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Aims Nowadays the necessity of informing children of various ages about sexual issues is felt 
more than ever before. The present study has been conducted to determine the effect of the 
mothers’ education on the preschool children’s sexual training based on the health belief model.
Methods The present study is experimental intervention research performed on 144 mothers 
with preschool children in 2020 in Sanandaj. The participants were randomly selected from 
12 preschools by multi-stage cluster sampling method. The intervention was conducted 
through the use of a combination of in-person and remote training according to the constructs 
of the health belief model. The data were collected by the use of a researcher-constructed 
questionnaire the validity and reliability of which have been assessed and confirmed and 
subsequently analyzed using SPSS, version 23, through the descriptive and analytical statistics, 
including chi-square tests, fisher’s exact test and t-test, one-way variance analysis, and LSD 
follow-up test and Kolmogorov-Smirnov test.
Findings The study results indicated that the mean values of the scores calculated for 
knowledge and perceived susceptibility constructs, perceived barriers, cues to action, and 
perceived self-efficacy in the intervention group’s mothers following training were significantly 
higher than those of the control group (p<0.05).
Conclusions The results of this study showed that 3 training sessions with the design of health 
belief model structures in mothers are effective in performing sexual education of children. 

A B S T R A C TA R T I C L E    I N F O

Article Type
Original Research

Authors
Faraji S.1 MSc,
Taymoori P.1 PhD,
Gharibi F.2 MSPH,
Bahmani A.*1 PhD

 Keywords  Education; Mothers; Sexology; Preschool; Health Belief Model

*Correspondence
Address: Sanandaj, Pasdaran Street, 
Kurdistan University of Medical 
Sciences, Health Faculty, Public 
Health Department. Postal Code: 
6617713446.
Phone: +98 (87) 33286654
Fax: +98 (87) 33625132
a_bahmani59@yahoo.com

1Department of Public Health, Fac-
ulty of Health, Kurdistan University 
of Medical Sciences, Sanandaj, Iran 
2Vice-Chancellor for Resources Man-
agement Affairs, Kurdistan Univer-
sity of Medical Sciences, Sanandaj, 
Iran 

Article History
Received: January 12, 2021
Accepted: June 01, 2021     
ePublished: December 31, 2021

How to cite this article
Faraji S, Taymoori P, Gharibi F, Bah-
mani A. The Effect of Mother’s Edu-
cation on Sexual Education of Pre-
school Children Based on Health 
Belief Model. Journal of Education 
and Community Health. 2021;8(4)
:299-306.

©2021 ASP Ins., Afarand Scholarly Publishing Institute, Iran

https://socialworkmag.ir/article-1-211-en.html
https://pubmed.ncbi.nlm.nih.gov/22363029/
https://www.tandfonline.com/doi/abs/10.1080/14681810903491370
https://link.springer.com/article/10.1007/s10461-007-9324-6
https://pubmed.ncbi.nlm.nih.gov/19402759/
https://journals.sagepub.com/doi/10.1177/1350506804039812
http://hms.gmu.ac.ir/browse.php?a_id=203&sid=1&slc_lang=en
https://www.sid.ir/en/Journal/ViewPaper.aspx?ID=555353
https://www.tandfonline.com/doi/abs/10.1080/14681810701636044
https://pubmed.ncbi.nlm.nih.gov/28602473/
https://www.researchgate.net/publication/331870043_
https://psycnet.apa.org/record/2005-10056-004
https://link.springer.com/article/10.1007/s11195-015-9393-9
http://journal.ihepsa.ir/article-1-737-en.html
https://pubmed.ncbi.nlm.nih.gov/19273504/
https://www.ojp.gov/ncjrs/virtual-library/abstracts/prevalence-child-sexual-abuse-corrective-metanalysis
http://journals.police.ir/article_97095.html
https://www.gisoom.com/book/11104977/
https://link.springer.com/article/10.1007/s10826-007-9179-5
https://www.researchgate.net/publication/249807101
https://www.researchgate.net/publication/286903556
https://www.gisoom.com/book/11621265/
http://ijn.iums.ac.ir/browse.php?a_code=A-10-1471-2&slc_lang=en&sid=1
https://www.semanticscholar.org/paper/Effect-of-the-sexual-education-program-on-the-and-Mobredi-Hasanpoor-Azghady/61e8697194bc0232bc5abd1bbf9f7ddcf79b27d5
https://aums.abzums.ac.ir/article-1-379-fa.html
https://www.researchgate.net/publication/335192052_
http://ismj.bpums.ac.ir/article-1-706-fa.html
http://journal.muq.ac.ir/article-1-558-en.html
https://pubmed.ncbi.nlm.nih.gov/7603048/
https://militarymedj.ir/article-1-707-en.html
https://read.qxmd.com/read/18599162
https://pubmed.ncbi.nlm.nih.gov/18384917/
https://www.ncbi.nlm.nih.gov/mesh/68004493
https://www.ncbi.nlm.nih.gov/mesh/68009035
https://www.ncbi.nlm.nih.gov/mesh/68044347
https://www.ncbi.nlm.nih.gov/mesh/68002675
https://www.ncbi.nlm.nih.gov/mesh/2052026


The Effect of Mother’s Education on Sexual Education of …                                                                                                                   300 

Journal of Education and Community Health                                                                                                                              Fall 2021, Volume 8, Issue 4 

Introduction 
Sex education is a measure that is taken from the 
early stages of human life for the balanced and 
proportionate development of his sexual instinct and 
its main goal is to increase sexual knowledge and 
increase peace in life [1]. All of the children need 
accurate gender education to understand how to 
healthy sexual behavior [2].  
Parents have an important and effective role in the 
socialization, sexual health, and the development and 
formation of confidence in the future in children [3, 4]. 
Despite the barriers to communication between 
parents and children about sex education, we must 
note that parents are the most important and 
accessible people for educating children [5]. Parents 
imagine that the awareness of the children about the 
sexual issues would cause their deviation [6]. while 
parents should be the first individuals who teach 
sexual matters to their children [7]. Determining the 
level of knowledge, the attitude of parents about the 
issue of sex education before sex education is a 
priority [8]. The role of the mother in transferring 
sexual issues is more prominent than others and 
educated women can be very good sources for the 
transferring of information to their children [9, 10]. 
Mothers can play a significant role in the prevention 
of children’s sexual abuse through supervision, 
reduction of the risk factors, guidance, and education 
[11]. Many of the families avoid giving sexual 
information to their children due to low self-
confidence, negative attitudes, and unwillingness for 
talking about sexual issues [12]. Since children are the 
most vulnerable in society and need the support of 
their parents, the enhancement of the parents 
’knowledge directly influences their children’s 
knowledge [13]. The years before school are very 
important and influential for the children. The 
children’s knowledge and behavior form in this 
period [14]. Sexual abuse of children leads to short-
term and long-term consequences and the children’s 
lives are physically, psychologically, and socially 
affected. The children who are subjected to sexual 
abuse suffer from depression, anxiety, eating 
disorders, sexual performance disorder, and social 
isolation that may be continued till adulthood [11]. A 
review study conducted around the world shows that 
Out of every four children, one child suffers from 
physical sexual abuse and has been abused at least 
once in their lifetime [15]. Based on the statistics 
published for the US, more than one million children 
are annoyed annually [16]. The analysis of 22 studies 
in the US indicated that 30-40 percent of girls and 
13% of boys have experienced sexual abuse during 
childhood [17]. Based on the statistics for Iran, the 
grounds of the emergence of sexual violence towards 
children exist to a large extent. The high rate of 
addiction, expansion of suburbanization, increase in 
divorcement and economic-cultural problems are 
amongst the cases justified in the studies performed 
about child abuse [18].  

The health belief model is a preventive behavior 
model that includes the constructs of perceived 
susceptibility, perceived severity, perceived benefits, 
perceived barriers, cues to action, and perceived self-
efficacy [12]. The theoretical foundations assert that if 
the individuals feel danger about their health status 
and sense the intensity of the problem, they would 
more likely exhibit the preventive behavior in case of 
knowing its advantages and if they find themselves 
not confronted with serious barriers for exhibiting it 
[19]. The studies performed by Waikaf et al. in 2007 
demonstrated that pre-maturity is the best time for 
fathers and mothers to present their children with 
the messages for preventing sexual dangers before 
the initiation of the sexual behaviors [20]. The 
researchers in England emphasize the family 
empowerment programs due to the important role of 
the parents as the main individuals in the children’s 
sexual training [21]. The studies indicated that the 
parents often need supports like information, 
motivation, and strategies that might help them 
attain favorable results, including the reduction or 
prevention of risky behaviors such as sexual abuse 
[22]. 
The present study has been carried out to investigate 
the effect of mothers’ training on the prevention of 
preschool children’s sexual abuse. 
 
Methods 
The present study is interventional research and the 
study population included mothers having preschool 
children in Sanandaj in 2020. Our sampling method 
in this study was random and based on the multi-
stage cluster method. First, Sanandaj city is divided 
into three regions (based on location): good, medium, 
and weak in terms of social-economic status. In each 
region, two preschool centers were selected as the 
intervention group and two preschool centers as the 
control group randomly selected. In every center, 12 
mothers of preschool children were randomly 
selected and, eventually, 72 mothers were placed in 
the intervention group and 72 others in the control 
group (In both intervention and control groups, 36 
mothers with 6-year-old girls and 36 mothers with 6-
year-old boys were selected). The study inclusion 
criteria were the ability of reading and write and 
understand the questions, informed consent and the 
tendency for participation in the study, and having 
passed no course on sexual training; the study 
exclusion criteria were migration and non-
participation in the instructional sessions. 
The information-gathering instrument of this study 
was a researcher-constructed questionnaire that was 
prepared based on the health belief model and 
contained 75 preliminary questions. Considering the 
content validity and Cronbach’s alpha estimation, the 
questions were reduced to 58 for the codification of 
which relevant texts’ evaluation and experts’ ideas 
were applied. The 58-item questionnaire has been 
codified in three parts. The first part includes four 
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questions about the demographic information of the 
participants; the second part includes 16 questions 
for assessing the knowledge (minimum score 0 and 
maximum score 16) and the correct answers are 
given a score equal to one and the wrong and “I don’t 
know” answers are scored zero; the third part 
includes 38 questions related to the constructs of the 
health belief model. 8 questions for perceived 
susceptibility structure (minimum score 8 and 
maximum score 40), 6 questions for perceived 
severity (minimum score 6 and maximum score 30), 
5 questions for perceived barriers (minimum score 5 
and maximum score 25), 6 questions for Perceived 
benefits (minimum score 6 and maximum score 30), 
6 questions for cues to action (minimum score 0 and 
maximum score 6) and 7 perceived self-efficacy 
questions (minimum score 7 and maximum score 35) 
were considered. for perceived susceptibility, 
perceived severity, perceived barriers, perceived 
benefits, and self-efficacy the instrument was rated 
based on Likert’s five-point scale. In cases that the 
item signifies the positive consistency in an 
individual, the highest score equal to five is given to 
the answer “completely agree” and, respectively, 
scores equal to 4, 3, 2 and 1 are given to the answers 
“agree”, “not sure”, “disagree” and “completely 
disagree”. For assessing the cues to action the correct 
answers are given a score equal to one and the wrong 
and “I don’t know” answers are scored zero. In order 
to assess the content validity, five professors of 
health education and health promotion were used. 
The total content validity index found for the present 
questionnaire was 87% and Cronbach’s alpha 
coefficient was calculated to equal to 0.86 for the 
reliability index. 
In order to implement the plan, a confirmation letter 
was acquired from the medical ethics committee of 
the university and the required coordination was 
made with 12 headmasters of preschool centers for 
making the sampling. Considering the prevalence of 
coronavirus and the fear and worries of most of the 
mothers about attending the instructional sessions, 
efforts were made to present the instructions in the 
form of in-person and remote training. Therefore, for 
mothers who could not attend the instructional 
sessions, the training was presented virtually and 
through telegram and WhatsApp applications. in such 

a way that the phone numbers were initially received 
from the schools and calls were made to them for 
inviting them to attend the study and the instructions 
were presented in the virtual space. The instructional 
content used in this study has been excerpted from 
the book “children and adolescents’ sexual training 
(particular to parents and instructors) [23]; the 
instructional film prepared in this regard has been 
confirmed by the Ministry of Culture and Islamic 
Guidance. It is worth mentioning that the 
instructional content was identical in both of the 
training ways (in-person and remote) but also the 
method of lectures and questions and answers were 
used for mothers who attended training sessions. The 
training intervention for the intervention group was 
made in the form of three sessions within three 
weeks (one session a week) (Table 1). For mothers 
who were trained in person, lectures, educational 
videos, and questions and answers were used, and for 
mothers who were trained virtually, educational 
content and videos were sent. Before the educational 
intervention, the purpose of the study was explained 
to the target group and they were given sufficient 
assurance regarding the confidentiality of the 
information, and conscious consent was obtained 
from the target group to participate in the study. 
Then, permission to issue the plan was obtained from 
the university ethics committee. The questionnaire 
was completed before the initiation of the 
instructional intervention by the mothers in both of 
the intervention and control groups; three months 
after the last instructional session, the mothers were 
asked to again complete the questionnaire. The data 
were collected from the mothers who had been 
trained in person through administering them with 
the written questionnaire. The data were collected 
from the mothers who had chosen to be remotely 
trained through sending the questionnaire via 
telegram and WhatsApp applications and receiving 
them after they completed the questionnaire. The 
data analysis was carried out in SPSS, version 23, 
through the descriptive and analytical statistics, 
including chi-square tests, fisher’s exact test, t-test, 
one-way variance analysis, LSD follow-up test, and 
Kolmogorov-Smirnov test was used to check the 
normality of quantitative data. The significance level 
was set at lower than 0.05. 

 
Table 1) Details content of “educational intervention based the Health Belief Model on the promotion of prevention of sexual abuse of 
preschool children in the experimental group  
Sessions Objectives A summary of topics and activities Time 

(minutes) 
1 Familiarity of mothers with the concept of child sexual 

education; Making mothers aware of the dangers and threats of 
child sexual abuse; (perceived susceptibility and perceived 
severity) 

Lecture and Q&A methods for mothers who attended the training 
sessions in person; Send content virtually using WhatsApp and 
Telegram programs for mothers who were trained in virtually 

60 

2 Initiation time of the sexual issues’ instruction to the children; 
Proportion between these instructions and the children’s age; 
dangers of the children’s unawareness; Identifying and 
removing barriers facing mothers in education; (perceived 
benefits and perceived barriers) 

For mothers who were trained in person, lectures and Q&A were 
used; For Mothers who were trained virtually, the content was sent 
as a voice recording 

60 

3 Empowering mothers to educate their children to prevent 
sexual abuse; (perceived self-efficacy) 

For mothers who were trained in person, lectures, educational 
videos and Q&A were used; For mothers who were trained virtually, 
educational content and videos were sent 

60 
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Findings 
The findings indicated that the mothers’ average age 
is 32.3±6.7 in the intervention group and 34.1±6.6 in 
the control group (p>0.05). The intervention and 
control groups did not statistically differ in terms of 
education level, job, and the number of children 
(p>0.05). Mothers were selected equally based on the 
gender of the children (being a boy or a girl) in both 
intervention and control groups, and the same 
educational content was used to educate all mothers 
(Table 2).  
The mean and standard deviation score of the 
mothers’ knowledge before intervention was 
9.47±2.02 in the intervention group and 9.54±2.31 in 
the control group and no significant statistical 
difference was observed in this regard (p=0.85). No 
significant difference was observed in a comparison 
of the mean scores obtained for the constructs of the 
health belief model before instructional intervention 
in the intervention and control groups for perceived 
susceptibility, perceived barriers, perceived benefits, 
cues to action, and perceived self-efficacy (p>0.05) 
but a significant difference was documented for the 
perceived severity before intervention in both of the 
studied groups (p=0.03; Table 3). 
After the intervention, the mean and standard 
deviation knowledge score of the intervention group 
was 10.46±0.67 which is significantly higher than 
that of the control, i.e. 9.65±1.80 (p=0.001). The mean 
scores of the perceived susceptibility, perceived 
barriers, cues to action, and self-efficacy were 
significantly higher after the instruction in the 
intervention group’s mothers as compared to those of 
the control group’s mothers (p<0.05). However, 
there was no significant difference between the mean 
scores of constructs like perceived severity and 
perceived benefits after the intervention in both of 
the studied groups (p>0.05; Table 2). According to 
the analysis of covariance (ANCOVA Test), the 
intervention did not affect the perceived severity 
structure. 
The mean and standard deviation score of the 
mothers’ knowledge was 9.47±2.02 in the instruction 
group before intervention and it was 10.46±0.67 
after the intervention hence the difference is 
statistically significant (p=0.0001). A significant 
difference was observed in a comparison of the mean 
scores of constructs like perceived susceptibility, 
perceived benefits, cues to action, and self-efficacy 
for the intervention group before and after the 
educational intervention (p<0.05). But no significant 
difference was evidenced for the constructs like 
perceived severity and perceived barriers in the 
intervention  group  before  and  after  the  instruction 

(p>0.05; Table 3). The mean scores of the knowledge 
and health belief model’s constructs were not 
significantly different in a comparison of the two 
groups that had been subjected to instruction in 
presence and instruction via virtual space (p>0.05). 
The mean score of knowledge and perceived 
susceptibility constructs and perceived self-efficacy 
in both in-person and virtually groups compared to 
the control group showed that there was a 
statistically significant difference documented 
(p<0.05; Table 4). 
 
Table 2) Comparing the frequency of variables in the mothers of 
the two studied groups (numbers in parenthesis are in percent) 
Variable Intervention Control p-value 
Education    
Primary 6 (8.3) 1 (1.4) 0.26 
Guidance 15 (20.8) 14 (19.4) 
High school 28 (38.9) 30 (41.7) 
University 23 (31.9) 27 (37.5) 
Job    
Housewife 62 (86.1) 61 (84.7) 0.81 
Employed 10 (13.9) 11 (15.3) 
Number of children    
One 35 (48.6) 26 (26.1) 0.06 
Two 30 (41.7) 29 (40.3) 
Three and more 7 (9.7) 17 (23.6) 
Gender    
Girl 36 (50.0) 36 (50.0) 0.99 
Boy 36 (50.0) 36 (50.0) 

 
Table 3) Comparing the mean±SD scores of knowledge and 
constructs of HBM in the intervention and control groups before 
and after instruction  
Assessment stage Intervention  Control  p-value 
Knowledge 
Before 
After 
p-value 

9.47±2.02 
10.46±0.67 
0.0001 

9.54±2.31 
9.65±1.80 
0.750 

0.850 
0.001 
- 

Perceived susceptibility 
Before 
After 
p-value 

26.68±6.38 
32.25±2.65 
0.001 

28.22±5.63 
28.11±4.66 
0.890 

0.120 
0.001 
- 

Perceived severity 
Before 
After 
p-value 

21.35±2.02 
21.21±1.51 
0.640 

22.32±3.34 
21.58±2.45 
0.130 

0.030 
0.270 
- 

Perceived barriers 
Before 
After 
p-value 

16.93±2.19 
17.01±1.54 
0.790 

17.18±2.85 
17.79±2.02 
0.140 

0.550 
0.010 
- 

Perceived benefits 
Before 
After 
p-value 

24.76±3.30 
25.79±2.37 
0.030 

25.75±4.60 
25.90±3.91 
0.830 

0.140 
0.840 
- 

Cues to action  (external) 
Before 
After 
p-value 

4.79±1.48 
5.42±0.91 
0.003 

4.82±1.52 
4.93±1.40 
0.650 

0.910 
0.010 
- 

Self-efficacy 
Before 
After 
p-value 

25.85±3.85 
28.04±2.95 
0.001 

26.63±4.77 
25.03±3.82 
0.002 

0.280 
0.001 
- 
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Table 4) Comparison of mean scores of knowledge and Health Belief Model constructs in individuals trained in-person and virtually with 
the control group  
Group Mean±SD Group Mean diff. ±SE  P-value 
Knowledge     
In-person 10.65±0.59 In-person-Virtually 0.358±0.321 0.266 
Virtually 10.29±0.69 In-person-Control 0.994±0.283 0.001 
Control 9.65±1.80 Virtually-Control 0.637±0.272 0.021 
Perceived susceptibility 
In-person 32.71±2.49 In-person-Virtually 0.864±0.896 0.337 
Virtually 31.84±2.75 In-person-Control 4.595±0.790 0.001 
Control 28.11±4.66 Virtually-Control 3.731±0.761 0.001 
Perceived severity 
In-person 21.68±1.45 In-person-Virtually 0.887±0.478 0.065 
Virtually 20.79±1.47 In-person-Control 0.093±0.421 0.825 
Control 21.58±2.45 Virtually-Control -0.794±0.406 0.052 
Perceived barriers   
In-person 17.18±1.26 In-person-Virtually 0.308±0.425 0.470 
Virtually 16.87±1.75 In-person-Control -0.615±0.375 0.103 
Control 17.79±2.02 Virtually-Control -0.923±0.361 0.012 
Perceived benefits   
In-person 26.32±2.57 In-person-Virtually 1.008±0.762 0.188 
Virtually 25.32±2.09 In-person-Control 0.421±0.672 0.532 
Control 25.90±3.91 Virtually-Control -0.587±0.647 0.366 
Cues to action     
In-person 5.44±0.86 In-person-Virtually 0.046±0.281 0.869 
Virtually 5.39±0.97 In-person-Control 0.511±0.248 0.041 
Control 4.93±1.40 Virtually-Control 0.464±0.239 0.054 
Perceived Self-efficacy   
In-person 28.38±2.94 In-person-Virtually 0.646±0.808 0.426 
Virtually 27.74±2.97 In-person-Control 3.355±0.712 0.001 
Control 25.03±3.82 Virtually-Control 2.709±0.686 0.001 
 
Discussion 
The results of our study elevate the mothers’ 
knowledge about the prevention of sexual abuse and 
increase the children’s knowledge in this regard by 
their parents. By instructing the sexual care to the 
children at the proper ages and in a gradual manner, 
the children can be safeguarded in the area of sexual 
abuse. Such instructions contribute to the parents to 
better understand the concept of the children’s 
sexual abuse and explain it to their children as to how 
they can prevent sexual abuse. In the present study, 
the instructions led to a change in the awareness and 
some constructs of the health belief model in the 
intervention group’s mothers. Therefore, after the 
intervention, the mean score of the awareness in the 
intervention group’s mothers was found to 
significantly increase in contrast to that of the control 
group’s mothers. In line with these results, Khanjari's 
study [24] and Mobredi's study [25] were consistent 
with our study and showed that the sexual education 
program has a positive effect on mothers' knowledge. 
Probably in the current educational program, the use 
of educational video, providing relevant and 
applicable information and the introduction of books 
have increased knowledge. Sadegh Moqaddam et al. 
investigated the parents’ sexual instruction needs in 
the city of Birjand and showed that only 25.9% of the 
mothers can respond correctly to their children’s 
questions and this is reflective of the families’ low 
ability in the area of their children’s sexual 
upbringing [26]. 
In this study, the mean scores of the constructs like 
perceived susceptibility and self-efficacy were found 

to increase after intervention (in both the in-person 
and remote training groups) as compared to the 
control groups. In line with this in the Nowruz study, 
the mean score of perceived susceptibility structures 
and perceived self-efficacy in the intervention group 
increased compared to the control group [27].  
 

In the study by Yakubu et al. in northern Ghana, the 
results indicated that the mean scores of the 
constructs like perceived sensitivity and self-efficacy 
have been significantly increased after the 
instruction in the participants of the intervention 
group [28]. The similarity of these results can be a 
product of the instruction based on the health belief 
model. Mothers are worried about the risk of their 
children’s sexual abuse and make efforts to empower 
them by training them for preventing their sexual 
abuse. On the other hand and in contradiction to the 
results of this study, the study by Mostawfi et al. did 
not show significant changes in the self-efficacy 
scores but did show a significant increase in the 
perceived susceptibility score in the intervention 
group after the educational intervention [12]. and this 
difference might be a product of the difference in the 
target groups. In the study by Mostawfi et al., the 
target group was comprised of the mothers of young 
girls but the target group of this study consisted of the 
preschool children’s mothers so they might have 
empowered themselves more due to the low age of 
their children and their perception of their children’s 
inability in protecting their body. In the present 
study, the mean scores of the constructs of the 
perceived intensity and perceived advantages were 
found  not  significantly  different   after   intervention 
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between the  groups that had been subjected to in-
person and virtual training and the control group. In 
line with this study, no notable change was observed 
in the study by Mostawfi et al. for the mean scores of 
a construct like the perceived intensity and perceived 
advantages in a comparison of the intervention and 
control groups [12]. In a study that was carried out by 
Nowruzi and its results are consistent with what has 
been found herein, the mean scores of the constructs 
like perceived intensity and perceived advantages 
were found not significantly different after the 
intervention in a comparison with the control group 
[29]. This can be due to the effect of the instruction 
based on the health belief model or the disproportion 
in the time required for instruction based on this 
model’s constructs. Inconsistent with the present 
study’s results is the results of another study by 
Nowruzi et al. for both the in-person and remote 
training groups in terms of the mean scores for the 
construct “perceived advantages”; however, the 
mean score of the construct “perceived intensity” was 
found only increased in the in-person training group 
[27]. This can be due to the use of lecturing and 
question-and-answer methods during the in-person 
training intervention. It is suggested that training be 
held in person if possible. In a study that was 
conducted by Yakubu et al. in northern Ghana, the 
results indicated that the mean scores of the 
constructs like perceived intensity and perceived 
advantages are significantly increased after the 
intervention in the participants of the intervention 
group and the differences were found also 
statistically significant. In this study, the perceived 
intensity of pregnancy in the adolescents specified 
their motivation for avoiding sexual relationships [28]. 
This difference in perceived severity and perceived 
benefits compared to our study could be due to 
differences in the target group. It was seen in the 
present study that the mean score of such a construct 
as the perceived barriers was significantly reduced 
after the intervention compared to the control group. 
This is indicative of the positive effect of instruction 
on the elimination of the perceived barriers in the 
intervention group. The enhancement of the 
awareness and correction of the incorrect beliefs can 
play an effective role in the reduction of the perceived 
barriers. Therefore, the removal of the barriers in the 
instruction of sexual matters can empower the 
parents in the area of instructing their children. 
Several studies with results in accordance with those 
of the present study have shown that the perceivable 
barriers predict health-enhancing behaviors [30]. 
Offering useful solutions for overcoming these 
identified barriers can help mothers better instruct 
their children for sexual matters. In the study by 
Brock and Beazley who used HBM for measuring the 
participation of the adolescents’ families in sexual 
instruction by their parents, it was demonstrated that 
the perceived barriers and perceived self-efficacy are 

the most important predictors of the parents’ 
avoidance of the sexual health instruction [31]. In our 
study, the structure of perceived barriers in the post-
training intervention group increased slightly 
compared to the pre-training intervention group, 
which could be due to the impatience and inaccuracy 
of mothers in answering the questionnaire. In the 
present study, the mean score of the construct cues to 
action was found increased after the intervention in 
comparison to the control group. Contrary to our 
study in Yakubu [28] and Mostofi [12] study, the results 
indicated that the mean score of the construct cues to 
action” has not undergone any increase after the 
intervention in the participants of the intervention 
group in comparison to the control group. In our 
study, the introduction of a book on child sexual 
education probably increased the average score cues 
to action.  
In this study, no significant statistical difference was 
evidenced in a comparison of the two groups that had 
been subjected to in-person and remote training. In 
accordance with the present study’s results, Ebadi et 
al. documented no significant statistical difference 
between the in-person and remote training methods 
[32]. due to the reason that use had been made in both 
of the foresaid instruction methods of identical 
contents. In contradiction to the results of the present 
study, the researches that have given a high 
superiority to the in-person or remote training can be 
pointed out. The results of the study by Sung et al. 
signified that the virtual instruction group has 
acquired better scores and it was shown that virtual 
instruction can heighten the knowledge more in 
contrast to class-based instruction [33]. This can be 
due to the reason that this study’s target group 
includes university students who are more skillful in 
virtual training whereas the target group of our study 
included mothers with different education levels. The 
study by Chang et al. reported that the traditional 
groups acquire better scores in contrast to the virtual 
group [34]. due to the reason that uses has been made 
for the in-person training group of lecturing and 
question-and-answer methods. The present study 
shows the positive effects of the educational 
programs designed based on HBM. Having not 
enough time for taking part in the instructional 
classes, non-participation in the in-person classes for 
the fear of getting sick due to the Corona Virus 
outbreak, and because both of the parents, the 
primary protectors of the children, play a 
considerable role in the sexual training of the 
children, the non-evaluation of the fathers is amongst 
the limitations of the present study.  
Based on the results of the study, it is suggested that 
teaching sexual issues and ways of body care to 
children and adolescents in the home by parents, in 
kindergartens, preschools, and schools in Iran. Due to 
the increasing number of sexual abuse of children in 
Iran  and  the  lack  of   necessary   training  on   sexual 
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issues, educational interventions with these titles 
should be held on a larger scale for parents and 
teachers. 
 
Conclusion 
The results of the present study are expressive of the 
idea that the instructional intervention can positively 
influence the knowledge and some constructs of the 
health belief model, including perceived 
susceptibility, perceived barriers, cues to action, and 
perceived self-efficacy in the intervention group.  
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