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Abstract

Spinal cord injury is a life-changing experience. During rehabilitation the emphasis is to help the patient to
become as independent as possible in performing the activities of daily living. This study was conducted to deter-
mine the importance and efficacy of sexual counselling in the rehabilitation of spinal cord injured patients. The
study population comprised a randomly selected group of 102 spinal cord injured patients treated at a tertiary
institution. A research questionnaire was used to perform personal as well as telephonic interviews. The study
showed that some spinal cord injured patients were inadequately counselled on sexual function during rehabili-
tation. There were statistically significant differences between male and female patients, and white and black
patients. Patient counselling needs to be more thorough, specialised and individualised. Patients’ partners should
also be counselled to ensure that they work as a team to create mutual sexual satisfaction. Counselling should
always be available at follow-up visits.

Introduction

It is difficult to provide comprehensive rehabilitation in
spinal cord injured patients.' Spinal cord injury is a dev-
astating experience that not only changes a patient’s
mobility and sensory ability but has personal and psycho-
emotional implications.>’ The rehabilitation team has lim-
ited time and resources and the emphasis is to help the
patient to become as independent as possible in perform-
ing the activities of daily living. During the early phases
of rehabilitation the patients are often not emotionally
ready for sexual counselling or the rehabilitation team
need to concentrate on more important issues like bowel,
bladder and mobility issues.** The purpose of this study

was to determine the importance and efficacy of sexual
counselling in the rehabilitation of spinal cord injured
patients and to examine the differences between sexes,
ethnic groups and different levels of injury. We postulated
that some spinal cord injured patients were inadequately
counselled on sexual function during rehabilitation."*"*
The primary objective of this study was to determine the
proportion of patients who are satisfied with the coun-
selling they received. This study also provided an oppor-
tunity to provide information and counselling to patients
who felt that their counselling was inadequate and those
who expressed the need to obtain more information. The
outcome of this study will lead to improved counselling
and rehabilitation in future.
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Materials and methods Patients counselled, 56%

The study population was 102 spinal cord injured patients
treated at the spinal unit of the orthopaedic department at
a tertiary hospital. A random selection of spinal patients
previously treated in the orthopaedic department was
done. The study group comprised 81 male and 21 female
patients. There were 54 black and 48 white patients. The

ages ranged from 17 years to 60 years with an average age X
of 37 years. The study group included all levels of spinal Patients not counselled, 44%
cord injury from C4 to L4. The level of injury was divid-

ed into five main groups: Group 1 comprised patients with Figure 1.
level of injury from C3 to C5; Group 2 comprised patients The spinal patients counselled regarding sexual function
C6 to C8; Group 3 comprised patients T1 to T6; Group 4

comprised patients T7 to T12 and Group 5 comprised
patients from L1 to LS. A research questionnaire was used

to perform personal as well as telephonic interviews. The 36%
questionnaire was designed in such a way that both open-
and closed-ended questions were used to obtain all the
necessary and relevant information from the patients. The
patients had to evaluate the extent of the counselling for
sexual functioning that they had previously received. The

patients were asked to share their personal experience
during an interview with the main investigators. Before Patients wanted more
the interview was conducted either a verbal or a signed information, 64%
consent form was completed. The questionnaire was com-
pleted during a patient’s visit to the spinal clinic or during
telephonic interviews that were conducted with selected
patients. The participation was voluntary and the
patient’s confidentiality was protected. The question-
naire was set in English to accommodate all racial Sex therapist, 48% Doctor, 33%

groups. The help of an interpreter was used when nec-
essary. The questions also provided an opportunity to
provide information and counselling to patients who
felt that their counselling was inadequate and those that
expressed the need to obtain more information. All the
data was recorded on the raw data forms. All answering

sheets were anonymous and kept as confidential materi-

Figure 2.

Patients who wanted more information after counselling

al. The questionnaires were manually marked and inter- Other sources, 19%
preted by the main investigators. The data from the

questionnaire was converted into an Excel-based Figure 3.

spreadsheet for statistical analysis and e-mail corre- The health workers involved in the counselling of sexual
spondence. The study was conducted in compliance function

with the study protocol and performed according to
good clinical practice (GCP) specifications. A sample
size of 97 patients would provide a 95% confidence

interval that will extend within 10% of the estimated Not aware of different options, 44%

proportion. A total number of 102 patients took part in

the study.

Results

The study showed that some spinal cord injured patients

were inadequately counselled on sexual function during

rehabilitation. Only 55.9% of patients were counselled on 56%

sexual function (Figure 1). Of the 55.9% that were coun-
selled 64% wanted more information and 67.7% indicat-
ed that their counselling was not sufficient (Figure 2).

Figure 4.

Awareness of different options
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A sex therapist was responsible for the counselling in
the majority (48%) of the study population while medical
staff provided 33% of the counselling (Figure 3). Patients
who were not aware of the different options available to
maintain sexual function comprised 44.1% of the study
population (Figure 4.) Only 47% of the patients were sat-
isfied with their sex life. Most of the patients interviewed
(86.2%) had a less active sex life when compared to their
pre-injury scenario.

When the study population was divided into various
demographic groups it was evident that more males
(61%) than females (35%) indicated that they received
counselling on sexual function (p=0.046). Only 30% of
females as opposed to 62% of males stated that they were
aware of the different options available to maintain sexu-
al function (p=0.012). When asked if their partner was
sexually satisfied only 10% of females replied negative as
opposed to 38% of the males (p=0.002) (Table I). The rea-
son for the statistical difference between the sexes is
unclear and might be an area for further investigation and
research but we can postulate that women are more con-
servative and less inclined to speak about sexually related
issues.” Men, on the other hand, are much more sexually
driven and sensitive about their sexual performance.

Of the black patients 64% admitted to having a less sat-
isfactory sex life when compared to 41% of white patients
who admitted that they perceive their sex life as below
average (p 0.029); and 89% of these black couples regard-
ed their sexual relationship as abnormal as opposed to
71% of white couples (p=0.044). When asked about
methods only 43.4% of blacks compared to 69.4% of
whites indicated that they knew about the different meth-
ods to maintain sexual function (p=0.010). More black
patients seemed to perceive that their partners were unsat-
isfied with their sexual relationship (43.4%) than whites
(20.4%) (p=0.012) (Table II).

This clearly shows that the rehabilitation team should
consider gender and cultural differences in their approach
in the management of the spinal cord injured patient.

Table L
Male and female counselling on sexual function
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When the different levels of injury were compared, 97%
of the patients in group 4 comprising the lower thoracic
levels T7-T12 indicated that they had less sex than before
their injury (p=0.01). Seventy-eight per cent of group 4
patients indicated that they wanted more information
regarding sexual function (p=0.012). Only 23% of group
1 comprising levels C3 to C5 indicated that they were less
satisfied when compared to the other groups (p=0.04)
(Table I1I) which confirms the research work of Anderson
that showed that regaining arm and hand function is more
important to quadriplegics.?

Table II.

Counselling on sexual function in different races

@ Black

m White

100%
90% —
80%
70% ]
60%
50%
40%
30%
20% |
10%
0% - T

Not satisfied Partner Unaware of  Regard sexual
with sexual not satisfied options function as
function below normal

Table IIL

Sexual function of different levels of spinal injury

B Not satisfied with sexual function
M Less sex than before
O Wanted more information

100%

90%

80%

70%

60%

50% -

40% —

30% —

20% —
10% —

0% | |

C3-C5 C6-C7 T1-T6 T7-T12 L1-L4




Page 48 / SA ORTHOPAEDIC JOURNAL Summer 2010

CLINICAL ARTICLE

Recommendations

Spinal patients’ counselling needs to be more thorough
and specialised. Their partners should also be counselled
to ensure that they work as a team to create mutual sexu-
al satisfaction.”” Sexual counselling should also be avail-
able at follow-up visits. Both the rehabilitation team and
the sexual counsellor must be sensitive and try to individ-
ualise the counselling to each individual’s specific needs.

Discussion

Spinal cord injury is a life-changing event that not only
affects mobility, sensation and body functions but also self-
esteem and self-confidence. Problems may lead to feelings
of sexual inadequacy.® During the rehabilitation phase the
patient’s main objective is to survive and try and adapt to the
impairment of bodily functions, mobility and sensation.
They are often in denial and a single counselling session
might be of little or no worth. Both the rehabilitation team
and the sexual counsellor must be sensitive and try to indi-
vidualise the counselling to each individual’s specific
needs." Patients must be reassured that intimacy and love-
making entails much more than a physical act.”” Emotions,
feelings, cuddling and kissing can be a lot of fun.

Women must be reassured that they are still able to
please their partners and experience orgasms. They and
their partners should realise that stimulation of sensitive
areas other than the genitals can also provide orgasms.'*!*
Women can experience disreflexia and bladder inconti-
nence during sexual intercourse. They are still able to fall
pregnant after spinal cord injury but have an increased
risk of urinary tract infections, pressure sores and hyper-
tension.”"”

Men are self-conscious about their erections and should
be told that there are various tablets like Viagra, Cialis and
Levitra that may provide a stronger and longer duration of
erection. The tablets must be taken 30 minutes or more
before intimacy, and stimulation will still be required for
making love.'*" Toys and assistive devices like vacuum
pumps and vibrators can be used with tablets. These
devices can cause pressure sores and other injuries with
incorrect use. If the tablets do not work an urologist can
determine the dosage of Caverject that can safely be
injected. Caverject can be used with good therapeutic
effect but may cause fibrosis with long-term use.'*"*
Penile implants are generally not recommended.
Ejaculation can be facilitated by means of electrical stim-
ulation.” Sperm banking might be considered as there is a
higher incidence of infertility as result of the higher scro-
tal temperatures associated with prolonged sitting.>*

The content of this article is the sole work of the authors.
No benefits of any form have been derived from any com-
mercial party related directly or indirectly to the subject
of this article.
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