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Introduction: There has been an increase in publications focusing on physical symptoms after 
delivery, such as dyspareunia, lack of lubrication, and loss of sexual satisfaction.

Objective: This study aimed to compare the effectiveness of BETTER and the PLISSIT 
counseling model in women with sexual problems after childbirth.

Materials and Methods: A two-group randomized, single-blind clinical trial was conducted 
in 8 health care centers in Mashhad City, Iran. A total of 80 eligible married women within 
the period of 4 weeks to 6 months after childbirth, with sexual problems, were recruited 
and randomized into the two groups (40 women in each group). PLISSIT and BETTER 
models consisted of two 90-minute sessions at an interval of 1 week. The Female Sexual 
Function Index (FSFI) was assessed at the beginning and 4 weeks after the last session. The 
data analysis was done using the independent t-test and analysis of covariance. P<0.05 
were considered significant.

Results: The Mean±SD ages of women were 29.7±5.5 years in the BETTER group and 31.7±5.4 
years in the PLLISIT group. The domain of sexual satisfaction after the intervention in the 
BETTER group was significant (P=0.015). The covariance analysis showed that the effect of the 
group on sexual satisfaction was significant (Cohen d=0.078, P=0.015). 

Conclusion: The finding confirms the effectiveness of the BETTER counseling model compared 
to the PLISSIT model in improving sexual satisfaction among women after childbirth.
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Introduction 

exual dysfunction in women is a growing 
problem in the world, which affects 10%–52 
% of men and 25%–63 % of women. Women 
of reproductive age often suffer from sexual 
dysfunction and sexual dissatisfaction due 
to pregnancy, childbirth, breastfeeding, and 

infertility [1]. Female Sexual Dysfunction (FSD) affects 
approximately 40%–50% of women, irrespective of age 
[2]. One study states that over 78% of women resume 
vaginal sex by three months postpartum. By six months 
after delivery, 94% resume vaginal sex [3]. About 70.6% 
and 34.2% of women have sexual problems in the third 
and sixth postpartum months, respectively. Sexual dys-
function has been observed in 54.5% of the women at 
the 12th postpartum month [4, 5]. It should be noted 
that countless hormonal and physiological changes, as 
well as perineal traumas, types of delivery, and mental 
changes, can take place in the postpartum period, lead-
ing to sexual dysfunction [2, 6, 7]. Concerns about be-
coming pregnant again, breastfeeding, and vaginal de-
livery are factors that may postpone the resumption of 
sexual activity in some women. Despite the prevalence 
of this dysfunction, both physicians and women may 
delay talking about sexual concerns after pregnancy, 
and only 15% of women with postpartum sexual dys-
function have shared their problems with healthcare 
providers [8].

Various approaches have been designed for sexual 
counseling, including PLISSIT, which is known as one 
of the most commonly used models [9]. This model 
comprises 4 levels of intervention: Permission; Limited 
Information; Specific Suggestions; Intensive Therapy 
(PLISSIT) [10].

The BETTER model is used particularly for individu-
als affected with chronic diseases such as cancer and 
women in their postpartum period [11]. It is an attempt 
by experts to develop an instrument for improving dia-
logues about sexuality between clients and health care 
professionals, which can create a wider range of nego-
tiations between counselors and clients based on indi-
vidual timing and client information [12]. This model 
comprises six stages: Bringing Up, Explaining, Telling, 
Timing, Training, and Recording (BETTER) [11].

Because of special skills needed at the third and the 
fourth levels of the PLISSIT model, midwives and nurses 
are restrained in intervening at the first and second lev-
els of this model. One of the limitations of this model is 
its linearity and proceeding from one level to the next, 
so the therapist cannot diagnose the necessity of re-
turning to the previous level to fix the patient’s sexual 
concerns [10]. In the PLISSIT model, there is no chance 
of providing feedback to patients or healthcare profes-
sionals [13]. Ruling religious and cultural values in Iran 
make women not share their sexual dysfunction with 
counselors. Because research studies in this area have 
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Highlights 

● Sexual functioning can be affected by numerous biological, psychological, and social factors.

● It should be noted that countless hormonal, physiological, and mental changes can occur in the postpartum 
period, leading to sexual dysfunction.

● Effectiveness of the BETTER counseling model was better than the PLISSIT model, and it improved sexual 
satisfaction among women after childbirth.

Plain Language Summary 

Sexual functioning is considered a multidimensional phenomenon. Only 15% of women with postpartum sexual 
dysfunction had shared their problems with health care providers. There are a variety of approaches designed for 
sexual counseling, including: Permission; Limited Information; Specific Suggestions; Intensive Therapy (PLISSIT), which 
is known as one of the most commonly used models. This model comprises 4 levels of intervention: Permission, 
limited information, specific suggestions, and intensive therapy. The Bringing Up, Explaining, Telling, Timing, Training, 
and Recording (BETTER) model involves bringing up, explaining, telling, timing, training, and recording. In this study, 
the findings showed the effectiveness of the BETTER counseling model compared to the PLISSIT model in improving 
sexual satisfaction.
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suggested the use of different counseling approaches 
to reduce women’s postpartum sexual dysfunction [10, 
14, 15] and due to the lack of investigations conducted 
so far on comparing counseling approaches to reduce 
female postpartum sexual dysfunction, this study aimed 
to compare the effectiveness of counseling based on 
the standard PLISSIT model and the BETTER model, on 
postpartum sexual functioning in women after child-
birth. We also intended to recommend using the most 
effective one for general postpartum counseling.

Materials and Methods

This research is a two-group, randomized, single-blind 
clinical trial. It was conducted on 90 women self-refer-
ring to 8 selected health care centers in Mashhad City, 
Iran, from March to August 2017. They reported sexual 
complaints within 4 weeks to 6 months after childbirth 
(normally, women from low to middle and high socio-
economic status get served at health care centers). 

A random sampling method was used to select the 
health care centers. For this purpose, five large health 
care centers in Mashhad were considered, four of which 
(two urban and two rural) were selected using simple 
random sampling. Then, four urban health care centers 
were randomly selected from the list of the centers cov-
ered by each large center (eight centers in total), four 
of which were allocated to the BETTER group and four 
to the PLLISIT group with random allocation software. 
Next, the eligible subjects were selected from each 
center and assigned to the BETTER and PLLISIT groups. 
Finally, an informed consent form was obtained from 
each participant.

The inclusion criteria for this study were as follows: 
Iranian women being residents of Mashhad, being mar-
ried and the only spouse of their husband; being 18-45 
years old; being able to speak, read, and understand 
the Persian language; being healthy, singleton, and 
term newborn in recent childbirth; and obtaining scores 
equal to or less than 28 from Female Sexual Function 
Index (FSFI). The maximum score for each domain is 6, 
and the total index is 36. The appropriate cut-off point 
for the FSFI was determined to be equal to or less than 
28 for the diagnosis of sexual dysfunction [16]. They 
should not have any sexual dysfunction before and dur-
ing pregnancy, passed 4 weeks to 6 months of the post-
partum period, resumed their sexual intercourse after 
delivery, lacked chronic diseases (diabetes mellitus, hy-
pertension), alcohol abuse, or addiction to opioids and 
other psychoactive substances, obtained their scores of 
stress, anxiety, and depression less than 17, 9, and 13, 

respectively, according to the Depression Anxiety Stress 
Scales (DASS)-21, reported no diagnosis of mental and 
psychological problems such as severe depression, de-
lirium, severe anxiety, and obsessive-compulsive disor-
der. Also, they should not suffer from late postpartum 
hemorrhage, postpartum infection, thromboembolic 
disorder, pelvic detachment, or mastitis based on their 
medical records. They should have a stable relationship 
with their husbands and no sexual disorders in their 
spouse. The exclusion criteria were becoming pregnant, 
breaking sexual intercourse, receiving comprehensive 
sex education, and consuming medications affecting 
their sexual functioning or that of their husband.

Pre-specified outcomes of the study were changes in 
the mean score of sexual function between two groups 
as measured by the FSFI before and 4 weeks after the 
intervention. There was no similar study in this regard; 
accordingly, the sample size was calculated at 38 indi-
viduals with 80% test power and 95% confidence inter-
val to produce an effect size equal to 65%. However, the 
sample size was determined to be 45 patients in each 
group, considering a 20% sample loss. 

However, after the sample drop and exclusion (n=10) 
due to not meeting inclusion criteria (n=1), declining to 
participate (n=6), and other medical reasons (n=3), fi-
nally, 40 women in each group were assigned (Figure 1).

The data collection instruments included a demo-
graphic and sexual characteristics information ques-
tionnaire and the FSFI . The demographic and sexual 
characteristics information questionnaire contained 30 
items prepared by the researchers. It was developed af-
ter reviewing the latest international books and articles 
on the topic of study, and its validity was also deter-
mined via content validity. So, after being prepared, it 
was submitted to 7 faculty members and professors at 
Mashhad University of Medical Sciences for checking its 
validity. The FSFI is a 19-item questionnaire designed to 
measure sexual functioning in women and assesses 6 
domains of sexual function: Sexual desire, sexual arous-
al, lubrication, orgasm, satisfaction, and pain. Each item 
is rated on a 5-point scale. The participants answered 
each question according to their experiences. Questions 
3 to 14 and 17 to 19 are scored 0-5, and questions 1, 2, 
15, and 16 scored 1-5. Each domain’s scores are calcu-
lated by adding the scores of the individual items that 
comprise the domain, multiplying the sum by the do-
main factor (sexual desire 0.6, sexual arousal and lubri-
cation 0.3, orgasm, satisfaction, and pain 0.4). The over-
all score range of maternal sexual performance was 2 to 
36. The cut-off point of maternal sexual dysfunction was 
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considered less than 28. The higher scores indicated bet-
ter sexual performance validity and reliability of FSFI, 
which have been confirmed by Rosen et al. [17]. The 
present study used the psychometric version in Persian 
[16]. In the current study, the Cronbach α coefficient 
was estimated as 0.87. 

Each random sequence generated was recorded on 
a card, and the cards were placed in non-transparent, 
sealed, and opaque envelopes, respectively. To preserve 
the random sequence, the outer surface of the envelopes 
was numbered in the same order. Finally, the envelopes 
were closed and placed in a box, and participants were 
assigned to one of the two groups (each group 40) re-
spectively. Farzane Karimi enrolled participants and con-
sulted with women, Negar Asgharipour created the ran-
dom sequence and allocation concealment, and Raheleh 
Babazadeh assigned participants to interventions.

Women in both PLISSIT and BETTER groups attended 
two sessions and received individual consultations 
weekly for two weeks in the counseling room of the giv-

en center. Each session lasted 90 minutes. The consult-
ing time was equal for all women in 2 groups (Tables 1 
and 2). FSFI was assessed at the beginning and 4 weeks 
after the last session.

The statistical analyst was blinded to the study. Af-
ter data collection, all data were analyzed using SPSS 
software, version 24 (IBM, Armonk, NY, USA). The Kol-
mogorov-Smirnov test was used to check the normality 
of values. Values are expressed as Mean±SD or number 
(percentage). The comparison of FSFI score between 
‘pre-intervention versus post-intervention’ and ‘BETTER 
group versus PLISSIT group’ was performed using an in-
dependent t-test and analysis of covariance. The P<0.05 
was considered significant.

Results

Demographic and sexual characteristics examined 
and compared before the intervention and between 
the two study groups were homogenous in all cases. 
The Mean±SD ages of women were 29.7±5.5 years in 

Table 1. The out line of the PLISSIT model sessions

Session Purpose Content

1st Permission 
Limited information: 

At this step, the researcher asks an open-ended and general question such as: What has your 
experience been with sexual issues after delivery? The client is allowed to start talking about 
sensitive issues and her sexual problems, and the counselor should listen to her without any 

judgment.
The counselor explains the female sexual response cycle and the postpartum period. In this stage, 

the counselor focuses on addressing and correcting myths.

2nd Specific suggestions
Intensive therapy

Discussing and practicing sensate focus. Also, information on postpartum dyspareunia is 
provided. Potential solutions include lubricants and or topical estrogen cream for vaginal dryness, 

pelvic floor physiotherapy for some causes of dyspareunia, and pelvic floor exercises.
In this stage, the researcher identified services to which women can be referred for more 
intensive or comprehensive treatment (social worker, sex therapist, psychological, medical 

specialist).

Table 2. The outline of the BETTER model sessions

Session Purpose Content

1st

Bringing up 
Explaining

Timing
Recording

The counselor raises sexual issues with clients at ease, encourages the woman to speak more about her 
problem, and asks her about intimacy and relationship with her husband after childbirth. They were also 

asked to consider factors that de-motivate or deter them from being sexually intimate with their partners.
The counselor explains the importance and the impact of sexual issues on an individual’s quality of life, the 

female sexual response cycle and the postpartum period, biopsychosocial factors affecting sexuality, the 
effects of intimacy and effective communication after childbirth, and encourages the woman to talk more 

about her feeling and sexual problems with her husband and informed about sexual rights. 
The counselor determines the counseling time that the client prefers.

The counselor records assessments, interventions, and therapeutic consequences at the end of sessions.

2nd
Telling

Training
Recording

The counselor provides the clients with complete information to solve their problems. The impact of 
relational factors on sexual issues and strategies to improve sexual relationships and each spouse’s sexual 

relationships are discussed. Information on postpartum dyspareunia is provided. Potential solutions include 
lubricants and or topical estrogen cream for vaginal dryness.

The counselor teaches the client about childbirth complications and effects as well as breastfeeding and 
childbirth on their sexual life. Discussing and practicing sensate focus and pelvic floor exercises.

The counselor records assessments, interventions, and therapeutic consequences at the end of sessions.
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the BETTER group and 31.7±5.4 years in the PLLISIT 
group. The majority of participants in both groups were 
unemployed. The kind of recent delivery in most par-
ticipants in the two groups was the cesarian section 
(55% in BETTER and 67.5% in the PLLISIT group). The 
majority of participants in both groups used condoms 
for preventing pregnancy, 55% in BETTER and 57.5% in 
PLLISIT (Table 3). The Kolmogorov-Smirnov test showed 
normal distribution. An independent t-test was used to 
compare the scores of sexual functioning at each stage 
between the two groups. The FSFI mean total scores in 
the PLLISIT and BETTER groups before the intervention 
were 19.5±3.6 and 18.3±4.4, respectively. However, the 
FSFI mean total scores in the PLLISIT and BETTER groups 
after the intervention were 25.1±2.0 and 25.3±1.7, re-
spectively. The effect of the group on sexual function 
scores was tested using covariance analysis and score 
control of each variable before the intervention. The co-
variance analysis showed that the impact of the group 
on orgasm, pain, sexual desire, sexual arousal, vaginal 
lubrication, and FSFI total score was not statistically sig-
nificant. The sexual satisfaction change after the inter-
vention in the BETTER group was significant (P=0.015). 
After the intervention, the score of this domain in-
creased by 1.4±1.0 in the PLISSIT group and 1.5±1.0 in 
the BETTER group (Cohen d=0.078). These results are 
shown in Table 4.

Discussion

The purpose of this study was to compare the effec-
tiveness of counseling based on the standard PLISSIT 
and BETTER models on postpartum sexual functioning 
in women after childbirth.

Sexual satisfaction in the PLLISIT and BETTER groups 
before the intervention was not significantly different. 
This randomized trial showed a significant increase in 
sexual satisfaction in women after the intervention. In 
the literature, we found no study regarding women’s 
use of the BETTER model intervention plan in their post-
partum period. The results of the present study were 
compared with the findings of the studies carried out 
via different counseling approaches and their impacts 
on women’s sexual function during reproductive age or 
after childbirth. 

We found that the effect of the group on orgasm, pain, 
sexual desire, sexual arousal, vaginal lubrication, and 
FSFI total score after the intervention was not statistical-
ly significant between PLISSSIT and BETTER models. Still, 
sexual satisfaction in the BETTER model was increased. 
In another study, it was found that the BETTER model 
is effective in the improvement of sexual functions and 
sexual satisfaction in women with one to two years of 
infertility [18]. Another study concluded that counsel-
ing using the PLISSIT model has a positive effect on the 
sexual satisfaction of women [19]. One study concluded 
that the PLISSIT model had no significant impact on sex-
ual function after childbirth, and using other counseling 
approaches was suggested [20]. One study determined 
the effect of counseling on sexual functioning based 
on the PLISSIT model on 90 postpartum breastfeeding 
mothers 6 months after giving birth. The study found 
that sexual counseling based on the PLISSIT model was 
effective in promoting sexual functioning compared to 
the control group (no intervention) [9]. Although coun-
seling based on the PLISSIT and sexual health models 
was effective in the improvement of sexual function, in 
one study, individual therapy (PLISSIT model) was more 
effective than group therapy with the sexual health 
model [15]. 

Table 3. Demographic characteristics of the participants

P∗
Mean±SD/No. (%)

Variables
BETTER Group (n=40)PLISSIT Group (n=40)

0.1035.4±31.75.5±29.7Age (y)

0.4995.4±35.65.8±34.7Spouse’s age (y) 

0.544

1(2.5)4(10)Elementary

Education level
3(7.5)2(5)Middle school

14(35)12(30)High school

22(55)22(55)University education
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P∗
Mean±SD/No. (%)

Variables
BETTER Group (n=40)PLISSIT Group (n=40)

0.113

2(5)1(2.5)Elementary

Spouse education
1(2.5)7(17.5)Middle school

14(35)16(40)High school

23(57)16(40)University education

0.407

30(75)35(87.5)Unemployed

Occupation 2(5)1(2.5)Student

8(20)4(10)Employed

0.265

20(50)26(65)Self-employed 

Spouse occupation 3(7.5)4(10)Worker

17(42.5)10(25)Employee

0.340
29(72.5)25(62.5)City

Residence
11(27.5)15(37.5)Countryside

0.157

37(92.5)31(77.5)Breast feeding 

Baby feeding 
method 1(2.5)5(12.5)Formula 

5)) 24(10)Both

0.251
13(32.5)18(45)Normal delivery

Kind of recent 
delivery

27(67.5)22(55)Cesarian section

0.99

7(17.5)10(25)28-60

Duration passed 
delivery (d)

8(20)9(22.5)60-90

6(15)3(7.5)90-120

6(15)3(7.5)120-150

13(32.5)15(37.5)150-180

0.754
23(57.5)22(55)Condom

Contraceptive
2(5)3(7.5)Intrauterine devise

0.754

7(17.5)4(10)Oral conceptive pill / Mini Pill

Contraceptive 3(7.5)2(5)Injectable

5(12.5)9(22.5)None

0.481
37(92.5)34(85)YesFear of unwanted 

pregnancy 3(7.5)6(15)No

0.99
39(97.5)39(97.5)YesSeparate room for 

sexual intercourse 1(2.5)1(2.5)No
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Also, in this study, a comparison of the mean scores of 6 
domains of sexual function in the 2 intervention groups 
before and 4 weeks after the intervention showed a 
significant difference in just one domain of sexual sat-
isfaction. The BETTER model helps women to express 
their sexual life problems and prepare an appropriate 
treatment environment for their sexual function prob-
lems [18]. In the BETTER model, the counselor starts a 
dialogue, clarifies the importance of sexual issues for 
clients, and encourages the women to talk more about 
their problems. In comparison with the PLISSIT model, 
the counselor tries to remove the taboo of talking about 
sexual concerns with the husband, which can act as an 
impetus to self-expression and self-disclosure. Conse-

quently, the couples begin to remove the barriers to 
communicating about sex that can be effective in sexual 
arousal and satisfaction

The results of this study show that sexual desire, or-
gasm, and sexual lubrication had increased and pain de-
creased in both groups after the intervention, but the 
results were not significant; these findings are in line 
with 2 studies that utilized the PLISSIT model in sexual 
education or counseling [21, 22]. This discrepancy in the 
pain domain may be related to cultural and personal dif-
ferences in pain perception between the populations 
studied since culture, personal experiences, and pain 
tolerance deeply influence pain sensation. Lee stated 

Table 4. Mean scores of sexual function and Its domains during pre- and post-intervention periods in both groups

Variables

Mean±SD
Mean±SD

P* Effect Size
(Cohen d) P**Group

PLISSIT (n=40) BETTER (n=40) Total (n=40)

FSFI total score

Before 19.5±3.6 18.3±4.4 18.9±4.1 0.205 0.286

0.686After 25.1±2 25.3±1.7 25.2±1.9 0.685 0.091

After - before 5.6±3.9 6.9±4.9 6.2±4.5 0.187 0.298

Sexual desire

Before 4.1±0.5 4±0.7 4.1±0.7 0.540 0.138

0.351After 5.2±0.8 5±0.8 5.1±0.8 0.263 0.252

After-before 1.1±0.5 1±0.7 1±0.6 0.466 0.164

Sexual arousal

Before 3.8±2.1 3.3±2.3 3.5±2.2 0.352 0.210

0.277After 5±0.7 4.8±0.7 4.9±0.7 0.338 0.216

After-before 1.2±2.2 1.5±2.6 1.4±2.4 0.562 0.130

Vaginal lubrication

Before 3.2±1.2 2.7±1.5 2.9±1.4 0.102 0.370

0.753After 4±0.5 3.9±0.6 3.9±0.6 0.736 0.076

After-before 0.8±1.4 1.2±1.6 1±1.5 0.169 0.311

Orgasm

Before 3.5±1.4 3.4±1.7 3.4±1.6 0.799 0.057

0.598After 4.3±0.6 4.2±0.5 4.2±0.6 0.585 0.122

After-before 0.8±1.4 0.8±1.8 0.8±1.6 0.957 0.012

Pain

Before 3.8±0.6 3.5±0.7 3.6±0.7 0.016 0.551

0.115After 4.1±0.9 4.3±0.7 4.2±0.8 0.278 0.244

After-before 0.3±1 0.9±0.9 0.6±1 0.009 0.597

Sexual satisfaction

Before 1.2±0.8 1.6±0.9 1.4±0.9 0.080 0.397

0.015After 2.6±0.8 3±0.6 2.8±0.7 0.006 0.632

After-before 1.4±1 1.5±1 1.4±1 0.727 0.078

FSFI: Female sexual function index.

∗Between-group test (independent t-test), ∗∗Analysis of covariance.
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that women were likely to have less sexual desire in the 
postpartum period due to weakness, fatigue, breast-
feeding, perineal pain, reduced vaginal lubrication, and 
fear of wound damage or unwanted pregnancy [23]. 

Some studies show that although most women having 
resumed vaginal intercourse by 12 weeks postpartum, 
30% to 62% felt pain with sex [23, 24]. The result in the 
domain of orgasm was in line with Mabrouk et al. [25]. 
The most frequent sexual disorder after 9 months post-
partum included orgasm (10.8%) [26]. However, our 
findings disagree with the results reported by Farnam 
et al. [15]. The reasons for this inconsistency result from 
differences in study samples, questionnaires, method-
ologies, and psychosocial, emotional, and cognitive fac-
tors involved in women’s orgasm [27]. 

It should be noted that the first orgasm following child-
birth can occur after 7 weeks on average (at the range 

of 2-18 weeks), and during the first postpartum inter-
course, only 20% of women can have an orgasmic expe-
rience, which can increase to 3-6 months after childbirth 
[24]. In a study by Behboodi Moghadam et al., utilizing 
4 sessions of sexual education program over 4 weeks 
could improve the sexual score of all domains of FSFI 
in married women with sexual dysfunction [28]. Prob-
ably more sessions are needed to increase all domains 
of FSFI after childbirth, and women may need more 
than 6 months after delivery to return to their non-
pregnant condition.

One of the strengths of this study was the innova-
tive implementation of sexual counseling based on 
the BETTER model for the first time after childbirth. 
Since the counseling sessions were conducted one-on-
one, a good sample size could be considered the other 
strength of this study. 
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Figure 1. Flow diagram of woman's selection process
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Among the limitations of this study was the impos-
sibility of assessing the sexual problems of women’s 
marriage partners (men), so their self-reports about the 
absence of a sexual problem in their husbands were in-
cluded in this study. The study participants were women 
who had actively sought help for their sexual dysfunc-
tion and, therefore, may not be representative of all 
postnatal women. 

A comparison of the scores between the two groups 
of this study showed overall differences in sexual sat-
isfaction in the BETTER group. With an emphasis on a 
person-centered approach and sexual communication 
as well as determining counseling time tailored to the 
client’s preferences, the BETTER sexuality model could 
have a greater impact on sexual functioning in clients 
and increase their sexual satisfaction. It can be recom-
mended that further studies should be performed on 
sexual counseling after postpartum to reveal their long-
term outcomes. 
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