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Abstract
This study sought to understand what sexuality support Australian health professionals 
currently provide to people with spinal cord injury (SCI) and their perspectives on what 
changes may better support the sexuality needs of people with SCI. Australian Health 
professionals who had worked with people with SCI within the last 10 years were invited 
to participate in an online survey. Results were analyzed using content analysis and de-
scriptive statistics. The 39 participants were from a range of health professions including 
medical, allied health, nursing, and peer support. Participants worked in various service 
settings, with the highest frequency in the community (33%) or inpatient rehabilitation 
(28%). Analysis indicated 85% of participants had provided sexuality support, however 
this provision was rarely routine. Discussing sexuality education topics were reported 
to be routinely provided for less than 16% of participants. Overall, 32% of participants 
felt sexuality was addressed ‘not well at all’ in their workplace. Qualitative analysis of 
open-ended responses produced five themes: barriers to supporting sexuality, health pro-
fessionals require training, utilizing a team approach, responsibility to initiate conver-
sation, and involving others in support. Barriers to provision included stigma and lack 
of education. Commonly suggested strategies to improve practice included: increasing 
sexuality training, utilizing a team approach, initiating the conversation of sexuality early, 
and consensual inclusion of significant others in sexuality support. The results therefore 
indicate sexuality support is not routinely provided to people with SCI and findings sug-
gest a need for sexuality training, utilizing a team approach, initiating the conversation, 
and including significant others.
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This study sought to understand what sexuality support Australian health professionals 
currently provide to people with spinal cord injury (SCI) and their perspectives on what 
changes may better support the sexuality needs of people with SCI. Australian Health pro-
fessionals who had worked with people with SCI within the last 10 years were invited to 
participate in an online survey. Results were analyzed using content analysis and descriptive 
statistics. The 39 participants were from a range of health professions including medical, 
allied health, nursing, and peer support. Participants worked in various service settings, with 
the highest frequency in the community (33%) or inpatient rehabilitation (28%). Analysis 
indicated 85% of participants had provided sexuality support, however this provision was 
rarely routine. Discussing sexuality education topics were reported to be routinely provided 
for less than 16% of participants. Overall, 32% of participants felt sexuality was addressed 
‘not well at all’ in their workplace. Qualitative analysis of open-ended responses produced 
five themes: barriers to supporting sexuality, health professionals require training, utilizing 
a team approach, responsibility to initiate conversation, and involving others in support. 
Barriers to provision included stigma and lack of education. Commonly suggested strate-
gies to improve practice included: increasing sexuality training, utilizing a team approach, 
initiating the conversation of sexuality early, and consensual inclusion of significant others 
in sexuality support. The results therefore indicate sexuality support is not routinely pro-
vided to people with SCI and findings suggest a need for sexuality training, utilizing a team 
approach, initiating the conversation, and including significant others.

Introduction

There is increasing attention in healthcare research on sexuality after spinal cord injury 
(SCI) [1]. However, sex-related topics are often avoided in healthcare, particularly in the 
context of disability and as such, are often neglected by healthcare professionals (HCP) 
[2]. Sexuality support has traditionally been outcome-oriented and medically driven, with a 
focus on fertility, erections, and/or ejaculation [1, 3]. Qualitative research, however, points 
to the need for a broader focus, with people with SCI reporting that HCP undervalue the 
importance and scope of sexuality, and that the resources they receive are provided are 
outdated and/or limited [4].

According to the World Health Organization (WHO) [5], sexuality, which encompasses 
sex and intimacy, is a central aspect of being human and is closely interlinked with concepts 
of self-esteem and quality of life [6]. When the sexuality needs of people with SCI are not 
met, they can experience poorer physical, emotional and psychosocial outcomes [7]. Histor-
ically, society has tended to consider people with disabilities as either non-sexual or unable 
to have sex [8]. However, reconceptualizations of sexuality and disability are developing 
(albeit slowly) as normative/ableist perspectives are increasingly challenged, enabling peo-
ple with disabilities to express their sexuality more freely [8], and providing avenues for 
HCP to rethink their approaches. To ensure HCP are providing comprehensive sexuality 
support in line with contemporary conceptualizations when working with people with SCI, 
enhanced education, knowledge and exposure to concepts of sexuality and disability are 
required [8]. In line with contemporary definitions of sexuality, sexuality support in this 
paper is defined as the healthcare management of sexuality related concerns after SCI.
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Assessing a person’s sexual needs and providing sexual education and counselling facili-
tates provision of comprehensive/appropriate sexuality support [7]. Additionally, having a 
multidisciplinary or interdisciplinary rehabilitation team available to provide sexuality sup-
port soon after the injury is recommended [7, 9–11]. This was highlighted in an Australian 
study, where a sexuality training program for multidisciplinary SCI rehabilitation teams 
had immediate and long-lasting positive results on practitioner knowledge, comfort and 
attitudes when addressing sexuality issues with clients [12, 13]. Guidelines also exist which 
detail how sexuality, sexual health and reproductive health can be supported for adults with 
spinal cord injuries [14, 15]. Despite this existing research which suggests potential benefits 
of providing comprehensive support for sexuality after SCI, to the authors’ knowledge, is 
not well understood what type of support is currently being provided within Australia or 
where gaps exist. This study sought to address this concern, posing the following research 
questions:

 ● What support for people’s sexuality after SCI is/has been provided in a variety of ser-
vice settings in Australia?

 ● From the perspectives of HCP, what service improvements (if any) can better support 
people’s sexuality after SCI in Australia.

Methods

Study design

This study used a cross-sectional survey methodology to obtain both quantitative and quali-
tative data.

Participants and recruitment

Participant recruitment involved purposeful, convenience and snowball sampling methods. 
An initial call for interest was via advertising on social media platforms, direct messaging 
to HCP working with people with SCI (identified by online professional profiles), emailing 
researchers’ existing networks, and contacting relevant organizations via phone or email. 
The initial call provided a brief study overview with a link to the custom-made survey 
containing information about the study, eligibility, and a requirement to consent before com-
mencing. HCP were eligible to participate if they had worked in Australia with people with 
SCI within 10 years. Survey responses were included if they were at least 80% complete.

As this study did not seek to find statistical significance, as per the analysis section below, 
the authors did not seek to include a minimum sample size. However, the length of time the 
survey was open was extended to maximize the number of participants. This was especially 
important considering the extra burden placed on HCP at this time due to the onset of the 
Covid-19. Within Australia, there are ten specialist SCI services [16], and most states have 
a major community SCI service. Each major service employing a varying number of HCP 
from most health disciplines. Some states of Australia have SCI units as well as outreach 
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services. The participants recruited were from a range of service settings and all states were 
represented in this sample.

Data collection

The 57 question survey was created using Qualtrics© [17]. The survey included 47 closed 
questions (Likert scales and multiple-choice) on topics including: interventions provided, 
disciplinary scope, training, and how conversations are initiated. Ten open-ended ques-
tions were also included and focused on, suggestions to improve practice, existing barri-
ers, involving significant others, and sexuality support timing. The custom-made survey 
(see supplementary material) was created based on previous literature and in consultation 
with two consumers and health professionals. Three HCP who work in SCI units, includ-
ing one physician and two occupational therapists, then pilot tested the survey. The survey 
was revised and opened from March 2020 to January 2021. Completed survey data were 
exported into Microsoft Excel (2008) for analysis.

Analysis

Descriptive statistics were used for quantitative data. For qualitative data, manifest content 
analysis was used as described by Bengtsson [18]. The analysis involved coding, categoriz-
ing and theming the data based on four stages: decontextualization, recontextualization, 
categorization and compilation [18]. To enhance rigor, initial codes and themes were cre-
ated by CB and these were then reviewed and revised by TA and JS until consensus was 
achieved.

Results

A total of 39 HCP participated in the study including: allied health (n = 26), nurses (n = 4), 
peer support workers (n = 4), doctors (n = 3), and sexuality professionals (n = 2). All Aus-
tralian states were represented. Most participants worked in community (33%, n = 13) 
and inpatient rehabilitation settings (28%, n = 11). Participants were mainly female (77%, 
n = 30), aged 31–45 years (59%, n = 23) and had been working with people with SCI for 1–5 
years (39%, n = 15). See Table 1.

Quantitative results are presented first under the topic headings: overview of sexuality 
support, provision of interventions and management strategies, sexual education and infor-
mation, sexuality and SCI training and initiation of conversation. Qualitative results are 
reported separately in the subsequent section.

Quantitative results

Overview of sexuality support

Participants felt sexuality was addressed slightly well (35%, n = 13) or not well at all (32%, 
n = 12) in their workplace, with only 22% (n = 8) selecting moderately well and 11% (n = 4) 
very well. Of the 39 participants, 85% (n = 33) had provided sexuality support to people with 
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SCI. Participants who reported never providing sexuality support were exercise physiolo-
gists (50%, n = 2), physiotherapists (38%, n = 3), and occupational therapists (11%, n = 1). 
See Table 2 for more detail.

Participants reported that in their service settings, the HCP that most frequently provided 
sexuality support were doctors (64%, n = 25) and nurses (64%, n = 25). The service settings 
with the highest frequency of sexuality support provided by these HCP were inpatient reha-
bilitation (100%, n = 11), outpatient rehabilitation (100%, n = 3), and transition care (100%, 

Category n (%)
Age (Years)
18–30 6 (15)
31–45 23 (59)
46–60 7 (18)
61–75 3 (8)
Gender
Female 30 (77)
Male 8 (21)
No response provided 1 (3)
Occupation
Doctor 3 (8)
Exercise physiologist 4 (10)
Leisure therapist 1 (3)
Nurse 4 (10)
Occupational therapist 9 (23)
Peer support worker 4 (10)
Physiotherapist 8 (21)
Psychologist 3 (8)
Sexuality professional 2 (5)
Social worker 1 (3)
Time working with people with SCI
1–5 years 15 (39)
5–10 years 7 (18)
10–20 years 12 (31)
20 + years 5 (13)
States HCP work/ed with people with SCI
New South Wales 15 (32)
Queensland 11 (23)
South Australia 3 (6)
Tasmania 1 (2)
Victoria 12 (26)
Western Australia 5 (11)
Most recent service setting HCP worked with people with SCI
Acute 2 (5)
Community 13 (33)
Inpatient rehabilitation 11 (28)
Outpatient rehabilitation 3 (8)
Private practice 8 (21)
Transition care 2 (5)

Table 1 Demographic 
characteristics
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n = 2). Table 3 provides further information about participants’ perspectives of which HCP 
provide sexuality support in their service setting.

Provision of interventions and management strategies

Interventions and strategies participants reported providing are shown in Table 4, with those 
most frequently provided including ‘information and education on sexuality’ (74%, n = 29), 
‘referring on to alternative health professional/service’ (56%, n = 22), ‘delivery of a work-
shop or program’ (28%, n = 11) and ‘sexual counselling’ (28%, n = 11).

Participants also reported on the interventions and strategies provided by each HCP 
within their service setting. The most frequent interventions provided in their settings were 
for sexual dysfunction (67%, n = 26) and fertility (64%, n = 25), provided by doctors. Man-
agement strategies that participants most frequently reported were not being provided by 
any HCP within their service included: alternative therapies (72%, n = 28), assessments 
(54%, n = 21), and referring to sex workers (51%, n = 20). Participants also indicated that 

Table 3 Participants perspective on which HCP provides sexuality support within their service setting
HCP Service setting

n (%)
Acute
n = 2 
(5.1%)

Inpatient 
rehabilitation
n = 11 
(28.2%)

Outpatient 
rehabilitation
n = 3 (7.7%)

Transi-
tion care
n = 2 
(5.1%)

Com-
munity
n = 13 
(33.3%)

Private 
practice
n = 8 
(20.5%)

Across all 
settings
n = 39 
(100%)

Doctor 1 (50) 11 (100) 3 (100) 2 (100) 6 (46) 2 (25) 25 (64)
Nurse 1 (50) 11 (100) 3 (100) 2 (100) 6 (46) 2 (25) 25 (64)
Occupational therapist 1 (50) 6 (55) 0 (0) 1 (50) 7 (54) 3 (38) 18 (46)
Peer support worker 1 (50) 5 (45) 2 (67) 0 (0) 7 (54) 2 (25) 17 (44)
Psychologist 1 (50) 5 (45) 2 (67) 1 (50) 6 (46) 1 (13) 16 (41)
Physiotherapist 1 (50) 4 (36) 0 (0) 1 (50) 6 (46) 1 (13) 13 (33)
Sexuality professional 1 (50) 3 (27) 1 (33) 0 (0) 5 (38) 1 (13) 11 (28)
Social worker 1 (50) 4 (36) 0 (0) 1 (50) 4 (31) 1 (13) 11 (28)
Leisure therapist 0 (0) 2 (18) 0 (0) 0 (0) 5 (38) 0 (0) 7 (18)
Exercise physiologist 0 (0) 0 (0) 0 (0) 0 (0) 2 (15) 0 (0) 2 (5)

Health professional n (%)
Doctor 3 (100)
Nurse 4 (100)
Occupational therapist 8 (89)
Peer support worker 4 (100)
Psychologist 3 (100)
Physiotherapist 5 (63)
Sexuality professional 2 (100)
Social worker 1 (100)
Leisure therapist 1 (100)
Exercise physiologist 2 (50)
Total 33 (85)

Table 2 Participants who had 
provided sexuality support
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all HCP should be utilizing sexuality management strategies more frequently than current 
practice (Fig. 1).

Sexual education and information

As discussed above, participants were provided sexual education most frequently and the 
service settings where participants were most frequently provided education were outpa-
tient services (100%, n = 3), transition care (100%, n = 2) and inpatient rehabilitation (91%, 
n = 10). However, Fig. 2 shows that various education topics do not appear to be routinely 
discussed. For example, the topic of ‘coping with changes’ is the most routinely provided 
sexuality education topic, however, this is only routinely provided by 15% (n = 6) of partici-

Fig. 1 Percent HCP who should be providing additional sexuality support. This figure depicts the % 
of HCP who should be utilizing various support strategies (in relation to those who already do) within the 
participants’ service setting

 

Intervention n (%)
Provision of information/education about sexuality 29 (74)
Referral/recommendation to another health professional/
service

22 (56)

Delivery of a workshop or program which addresses 
sexuality

11 (28)

Sexual counselling 11 (28)
Information/recommendation to services from a sex worker 8 (21)
Medications to support sexual function 7 (18)
Assessments related to sexuality 7 (18)
Peer support sessions 6 (15)
Fertility advice and/or treatments 6 (15)
Recommendation or prescription of alternative or compli-
mentary medicine/treatments

4 (10)

Other - “general talks with clients” 1 (3)

Table 4 Sexuality management 
strategies previously provided by 
participants
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pants. Topics that participants reported to discuss least were contraception, lubrication, and 
safety considerations.

How frequently participants report using various methods of providing sexual education 
is depicted in Fig. 3. Face-to-face discussions were routinely used by the greatest number 
of participants (23%, n = 9), with all other methods routinely used by less than 6% of par-
ticipants. For example, only one (3%) participant routinely provided written information.

Sexuality and SCI training

Only 27% (n = 10) of the 37 participants who responded to the training questions reported 
having received general sexuality training, and 51% (n = 19) sexuality training specific to 
people with SCI. Almost all participants said they wanted more sexuality training: 87% 
(n = 32) general sexuality training and 97% (n = 36) sexuality training specific to people 
with SCI. Participants identified the following sexuality and SCI related training topics they 
wished to receive: information on resources and services (82%, n = 32), assistive equipment 
(74%, n = 29), resources about initiating the topic of sexuality (69%, n = 27), practical educa-
tion sessions (69%, n = 27), reproductive and fertility information (67%, n = 26), administer-
ing assessments (62%, n = 24), recommending sex workers (56%, n = 22), basic information 
on sexuality after SCI (54%, n = 21), and group therapy provision (51%, n = 20).

Fig. 2 Education and information topics. Frequency that participants routinely provide various sexuality 
education and information topics
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Initiation of conversation

When the conversation of sexuality is initiated, 44% (n = 16) of participants reported that 
they initiate the conversation whilst 31% (n = 11) said patients initiate it. 25% (n = 9) of 
participants reported that initiation varies between the patient and themselves. When asked 
where the topic should be initiated, most participants reported that it should be initiated in 
inpatient rehabilitation (79%, n = 31), followed by acute care (38%, n = 15), outpatient (23%, 
n = 9), community (18%, n = 7), transition care (13%, n = 5), and private practice (15%, n = 6).

Qualitative results

The qualitative results are reported under the following five themes: barriers to supporting 
sexuality, health professionals require training, utilizing a team approach, responsibility to 
initiate conversation, and involving others in support.

Barriers to supporting sexuality

Overwhelmingly participants said that sexuality remains an uncomfortable and stigma-
tized topic, particularly in the context of disability, and sexuality support is not consistently 
provided or prioritized in practice. Participants stated that sexuality “is just not discussed 
openly” (HP7, leisure therapist), and to decrease the stigma attached to sexuality, HCP need 
to have, “more open discussions” (HP11, physiotherapist).

As well as acting to encourage conversations around sexuality, participants suggested ser-
vice settings should prioritize sexuality support as a routine part of healthcare. One partici-

Fig. 3 Format of education provision. Frequency that participants use various formats to provide sexuality 
education and information
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pant suggested HCP need to start, “identifying sexuality and fertility as a formal part of the 
rehabilitation program” (HP31, occupational therapist). Participants discussed that sexual-
ity is viewed as having little importance and an existing barrier is, “the disconnect between 
what clients find important vs. what healthcare workers do” (HP11, physiotherapist).

Health professionals require training

The strongest suggestion participants made to improve practice was to train HCP to provide 
better sexuality support with people with SCI. One participant suggested, “more training to 
ensure everyone is confident and capable to initiate the conversation” (HP21, Nurse). The 
type of training participants suggested included: continual learning opportunities, in-service 
discussions, and disseminating relevant research amongst the team. However, participants 
also said that services lack time and/or resources to provide training opportunities.

Utilizing a team approach

A dominant reoccurring message throughout the open-ended responses was that a team 
approach is vital when providing sexuality support. This is demonstrated by the following 
participant quotes: “[need] more of a team approach” (HP6, occupational therapist), “[need] 
more disciplines involved” (HP9, physiotherapist), “so important to be multidisciplinary…
it’s a team approach” (HP29, exercise physiologist). Participants also noted that it would be 
highly beneficial to have a dedicated sexuality professional within the team. For example, 
a nurse stated,

Having a Sexual Health Nurse Consultant service at our organization really means 
staff can open a conversation about sexuality and know there is a referral option with 
a health professional who has received additional training in this area (HP21, nurse)

Utilizing a team approach and understanding team roles in addressing sexuality was said to 
assist HCP when referring. For example, one physiotherapist said, “[need] more of a team 
approach and an understanding of each disciplines role so it is easy within the team to refer 
to each other” (HP11).

Responsibility to initiate conversation

Participants expressed a need for HCP to assume responsibility for initiating conversations 
about sexuality with people with SCI. Reasons why the initiating party may vary included 
HCP waiting to get a sense of what the patient might want. For example, one participant 
stated, “some patients bring it up, others tend to hint at wanting information but poten-
tially feel awkward asking so I would start a general conversation” (HP26, occupational 
therapist).

Many participants discussed that sexuality conversations should be initiated as early as 
possible. Some participants suggested inpatient rehabilitation and acute settings as examples 
of appropriate settings to initiate the conversation. However, participants also emphasized 
that the conversation should be raised at various time points across the continuum of care to 
ensure people have multiple opportunities to discuss the topic. For example, one participant 

1 3

418



Sexuality and Disability (2022) 40:409–423

explained why they took this approach, “as some people are not ready to talk about it at 
certain times and are more engaged at later or earlier times” (HP37, psychologist).

Involving others in support

Another prominent theme identified was that sexuality support should include anyone the 
person nominates. However, participants said that the topic of sexuality should not be initi-
ated when others are present and only discussed with others after the patients have previ-
ously provided consent. One participant stated, “[it is] important to have [their] partner 
there to discuss the issues if both give consent” (HP30, nurse). Another participant also 
noted parents of children/adolescents with SCI may be important to include, especially 
when topics of fertility arise.

Discussion

This study investigated what sexuality support HCP are providing to people after SCI. The 
results show sexuality support appears to be inadequate as the participants’ most frequently 
reported sexuality was only addressed ‘slightly well’ and ‘not well at all,’ the lowest two 
points on the four-point scale. As shown in Fig. 2, all education and information topics were 
never provided more than 15% of the time, indicating that the provision of basic sexual 
education and information, appears to not be routinely provided.

This apparent infrequent and inadequate support echoes the perspectives of people with 
SCI [4, 19–22]. For example, recent qualitative research investigating men’s’ experiences 
of sexuality support post SCI in Canada found inadequate support was received for sexual 
adjustment, such as HCP having poor knowledge and comfort when addressing sexuality 
[4].

Support for sexuality has previously largely focused on highly medicalized areas of sexu-
ality, such as prescribing Viagra to achieve erections [1]. This study’s findings support this 
as the most frequently provided interventions were for medical treatments by doctors. How-
ever, our results indicate there is a demand for further input from the wider team, including 
sexuality professionals.

Although research points to the value of using of a range of sexuality interventions as part 
of a comprehensive approach [1], in the Australian context, it was found that few interven-
tions are routinely provided in practice. Our findings also indicate, as depicted in Table 4, 
that some management strategies, such as ‘peer support sessions’ (15%) were less utilized 
than others, for example, sexual education (74%). This finding contrasts with evidence-
based practice recommendations to administer sexuality assessments as an important first 
step when providing sexual rehabilitation [23–25]. Peer support sessions have also been 
found to be empowering and motivating for people with SCI [26]. The lack of utilization of 
these and other approaches suggest that comprehensive sexuality support is needed which 
routinely utilizes a wide variety of management strategies, such as administering sexual-
ity assessments, peer support sessions focused on sexuality, sexual counselling, delivering 
workshops or programs for individuals and/or couples, and providing information about sex 
work services. Another important part of providing support is initiating the conversation on 
sexuality. The results of this study, and a recent scoping review [1], suggest that healthcare 
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services should ensure HCP initiate the conversation multiple times across the continuum of 
care to capture a time when the person is ready to address sexuality.

While sexual education was the most provided sexuality intervention in this study (see 
Table 4), the most routinely provided education topic was only reported to be routinely pro-
vided by 15% of participants (see Fig. 2). Low levels of educational interventions have also 
been reported in the USA, with less than 50% of people with SCI receiving sexual education 
and counselling during rehabilitation in a 1992 study [27]. More recent studies, published in 
2019 and 2020 [28, 29], indicate that provision of sexual education continues to be limited. 
Taken together, this work spanning three decades demonstrates the persistent challenges of 
improving sexuality support for people with SCI.

Limited variation in education methods were also reported in this current study with HCP 
tending to rely on face-to-face conversations. One of the least used methods was videos, yet 
the use of sexually explicit films/videos to provide sexual education/information has been 
considered helpful in removing mysteries around sex for people with SCI [30]. This lack 
of variation limits the possibilities for versatile, person-centered care. As person-centered 
care is considered key to quality healthcare, it is important to find multiple/flexible ways to 
approach sexuality support.

Our study indicates some of the barriers to sexuality support after SCI and this under-
standing might help focus efforts to address the inadequacy of sexuality support currently 
provided in the Australian context. Stigma around sexuality emerged from the qualitative 
findings as one of the largest barriers. Although there have been significant changes in Aus-
tralian societal attitudes in recent decades, seen for example in the legalization of same-sex 
marriage in Australia in December 2017 [31]. attitudes towards sexuality continue to be 
somewhat conservative, particularly for people with disabilities [32]. This issue is not iso-
lated to Australia, in a recent Canadian Delphi survey, the participating men with SCI indi-
cated that society appears to have misconceptions regarding a person’s sexuality after SCI 
[33]. Arguably, despite apparent wider social acceptance and discussions of sexuality, views 
on sexuality and disability may be slower to change in society and in healthcare practice. 
Increasing education and awareness within society and healthcare may help to improve the 
stigma attached to sexuality after SCI.

In addition to stigma, another barrier to providing comprehensive sexuality support for 
people with SCI identified in the study was a lack of HCP education. Training HCP about 
sexuality after SCI has been found to increase their comfort and knowledge around provid-
ing sexuality support, including their ability to initiate sexuality conversations [12, 13]. 
Guidelines are another resource which HCPs can refer to for further education [14, 15]. 
Guidelines and training are important tools when reviewing or developing sexuality support 
services with people with SCI. However, further research which investigates optimal ways 
to educate and train HCP on sexuality after SCI is likely to be valuable.

Finally, this study indicated the importance of involving others in sexuality support, 
however, HCP should first obtain consent. In related qualitative research, intimate partners 
of people with SCI reported that they desired more sexual support from HCP as support 
was either unavailable to them or too general [34]. These findings suggest that in practice, 
sexuality support should include partners and/or other important people when discussions of 
sexuality arise and where consent has been provided from the individual first.
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Limitations

Given the small number of professionals working in the field nationally, a relatively small 
sample size with a limited number of each discipline represented was anticipated. However, 
the results should be considered with the sample size in mind as well as the context of the 
study, where results may not be transferable across countries/populations. Additionally, this 
study used convenience sampling methods to recruit participants and future research may 
benefit from a larger sample size and probability sampling methods.

Future research

This study focused on the perspectives of HCP, future research should aim to understand the 
perspectives of a range of stakeholders on support received, particularly people with SCI 
and/or intimate partners. This study has also highlighted the importance of providing train-
ing for HCP. Further research exploring the specific training needs of HCP and the develop-
ment of training would be beneficial.

Conclusions

HCP working with people with SCI in Australia consider sexuality to be an important part 
of healthcare. However, while this is a convenience sample, the results of this study suggest 
sexuality support is not routinely provided in Australia and suggests limited variety in the 
support provided. Despite wider acceptance of the diversity of sexuality in society, disabil-
ity and sexuality in healthcare appear to continue to be stigmatized and sidelined. Along 
with stigma, a lack of education amongst HCP on sexuality after SCI is a barrier to sexuality 
support. To improve the sexuality support provided after SCI, recommendations for practice 
include: utilizing a range of sexuality management strategies using various delivery meth-
ods to help increase person-centered care, utilizing a team approach which extends beyond 
the traditional medical approach to sexuality, providing training to HCP, encouraging more 
open discussions regarding sexuality to decrease stigma, HCP initiating the conversation 
about sexuality at multiple points across the continuum of care, and HCP including others 
in the sexuality support provided, when consent is obtained.

Acknowledgements The authors would like to thank the contributions of the HCP who pilot tested and 
contributed to the development of the survey as well as the participants who volunteered their time to help 
improve this area of practice. Dr Setchell is supported by an NHMRC (Australia) Fellowship (#APP1157199).

Author contributions All authors were responsible for the conceptualization of the research project. CB was 
responsible for data collection. CB and TA were involved in analysis. All authors were responsible for the 
interpretation and write up of results.

Funding This work was supported under grant UQ Spinal Cord Injury Higher Degree by Research Top Up. 
JS is supported by an NHMRC Fellowship (#APP1157199).

Open Access funding enabled and organized by CAUL and its Member Institutions

Conflict of interest No potential conflict of interest was reported by the authors.

1 3

421



Sexuality and Disability (2022) 40:409–423

Data Archiving The datasets analyzed during the current study are available from the corresponding author 
on reasonable request.

Statement of Ethics This project complies with the provision contained in the National Statement on Ethi-
cal Conduct in Human Research. Ethical approval was received by the University of Queensland Human 
Research and Ethics Committee. Ethical approval number 2,019,002,292.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give 
appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, 
and indicate if changes were made. The images or other third party material in this article are included in the 
article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is 
not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright 
holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

1. Bryant, C., Gustafsson, L., Aplin, T., Setchell, J.: Supporting sexuality after spinal cord injury: A scop-
ing review of non-medical approaches. Disabil. Rehabil. (2021). https://doi.org/10.1080/09638288.202
1.1937339

2. Gill, K.M., Hough, S.: Sexuality training, education and therapy in the healthcare environment: 
Taboo, avoidance, discomfort or ignorance? Sex Disabil. 25,73–76(2007). https://doi.org/10.1007/
s11195-007-9033-0

3. Elliott, S.L.: Problems of sexual function after spinal cord injury. In: Weaver, L.C., Polosa, C. (eds.) 
Prog Brain Res, pp. 10–13. Elsevier (2006)

4. Kathnelson, J.D., Landy, K., Ditor, C.M.: Supporting sexual adjustment from the perspective of 
men living with spinal cord injury. Spinal Cord. 58, 1176–1182 (2020). https://doi.org/10.1038/
s41393-020-0479-6

5. World Health Organization: Defining sexual health report of a technical consultation on sexual health 
28–31 January 2002, Geneva. World Health Organization, Geneva (2006)

6. Moin, V., Duvdevany, I., Mazor, D.: Sexual identity, body image and life satisfaction among 
women with and without physical disability. Sex. disabil. 27, 83–95 (2009). https://doi.org/10.1007/
s11195-009-9112-5

7. Maasoumi, R., Zarei, F., Merghati-Khoei, E., et al.: Development of a sexual needs rehabilitation frame-
work in women post–spinal cord injury: A study from Iran. Arch. Phys. Med. Rehabil. 99, 548–554 
(2018). https://doi.org/10.1016/j.apmr.2017.08.477

8. Esmail, S., Darry, K., Walter, A., et al.: Attitudes and perceptions towards disability and sexuality. Dis-
abil. Rehabil. 32, 1148–1155 (2010). https://doi.org/10.3109/09638280903419277

9. Sengupta, S., Sakellariou, D.: Sexuality and health care: Are we training physical therapy profession-
als to address their clients’ sexuality needs? Phys. Ther. 89, 101–102 (2009). https://doi.org/10.2522/
ptj.2009.89.1.101

10. Davis, S.: Rehabilitation: the use of theories and models in practice. Churchill Livingstone, London 
(2006)

11. Palmer, H.: Exploring sexuality and sexual health in nursing. Prof. Nurse. 14, 15–17 (1998)
12. Booth, S., Kendall, M., Fronek, P., et al.: Training the interdisciplinary team in sexuality rehabilita-

tion following spinal cord injury: A needs assessment. Sex. Disabil. 21, 249–261 (2003). https://doi.
org/10.1023/B:SEDI.0000010067.27044.7e

13. Fronek, P., Kendall, M., Booth, S., et al.: A longitudinal study of sexuality training for the interdisciplin-
ary rehabilitation team. Sex. Disabil. 29, 87–100 (2011). https://doi.org/10.1007/s11195-010-9177-1

14. Consortium of Spinal Cord Medicine: Sexuality and Reproductive Health in Adults with Spinal Cord 
Injury. J. Spinal Cord Med. 33, 281–336 (2010). https://doi.org/10.1080/10790268.2010.11689709

15. Alexander, M., Courtois, F., Elliott, S., et al.: Improving sexual satisfaction in persons with spinal cord 
injuries: Collective wisdom. Top. Spinal Cord Inj Rehabil. 23, 57–70 (2017). https://doi.org/10.1310/
sci2301-57

16. Australia and New Zealand Spinal Cord Society.: Spinal Services: (2022). https://anzscos.org/
spinal-services/

1 3

422

http://creativecommons.org/licenses/by/4.0/
http://dx.doi.org/10.1080/09638288.2021.1937339
http://dx.doi.org/10.1080/09638288.2021.1937339
http://dx.doi.org/10.1007/s11195-007-9033-0
http://dx.doi.org/10.1007/s11195-007-9033-0
http://dx.doi.org/10.1038/s41393-020-0479-6
http://dx.doi.org/10.1038/s41393-020-0479-6
http://dx.doi.org/10.1007/s11195-009-9112-5
http://dx.doi.org/10.1007/s11195-009-9112-5
http://dx.doi.org/10.1016/j.apmr.2017.08.477
http://dx.doi.org/10.3109/09638280903419277
http://dx.doi.org/10.2522/ptj.2009.89.1.101
http://dx.doi.org/10.2522/ptj.2009.89.1.101
http://dx.doi.org/10.1023/B:SEDI.0000010067.27044.7e
http://dx.doi.org/10.1023/B:SEDI.0000010067.27044.7e
http://dx.doi.org/10.1007/s11195-010-9177-1
http://dx.doi.org/10.1080/10790268.2010.11689709
http://dx.doi.org/10.1310/sci2301-57
http://dx.doi.org/10.1310/sci2301-57
https://anzscos.org/spinal-services/
https://anzscos.org/spinal-services/


Sexuality and Disability (2022) 40:409–423

17. Q.: Provo, Utah, USA (2021)
18. Bengtsson, M.: How to plan and perform a qualitative study using content analysis. NursingPlus Open. 

2, 8–14  (2016)
https://doi.org/10.1016/j.npls.2016.01.001
19. Forsythe, E., Horsewell, J.E.: Sexual rehabilitation of women with a spinal cord injury. Spinal cord. 44, 

234–241 (2006). https://doi.org/10.1038/sj.sc.3101844
20. Piatt, J.A., Knee, E., Eldridge, L., et al.: Women with spinal cord injury and sexual health: The role of 

the recreational therapist. Am. J. Recreat Ther. 17, 25–35 (2018). https://doi.org/10.5055/ajrt.2018.0165
21. Julia, P.E., Othman, A.S.: Barriers to sexual activity: counselling spinal cord injured women in Malay-

sia. Spinal cord. 49, 791–794 (2011). https://doi.org/10.1038/sc.2011.4
22. Beckwith, A., Yau, M.K.-.: Sexual recovery: Experiences of women with spinal injury reconstructing a 

positive sexual identity. Sex. Disabil. 31, 313–324 (2013). https://doi.org/10.1007/s11195-013-9315-7
23. Leyson, J.F.J.: Sexual Rehabilitation of the Spinal-Cord-Injured Patient. Humana Press, Totowa, NJ 

(1991)
24. Steadman, C.J., Hubscher, C.H.: Sexual Function after Spinal Cord Injury: Innervation, Assessment, 

and Treatment. Curr. sex. health rep. 8, 106–115 (2016). https://doi.org/10.1007/s11930-016-0067-0
25. Courtois, F., Charvier, K., Leriche, A., et al.: Assessment and treatment of sexual dysfunctions in men and 

women with spinal cord injury. Sexologies. 18, 51 (2009). https://doi.org/10.1016/j.sexol.2007.11.001
26. Divanoglou, A., Georgiou, M.: Perceived effectiveness and mechanisms of community peer-based pro-

grammes for Spinal Cord Injuries-a systematic review of qualitative findings. Spinal Cord. 55, 225–234 
(2017). https://doi.org/10.1038/sc.2016.147

27. Tepper, M.S.: Sexual education in spinal cord injury rehabilitation: Current trends and recommenda-
tions. Sex. Disabil. 10, 15–31 (1992). https://doi.org/10.1007/BF01102245

28. Rodger, S., Bench, S.: Education provision for patients following a spinal cord injury. Br. J. Nurs. 28, 
377–381 (2019). https://doi.org/10.12968/bjon.2019.28.6.377

29. Morozowski, M., Roughley, R.A.: The journey of sexuality after spinal cord injury: Implications 
for allied health professionals. Can. J. Hum. Sex. 29, 354–365 (2020). https://doi.org/10.3138/
CJHS.2020-0024

30. Tepper, M.S.: Use of sexually explicit films in spinal cord injury rehabilitation programs. Sex. Disabil. 
15, 167–181 (1997). https://doi.org/10.1023/A:1024732802558

31. Perales, F., Campbell, A.: Who supports equal rights for same-sex couples? Evidence from Australia, 
Family Matters 2018 No. 100. In: Australian Institute of Family Studies (eds.). Australian Government 
(2018)

32. Dune, T.M.: Sexuality and physical disability: Exploring the barriers and solutions in healthcare. Sex. 
Disabil. 30, 247–255 (2012). https://doi.org/10.1007/s11195-012-9262-8

33. Kathnelson, J.D., Kurtz Landy, C.M., Tamim, H., et al.: Utilizing the delphi method to assess issues of 
sexuality for men living with spinal cord Injury. Sex. Disabil. 39, 33–54 (2021). https://doi.org/10.1007/
s11195-020-09673-w

34. Eglseder, K., Demchick, B.: Sexuality and spinal cord injury: the lived experiences of intimate partners. 
OTJR (Thorofare N J). 37, 125–131 (2017). https://doi.org/10.1177/1539449217701394

Publisher’s Note Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

1 3

423

http://dx.doi.org/10.1016/j.npls.2016.01.001
http://dx.doi.org/10.1038/sj.sc.3101844
http://dx.doi.org/10.5055/ajrt.2018.0165
http://dx.doi.org/10.1038/sc.2011.4
http://dx.doi.org/10.1007/s11195-013-9315-7
http://dx.doi.org/10.1007/s11930-016-0067-0
http://dx.doi.org/10.1016/j.sexol.2007.11.001
http://dx.doi.org/10.1038/sc.2016.147
http://dx.doi.org/10.1007/BF01102245
http://dx.doi.org/10.12968/bjon.2019.28.6.377
http://dx.doi.org/10.3138/CJHS.2020-0024
http://dx.doi.org/10.3138/CJHS.2020-0024
http://dx.doi.org/10.1023/A:1024732802558
http://dx.doi.org/10.1007/s11195-012-9262-8
http://dx.doi.org/10.1007/s11195-020-09673-w
http://dx.doi.org/10.1007/s11195-020-09673-w
http://dx.doi.org/10.1177/1539449217701394

	Sexuality Support After Spinal Cord Injury: What is Provided in Australian Practice Settings?
	Abstract
	Introduction
	Methods
	Study design
	Participants and recruitment
	Data collection
	Analysis

	Results
	Quantitative results
	Overview of sexuality support
	Provision of interventions and management strategies
	Sexual education and information
	Sexuality and SCI training
	Initiation of conversation


	Qualitative results
	Barriers to supporting sexuality
	Health professionals require training
	Utilizing a team approach
	Responsibility to initiate conversation
	Involving others in support

	Discussion
	Limitations
	Future research


	Conclusions
	References


