felt, and expressed. For this study, 
one category from Bradshaw’s taxonomy was 
used: the normative needs. Normative need 
is defined by experts and typically produces 
services meant to look after members of 
society.14 

To the best of the research team’s 
knowledge, no study was found in the field 
of explaining the breastfeeding needs of 
adolescent mothers in Iran. Therefore, the 
present study was carried out with the aim of 
exploring the normative needs of adolescent 
mothers during breastfeeding from healthcare 
providers’ perspective.

Methods 

This is a qualitative content analysis conducted 
in two provinces of Iran, Mashhad and Urmia. 
Participants were health providers, which had 
appropriate knowledge in the field of breast milk 
including pediatricians, obstetricians, lactation 
consultants, midwives, nurses, and senior 
managers in the field of breast milk. They were 
required to have at least two years of relevant 
work experience and willingness to cooperate 
to participate in the study. Their unwillingness 
to take part at each stage during the interview 
was the exclusion criterion.

Sampling was done purposefully and 
with maximum variation such as various 
organizational positions, age, sex, work 
experience, and education level. The 
researcher attended the workplace of the 



Breastfeeding needs of adolescent mothers

IJCBNM April 2024; Vol 12, No 2 111

participants to do the sampling. After a brief 
explanation of the purpose of the study was 
provided and their consent to participate in the 
study was obtained, an appointment was made 
with them to conduct an interview. Before 
the interview, written consent was obtained 
from the participants who had entered the 
study. The interview location was selected 
based on the participants’ convenience, such 
as health centers, hospitals or their work 
office. Based on the admission requirements, 
in-depth interviews were conducted with 
14 stakeholders. Sampling continued from 
October 2022 to June 2023. 

The first author performed face-to-face, 
semi-structured interviews that lasted 
approximately one hour (ranging from 48-80 
minutes). Health providers were asked to 
express their thoughts and experiences with 
adolescent mothers’ breastfeeding needs 
and respond to open-ended questions. The 
interview guide included the following 
questions: “What problems and obstacles 
do adolescent mothers face during 
breastfeeding?”, “What conditions do you 
think affect breastfeeding of adolescent 
mothers?”, “If we want to take measures 
to support the breastfeeding of adolescent 
mothers, what should we pay attention to?” 
Questions such as “Can you tell me more 
about that?” or “Can you give an example of 
this?” were used to encourage the participants 
to share more and probing. All interviews 
were recorded using a voice recorder and 
transcribed verbatim. Sampling continued 
until we obtained no additional information 
and had gathered sufficient data regarding the 
subject under study. 

Data analysis and management were 
carried out using the MAXQDA software 
version 10. Data analysis was carried out 
simultaneously with the data collection 
process using Graneheim and Lundman’s 
approach in four stages.15 In stage 1, the 
interviews were read a few times to get an 
idea of their content and pick up an insight 
and the entire idea through investigating of 
both latent and manifest content. In stage 2, 

the texts of each interview transcript were 
separated into meaning units characterized as 
words, sentences, and paragraphs within the 
text, where the content of diverse texts were 
related to each other. In stage 3, the meaning 
units were condensed and labeled with codes. 
In stage 4, the codes were compared in terms 
of similarity and differences, and the similar 
codes were set within the initial categories. As 
the analysis advanced, the initial categories 
were developed and subcategories were 
shaped. The categories then emerged from 
the integration of similar subcategories. 

Lincoln and Goba’s criteria including 
credibility, dependability, confirmability, 
and transferability were considered.16 For 
trustworthiness, prolonged engagement with 
data comparison increased the credibility of 
the study. Also, in the analytical stage, both 
evaluation by experts in the research team 
and audit by experts in qualitative research 
outside the research team were used, and they 
confirmed appropriate decisions and analytic 
process (dependability). Furthermore, some 
quotations, codes, sub-categories and 
categories were evaluated by the research team 
(confirmability). Transferability of the data 
was provided via a purposive sampling which 
made maximum diversity in demographic 
characteristics.

This study was approved by the Ethics 
Committee of Mashhad University of Medical 
Sciences (IR.MUMS.REC.1401.110), and the 
participants provided informed consent to 
take part in the study after a comprehensive 
explanation of the study objectives and 
methodology. Participants were assured that 
their involvement was entirely voluntary, they 
had full right to withdraw from the study at 
any point, and any information they provided 
would be treated with utmost confidentiality. 
Written consent was obtained from the 
participants before conducting the interview.

Results 

The participants’ age ranged from 32 to 59 years. 
The majority of the participants (78.5%) were 
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women. Health providers’ work experiences 
were between 7 and 33 years. Table 1 shows 
the participants’ characteristics in this study. 

From the data analysis, 16 subcategories 
and seven themes were extracted from the 
perspective of health providers regarding the 
normative needs of adolescent mothers in 
breastfeeding duration. The main theme of 
“comprehensive support” was created from 
the integration of the categories, including 
the “need to correct wrong traditional 
beliefs”, “educational and counseling needs”, 
“providing quality services”, “need for 
psychological support”, “ need for protective 
laws”, “financial needs”, and “the need for 
social network support” (Table 2).

1. Need to Correct Wrong Traditional Beliefs
According to the key informant’s 

statements, the decision of adolescent mothers 
to begin and maintain breastfeeding is greatly 
influenced by the customs and traditions they 
have inherited from older generations. Even 
with the necessary information, adolescent 
mothers who lack freedom and knowledge 

about breastfeeding and living with their 
parents tend to adhere to traditional notions 
about feeding their infants. Convictions 
such as adolescent mothers’ and families’ 
perceptions of colostrum as low-quality 
milk, failure to breastfeed due to the 
adolescent mother’s small breasts, adolescent 
mothers’ concern about sagging breasts after 
breastfeeding, giving sugar water to the 
infant on the first day after birth, early start 
of complementary feeding to gain weight 
and the risk of breastfeeding for the health of 
adolescent mothers are incorrect traditions 
that the family and the young mothers still 
adhere to. A midwife said:

“I had a mother who didn’t let us breastfeed 
her baby after birth, she says that the baby 
should defecate first and then drink milk, or 
for example, adolescent mothers were not 
allowed to breastfeed, saying that their breasts 
are too small to produce milk.”(P10)

2. Educational and Counseling Needs
The consensus among the key informants 

was that adolescent mothers were insufficiently 

Table 1: Characteristics of the participants
Organizational positionWork experience 

(years)
EducationSexAgeNo

A doctor in a private clinic19MDa, PediatricianMale59P1
A doctor in a private clinic12MD, PediatricianFemale43P2
A doctor in a private clinic16MD, ObstetricianFemale46P3
Reproductive health specialist8PhDbFemale40P4
National lactation consultant training 
educators

16General practitionerFemale47P5

Hospital lactation consultant7Bachelor of 
Midwifery

Female32P6

Head of the Ministry of Health’s Midwifery 
Department

33PhDFemale56P7

A midwife working in a health center11Bachelor of 
Midwifery

Female39P8

Head of the Primary Health Centre15General practitionerMale36P9
A midwife working in a maternity hospital21Bachelor of 

Midwifery
Female49P10

Head of the Maternity Hospital24Master of MidwiferyFemale54P11
Head of the Provincial Breastfeeding 
Promotion Committee

18MD, ObstetricianMale49P12

A nurse who works in the neonatal intensive 
care unit

13Master of NursingFemale38P13

The head of the Neonatal Health Unit of the 
Health Department

18General practitionerFemale45P14

aMedical doctor, bDoctor of Philosophy
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informed and lacked the necessary abilities 
for breastfeeding. The healthcare system and 
breastfeeding guidelines often neglect the needs 
of these mothers, leaving them without sufficient 
support for breastfeeding. Therefore, for 
success in breastfeeding, receiving training and 
acquiring the necessary skills from healthcare 
professionals are crucial. According to the study 
participants, adolescent mothers should be 
educated about breastfeeding during pregnancy, 
delivery, as well as before pregnancy.

Numerous participants stated that expectant 
adolescent mothers saught assistance at health 
centers, yet these facilities fail to provide 
education on breastfeeding. The healthcare 
providers solely educate pregnant adolescents 
on potential danger signs of pregnancy but 
neglect the acquisition of knowledge on 
breastfeeding skills of adolescent mothers. 
Meanwhile, adolescent mothers need to attend 
more educational and counseling sessions 
than adult mothers, and the time of each 
breastfeeding counseling session in this group 
of mothers should be more than that of adult 
mothers. A participant mentioned:

“During pregnancy, adolescent mothers 
do not receive any training from health 
centers to breastfeed. Health center workers 

only focus on pregnancy risk symptoms 
and do not provide these mothers who have 
no information about breastfeeding with 
education” (P6).

Ensuring that adolescent mothers participate 
in classes to prepare for childbirth was deemed 
significant by some participants, and they 
advocated the comprehensive availability of 
these classes in all healthcare centers. The 
inclusion of specific breastfeeding instruction in 
these classes is also crucial. Some participants 
suggested that adolescent mothers should 
undergo specialized classes on breastfeeding 
before giving birth, enabling them to acquire 
the necessary skills. A participant told:

“These mothers need more breastfeeding 
training than adult mothers because they have 
no breastfeeding experience, so it is better 
to consider special breastfeeding classes for 
them.” (P3)

Participants agreed that adolescent mothers 
must receive practical breastfeeding training 
after giving birth. To ensure effective learning 
of breastfeeding skills, the midwife must stay 
near the mother and provide guidance. It was 
also emphasized that any issues regarding 
breastfeeding should be addressed and monitored 
following discharge from the hospital. 

Table 2: Sub-categories and categories generated from the data
Subcategories Categories
Negative effect of traditional beliefs of adolescent mothers on breastfeeding Need to correct the wrong 

traditional beliefsTraditional beliefs of the previous generation as an obstacle to breastfeeding

Educational needs during pregnancy and after delivery Educational and counseling 
needsThe need for breastfeeding education before pregnancy

Need for equipment
Providing quality servicesThe need for manpower

The need for training and a positive attitude of healthcare providers

Psychological support to adopt and perform motherly roles Need for psychological support
The need for a positive attitude and self-confidence

Maternity and paternity leave law after the birth The need for protective laws
Laws on continuing education for adolescent mothers

Financial shortage Financial needs
Limited financial aid resources

Family support The need for social network 
supportPeer support

Acceptance pregnancy and breastfeeding of adolescent mothers in society



Yas A, Karimi FZ, Moghri J, Heydari A, Khadivzadeh T

114 ijcbnm.sums.ac.ir 

“Adolescent mothers should receive 
individualized breastfeeding instruction at 
the hospital. Rather than instructing them 
collectively in a room with seven or eight 
other mothers, a nurse or midwife should 
teach them individually. A young mother 
might not be as familiar with breastfeeding as 
an adult mother. Thus, you need to dedicate 
plenty of time to train them.” (P12)

Home visit was recommended as 
an appropriate solution to assess their 
breastfeeding progress and provide assistance 
if there are any challenges. A health provider 
implied:

“After the baby is born, we can conduct a 
home visit to educate adolescent mothers on 
breastfeeding and enhance their breastfeeding 
skills. A home visit presents a valuable chance 
to identify breastfeeding issues mothers may be 
facing and offer them suitable solutions” (P5).

Some participants believed that educating 
adolescent girls about the advantages of 
breastfeeding should take place in various 
settings such as high schools, pre-marital 
counseling sessions, and through media 
platforms like TV or the Internet.

“While at school, we are presented with a 
valuable opportunity to educate adolescent 
girls and boys about the significance of 
breastfeeding” (P4).

3. Providing Quality Services
This category explains the essential 

facilities and equipment that hospitals 
and health centers are required to have to 
effectively support breastfeeding among 
adolescent mothers. According to some 
participants, hospitals or health centers 
lack the necessary equipment for holding 
educational programs about breastfeeding or 
managing breast-related issues such as sunken 
nipples. Health centers required educational 
videos to demonstrate proper breastfeeding 
methods and breast pump machines for 
mothers. A lactation consultant said:

“In a big hospital like this we don’t have 
enough good breast pump machines. Every 
department needs at least one machine that 

helps with pumping breast milk. For instance, 
if a mother’s nipples are sunken in, I need to 
contact the neonatal unit, neonatal intensive 
care unit, or the delivery room to get a breast 
pump machine” (P6).

According to some participants, even 
though a significant number of premature 
deliveries and underweight babies are born 
to adolescent mothers, there is a shortage of 
adequate resting facilities for these mothers in 
the neonatal intensive care unit, so individuals 
who come to the hospital from different areas 
are required to reside in the hospital chapel. 
As a result, lack of adequate rest and sleep 
negatively impacts both the quantity and 
quality of the mother’s breast milk. A nurse 
implied:

“The mothers’ resting room is located in a 
small section, and mothers visiting from other 
cities have nowhere to rest” (P13).

The consensus among most people is that 
there is an inadequate number of breastfeeding 
counselors in the country, and the training 
workshops they receive are not of satisfactory 
quality. 

Moreover, midwives and nurses in hospitals 
and health centers dedicate significant time to 
writing reports and maintaining files and less 
time to spend on educating breastfeeding to 
mothers. A participant said:

“A midwife dedicates a significant amount 
of time to inputting information into the 
computer system and completing various 
forms. As a result, they have limited time to 
educate mothers about breastfeeding in the 
hospital.” (P7)

Key informants mentioned that healthcare 
workers and doctors are not adequately 
educated in providing advice on promoting 
breastfeeding, while the workshops they 
participate in to enhance breastfeeding 
promotion are insufficient in both quantity and 
quality. They do not have enough knowledge 
and skills to provide breast milk counseling; 
thus, when an adolescent mother is faced with 
breastfeeding challenges, some specialist 
doctors or healthcare providers recommend 
feeding the baby with powdered milk.
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“Pediatricians have limited experience 
in breastfeeding counseling. Most of them 
recommend formula to adolescent mothers 
who experience nipple pain or their baby has 
jaundice.” (P11)

4. Need for Psychological Support
This category expresses the psychological 

requirements of adolescent mothers as they 
nurture their babies through breastfeeding. 
Most of the key informants stated that 
adolescent mothers required psychological 
support from medical professionals and 
their families due to their young age, 
social status, and limited experience, to 
adapt to motherhood, get accustomed to 
breastfeeding, and conquer challenges faced 
during the breastfeeding process. Moreover, 
they believed that adolescents might not be 
accountable due to their youth, so emotional 
support is essential in ensuring that they can 
breastfeed and care for their babies. One of 
the participants stated:

“Adolescent mothers need counseling 
to deal with issues like sore nipples and 
waking up at night to breastfeed. If a mother 
doesn’t receive enough encouragement 
and psychological support, she may stop 
breastfeeding very soon, and this negative 
experience will always be on her mind.” (P12).

According to some participants, adolescent 
mothers facing premature births require 
psychological support concerning their 
emotional well-being due to experiencing 
significant stress and anxiety. Milking and 
feeding babies via gavage are a stressful 
process for them. Therefore, these mothers 
should receive psychological counseling and 
support from counselors, healthcare providers, 
and their families to play motherly roles. One 
of the nurse said:

“An adolescent mother who has a premature 
baby feels overwhelmed and shocked when 
she meets the baby for the first time. These 
mothers should receive counseling to help 
them cope with their emotions while in the 
hospital.” (P13) 

Many participants stated that most 

adolescent mothers lacked the self-assurance 
to breastfeed their babies and they did not 
believe in their physiological ability to 
breastfeed. To establish and continue the 
practice of breastfeeding, they require 
psychological support in enhancing their 
self-assurance and faith in their abilities 
by articulating their feelings and ideas. A 
midwife said:

Most of these mothers don’t have the 
necessary self-confidence to breastfeed. They 
don’t believe in their own abilities at all. In my 
opinion, this group of mothers should receive 
psychological support and the people around 
them should encourage them.”(P8)

5. The Need for Protective Laws
The category of this discussion revolves 

around the establishment of guidelines to 
assist adolescent mothers with breastfeeding 
their babies by the government. According 
to some key informants, fathers are allegedly 
denied the opportunity to take leave 
following the birth of their child by private 
companies or government entities. They 
acknowledged that young fathers should be 
granted longer duration leave from work 
following the birth of their baby to assist 
their spouses and offer more assistance to 
their wives. Also, if adolescent mothers 
work in private companies, they should be 
given maternity leave for nine months. A 
participant said:

“In my opinion, adolescent mothers’ 
husbands should be able to take more time 
off work after their child is born. They 
should have nine months of leave to support 
their wives emotionally and help them with 
household chores.” (P10)

Some mentioned that adolescent mothers 
dropped out of school due to their pregnancy 
and the need to care for their infants through 
breastfeeding. They suggested implementing 
regulations to prevent mothers from leaving 
school, offering a dedicated nursery school for 
their children, and providing the necessary 
facilities for milking and storing milk in 
school.
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6. Financial Needs 
This category discusses the financial 

requirements of adolescent mothers and 
need to access to the financial resources. 
According to the study participants, many 
adolescent mothers have a disadvantaged 
social and economic position with limited 
financial resources. Moreover, the adolescent 
mother is incapable of earning money due 
to her lack of the necessary skills, and their 
husbands are also young. For the same 
reason, they were denied the chance to 
access higher education or gain the necessary 
expertise to generate income, resulting in a 
lack of desirable employment prospects and 
financial stability. Therefore, these families 
have limited access to nutritious food during 
pregnancy and breastfeeding, powdered milk, 
and supplementary meals for children.

Despite the existing program requiring the 
distribution of food baskets to mothers, some 
participants stated that it was not implemented 
within the nation. Politicians must ensure 
meticulous planning to implement this 
program successfully within the country. 
The government and charitable organizations 
should provide financial assistance to support 
these mothers. A pediatrician said:

“The program says that food baskets can 
be given to mothers, but this doesn’t happen 
in the country. Many cases of intrauterine 
growth restriction are seen in adolescent 
mothers. Like other countries, the government 
should provide the pregnant women and 
mothers with food baskets for the first six 
months after their baby is born. This can 
help encourage mothers to breastfeed their 
babies.” (P1)

7. The Need for Social Network Support
The category describes that adolescent 

mothers require support from their social 
network including husband, family members, 
peers, and other members of society. Because 
of their lack of experience with breastfeeding 
and childcare, the majority of the participants 
stated that adolescent mothers required 
support from their husbands and families. 

Furthermore, peer support was essential in 
breastfeeding adolescent mothers, particularly 
in mothers with special conditions such as 
premature babies.

According to the participants, adolescent 
mothers in society are subject to criticism 
depending on their capability to breastfeed 
their infants. Additionally, they are sometimes 
held accountable for their early pregnancies, 
and there is no positive attitude towards 
pregnancy and breastfeeding of adolescent 
mothers in the society. As a result, society 
must accept this group of mothers and permit 
breastfeeding in public settings. One of the 
participants stated:

“When a pregnant adolescent mother 
wants to appear in public or breastfeed her 
baby, she receives negative reactions from 
those around her, causing her to either 
avoid society or not bring her baby to public 
places.” (P14)

Discussion

This qualitative study attempts to investigate the 
normative needs of breastfeeding in adolescent 
mothers from the perspectives of the healthcare 
providers. One of the needs was correcting the 
wrong beliefs and traditions of the previous 
generation, which affect the initiation of 
breastfeeding and exclusive feeding of these 
mothers. According to Hannon et al. and Ingram 
et al., conventional behaviors play a significant 
role in the failure of exclusive breastfeeding 
among adolescent mothers. Behaviors that 
contradict the most recent research and 
recommended breastfeeding practices can result 
in breastfeeding failure in adolescent mothers.17, 18  
Studies in India and Kenya also show that 
people believe that giving colostrum to a baby 
should be avoided or give water to a baby in the 
first week of birth to prevent jaundice,19, 20 which 
is consistent with the results of the current study. 

In the present study, participants highlighted 
the need for education and counseling, which 
healthcare professionals should address 
as one of the needs of adolescent mothers 
for breastfeeding. Numerous sources have 
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highlighted the significance of education for 
adolescent mothers. According to Jamiea et al.  
and Pentecost et al., adolescent mothers 
require information and breastfeeding 
training from nurses. Adolescent mothers 
should be permitted to breastfeed while under 
the supervision of nurses, and nurses should 
respond to their inquiries.21, 22 Due to their 
age and lack of college education, adolescent 
mothers may not have had sufficient time 
to acquire knowledge about breastfeeding. 
Additionally, these mothers have no prior 
experience with breastfeeding; thus, they 
lack the essential skills required for successful 
breastfeeding. Breastfeeding education is not 
offered to adolescent mothers in Iran before 
childbirth, such as during pregnancy or in 
the classroom, while prenatal care visit is a 
significant opportunity for adolescent mothers 
to obtain breastfeeding information.23

The provision of high-quality services, 
including proper equipment, enough staff, 
training, and supportive attitudes of healthcare 
toward breastfeeding were the other needs of 
adolescent mothers. One of the crucial factors 
in the success of breastfeeding among these 
mothers is raising awareness and encouraging 
attitudes of healthcare professionals toward 
breast milk.24 In a study, one of the factors that 
hindered breastfeeding for adolescent mothers 
was revealed to be the insufficient knowledge 
among doctors regarding breast milk.25 

Psychological assistance from their families 
and healthcare professionals was a need to 
successfully adjust to their responsibilities as 
mothers and enhance their self-assurance and 
self-esteem to breastfeed successfully. Some 
studies showed that adolescent mothers lacked 
confidence in their abilities and required 
support, and increased self-confidence and 
motivation to initiate breastfeeding.24, 26

From the perspective of healthcare 
providers, establishing laws that provide 
protection and educational opportunities is 
crucial for the benefit of adolescent mothers. 
The adolescent mothers required school 
support to successfully resume their education 
and preserve their breast milk while attending 

school. This achievement needs unified rules 
for returning to school after the birth of a 
child.27, 28

Financial support was an important need 
for breastfeeding among adolescent mothers 
which was also mentioned in other studies.29, 

30 It can be argued that the insufficient 
academic credentials of adolescent mothers 
for specific job positions, resulting from 
their dearth of education, and the lack of 
financial support from their impoverished 
parents are the primary factors contributing 
of their impoverishment and their financial 
requirements. Therefore, the philanthropic 
and non-governmental organization support, 
establishment of protective programs such as 
the government’s donation of food baskets 
and support for insurance for breastfeeding 
services, as well as the training of earning 
skills in farming and handicrafts, can be an 
alternative to improve the economic status of 
these mothers.

One of the needs of adolescent mothers 
during breastfeeding is the need for social 
network support from husbands, family 
members, peers, and other community 
members. A study revealed that adolescent 
mothers required psychological and 
informational support from their family 
and spouse to face the challenging practical 
problems associated with breastfeeding.31 
Adolescent mothers have more positive and 
productive interactions with their peers. They 
might find peer support and information 
exchange more acceptable.22 Some studies 
have indicated that breastfeeding requires 
the support of the spouse or sexual partner 
and that this support is an essential factor 
in enabling adolescent mothers to continue 
breastfeeding. The support and involvement 
of the desired partners in breastfeeding 
activities can impact a mother’s ability, 
confidence, and self-esteem.32, 33 One could 
argue that adolescent mothers’ dependence 
on others develops due to their ignorance of 
child development, care, and breastfeeding 
and the challenges and psychological and 
physical changes associated with puberty.34, 35 
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Findings showed that adolescent 
mothers faced criticism and were subject to 
blame while going through pregnancy and 
breastfeeding. This indicates that society 
should approach them respectfully and without 
condemnation, acknowledging and including 
them as adolescent mothers. Furthermore, 
adolescent mothers who breastfeed in public 
are subject to judgment when they are out in 
the community.26 A systematic review study 
found that breastfeeding issues related to 
being judged and feeling ashamed are constant 
obstacles to breastfeeding for adolescent 
mothers, resulting in low self-confidence 
when feeding in public.36 

The current study focused on breastfeeding 
of adolescent mothers in Iran, and the findings 
can be highly valuable in recognizing the 
needs of the mothers and revealing them 
to health system policymakers. In addition, 
the researchers attempted to achieve the 
necessary diversity in participants so that 
they can supply rich and diverse data, which 
is one of the strengths of the current research. 
One of the limitations of the current research 
is that adolescent mothers and their families 
were not interviewed.

Conclusion 

According to the findings of the current study, 
adolescent mothers in Iran have various needs 
during breastfeeding, and they require the 
assistance of their families, healthcare providers, 
and the government to fulfill them. Therefore, 
it is also recommended that policymakers in 
the health system should design policies to 
accommodate the requirements of this group 
of mothers. In addition to policy development in 
the health system, the infrastructure required for 
policy and law execution should be considered. 
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Original Article
Comparative Investigation of Genital Self-

image and Sexual Function in Women with and 
Without a History of Female Genital Cosmetic 

Procedures: A Cross-sectional Study

Abstract
Background: Despite the increasing growth of female genital cosmetic procedures, the long-term effects of 
these procedures are not clearly understood. This study was conducted to compare the genital self-image and 
sexual function in women with and without female genital cosmetic procedures.
Methods: This cross-sectional study was conducted on 315 participants (210 women without a history of genital 
cosmetic surgery and 105 women with it) in Alborz province, Iran, from early February 2023 to mid-May 2023. 
The sampling was done conveniently. Data collection instruments were Female Genital Self Image Scale and 
Female Sexual Function Index. Statistical analysis was done in SPSS 16 software using t-test, chi-square, and 
logistic regression, and P<0.05 was considered statistically significant.
Results: The use of laser to tighten the vagina with 77.77% and Perineoplasty with 29.2% were the main 
cosmetic procedures. The mean duration passed from the surgical procedures was 4.79±3.60 years, while it was 
1.13±0.74 years for non-surgical procedures. Women with a history of genital procedures had a higher mean age 
(39.45±10.38, P=0.023). However, they were lower regarding the level of education (P<0.001), family income 
(P<0.001), and exercise (P<0.001). Also, they showed a higher number of pregnancies (P<0.001), deliveries 
(P<0.001), vaginal delivery (P<0.001), episiotomy (P<0.001), and neonates with a weight of ≥3.5 kg (P=0.002). 
In both groups, midwives and doctors were the most important sources of information about the appearance and 
function of reproductive system. However, the genital self-image and sexual function of the two groups did not 
differ significantly (P>0.05).
Conclusion: No difference in sexual self-image and lack of difference in sexual function after cosmetic 
procedures show the need to pay attention to recommending and selecting these procedures. Public awareness 
about the diverse and natural forms of the female genitalia, education about the variety of the factors affecting 
sexual function, reduction of unnecessary interventions, increase in physiological births, retraining doctors 
and midwives, and multidimensional counseling can help to choose more appropriate candidates for cosmetic 
procedures.

Keywords: Cosmetic surgery, Plastic surgery, Body image, Sexual dysfunction
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Introduction

Female genital cosmetic procedures constitute 
a wide range of procedures done for altering 
the appearance of female genitalia as well as 
strengthening and reconstructing the tissue of 
this region without medical reasons.1 Indeed, 
the aim of this procedure was not the treatment 
of medical disorders or structural or functional 
abnormalities such as uterine prolapse, urinary 
incontinence, and sexual dysfunction. Rather, 
it only focused on the appearance of the female 
genitalia and enhancement of sexual function.2 
It has been established as a way to boost self-
confidence and self-esteem as well as sexual 
pleasure for women.1 Female genital cosmetic 
procedures involve different methods such 
as labiaplasty, vaginoplasty, perineorrhaphy, 
reduction of the clitoris hood size (hoodoplasty), 
enlarging and shrinking the labia major, fat 
injection into the labia major, strengthening 
G spot, vaginal rejuvenation, etc.3 Today, the 
applicants for such measures are increasing, and 
annually tens of thousands of women undergo 
surgery to have the physical appearance of their 
genitalia changed.4 According to the report of 
the American Cosmetic Surgeons’ Association 
in 2018, the female genital cosmetic procedures 
with 53% growth have been among the fastest-
growing procedures over five years.5 Also, 
according to the statistics published by the 
Australian Government, between 2001 and 
2013, only vaginoplasty has grown by 140% 
in this country.6 Iran is also known as one of 
the countries with a high rank in cosmetic 
procedures in the world.7 However, there are 
no precise statistics available regarding the 
rate of such surgeries since many cases of 
vaginoplasty, labiaplasty, and perineoplasty are 
done in private clinics and offices by surgeons 
and non-surgeons.

Concerns over genital appearance and the 
tendency to regain body image are among the 
major motivations behind undergoing female 
genital procedures for women.8 Genital self-
image refers to the throughs and emotions 
as well as beliefs of the person about her 
own genitalia, including the appearance and 

function of the genitalia and its health.9-11 Low 
genital self-image is associated with low levels 
of sexual satisfaction in the person as well 
as perceived sexual dissatisfaction with the 
sexual partner in the sexual relationships.12-14 
It can cause sexual dysfunction and lower 
self-esteem in sexual relationships.15 
Meanwhile, sexual function is an effective 
factor on the psychological status of people;16 
diminished sexual function for any reason 
would have numerous negative effects on 
the personal and social life of the person.17 
Further, higher sexual function leads to 
increased intimacy between the couples and 
their enhanced satisfaction with each other, 
thereby boosting their psychological health.18 
Although many factors are involved in the 
female sexual function such as psychological 
and psychiatric disorders, musculoskeletal, 
endocrine, cardiovascular problems, infection 
diseases, or consumption of selective serotonin 
reuptake inhibitors (SSRIs) and many others,19 
some individuals think that lack of sense of 
sexual satisfaction and intimate relationship 
between them and their spouse results from 
their physical weaknesses. Accordingly, many 
women seek female cosmetic procedures.20 
Indeed, in 2015, the Australian Royal College 
released a guideline entitled “Female genital 
cosmetic surgery”, a resource for general 
practitioners and other health professionals 
in response to the severe increase in the 
demand for this kind of surgery and the need 
for the existence of guidelines in this regard 
for healthcare providers. This is because 
healthcare providers play a central role in 
training women about the normal differences 
of the external genitalia. Furthermore, the 
complications of these procedures should be 
noted to women, and they should be asked 
about all causes leading to sexual dysfunction 
before deciding on undergoing such 
procedures for improving sexual function.6, 21

Based on the investigations performed so 
far, female genital cosmetic procedures are 
performed both in hospitals and extensively in 
private clinics and offices by individuals with 
varying degrees of expertise in Iran; very few 
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studies have dealt with this issue involving 
women with different times elapsed from 
female genital cosmetic procedures and the 
variety of the surgeon skills. A study in Iran 
compared the sexual function of 160 women 
with a history of cosmetic surgery with 
normal women, but the genital self-image of 
the women was not studied.20 Due to lack of 
information, the present study was performed 
to compare the genital self-image and sexual 
function of women with and without a history 
of female genital procedures referring to 
female cosmetic and healthcare services. 

Materials and Methods

This is a cross-sectional study. The statistical 
population of this research consisted of 
women who referred to female cosmetic and 
healthcare services (office of midwives; office of 
gynecologists; skin, hair, and cosmetic clinics, 
as well as women’s hair salons) in Alborz 
province and the data collection lasted 3.5 
months from early February 2023 to mid-May 
2023. To determine the minimum sample size 
required at a confidence interval of 95% and 
test power of 80% and to compare the sexual 
function in women with and without genital 
cosmetic procedures with the accuracy of 1.5 
and standard deviations obtained from the paper 
by Eftekhar et al. after setting the values in the 
following formula, the sample size was obtained 
105 subjects.22 Since the ratio of women without 
cosmetic procedures was almost twice as high 
as that of women with such procedures, 105 
women with cosmetic procedures and 210 
women without cosmetic procedures were 
included in the study.

The inclusion criteria were literacy and 
ability to complete the questionnaire, Iranian 
nationality, sexually active women (women 
with a history of permanent marriage, 
temporary marriage, etc.) for whom three 
months and more of one or several cases of 
surgical procedure or nonsurgical methods of 
cosmetics or rejuvenation of the genital area 
and vagina had been passed, sexually active 
women (women with a history of permanent 
marriage, temporary marriage, etc.) with no 
history of undergoing surgical or nonsurgical 
cosmetic or rejuvenation surgery for the 
female genitalia, lack of the history of other 
surgeries in the genital area, and pelvic cancer 
or pelvic radiotherapy. The exclusion criteria 
included incomplete questionnaires (more 
than 10% of items) and withdrawal from 
participation in the study after completing 
the questionnaire. Convenience sampling 
and purposeful method were used, and the 
response to questionnaires was in the form 
of self-report. The sampling was done from 
both groups of women with and without 
a history of genital cosmetic procedures 
concurrently. As to confidentiality, the 
questionnaires were placed inside envelopes, 
where the number on the envelope matched 
the number on the questionnaire. Additionally, 
the written consent forms signed by the 
study participants were in these envelopes. 
Also, a brief description was written on the 
envelopes about the type of study as well 
as inclusion criteria, the ethics code of this 
study, as well as the researcher’s phone 
number to respond to the possible questions. 
These questionnaires were placed, with prior 
coordination with the owners of the cosmetic 
and healthcare providers centers of Alborz 
province and their notification about the type 
of study and its goals as well as gaining their 
consent. Sampling was possible with the 
help of the owners of these centers and with 
their efforts in informing the clients about 
this study. That is, they asked the clients to 
answer the questionnaires if they met the 
inclusion criteria. These centers included 35 
midwifery offices, two gynecologist offices, 

 =
(!"#$ %& + !"#')% × (("% + (%%))%!*.+,- = 1.96!*.. = 0.84

d=1.5(" = 4.2 (% = 3.5 =
(1.96 + 0.84)% × (4.2% + 3.5%)

1.5% ≈ 105
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12 hair, skin and cosmetic clinics, five laser 
service-providing centers, five women’s 
sports clubs, and 53 women’s hairdressers 
and epilation centers. Furthermore, during 
the sampling stage of this study, to find the 
subjects with a history of genital cosmetic 
procedures, we also used snowball sampling 
method. In fact, the midwives who helped 
the study researchers in taking samples from 
the clients of their offices, when identifying 
each person with a history of genital cosmetic 
surgery, asked her to introduce people with 
a similar history, if she knew, to the study 
researchers. In case any person with a history 
of genital procedures was identified, through 
referral to their commute place, attempts were 
made to provide the questionnaire to them 
as well. In addition, during the sampling, 
incomplete questionnaires were excluded 
from the study. To investigate the adequacy 
of the number of subjects taken, the researcher 
frequently presented to the mentioned centers, 
whereby the completed questionnaires were 
collected and investigated, so that finally 
the predetermined sample size of this 
study would be achieved. Furthermore, to 
appreciate the participants of the study, the 
phone number of the researcher was provided 
to the participants, so that in case they 
needed sexual and midwifery consultation 
in the scope of expertise of the researcher, 
they could send SMS to this number for 
their request and coordination for telephone 
counseling. 28 phone contacts were made 
for giving consultation to the participants 
of the study. The research instrument was 
a demographic and baseline questionnaire 
prepared by the researchers, and its validity 
was determined based on content validity. 
This way, at first, this questionnaire was 
prepared using reliable and new sources and 
articles and based on the required information 
according to special characteristics of Iranian 
women’s life; then, it was given to 10 faculty 
members (reproductive health specialists and 
midwives); after that, amendments were made 
according to the opinion of these professors. 
The questionnaire included individual 

characteristics (age, weight, marital status, 
history of malignancy in the genital area, 
pelvic surgery and radiotherapy, education, 
personal income, family income, employment, 
doing Sports); fertility characteristics 
(gravida, history of abortions and stillbirths, 
number of births, type of deliveries, history of 
episiotomy, giving birth to a neonate ≥3/5 Kg); 
questions about the history of performing 
cosmetic procedures in other parts of the 
body (i.e., rhinoplasty); questions related to 
the factors affecting the choice of genital 
cosmetic procedures; questions about sources 
of information about the genital appearance 
and sexual function; and questions about the 
type of genital cosmetic procedure performed 
and the time it was performed.

Female Genital Self-Image Scale (FGSIS) 
was developed by Hernebik et al. (2010). It 
contains seven items scored using a four-
point Likert scale ranging from absolutely 
disagree (1), disagree (2), agree (3), and 
absolutely agree (4), with the minimum and 
maximum scores of 7 and 28, respectively. 
This questionnaire has no cutoff point, and 
higher scores represent positive perceptions 
and feelings about the genitalia. The FGSIS 
development study found a one-dimensional 
structure with adequate internal consistency 
(α=0.91); test-retest reliability was not 
performed in the original FGSIS study.23 
The Persian version of this questionnaire was 
developed by Pakpour et al. in 2014, and its 
reliability and validity were confirmed using 
Cronbach alpha of 0.7 and more. Good to 
excellent internal consistency reliability, test-
retest reliability, and convergent and construct 
validity were found in this study.24

Female sexual function index (FSFI) was 
developed by Rosen et al. in 2000;25 it consists 
of 19 items in six areas: sexual desire or libido, 
arousal, lubrication, orgasm, satisfaction, and 
pain. The Persian version of this questionnaire 
was developed by Heydari et al. in 2008, the 
reliability and validity of which have been 
confirmed with Cronbach alpha of 0.7 and 
more. The scores considered for the items 
of the sexual desire or libido are1-5, those 
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for arousal, vaginal lubrication, orgasm, 
and pain are 0-5, and those for satisfaction 
were 0 or 1-5. Zero score suggests that the 
person has had no sexual activity over the 
past four weeks. The scores of each domain 
are obtained by summing up the items of that 
domain and multiplying that by the factor 
number. The factor numbers for the desire; 
vaginal arousal and lubrication; and orgasm, 
satisfaction, and pain are 0.6, 0.3, and 0.4, 
respectively. By summing up the scores of the 
six domains, the total score of the scale will 
be obtained. Indeed, regarding the scoring, 
higher scores represent better sexual function. 
The minimum score for the desire is 1.2, that 
for arousal, vaginal lubrication, orgasm, and 
pain is 0, that for satisfaction is 0.8, and that 
for the total scale is 2. Since the domains are 
of the same weight, the maximum score for 
each domain is 6 and for the total scale is 
36. The cutoff point for the desire is 3.3; that 
for arousal, vaginal lubrication, and orgasm 
3.4, for satisfaction and pain 3.8, and the total 
scale is 28. In other words, scores lower than 
the cutoff point show sexual dysfunction, 
while higher scores represent normal sexual 
function.26

The present study was approved by the 
ethics committee of the faculty of nursing and 
midwifery as well as the rehabilitation faculty 
of Tehran University of Medical Sciences 
(code: IR.TUMS.FNM.REC.1401.161) and 
other permissions from Alborz University of 
Medical Sciences. All necessary approvals 
for performing the research were obtained 
from the relevant administrators. Written 
informed consent forms which were put with 
questionnaires in the envelopes were also 
signed by all the participants. The right of 
voluntary participation and withdrawal from 
the study was preserved. All participants were 
assured of data confidentiality.

Data analysis was performed using 
SPSS 16, with P<0.05 as the statistically 
significant level. Mean and standard 
deviation were used for the quantitative 
variables including age, weight, and the time 
elapsed from the female genital cosmetic 

procedure. Frequency was employed for the 
qualitative variables including other items of 
the questionnaire. Assuming the normality 
of the data, for the analysis, Chi-square, 
Fisher exact test, and logistic regression 
tests were employed.

Results

Overall, 580 questionnaires were distributed 
in this study, and 315 questionnaires were 
completed. 48 questionnaires were excluded 
due to incomplete information and 217 
questionnaires were not answered. Out of 315 
women participating in the study, 105 (33.33%) 
had a history of such procedures while 210 
(66.67%) did not have this history. Of 105 
women with a history of genital cosmetic 
procedures, 96 had a history of genital cosmetic 
surgery, while 9 women reported non-surgical 
genital cosmetic procedures. Perineoplasty with 
(N=28) 29.2% was the major surgical procedure, 
while the use of laser for tightening the vagina 
with (N=9) 77.77% was the major non-surgical 
procedure. The mean and standard deviation 
of the time elapsed from the surgical and non-
surgical procedures were 4.79±3.60 years and 
1.13±0.74 years, respectively. The minimum 
and maximum time elapsed from the surgical 
procedure and non-surgical procedure were 4 
months to 15 years, and 4 months to 3 years, 
respectively (Table 1). 

As reported in Table 2, the personal 
characteristics of the participants with and 
without cosmetic procedure groups were 
compared with each other. The mean age 
in the group of women with a history of 
procedures was 39.45±10.38 years, while it 
was 37.4±7.85 in women without this history 
(P=0.023). There was a statistically significant 
difference in the level of education of the two 
groups and women in the group of having 
a history of genital procedures were lower 
(P<0.001). Also, lower levels regarding 
to family income (P<0.001), and exercise 
(P<0.001) were seen in the group of women 
with a history of genital cosmetic procedure.

Table 3 shows the fertility characteristics 
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of the two study groups. Indeed, (N=50) 
47.7% of women with a history of genital 
cosmetic procedures against (N=53) 25.3% of 
the women without the history had more than 
three pregnancies in the past (P<0.001). Based 
on the study results, in the group of women 
with a history of procedure (N=68) 64.8% 

and in the other group (N=57) 27.1% had a 
history of vaginal delivery (P<0.001). In the 
group of women with a history of procedure, 
(N=46) 43.8% and in the group of women 
without the history only (N=55) 26.2% had 
a history of giving birth to a neonate above  
3.5 kg (P=0.002).

Table 1: The type of procedure in women with a history of genital cosmetic procedure group and the time 
elapsed since it
Variable N (%)
Surgical procedure
Perineoplasty 28 (29.2)
Labiaplasty 19 (19.7)
Multiple pelvic surgeries at the same time (Cystocele+Perineoplasty) 17 (17.7)
Anterior and posterior Colporrhaphy+Perineorrhaphy 16 (16.6)
Vaginoplasty 15 (15.6)
Shrinking the labia major+Vaginoplasty 1 (1.04)
Non-surgical procedure
Laser for tightening the vagina 7 (77.77)
Injection of gel to the labia major 1 (11.11) 
Multiple non-surgical procedures at the same time 1 (11.11)
Time elapsed from procedure Mean±SD
Surgical procedure 4.79±3.60
Non-surgical procedure 1.13±0.74

Table 2: Individual characteristics in the two groups of women with and without a history of female genital 
cosmetic procedures
Variable Non-genital cosmetic procedure group Genital cosmetic procedure group P value
Age (year), Mean±SD 37.04±7.85 39.45±10.38 0.023*
Weight (kg), Mean±SD 67.59±10.10 67.52±9.3 0.985*
Marital status, N (%) 0.903**
Permanent marriage 185 (88.1) 92 (87.6)
Temporary marriage 25 (11.9) 13 (12.4)
Education, N (%) <0.001**
Elementary 16 (7.6) 23 (21.9)
High school and diploma 102 (48.6) 59 (56.2)
University 92 (43.8) 23 (21.9)
Family income, N (%) <0.001**
Low 13 (6.2) 20 (19.0)
Medium 106 (50.5) 60 (57.1)
Good 74 (35.2) 20 (19.0)
Very well 17 (8.1) 5(4.8)
Employment, N(%) 0.05**
Employed 75 (35.7) 26 (24.8)
Housewife 135 (64.3) 79 (75.2)
Exercise, N(%) <0.001**
Yes, regular 42 (20.0) 13 (12.3)
Yes, sometime 74 (35.2) 25 (23.8)
Yes, little 36(17.1) 19 (18.1)
No, I used to exercise 36 (17.1) 16 (15.2)
No, never 22 (10.4) 32 (30.5)
*T test, ** Chi-square
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The mean score of the genital self-
image score in the group of women with 
female genital procedures was 20.69±2.89, 
while it was 20.58±3.34 in the other group. 
According to the independent t-test results, 
the mean score of genital self-image did not 
differ significantly between the two study 
groups (P=0.764). Table 4 shows the result 
of the logistic regression model comparing 
the genital self-image in two groups of 
women with and without a history of female 
genital cosmetic procedures by adjusting for 
confounding variables. 

Findings showed that the mean score 
of sexual function was 23.74±8.92 and 
24.7±7.77 in the groups of women with and 
without a history of cosmetic procedures, 
showing no significant difference regarding 

sexual function (P=0.455). Based on the FSFI 
questionnaire scoring, (N=64) 61% of the 
participants in the study who had a history 
of undergoing female genital cosmetic 
procedures had sexual dysfunction, while 
in the group of women without this history 
(N=127) 60.5% had sexual dysfunction. 
Furthermore, regarding lubrication and 
pain, (N=26) 24.8% and (N=42) 40% of 
women with the history had dysfunction, 
respectively. However, in the other group 
(n=39) 18.6% and (N=72) 34.3% had 
dysfunction (Table 5). Moreover, the results 
of logistic regression after modifying the 
confounding variables in the two groups 
did not show any statistically significant 
differences in the sexual function of the two 
groups of women (P>0.05).

Table 3: Frequency distribution of fertility characteristics in the two groups of women with and without a history 
of female genital cosmetic procedures
Variable Non-genital cosmetic procedure group

N (%)
Genital cosmetic procedure group 
N (%)

P value

Gravida <0.001*
0 39 (18.6) 5 (4.8)
1 44 (21.0) 23 (21.9)
2 74 (35.2) 27 (25.7)
3 30 (14.3) 28 (26.7)
≥4 23 (11.0) 22 (22.0)
Abortions and Stillbirths 0.720*
0 148 (70.5) 68 (64.8)
1 37 (17.6) 22 (21.0)
2 21 (10.0) 12 (11.4)
≥3 4 (1.9) 3 (2.9)
Number of births <0.001*
0 50 (23.8) 5 (4.8)
1 53 (25.2) 29 (27.6)
2 89 (42.2) 40 (38.1)
3 14 (6.7) 21 (20.0)
≥4 4 (1.9) 10 (9.5)
Type of delivery <0.001*
C/Sa 90 (42.9) 22 (21) 
NVDb 57 (27.1) 68 (64.8)
Both 13 (6.2) 10 (9.5)
None 50 (23.8) 5 (4.8)
Episiotomy <0.001*
Yes 57 (27.1) 71 (67.6)
No 153 (72.9) 34 (32.4)
Newborn Weight ≥3.5 kg 0.002*
Yes 55 (26.2) 46 (43.8)
No 155 (73.8) 59 (56.2)
*Chi-square; aCaesarean section; bNormal vaginal delivery
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Table 4: The results of the logistic regression model comparing genital self-image in the two groups of women 
with and without a history of female genital cosmetic procedures by adjusting for confounding variables
Variable EXP(B) Confidence interval P value
Education
Elementary 1.178 (0.376-3.692) 0.778
High school 0.860 (0.406-1.128) 0.693
University Ref
Family income
Low 2.164 (0.447-10.487) 0.338
Medium 1.215 (0.333-4.432) 0.768
Good 0.996 (0.250-3.963) 0.996
Very well Ref
Exercise
Yes, regular 0.371 (0.126-1.090) 0.071
Yes, sometime 0.269 (0.108-0.671) 0.005
Yes, little 0.580 (0.211-1.590) 0.289
No, I used to exercise 0.346 (0.120-0.999) 0.050
No, never Ref
Gravida
0 2.619 (0.165-41.473) 0.495
1 1.494 (0.319-7.001) 0.610
2 0.556 (0184-1.685) 0.300
3 0.961 (0.293-3.152) 0.948
≥4 Ref
Number of births
0 0.317 (0.003-29.809) 0.620
1 0.615 (0.070-5.396) 0.661
2 0.633 (0.106-3.775) 0.616
3 1.095 (0.172-6.967) 0.923
≥4 Ref
Type of delivery
CSa 2.053 (0.034-124.536) 0.731
NVDb 4.762 (0.072-314.609) 0.465
History of both 3.870 (0.050-298.796) 0.542
None Ref
Episiotomy
Yes 0.457 (0.164-1.270) 0.133
No Ref
Newborn Weight≥3.5 kg
Yes 0.514 (0.260-1.017) 0.056
No Ref
History of Procedure in relatives
Yes 0.727 (0.345-1.533) 0.402
No Ref
Suggestion from partner
Yes 0.375 (0.130-1.081) 0.069
No Ref
Surfing on Internet
Up to an hour per day 0.917 (0.420-2.001) 0.827
Two hours per day 0.614 (0.274-1.376) 0.236
More than three hours per day Ref
Online Shopping
Yes 0.851 (0.420-1.722) 0.653
No Ref
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Table 6 shows the frequency distribution 
of the sources used to obtain information 
about the function of the female reproductive 
system and its appearance in the participants 
of this study. Although the two groups 
had statistically significant differences in 
the sources used to get informed about the 
function of the reproductive system (P=0.003) 
and sources of information about the genital 

appearance (P=0.006), both groups of women 
with a history of genital cosmetic surgery and 
without it mentioned doctors and midwives as 
the most important sources of information.

Discussion

In this study, the participants were divided into 
two groups: those with a history of undergoing 

Using the Internet to obtain medical information
Yes 0.599 (0.278-1.293) 0.191
No Ref
The most important source of information about the function of the reproductive system
Doctor and Midwife 4.222 (1.074-16.601) 0.039
Social media and Websites 3.354 (0.717-15.683) 0.124
People around and the person herself 3.277 (0.493-21.781) 0.219
Doctor and media Ref
The most important source of information about the appearance of the genitals
Doctor and Midwife 0.723 (0.159-3.282) 0.674
Social media and Websites 1.092 (0.210-5.678) 0.917
People around and the person herself 5.873 (0.614-56.221) 0.125
Doctor and media Ref
Age 0.985 (0.946-1.026) 0.461
aCaesarean section; bNormal vaginal delivery

Table 5: Comparison of sexual function and its dimensions in the two groups of women with and without a 
history of female genital cosmetic procedures
Sexual function Non-genital cosmetic procedure group

N(%)
Genital cosmetic procedure group 
N(%)

P value

Sexual desire 0.931*
Has a disorder 65 (31.0) 33 (31.4)
Has not a disorder 145 (69.0) 72 (68.6)
Arousal 0.932*
Has a disorder 69 (32.9) 34 (32.4)
Has not a disorder 141 (67.1) 71 (67.6)
Lubrication 0.231*
Has a disorder 39 (18.6) 26 (24.8)
Has not a disorder 171 (81.4) 79 (75.2)
Orgasm 0.926*
Has a disorder 51 (24.3) 26 (24.8)
Has not a disorder 159 (75.7) 79 (75.2)
Satisfaction 0.999*
Has a disorder 56 (26.7) 28 (26.7)
Has not a disorder 154 (73.3) 77 (73.3)
Pain 0.32*
Has a disorder 72 (34.3) 42 (40.0)
Has not a disorder 138 (65.7) 63 (60.0)
Sexual function 0.935*
Has a disorder 127 (60.5) 64 (61.0) 
Has not a disorder 83 (39.5) 41 (39.0)
*Chi-square
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any genital cosmetic procedure (surgical or 
nonsurgical) and women without a history of 
female genital cosmetic procedures. The results 
of the comparison of the two groups showed 
no difference regarding genital self-image and 
sexual function between women with a history 
of female genital cosmetic procedures and those 
without this history.

Enhancement of genital self-image is one 
of the reasons behind undergoing genital 
cosmetic procedures in women. Indeed, many 
factors such as body image, organ loss, genital 
hygiene practice, sexual function, vaginal 
infections, culture, developmental stages, 
obesity, and media affect the women’s genital 
self-image. Especially with the development 
of technology, the effect of media on women’s 
genital self-image is increasing, and exposure 
to images of genitalia on the Internet 
has affected women’s interest in genital 
cosmetic surgery.27 However, some studies 
have suggested that women with low sexual 
satisfaction may benefit from therapeutic 
procedures to enhance their genital self-
image.9 Also, Goodman et al. argue that there 
is some kind of dissatisfaction with the body 
with genital centrality; surgery may respond 
to that.28

However, according to the theory of the 
dynamic and flexibility of women’s genital 
self-image and its change during life and 
even its improvement, it is very important to 

know that strengthening women’s negative 
perception of their genitals will motivate them 
to undergo unnecessary genital cosmetic 
surgery.29

As we see in the result of the comparison 
of women’s genital self-image in the two study 
groups of this study, there was no higher score 
in the group with a history of the procedure. 
Therefore, it should be noted that ignoring 
other influencing factors on women’s genital 
self-image and insisting on the effect of 
surgery on increasing genital self-image is not 
always true. Possibly, if the person knows that 
her sexual genitalia are within a wide range 
of the normal genitalia of women, she may 
no longer intend to undergo surgery. Thus, 
counseling the candidates before undertaking 
genital cosmetic procedures seems to be 
essential. 

Meanwhile, today there is a high demand 
for undergoing female cosmetic surgical 
or non-surgical procedures to improve the 
sexual function of women. In the study by 
Goodman et al., more than 90% of women 
without any actual complaint of genitalia 
disorder underwent the surgery.30 Some 
studies showed improvement in female 
sexual function after female genital cosmetic 
surgery, but in these studies, mostly the sexual 
function investigation, instruments have not 
been valid enough, and the follow-up duration 
of the subject has also been limited.31 In the 

Table 6: Frequency of the sources of information about the function of the female reproductive system and its 
appearance in the two groups of women with and without a history of female genital cosmetic procedures
Variable With history of cosmetic procedure 

N (%)
Without history of cosmetic procedure
N (%)

P value

Sources of information about the function of the reproductive system 0.003*
Doctor and midwife 72 (68.6) 124 (59.0)
Social media and websites 18 (17.1) 30 (14.3)
People around and 
personal information

9 (8.6) 10 (4.8)

Doctor and media 6 (5.7) 46 (21.9)
Sources of information about the appearance of the genital 0.006*
Doctor and midwife 71 (66.7) 142 (67.6)
Social media and websites 21 (20.0) 37 (17.6)
People around and 
personal information

9 (8.6) 4 (1.9)

Doctor and media 5 (4.8) 27 (12.9)
*Chi-square



Female genital cosmetic procedures 

IJCBNM April 2024; Vol 12, No 2 131

present study, the sexual function did not differ 
significantly in women with and without a 
history of female genital cosmetic procedures. 
Even the score obtained in lubrication and 
pain was lower in the group of women with 
a history of genital procedures compared to 
the other group. This result is in line with the 
findings of another study in which women 
undergoing labiaplasty were compared 
with another group of women without this 
operation history regarding sexual function 
for six months. Despite the improvement of 
the sexual function scored three months after 
the operation, in the six-month investigation, 
no difference was observed.32 Furthermore, 
the study by Goodman et al. showed progress 
in the extent of sexual satisfaction three 
months following genital cosmetic surgery, 
while the six-month investigation did not 
suggest progress in sexual satisfaction.28

However, based on the results of several 
studies, a dramatic improvement in sexual 
function can be seen after genital cosmetic 
surgeries in women who suffer from disorders 
such as pelvic organ prolapse and vaginal 
laxity.22, 28 It is important to consider that such 
results cannot be generalized to all healthy 
women, including those without any pelvic 
complications. In other words, it is not correct 
to advise all women to perform female genital 
cosmetic procedures to improve their sexual 
function. As seen in the present study, the 
level of sexual function of women with and 
without a history of female genital cosmetic 
procedures was not statistically different. 
Therefore, it can be concluded that women 
who have suffered from disorders such as 
vaginal laxity have benefited from female 
genital cosmetic procedures, and after these 
procedures, they reach a level of sexual 
function that is higher or similar to that of the 
general population of women in the society. 
However, calling the diverse appearance of 
female genitalia pathological and promoting 
surgery as a powerful solution to improve 
sexual function have ethical challenges that 
require serious attention.33, 34

The results of comparing the demographic 

characteristics also indicated that women in 
the group with a history of genital procedures 
had a higher mean age. This result can be 
caused by the increased desire of people to slow 
down the aging process. However, regarding 
the level of education, family income, and 
exercise, those with a history of this surgery 
were lower than the women without this 
history. It means they were women who 
had primary and high school education and 
were in an average economic status with less 
experience of exercising. These findings are 
in the same line with those of Eftekhar et al.;  
they found that older women with higher 
education as well as average economic status 
sought genital procedures more.35 It seems that 
these results are because in Iran women with 
a higher level of education and those with a 
better economic status are less inclined to have 
children, and the rate of vaginal childbirth and 
episiotomy in them is lower than Cesarean 
section; therefore, they suffer less perineal 
damage during the delivery. However, the low 
frequency of having a history of exercising 
in women with a history of genital cosmetic 
procedures can be justified by the hypothesis 
that people who exercise have higher muscle 
strength and self-confidence. Also, it is in line 
with the results of several other studies.22, 36, 37

In the present study, women with a higher 
number of pregnancies, deliveries, vaginal 
delivery, history of episiotomy, and delivery 
of a neonate above 3.5 kg had a greater history 
of female genital cosmetic procedures. Some 
studies have shown an increase in damage to 
the pelvic floor muscles after vaginal delivery, 
especially delivery of a baby weighing more 
than 3.5 kg or delivery with instruments 
compared to Cesarean section.38 This issue 
may affect the women’s sexual life, and 
sometimes mild depression is seen in these 
women, which reduces their quality of life 
and sexual satisfaction and causes them to 
resort to female genital cosmetic procedures.38 
This suggests the importance of paying more 
attention to performing physiological delivery 
and taking care of the perineum before, during, 
and postdelivery to prevent serious injuries to 
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the pelvic muscles, especially in the perineum 
during childbirth. Other studies such as that 
of Griffiths and Berrett have also had such a 
recommendation.38, 39 Furthermore, the present 
study results showed that the most important 
source of acquisition of information about the 
appearance and function of the genitalia in 
the group of women with a history of female 
genital procedures included gynecologists and 
midwives. This result indicates the importance 
of the existence of a suitable educational 
program for midwives and gynecologists to 
increase their knowledge about the wide range 
of normal appearance of the female genitalia, 
the effect of genital cosmetic procedures on 
the women’s sexual function, familiarity with 
the complications of these procedures, and 
increase in the competence for providing 
proper and effective counseling, which can 
be one of the best solutions for raising proper 
awareness among women about the female 
genital cosmetic procedures.

One of the strengths of the present study 
was the examination of the genital self-image 
and sexual function of women with a history 
of female genital cosmetic procedures without 
considering the time limit after surgery and 
the limitations related to performing surgery 
by certain professional surgeons; also, we 
were able to compare these characteristics 
with women without such a history. However, 
the most important limitation of this study 
was the lack of information about their genital 
self-image score and female sexual function 
before surgery and the extent of its change 
after surgery. Therefore, it is suggested that 
other similar studies should be conducted in 
order not to have such limitations.

Conclusion

The results of this study showed no difference 
in sexual self-image and lack of difference in 
sexual function after cosmetic procedures. 
These results indicate all influential factors on 
women’s genital self-image and their sexual 
function should be considered important at 
the time of consultation with women who are 

inclined to undergo genital cosmetic procedures. 
Therefore, counseling by a sexual health 
specialist is recommended before cosmetic 
surgery to inform women about the diversity in 
natural genital shapes. Additionally, adjustment 
of expectations and evaluation of all physical, 
psychological, and marital factors affecting 
sexual function are recommended. Doctors 
and midwives have been the main information 
sources for women about their genital self-
image and sexual function, so it is necessary 
for them to accept the differences in female 
genital appearance as a normal variation and to 
give proper information to women. In addition, 
the inconclusive results of cosmetic procedures 
on genital self-image and sexual functions and 
their ethical challenges should be included in the 
retraining programs of doctors and midwives.
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Dear Editor

The integration of emergency psychiatric care into basic healthcare services must be given top priority 
due to the continued prevalence of mental health disorders as a major public health concern. Improving 
the effectiveness and accessibility of mental health interventions is crucial, especially in primary care 
settings. Mental illnesses continue to rank among the top ten global causes of burden; they cause 16% 
of Disability-Adjusted Life Years (DALYs) worldwide, and their economic costs are projected to be 
around USD 5 trillion.1 The National health survey by the Indonesian government presented in 2018 
in Indonesia revealed that the cases of Severe Mental Disorders (SMD) were 7 per 1000 population or 
a total of 1.6 million individuals.2 Among the individuals with SMD, 15.1% have not sought treatment, 
and 48.9% of those who are taking medication do not adhere to their medication regimen. The high 
number of SMD cases is not matched by easy access to healthcare services.2 This is evident from 
the high treatment gap in mental health issues, which exceeds 90%, indicating that fewer than 10% 
of mental disorder cases receive standard management. Primary healthcare providers play a key role 
in the early detection and crisis management of mental health issues, but the lack of resources and 
specialized training poses a significant challenge.3

There is an urgent need to establish protocols and training programs that enable primary 
healthcare practitioners to identify and address mental health crises effectively. This involves 
the development of standardized assessment tools, enhancing collaboration with mental health 
specialists, and ensuring access to crisis intervention resources. By incorporating emergency 
psychiatric care into the primary healthcare setting,4 we can reduce the stigma associated with 
mental health issues and facilitate a more holistic approach to healthcare.

Furthermore, addressing emergency psychiatric care in the primary healthcare setting can 
contribute to early intervention, preventing the escalation of mental health crises, and reducing 
the burden on emergency departments.5, 6 This shift towards a more comprehensive and integrated 
approach is in the same line with the overarching goal of achieving equality between mental 
and physical healthcare.

In conclusion, addressing the integration of emergency psychiatric care into basic healthcare 
services is necessary to tackle the growing burden of mental health disorders in Indonesia. To 
effectively address this issue, policymakers, healthcare organizations, and professionals should 
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prioritize several key recommendations. Firstly, Indonesian policymakers need to prioritize 
mental health in national healthcare agendas by allocating adequate resources and developing 
policies that promote the integration of emergency psychiatric care into primary healthcare 
services. This proactive approach will ensure that mental health receives encompass the attention 
and resources it deserves within the healthcare system. Secondly, there is a crucial need to 
invest in training programs for primary healthcare practitioners. These programs should focus 
on enhancing their capacity to identify, assess, and manage mental health crises effectively. 
Specialized training in mental health assessment and crisis intervention techniques will better 
equip healthcare providers to respond to the needs of individuals experiencing mental health 
emergencies. Moreover, collaboration between primary healthcare providers and mental health 
specialists should be strengthened. This collaboration will ensure timely access to specialized 
care and resources for individuals in crisis. Adequate funding should be allocated to support 
the integration of emergency psychiatric care services into existing healthcare systems. By 
implementing these recommendations, Indonesia can take significant strides toward improving 
access to emergency psychiatric care and addressing the mental health needs of its population. 
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Dear Editor

Given the growing trend of population aging worldwide and the rising prevalence of chronic diseases 
in this age group, the need to care for older adults is increasing, which puts a heavy burden on family 
caregivers.1 Providing care to a family member with a chronic disease or debilitating condition can have 
numerous negative consequences such as neglecting one’s spouse and children, tension among family 
members, decreased enjoyment of life, fatigue, anxiety, despair, incompatibility between couples, 
reduced social interactions, impairment in fulfilling job duties and personal goals, sleep disturbance 
at night, feelings of guilt, and financial problems.2 Overall, it can be stated that the care of elderly 
individuals with chronic diseases places the family caregivers in a situation where they endure mental, 
physical, financial, and social burdens and experience a lower quality of life.1 Additionally, providing 
care for elderly individuals with chronic diseases can be a source of stress for family caregivers. They 
often experience high levels of stress for various reasons, including the challenges of balancing work, 
family responsibilities, raising children, and attending to the needs of older people.2 The mental health 
of family caregivers of older people has today emerged as a significant health concern. Consequently, 
interventions and solutions that prioritize enhancing the caregivers’ health are emphasized, aiming 
to reduce the adverse effects and consequences associated with elderly care.1, 2

It appears that interventions which aim at promoting psychological capital may have an 
impact on mitigating the consequences and adverse effects of care. Indeed, research has shown 
that psychological capital is important in dealing with stressful situations, problems, and stress 
management.3

Psychological capital is recognized as a positive psychological capacity. The term was initially 
introduced by Luthans et al. in 2007. It encompasses four key components: hope (a positive 
view of the future and the ability to create pathways to achieve goals), optimism (maintaining 
positive expectations in various situations), efficacy (feeling of trust, sufficiency, and effectiveness 
in actions), and resilience (positive adaptation in response to adverse situations). These four 
components work together synergistically.3

Evidence shows that the components of psychological capital empower individuals to be less 
impacted by stressful situations and experience reduced tension when encountering everyday 
problems. Therefore, it can be stated that these individuals exhibit higher levels of psychological 
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health and exhibit better performance in their responsibilities. Furthermore, higher levels of 
psychological capital are associated with decreased job burnout.4 On the other hand, studies 
have indicated that the components of psychological capital can have a positive impact on well-
being and quality of life. As such, enhancing these components in individuals can effectively 
promote personal growth.5 Also, it seems that psychological capital in the elderly can lead to the 
improvement of their mental health status.6 On the other hand, as mentioned, the family caregivers 
of the elderly bear the burden of care and negative consequences, and these interventions have 
positive effects on them.1

Therefore, as mentioned, the task of caring for the elderly individuals with chronic diseases 
places family caregivers in a challenging and stressful situation, altering all aspects of their 
lives. Therefore, it appears that focusing on psychological capital and striving to enhance it for 
family caregivers by designing suitable interventions can impact the outcomes of the elderly 
care, ultimately resulting in improved physical and mental health of caregivers and enhanced 
quality of care they provide. Accordingly, it is recommended that health providers should consider 
psychological capital of family caregivers of older adults. By designing interventions that target 
the promotion of psychological capital, providers of such services can assist family caregivers of 
older people to have better mental health and adapt more easily to their caregiving role.
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