Sexuality and Disability

Why talk about sexuality and disability?

· By ignoring our clients’ sexuality, we fail to offer the holist care they deserve and need from us.  This means engaging in open, honest, frank discussions about sexuality.  In order to do this, we must first be comfortable with our own bodies and sexuality.

· It is important to recognize that the presence of a physical disability can influence or limit a child’s psychosexual/social maturity.

· Challenges for Children with Disabilities

· Privacy

· Children with disabilities are often more closely supervised by caregivers.  This lack of privacy, along with limitations resulting from a disability may hinder natural sexual curiosity.  As a result, children may have inappropriate personal boundaries.

· “Language of sex”

· Since most information about sex is learned quietly, covertly, and is influenced by peers and media, children with disabilities may experience limitations in knowledge and communication about sex and/or sexual behaviors.

· It is important for caregivers to provide children with accurate language for body parts and their functions, appropriate and accurate sex education, along with the “family language” used.

· Learning appropriate language can improve self-confidence and self-esteem.

· Learning appropriate language can also help prevent abuse.  (Remember that children with disabilities are particularly vulnerable to sexual perpetrators!)

· Touch

· Children with disabilities are often “handled” for management and health care purposes rather than being touched and held for tender and loving purposes.  It is important to remember to provide loving touch.

· Children who become accustomed to health care givers who are not sensitive to issues of modesty can become confused about good touch/bad touch.  

· They may not develop a healthy understanding of the subtleties between public and private nudity.  

· Inappropriate touch may be the only form of affection children in institutions know.

· Remember that health care providers often abuse people with disabilities.

What is normal sexual behavior in children?

· Children as Sexual Beings

· Sexual Responses in Boys

· Ultrasounds reveal that boys may have erections in utero. 

· Boys may also be born with erections and most have erections during the first few weeks after they are born.

· Boys may have behaviors that resemble orgasm as early as five months.  (Boys cannot ejaculate until after puberty.)

· Sexual Responses in Girls

· Sexual response is not as easily detected in girls due to “plumbing” differences, however research has shown lubrication and genital swelling in infant girls.

· Behaviors that resemble adult orgasm has been noted in girls as early as four months.

· Masturbation

· Thrusting has been observed in babies 8 to 10 months of age.

· Masturbation usually begins between 6 and 12 months of age, however masturbation to orgasm is rare until children are around 2 years of age.

· Some children masturbate later, and some never do.
· Kim:  I began to masturbate when I was 3 years old.  My parents . . . Tried long and hard to discourage me.  They told me it wasn’t nice for a young lady to have her hand between her legs.  When I was five I remember my mother discovering that I masturbated with a rag doll I slept with.  She was upset, but she didn’t make a big deal about it.  She just told me in a matter-of-fact way, “Do you know that what you’re doing is called masturbating?”  That didn’t make much sense to me, except I got the impression she didn’t want to do it.

· Self-Exploration

· Natural exploration can be inhibited in children with disabilities due to difficulty reaching their own genitals, loss of feelings in some parts of their bodies, lack of privacy, need for assistance, lack of autonomy.

· Genital Play with Others

· Children in the U.S. usually engage in genital play with other children around age two.  Children may show their genitals to each other, touch each other’s genitals, or masturbate together.  

· Children as Sexual Beings

· Susan:  Once my younger sister and I were over at a girl friend’s house playing in her bedroom.  For some reason she pulled her pants down and exposed her rear to us.  We we amazed to see she had an extra opening down there we didn’t know about.  My sister reciprocated by pulling her pants down so we could see if she had the same extra opening.  We were amazed at our discovery, our mothers not having mentioned to us that we had a vagina!

· Christopher:  Nancy was a willing playmate, and we spent many hours together examining each other’s bodies as doctor and nurse.  We even once figured out a pact that we would continue these examinations and watch each other develop.  That was before we had started school.

· Same-Sex/Opposite Sex Genital Play

· Same-gender sexual play in childhood is normal and may be more common that opposite-sex gender play.

· Same-gender sexual play is not an indication of the child’s sexual orientation.

· Arnold:  When I was about 5, my cousin and I . . . Went into the basement and dropped our pants.  We touched each other’s penises, and that was it.  I guess I didn’t realize the total significance of the secrecy in which we carried out this act.  For later . . . My parents questioned me . . . And I told them exactly what we had done.  They were horrified and told me that that was definitely forbidden.

· We must be more diligent in providing the same opportunities for children with early onset disabilities to acquire knowledge about themselves as sexual beings, about sexual mores in the culture, and about the world of sex as their non-disabled peers.

Adolescents as Sexual Beings

· Body Image

· Our culture places enormous emphasis on having a perfect body.  This is often an assault on the vulnerability of self-esteem for people with imperfect bodies and those with disabilities.

\

· The sexual messages in the media about perfection and the artificiality of adult life as presented on television and in magazines tend to be one-dimensional and value-laden and provide few opportunities for the adolescent to discuss and clarify such values and their implications.

· Television and magazines often portray children in highly sexualized ways.

· Our media tells women they must look and behave like children.  At the same time, they must also be sexy, chaste, dolls even at the expense of their health.  All the while, women must also be glamorous and worldly.  And violence against women is perfectly
natural & acceptable.

· Only in the past decade has there been any significant attention paid to how men are represented in media, and what that suggests about recent developments in their lives. 

· For every story about women's lives, there is a corresponding story about men's. For example, while images of women have been thinner and more waifish, images of men have gotten bigger, stronger, more muscular, and more violent.

· For many men, size and strength have become increasingly important to proving manhood. This can be seen in the changes over the past generation in the bodies of male action film stars, the musculature of dolls that young boys play with, the size and strength of pro wrestler's bodies, as well as the exaggerated strutting and posing of many rock and rap performers.

Acquired Disabilities

· Counseling Needs

· Grief work with individuals with acquired disabilities should address:

· Body changes and losses

· Loss of dreams or altered dreams

· One’s sexual identification

· Loss of control of life (especially for progressive disabilities such as multiple sclerosis)

· Issues related to sexuality and disability

· When talking about sexuality and disability:

· Be present to the pain they are experiencing

· Understand that the pain is real for them

· Accept what they feel

· Help them integrate changes in their body or sexuality as ONE dimension of who they are

· Move them toward LIVING WITH changes in their body or sexuality rather than SUFFERING FROM it.

· Spinal cord injuries in men:

· About three of four men with spinal cord injuries are able to achieve erections, but only about one in ten continues to ejaculate naturally.

· Spinal cord injuries in men:

· A study of 1,300 men with spinal cord injuries found that 35% continued to engage in sexual intercourse.

· The men in this study reported increased interest in alternative sexual activities, especially those involving areas above the level of the spinal injury such as the mouth, lips, neck, and ears.

· Only one in five received any kind of sexual counseling to help them adjust sexually to their disability!

· Spinal cord injuries in women:

· Women may lose the ability to experience genital sensations or to lubricate normally, however breast sensations may remain intact, making this area more erotogenic.

· Most women with spinal cord injuries can engage in coitus, become impregnated, and deliver vaginally.

· One survey found that 50% of women experience orgasm.  Some reported pleasurable “phantom orgasms.”

· Spinal cord injuries:

· Both men and women can experience heightened sexual pleasure using fantasized orgasm, orgasmic imagery, and amplication of their physical sensations.

· The greatest impediment to sexual fulfillment among people with disabilities is finding a loving and supportive partner!

· General Medical Care

· Insensitive health care, combined with the higher rate of sexual exploitation of individuals with disabilities, results in individuals with disabilities not getting good health care including information about preventing pregnancy as well as screening for, information about, and prevention of sexually transmitted diseases.

· Good access to health care can also help individuals with disabilities have fulfilling sex lives through the use of adaptive technology.  

· As practitioners, we should supplement technology with information regarding its use. 

· It may be helpful to talk about the actual “athletics” of sex with disabled clients.  

· We can also assist with issues such as coping with pain, fatigue, of spasticity.

· Other Areas to Address:

· It is important to discuss sex roles.  For example, if the individual who was once the initiator of sex becomes disabled, their partner may need to become more assertive and take greater initiative.

· When disabled clients plan to have children, you may need to advocate for them (or support and encourage them to do so) with their physicians.  Issues of fertility, conception, pregnancy and delivery will need to be explored within the context of your client’s disability.

Aging and Sexuality

· We are sexual until we die!

· A recent poll of people, age 60 and above found that 74% of men and 70% of women remained sexually active and were as satisfied or MORE satisfied with sex as they were in their 40s!

· Don’t assume that sexuality is not an issue for the elderly.  It is important to inquire about sexual problems/dysfunctions.  Many sexual problems can be easily corrected.  Don’t let your silence deny your client a fulfilling sex life.

Lesbian and Gay Clients with Disabilities

Sensitivity Activity

· Why talk about gay and lesbian issues:

· A survey of 1,481 psychologists found that 99% had seen at least one gay or lesbian in their practice.  On average, they reported that 6% of their current practice were gay men and 7% were lesbians (Garnets, Hancock, Cochran, Goodchilds, Peplau, 1991).

· A national survey found that over 50% of the 526 marriage and family therapists surveyed did not feel competent to treat gays or lesbians (Doherty & Simmons, 1996).

· Why talk about gay and lesbian issues:

· A review of 6 major counseling psychology journals over a 12-year period revealed that only .65% focused on lesbians or gay males.

· A review of 17 major marriage and family therapy journals over a 20-year period revealed that only .006% focused on lesbians, gay males, bisexual issues or sexual orientation.

· A review of the 3 major journals of family studies over a 13-year period revealed that less than 1% focused on sexual orientation.

· A review of 5 major rehabilitation journals over a 10-year period revealed that only 2.3% addressed issues of sexual orientation (Harley, Feist-Price, & Alston, 1996).

· A review of 28 Introductory Psychology texts over a 2-year period revealed that an average of 8.12 paragraphs addressed sexual orientation.

· A survey of 579 certified counselors found that despite ethical prohibitions, 14% of those surveyed indicated they would treat homosexuality as a pathology (Gibson & Pope, 2001).

Activity – Do’s and Don’ts in Counseling Gays, Lesbians, and Bisexuals based on biased, inadequate, or inappropriate practices noted in a survey of 1,481 psychologists

(Garnets, Hancock, Cochran, Goodchilds & Peplau, 1991).

Note:

· Homophobia is used incorrectly in your textbook.

· Homophobia means “fear of sameness”

· Antigay prejudice is not a phobia; it is not necessarily based on fear; nor is it inevitably irrational or dysfunctiona; for individuals who manifest it

· The term can mislead individuals into thinking of antigay bias as a mental illness rather than a pattern of thoughts or behavior that can actually be adaptive in a prejudiced society.

· The correct terminology is “heterosexism.”

· Heterosexism is defined as the ideological system that denies, denigrates, and stigmatizes any nonheterosexual form of behavior, identity, relationship, or community

· Is your practice a safe place?

· Does the waiting room have lesbian/gay magazines and literature?

· Does written material describing agency services include lesbian/gay people and their needs?

· Do you devote time during staff meetings to address lesbian/gay issues?

· Do you have lesbian/gay professionals on your staff?

· Does your agency encourage clients to ask for a counselor who is knowledgeable about lesbian/gay culture?

