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Abstract

Background: Sexual function is an essential part of overall health and quality of life.
Every year around 800 to 1000 new SCI patients are seen in Bangladesh. After spinal
cord injury (SCI), many individuals experience sexual dysfunction, which affects their
physical, emotional, and marital well-being. In Bangladesh, sexual health is considered
a sensitive and taboo topic, and as a result, sexual rehabilitation for SCI patients often
receives little attention. Although multidisciplinary teams (MDTSs) play an important
role in SCI rehabilitation, there is limited evidence regarding their current practices in
addressing sexual function at rehabilitation centers such as the Centre for the
Rehabilitation of the Paralysed (CRP).

Aim: The aim of this study was to explore current practices of multidisciplinary teams
in enhancing sexual function among people with spinal cord injury at CRP.

Methods: A qualitative research design was used for this study. Purposive sampling
was used to choose eleven healthcare experts from various specialties, including
physiotherapists, occupational therapists, doctors, nurses, and a psychologist. Face-to-
face, in-depth, semi-structured interviews under the direction of a self-developed
interview guide were used to gather data. Braun and Clarke's six-step method for
thematic analysis was used to analyse the data.

Results: Eight themes were identified. These were: 1) Profession-specific and clinically
diverse sexual rehabilitation practices within the multidisciplinary team; 2) Limited
interdisciplinary integration and fragmented communication; 3) Systemic and
organizational constraints in service delivery; 4) Gender-related communication
barriers; 5) Sociocultural influences on sexual rehabilitation engagement; 6)

Psychosocial, relational, and marital impacts of sexual dysfunction; 7) Gender
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disparities in sexual rehabilitation service utilization; and 8) Recommendations for
strengthening sexual rehabilitation services. Discipline-specific interventions are used
at CRP to provide sexual rehabilitation, but services are still dispersed because of poor
MDT coordination and an excessive dependence on the psychologist. Important
obstacles include inadequate organizational integration, a lack of a dedicated unit,
inadequate equipment and medication and a lack of professional training. Male patients
receive more care than female patients due to erectile dysfunction. Psychosocial and
marital issues, such as fear of divorce and fertility issues are also brought on by sexual
dysfunction. To improve services, participants suggested a specialized unit, better
coordination, organized MDT training and stronger policy support.

Conclusion: Sexual rehabilitation remains underdeveloped in SCI care in Bangladesh.
Strengthening MDT collaboration, improving training, and establishing dedicated
services, and supporting these efforts through appropriate health system and policy
level initiatives are essential to enhance sexual health and overall quality of life for
individuals with SCI.

Key words: Spinal cord injury, Sexual function, Multidisciplinary team, Sexual

rehabilitation, Qualitative study.



CHAPTER I: INTRODUCTION

1.1 Background

Damage to the spinal cord that causes a loss of function, including movement and
sensation, is known as a spinal cord injury (SCI). For people with SCI and their
families, sexuality is essential to their life and a vital component of wellbeing
(Longoni Di Giusto et al., 2022). SCI can impair multiple components involved in
sexual function, including libido, achieving and maintaining an erection,
ejaculation, and orgasm etc. (Bryant, Aplin, et al., 2022) (Bello et al., 2022).
Moreover now a days many safe and effective fertility treatments are available to
couples affected by SCI. But in the healthcare industry, sex-related subjects are
frequently avoided, especially when it comes to disabilities, and as a result,
healthcare professionals overlook them (HCP) (Bryant, Aplin, et al., 2022) .

People must adapt in their sexual lives after suffering a spinal cord injury.
According to earlier research, there are a variety of obstacles to provide sexual
health counseling to individuals with SCI: ignorance, insufficient time, pain, and
Some of the stated explanations for why this subject is frequently ignored include
insufficient training (Rassem et al., 2020). Multidisciplinary teams—including
doctors, nurses, psychologists, occupational therapists, and physiotherapists—play
acrucial role in addressing the complex needs of SCI patients, including their sexual
health. Evidence suggests that an integrated, team-based approach enhances
communication, normalizes sexual discussions, and ensures that patients receive

comprehensive, person-centered care (Bryant, Aplin, et al., 2022). Training



rehabilitation professionals in sexual health improves their confidence, knowledge,
and willingness to engage in these sensitive conversations (Pieters et al., 2018).

In Bangladesh, cultural stigma around sexuality may further hinder open dialogue,
underscoring the importance of equipping the entire rehabilitation team with the
skills to address sexual function. If multidisciplinary team don't handle this
appropriately, it impacts a multidisciplinary teams ability to address specific
difficulties. Because everyone has a valuable need for sexuality. It is a significant
component of a married person's life that is necessary to raise a SCI patient's quality
of life. According to WHO estimates, there are occurrences of 40-80 cases of SCI
patients per million worldwide each year (Longoni Di Giusto et al., 2022) (Afferi
et al., 2020).With 164 million people living in Bangladesh, There are 1,968 to
10,168 new cases of SCI patients every year (Rahman et al., 2017). Individuals
with SCI must adjust to a variety of sexual challenges. They may experience a
variety of sexual discomforts, such as physical limitations, worry, and dread, which
causes him to feel angry and rejected. They go under depression, anxiety, frustration

etc. and these make them lonely.

1.2 Justification of the study

Sexual dysfunction is a common and significant consequence of spinal cord injury
(SCI) that greatly affects quality of life, psychological well-being, and social
relationships. Despite this, sexual health is often overlooked in rehabilitation,
particularly in culturally sensitive contexts like Bangladesh. The Centre for the
Rehabilitation of the Paralyzed (CRP) provides comprehensive SCI care using a

multidisciplinary team (MDT) approach; however, there is limited evidence on how



MDT practices at CRP which is the largest specialized SCI rehabilitation center in
Bangladesh address sexual function among SCI patients.

This study is justified as it aims to explore current MDT practices in enhancing
sexual function, identify existing gaps and challenges, and understand how sexual
rehabilitation is integrated into SCI care at CRP. Furthermore, sexual dysfunction
has been shown to have serious emotional and relational consequences, including
fear of divorce, marital conflict, reduced intimacy, and anxiety about fertility.
Without proper sexual rehabilitation, these issues can undermine the overall goals
of rehabilitation and community reintegration. Understanding current practices and
barriers is therefore essential to improving holistic SCI care. The findings will
provide context-specific evidence that can support improved MDT collaboration,
guide training and policy development, and promote holistic, patient-centered

rehabilitation for individuals with SCI in Bangladesh.

1.3 Operational Definition

1.3.1 Spinal Cord Injury

The term spinal cord injury (SCI) refers to damage to the spinal cord resulting from
trauma (e.g. from falls and road traffic injuries) or non-traumatic causes like tumors,
degenerative and vascular conditions, infections, toxins or birth defects (WHO,
2024).

1.3.2 Sexual Function

Sexual function refers to the ability to engage in sexual activity in a satisfying

manner, either alone or with a partner. ( Moore, D. P., & Jefferson, J. W. , 2004).



1.3.3 Multidisciplinary Team

The World Health Organization (WHO) defines a multidisciplinary team as an
approach in which professionals from various health fields work together to provide
comprehensive services that address the physical, psychological, and social needs

of patients (WHO, 2010).

1.4 Aim of the study
To explore current practices of multidisciplinary teams in enhancing sexual

function among people with spinal cord injury at CRP.



CHAPTER II:LITERATURE REVIEW

This chapter will show similar key findings among some articles related to my research

that had done previously.
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2.2 System & Provider barriers

The literature consistently highlights that system-level and provider-level factors play
a decisive role in shaping how sexual rehabilitation is delivered for individuals with
spinal cord injury. Even when sexual health is recognized as an important rehabilitation
outcome, multiple structural and professional barriers limit its consistent

implementation across rehabilitation settings.

2.2.1 Training gaps

A recurring challenge across SCI rehabilitation contexts is the pervasive lack of formal
training in sexual health among healthcare professionals, which significantly hinders
their confidence and willingness to address patients’ sexual concerns. Despite
recognizing the importance of sexual rehabilitation, many professionals, including
nurses, occupational therapists, and psychologists, report feeling ill-equipped due to
insufficient education and institutional support (Pascual et al., 2021). This discomfort
often results in sexuality being overlooked or deprioritized during rehabilitation (Pieters
etal., 2018)..However, structured training programs and multidisciplinary interventions
have shown promising outcomes. Studies demonstrate that such programs can
significantly improve professionals’ knowledge, comfort level, and proactive
engagement in sexual health discussions with SCI patients (Pieters et al., 2018). For
instance, team-based sexual health education not only fosters open communication
among team members but also empowers them to integrate sexuality into their clinical

routines (Arnhalt, 2021).

2.2.2 Low initiation by providers
Another important provider-level factor is the low rate at which professionals initiate
conversations about sexual health. Although many clinicians acknowledge that

sexuality should be addressed during rehabilitation (Bryant, Aplin, et al., 2022).



.Research shows that they often wait for patients to raise the topic themselves found
that discomfort, fear of offending patients, uncertainty about professional boundaries,
and cultural sensitivity contribute to clinicians’ reluctance to initiate sexual health
discussions (Bryant, Gustafsson, et al., 2022). This passive approach can disadvantage
patients who feel embarrassed or are unaware that sexual rehabilitation support is

available, leading to unmet needs and delayed intervention.

2.2.3 Lack of formal integration

At the system level, the absence of formal integration of sexual rehabilitation into
routine SCI care significantly affects service delivery. Sexual health is often not
included in standardized assessment tools, treatment plans, or MDT documentation
highlighted that without clear organizational policies, referral pathways, and
documentation systems, sexual rehabilitation remains dependent on individual
clinicians rather than being embedded into institutional practice (Rassem et al., 2020).
This lack of formal integration reduces accountability, limits continuity of care, and
contributes to inconsistent MDT involvement across rehabilitation settings (Lepage et

al., 2021).

2.2.4 Gender imbalance in clinical attention

Gender imbalance in sexual rehabilitation is another critical provider- and system-
related issue identified in the literature. Research indicates that male sexual
dysfunction, particularly erectile dysfunction, receives greater clinical attention, while
female sexual health concerns are less frequently addressed emphasized that women
with spinal cord injury often experience under-recognition of their sexual needs due to
sociocultural norms, clinician discomfort, and limited research focus (Bryant,

Gustafsson, et al., 2022). This imbalance not only affects service access but also



reinforces inequities in sexual rehabilitation, with women receiving less information,

counseling, and support compared to men(Bryant, Gustafsson, et al., 2022).

2.3 Current Practices

The international literature consistently demonstrates that sexual rehabilitation
practices for individuals with spinal cord injury vary considerably across healthcare
systems, rehabilitation centers, and professional disciplines. Although sexuality is
widely acknowledged as an important aspect of quality of life, it is not uniformly
addressed within routine rehabilitation practice. Instead, the type and depth of sexual
rehabilitation provided often depend on clinician expertise, service structure, and
institutional priorities. This variability has resulted in uneven access to care and a lack

of standardized sexual rehabilitation pathways across settings.

2.3.1 Medical & physical focus

One prominent feature of current practice is the strong emphasis on medical and
physical aspects of sexual function. Much of the existing sexual rehabilitation focuses
on physiological impairments, particularly erectile dysfunction among male patients
(Lombardi et al., 2015). Clinical management often prioritizes pharmacological
treatment, physiological assessment, and functional performance, while broader aspects
of sexuality receive less attention. Several studies indicate that sexual rehabilitation is
frequently equated with restoring sexual performance rather than supporting sexual
well-being in a holistic sense (Mcmahon, 2015). This biomedical focus can be effective
for managing specific dysfunctions but may fail to address emotional, relational, and
psychosocial needs, particularly for women and older patients (lyer et al., 2025). As a
result, sexual rehabilitation remains narrowly defined in many clinical settings,

reinforcing gender bias and limiting comprehensive care.



2.3.2 Non medical support

Non-medical approaches play a vital role in addressing the complex sexual health needs
of individuals with spinal cord injury (SCI), complementing medical and surgical
interventions (Arnhalt, 2021). These approaches encompass counselling, intimacy-
focused strategies, and the use of assistive devices and positioning tools, which together
provide holistic support tailored to the physical, psychological, and social challenges
faced by SCI patients. Counselling forms the cornerstone of non-medical care,
delivered by psychologists, nurses, occupational therapists, and other MDT members
(Bryant, Gustafsson, et al., 2022). It aims to normalize conversations about sexuality,
reduce stigma, and empower patients to explore their sexual identity and desires despite
physical limitations. Through therapeutic dialogue, patients and their partners receive
guidance on communication, emotional adjustment, and the reconceptualization of
sexuality beyond conventional definitions. This person-centered counselling fosters
self-esteem and helps rebuild intimate relationships, encouraging openness and mutual
understanding between partners. Intimacy-focused interventions extend beyond the
physical act of sex to include emotional connection, affectionate touch, and non-genital

sexual expression (Krull et al., 2022).

2.3.3 Relationship & fertility concern

Another area where current practice varies significantly is the attention given to
relationship and fertility-related concerns. Research shows that individuals with spinal
cord injury often experience anxiety about intimacy, marital stability, reproductive
ability, and future family planning. Despite the importance of these issues, relationship
and fertility concerns are not consistently addressed during rehabilitation (Bryant,
Gustafsson, et al., 2022) .In many settings, sexual rehabilitation focuses on the

individual patient, with limited involvement of partners or spouses. This lack of partner-



10

inclusive care can contribute to misunderstanding, emotional distance, and relationship
strain. Furthermore, fertility-related counseling is often provided only when patients
explicitly ask or when medical complications arise, rather than being integrated into
routine sexual health discussions(Rahimi-movaghar, 2012) . As a result, patients and
partners may leave rehabilitation with unresolved concerns that affect long-term

adjustment and quality of life.

2.3.4 Outcome

The literature suggests that when sexual rehabilitation is meaningfully integrated into
spinal cord injury care, its impact extends far beyond the management of sexual
dysfunction. Effective sexual rehabilitation contributes to improved communication,
relational adjustment, emotional well-being, and overall quality of life. These outcomes
are interrelated and reflect the holistic nature of sexuality as a physical, psychological,

and social experience.

2.3.4.1 Better confidence & increased outcome

One of the most fundamental outcomes of effective sexual rehabilitation is improved
communication. When healthcare professionals create opportunities for open,
respectful, and non-judgmental discussion of sexual health, patients feel validated and
reassured that their concerns are legitimate and worthy of attention. This open
communication reduces feelings of embarrassment, shame, and isolation that are
commonly associated with sexuality after spinal cord injury. Improved communication
also enhances patient confidence (Giurleo et al., 2022). As individuals gain accurate
information and guidance, they develop greater confidence in understanding their
bodies, expressing their needs, and navigating intimate situations. Confidence is further
strengthened when patients experience supportive interactions with healthcare

providers who are knowledgeable and comfortable discussing sexual health (Pieters et
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al., 2018). This confidence can extend into personal relationships, enabling individuals
to communicate more openly with partners and to participate more actively in decision-

making related to their sexual and reproductive health (Pieters et al., 2018).

2.3.4.2 Improved intimacy satisfaction
Another important outcome of effective sexual rehabilitation is improved intimacy and
sexual satisfaction. Sexual rehabilitation that addresses both physical adaptation and
emotional adjustment helps individuals and couples redefine intimacy after spinal cord
injury (Arnhalt, 2021). Rather than focusing solely on sexual performance,
comprehensive rehabilitation supports exploration of pleasure, closeness, and
emotional connection in ways that are meaningful and achievable. By receiving
guidance on adaptation strategies, positioning, communication, and emotional support,
individuals are better able to engage in satisfying intimate relationships (Bryant,

Gustafsson, et al., 2022).

2.3.4.3 Enhanced Quality of life
Enhanced quality of life is a broader outcome associated with comprehensive sexual
rehabilitation. Addressing sexual health contributes to psychological well-being, self-
esteem, and overall life satisfaction (Arnhalt, 2021). Individuals who receive
appropriate sexual rehabilitation are better able to adapt to their injury, maintain
meaningful relationships, and participate fully in social and family life (Lepage et al.,
2021). By recognizing sexuality as a normal and important aspect of human life,
rehabilitation services support holistic recovery rather than focusing solely on physical

independence.

2.4 Facilitators
Several studies have highlighted that effective sexual rehabilitation after spinal cord

injury depends on supportive systems and structured approaches. Recent evidence
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suggests that when appropriate facilitators are in place, sexual rehabilitation becomes
more consistent, coordinated, and patient-centered. Key facilitators identified across the
literature include structured multidisciplinary training, the use of implementation

models, and clear referral and documentation systems.

2.4.1 Structured MDT training

Previous studies have shown that structured MDT training is an essential facilitator for
improving sexual rehabilitation practice. One study reported that targeted training
programs enhance rehabilitation professionals’ knowledge, confidence, and
communication skills, enabling them to initiate sexual health discussions more
comfortably (Rassem et al., 2020). Other studies suggest that joint training promotes
shared responsibility across MDT members and reduces overreliance on individual

specialists, contributing to more consistent service delivery (Pieters et al., 2018).

2.4.2 Implementation models

Several studies have demonstrated that implementation models such as the PLISSIT
framework provide a clear and ethical structure for addressing sexual health
concerns(Rizio et al., 2012). Recent research indicates that stepwise models support
clinicians in initiating discussions at appropriate levels, reduce professional discomfort,
and improve consistency in sexual rehabilitation practices across different disciplines

(Pieters et al., 2018) .

2.4.3 Clear referral pathways and documentation

Previous research has highlighted that clear referral pathways and proper
documentation are important facilitators for coordinated sexual rehabilitation services.
Some studies have shown that structured referral systems improve continuity of care,

while others emphasize that documenting sexual health discussions enhances MDT
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communication, accountability, and follow-up, helping to integrate sexual

rehabilitation into routine spinal cord injury care (Giurleo et al., 2022).

Key Gaps of the Evidence

 Several international studies have explored sexual health and sexual rehabilitation
among individuals with spinal cord injury; however, most research focuses on patient

outcomes rather than clinical practice within multidisciplinary teams.

 The majority of existing literature emphasizes medical and psychological aspects of
sexual dysfunction, particularly erectile dysfunction, with limited exploration of

holistic sexual rehabilitation approaches.

 Multidisciplinary team (MDT) involvement in sexual rehabilitation is mentioned in
the literature, but detailed exploration of how MDT members practice, coordinate, and

contribute to sexual rehabilitation is limited.

* Most studies highlight healthcare professionals’ discomfort and lack of training, yet
few studies explore profession-specific roles (physiotherapist, occupational therapist,

nurse, doctor, sexologist) in sexual rehabilitation.

* Gender disparities are evident in the literature, with male patients receiving more
sexual rehabilitation services; however, female sexual health needs after SCI often

remain underexplored.

* Sociocultural and religious influences on sexual rehabilitation are acknowledged, but
there is insufficient in-depth qualitative evidence explaining how these factors shape

clinical practice.

* Evidence from low- and middle-income countries is limited, and very few studies

examine sexual rehabilitation practices within culturally conservative contexts.
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» To date, there is little evidence from Bangladesh exploring sexual rehabilitation
among SCI patients, particularly from the perspective of multidisciplinary healthcare

professionals.

* No known qualitative study has explored the current practices of MDTs in enhancing

sexual function among SCI patients at CRP.

Therefore, this study aimed to explore the current practices of multidisciplinary teams

in enhancing sexual function among spinal cord injury patients at CRP, Bangladesh.
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CHAPTER IIl: METHODS & MATERIALS

3.1 Study Question, Aim, Objective

3.1.1 Study Question
What are the current practices use by multidisciplinary team members to enhance sexual

function among people with spinal cord injury patients at CRP?

3.1.2 Aim
This study aims to explore current practices of multidisciplinary teams in enhancing

sexual function among people with spinal cord injury patients at CRP.

3.1.3 Objectives

e To explore the current clinical practices used by the multidisciplinary teams to
enhance sexual function and sexual well-being of SCI patients.

e To understand the challenges multidisciplinary teams, face while providing
sexual rehabilitations in their treatment plans for SCI patients according to our
cultural context.

e To find out the recommendations from MDT perspective for betterment of

sexual rehabilitation.

3.2 Study Design
3.2.1 Study Method
The student researcher followed a qualitative research which employs observation and
description, combined with a naturalistic interpretive method, to study a subject’s
environment and gain insight into their experiences, perceptions, intentions,

motivations, and behaviors (Creswell & Poth,2018). Qualitative methods were utilized
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to explore current practices of multidisciplinary teams in enhancing sexual function
among spinal cord injury patients.

3.2.2 Study Approach

This study used a phenomenological approach to explore the current practices of
multidisciplinary teams in enhancing sexual function among spinal cord injury patients
at CRP. Phenomenological study describe how individuals perceive and interpret their
natural experiences of a specific phenomenon (Creswell & Poth, 2018). It enables us to
understand the significance of each person’s perspective, knowledge, and lived
experiences (Neubauer et al., 2019). This study followed an inductive approach,
allowing themes and meanings to emerge directly from participant’s experience.

3.3 Study Setting and Period

3.3.1 Study Setting

This student researcher has conducted the data collection at CRP, Chapain, Savar,1343
in Bangladesh.

3.3.2 Study Period

The study period was from 15" June, 2025 to 15" December 2025 and the data
collection period was from 2" August, 2025 to 15" September, 2025.

3.4 Study Participant

3.4.1 Study Population

Two occupational therapists, three physiotherapists, three nurses, two doctors and one
psychologist.

3.4.2 Sampling Techniques

The student researcher selected a purposive sampling procedure to collect the data.
Purposive sampling is a non-probability method that sometimes referred to as

judgment, selective, or subjective sampling, is a non-probability sampling approach in
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which the researcher uses judgment to select study participants (Creswell & Poth,2018).
By targeting participants who actively engage with these issues, this study can explore
real-world practices, barriers, and multidisciplinary interactions more effectively.
3.4.3 Inclusion Criteria
e Both male & female Doctors, Nurses, Psychologist, Occupational Therapists,
Physiotherapists who are involved in spinal cord injury rehabilitation.
e Minimum of 1 year of experience in providing sexual health care, counselling,

or rehabilitation services to spinal cord injury (SCI) patients.

3.4.4 Exclusion Criteria

Less than 1 year of experience in providing sexual health care, counselling, or
rehabilitation services to spinal cord injury (SCI) patients.

3.4.5 Participant Overview

Eleven participants responded to this study who were the health professionals from
multidisciplinary teams. From them there were three physiotherapists, two occupational
therapists, two doctors, three nurses, one Psychologist. All participants have
professional experience more than one year. All health professionals have been working
in spinal cord injury department. To maintain confidentiality participants name were
coded with a pseudo name. An overview of the identified participant is given in Table

3.1
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Pseudo name  Educational Profession Years of professional
level experience

Fatema MBBS Doctor 6 Years

Kamal MBBS, MPH Doctor 13 Years

Johra Diploma Nurse 18 Years

Tasnim H.S.C Nurse 25 Years

Imran B.Sc. Nurse 27 Years

Sakib Masters Psychologist 25 Years

Shaila B.Sc. Occupational 1 Years
Therapist

Saima Masters Occupational 10 Years
Therapist

Rahim Masters Physiotherapist 7 Years

Runa Masters Physiotherapist 14 Years

Abir Masters Physiotherapist 10 Years

3.5 Ethical Considerations

As a statement of ethical principles for medical research, the World Medical

Association (WMA) created the Declaration of Helsinki (World Medical Association

Declaration of Helsinki, 2022).

3.5.1 Ethical Clearance

Ethical clearance was obtained from the Institutional Review Board of Bangladesh

Health Professions Institute through the Department of Occupational Therapy, along

with a brief description of the aim and objectives. The IRB clearance number is

CRPBHPI/IRB/07/2025/1105 (see Appendix A).
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3.5.2 Informed Consent (Information Sheet, Consent Form)

e Information sheet: The student researcher provided each participant with an
information sheet that clearly and concisely outlined all pertinent details about
the study, including its aim and objectives.

e Consent form: Participants voluntarily participated in this study after being
informed of its purpose. Written consent forms were used to obtain their formal
consent.

e Withdrawal form: Before the data analysis began, participants were informed
that they could withdraw from the study. They were given a withdrawal form
attached to the information sheet to formalize their decision if they chose to

withdraw.

3.5.3 Unequal Relationship

The student researcher did not have any unequal relationship with the participants.
3.5.4 Risk and Beneficence

It was explained to the participants that this research posed no physical, social, or
psychological risk to them. Participants were informed that they would not receive any

benefit from the researcher.

3.5.5 Power Relationship

The student researcher did not have any power relationships with any participants.
3.5.6 Confidentiality

The student researcher was highly concerned about the confidentiality of the
participant's information. Their socio-demographic information, such as name and
identity, was not disclosed except to the supervisor, as clearly stated in the information
sheet. Participants were assured that their identities would remain private for all future

purposes, including report writing, publication, conferences, and other written or verbal
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3.6 Data Collection Process

3.6.1 Participant Recruitment Process

The participant recruitment process has shown in Figure 3.6

Figure 3.6

Overview of participant recruitment process

Step-1

Step-2

Step-3

Step-4

Step-5

» The student researcher collected participant's list with)
permission from medical wing of CRP through the
application. )

N
« The Student researcher made a list of potential participants

according to the inclusion and exclusion criteria.
J

» The Student researcher contaced with the participants in)
person for verbal & written consent and fixed a schedule for
the interview. )

« The Student researcher visited the participants preferred place)
as per the appointment scheduled to conduct face -to-face
interview. J

N
» The student researcher conducted and audio-recorded the
interviews and completing data collection.

J

3.6.2 Data Collection Method
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The researcher contacted the CRP authority to collect data from individuals with SCI.

The researcher obtained verbal consent from all the participants. Data were collected

from all patients who met the inclusion and exclusion criteria. Data was collected using

a face-to face semi-structured interviews . An interview is one of the most popular ways

to collect qualitative research information since it is seen as speaking, and speaking is

natural (Griffee, 1997). The student researcher performed in-depth, in-person, semi-

structured interviews to gather data for the study. Building rapport, providing thorough

answers, and observing behavioral indicators were all made possible by this method.
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Open-ended questions facilitated in-depth conversations. To reduce distractions,
interviews were conducted in peaceful settings. The researcher-built rapport, outlined
the study's goal, and emphasized the importance of the results before each session. The
25 to 60-minutes interviews were recorded in flight mode using a mobile phone

recorder.

3.6.3 Data Collection Instrument

A self-developed semi-structured interview guide was used by the student researcher to
collect data from the participants (See Appendix C). A semi-structured format was
chosen as it allows flexibility, encourages in-depth responses, and helps keep the
discussion focused on the research aim and objectives. The interview guide was
developed based on a review of relevant literature and aligned with the study objectives
related to this topic (Pascual et al., 2021).Guidance from academic supervisors was also
considered during its development. The interview guide included open-ended
questions. A short sociodemographic and professional information section was also
included to collect background information of the participants (See Appendix C). The
student researcher used model including MOHO, PEOP.

Figure 3.6.3

Overview of conceptual framework

Current Practices of MDT in Enhancing Sexual Function among

SCI
' |
By using MOHO By using MOHO& PEOP By using MOHO&PEOP
Current practice by MDT Challenges of MDT Recommendations from MDT
Perspective
= Present Methods Difficulti
= Ongoing Practice = Ditficufties = Proposed
= Existing Procedure = Fileis Improvements
= Service Delivery — = Obstacles l—> = Suggested Actions
Practice = Barriers — Proposed Solutions
— RoutineCare = Constraints —  Advice
Pathway = Limitation = Strategies
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3.6.4 Field Test

The student researcher conducted a field test with 3 participants before starting data
collection. A field test before the final data collection was crucial as it allowed the
researcher to refine the data collection method and identify any challenges in
questioning and develop strategies to build rapport with participants to elicit authentic
responses. The semi-structured questionnaire was used, and based on the findings, a
new question about the giving treatment according to gender basis was added to the
interview guide. The structure of the interview guide was slightly modified to better

understand the participants' responses.

3.7 Data Management and Analysis

The primary definition of thematic analysis is an independent qualitative descriptive
method, which is described as "a method for identifying, analyzing, and reporting
patterns (themes) within data" (Braun & Clarke, 2013 .1t has also been presented as a
qualitative descriptive approach that gives researchers the fundamental knowledge and
abilities needed to carry out a wide range of additional qualitative analyses. The student
researcher selected thematic analysis based on Braun and Clarke's six steps of thematic
analysis. The six steps are:

Step 1: Making yourself familiar: In the first step, the student researcher listens to
audio recordings and reviews interview transcripts. This enables the researcher to better
understand the participant’ meanings, tone, emotions and overall experiences.
Important ideas and initial thoughts were noted down at this time.

Step 2: Generating the initial codes: In this step the student researcher identified some
important point from the data and highlighting those sentences. Then the student
researcher generated some initial code from the marking of important point and named

them. The initial codes were checked by the supervisor.
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Step 3: Searching for tentative themes: The student researcher wrote down the code
from every interview in individual paper by serially and highlighted the similar codes
through reading the translation and speaking with the supervisor. Following that student
researcher organized the codes into potential theme and wrote them on different sticky
notes. Sticky notes hanged on wall so that related concepts could be conveniently
grouped together to identify potential theme.

Step 4: Reviewing themes: The student researcher created an initial thematic map and
discussed with supervisor. With supervisor help Eight themes with some sub-themes
were emerged from the study.

Step 5: Defining and naming themes: The student researcher refined and revised the
theme and sub theme and finalized those themes and sub-themes for results. Then
generated clear name and definition for the theme and sub-themes so that reader can
clearly understand. The respected supervisor checked all the theme and sub-theme.
Step 6: Producing the report: In the final step, the researcher produced a clear and
complete report on the findings. Each theme was thoroughly described and
demonstrated by direct quotations from participants. This stage involves conveying the
story of the data in a way that reflects the caregivers' actual experiences while also

connecting back to the research topic and current literature.

3.8 Trustworthiness and Rigor

Trustworthiness was maintained by methodological and interpretive rigour (Fossey et

al., 2002)

3.8.1 Methodological rigor
Congruence: Phenomenological approach of qualitative design was selected for the
research which was accurately fit to the aim and objectives (see section 3.2: Study

Design).
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Responsiveness to social context: Face-to-face interview was conducted in a suitable
place by manually convenient. By verbal communication with the participant, student
researcher become familiar with the context (see section 3.3.1: Study setting)
Appropriateness and adequacy: Purposive sampling are followed to find out the
participants for the study. Eleven participants were selected in this study based on some
inclusion and exclusion criteria. Data were collected by face-to-face interview (see
section 3.4.2 and 3.6.1: Sampling techniques and participant recruitment process).
Transparency: The student researcher collected and analysed data. There was no risk
of bias because the supervisor was actively involved in every step of data analysis
process, giving the data variety of viewpoints (see section 3.6 and 3.7: Data collection
process and data management and analysis).

3.8.2 Interpretive rigor

Authenticity: Presentation of finding and interpretation was maintained by providing
verbatim quotation of participant. Following the participants’ statements, the student
researcher verbally checked the participants' understanding of the explanation by asking
follow up questions. (See chapter 1V: Result section).

Coherence: Data was fitted to the aim and objectives. The student researcher
transcribed data verbatim listening to the audio in Bengali as first language and
translated them in English. The respected supervisor rechecked every transcription after
listening to the audio recording, then student researcher started to analyse data (see
section 3.6: Data management and analysis).

Reciprocity: Student researcher translated the data in verbatim by keeping the original
data unchanged. Data analysis was not discussed with any participants. (See section
3.7: Data management and analysis).

Typicality: The term “typicality” describes how well the results can be applied to
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different contexts (Fossey et al., 2002). The student researcher addressed this concern
by describing the context of the study in details, allowing the reader to clarify and
comprehend the results (see Sections 3.4.5 and 3.7 Participant Overview and Data
Management and Analysis).

Permeability of the researcher’s: By strictly adhering to the rules of ethics, the
student researcher's intentions, preconceptions, values, or preferred theories were
maintained. The student researcher completed all the strategy of the research after
checked and discussed with the supervisor which beneficial for keeping the study

unbiased (see section 3.7: Data management and analysis).
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CHAPTER IV: RESULTS

This chapter discusses the current practices of multidisciplinary teams in enhancing
sexual function among spinal cord injury patient at CRP. Eleven professionals from
multidisciplinary teams shared their experiences on the treatment practices for sexual
dysfunction among spinal cord injury patients. Eight themes that emerged from the data
analysis included: i) Profession-Specific and Clinically Diverse Sexual Rehabilitation
Practices, ii) Limited Interdisciplinary Integration and Fragmented Communication, iii)
Systemic and Organizational Constraints Undermining Sexual Rehabilitation, iv)
Gender-Related Communication Barriers, v) Sociocultural Contexts as Powerful
Determinants of Sexual Rehabilitation Engagement, vi) Psychosocial, Relational, and
Marital Impacts of Sexual Dysfunction Following SCI, vii) Male Patients Receive More
Sexual Rehabilitation Treatment Than Female Patients, viii) Strengthening Sexual
Rehabilitation Services. There are multiple sub-themes found for each theme. In this

chapter they are listed below in table 4.1: overview of results.
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Theme

Sub -Theme

Theme 1: Profession-Specific and
Clinically Diverse Sexual Rehabilitation
Practices

Physical rehabilitation interventions

Occupational therapy interventions

Medication management

Psychosexual counseling & therapeutic
techniques

Nursing contributions

Theme 2: Limited Interdisciplinary
Integration and Fragmented
Communication

Lack of sexuality-focused MDT
meetings

Overdependence on the psychologist

Theme 3: Systemic and Organizational
Constraints Undermining Sexual
Rehabilitation

Lack of equipment & medication
availability

Lack of dedicated sexual rehab unit

Lack of sexual rehab-based professional
training

Theme 4: Gender-Related
Communication Barriers

Female patient shyness

Therapist—patient gender mismatch
discomfort

Theme 5: Sociocultural Contexts as
Powerful Determinants of Sexual
Rehabilitation Engagement

Sexuality taboo in Bangladeshi culture

Misconceptions about harm

Theme 6: Psychosocial, Relational, and
Marital Impacts of Sexual Dysfunction
Following SCI

Fear of divorce or marital breakdown

Anxiety about fertility

Theme 7: Male Patients Receive More
Sexual Rehabilitation Treatment Than
Female Patients

Focus on Male-Specific Erectile
dysfunction

Higher Help-Seeking Behavior Among
Male Patients

Theme 8: Strengthening Sexual
Rehabilitation Services

Need for Structured training programs

Need for Dedicated sexual rehab unit

Regular MDT coordination meetings

Government & policy involvement
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4.1 Theme One: Profession-Specific and Clinically Diverse Sexual

Rehabilitation Practices

This theme highlights the varied and profession-specific approaches used by different
MDT members to address sexual function among SCI patients. Sexual rehabilitation
was not delivered through a unified framework; instead, each professional contributed

based on their individual scope of practice.

4.1.1 Sub Theme One: Physical Rehabilitation Interventions

Physiotherapists provide initial counselling and primarily focused on physical aspects
of sexual function, particularly sets strengthening programs such as Kegel exercises and
core muscle stabilization exercises were frequently used to stabilize pelvic floor
muscles. Physiotherapist Abir stated that — If there is improvement in the pelvic floor
muscles, then improvement will occur in sexual rehabilitation.” These treatments
mainly help with erectile dysfunction, premature ejaculation, and pelvic muscle
weakness. Participants reported that noticeable improvement was most commonly
observed in male patients with erectile dysfunction. Physiotherapist Rahim stated that-
“Through these treatments, the most improvement is seen in erectile dysfunction”.
Moreover physiotherapists teach some positioning techniques to maintain during
intimacy as when the patient is male, the female partner has to play the role in the active
phase and the male partner should be in the passive phase. Male patients with good
trunk control can do the intercourse in side lying position. Physiotherapist Runa stated
that- ““ If the patient is male, he is no longer in the active phase; in that case, the female
partner has to perform most of the activities.” However they also provide safety

education regarding autonomic dysreflexia.

4.1.2 sub Theme two: Occupational Therapy Interventions

Occupational therapists primarily focused on giving education to the patients related to



29

fertility and family roles . Occupational Therapist Shaila stated that —* At this stage,
our intervention is limited only to education besides that We are not yet providing any
exercises or other active activities. ” OTs emphasized increasing patient awareness that
sexual activity remains possible after SCI. Occupational therapist Saima stated that —
“Many patients initially do not know that even after SCI they can participate in

’

intercourse.’

4.1.3 Sub Theme Three: Medication Management

Doctors contributed mainly through assessment, counseling, and pharmacological
management. Medications such as PDES5 inhibitors (e.g., sildenafil, tadalafil), SSRI or
antidepressants (Citalopram, Fluoxetine), vitamins( vitamin E capsule), and
antioxidants (such as Brinox, astaxanthin ) were prescribed based on individualized
problems. Doctor Kamal stated that — “For male patients who develop erectile
dysfunction, we prescribe oral medications like sildenafil or tadalafil.”. These
medicines help to improve erectile dysfunction, premature ejaculation, desirability of
intimacy. These medicines are advised to intake half an hour before intercourse.
Participants reported that all the medicines are only advisable for male patients. For
reproductive stage female patients doctors advice them about contraception. Doctors
emphasized safety screening, particularly for autonomic dysreflexia, before prescribing
medications. Surgical options were not practiced due to lack of facilities and local
precedent. Doctor Fatema stated that — “7 have been working here for almost five and

a half years, and I haven'’t seen any patient who went for surgical intervention.”

4.1.4 Sub Theme Four: Psychosexual counseling & therapeutic techniques
The psychologist played a central role in sexual rehabilitation using structured
psychosexual therapy models such as the PLISSIT/PLACID framework. Interventions

included couple-based counseling, sexual therapies such as - guided masturbation (solo
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sex), sensate focus therapy, stop-start technique, short penetration technique ( uses as
the most important positioning technique), penial ring and squeeze techniques,
adaptive sexual positioning, and emotional intimacy enhancement. Penial ring is not
available in our country so therefore psychologist suggests local way to use condom
ring instead of penial ring. The sexologist emphasized emotional connection over
performance and reported improvements in premature ejaculation for stop-start
technique and short penetration, erectile dysfunction, sexual satisfaction, increased
movement and reduced spasticity, and even successful pregnancies following
intervention. Participant also reported that these sexual therapies also develop sperm
quality. Psychologist Sakib stated that — “/ often see that ejaculation is normal, but the
sperm quality is not good... Along with improving erectile and ejaculatory dysfunction,
it also improves sperm quality. Psychologist more works with couple abilities so that
they can enjoy their sexual life. Psychologist Sakib stated that —“ Patients never
believed that they would be able to enjoy their sexual life again after a spinal cord
injury.”

4.1.5 Sub Theme Five : Nursing Contributions

Nurses focused on bowel and bladder management, hygiene education of genital organ,
catheter care, and initial counseling. Participant reported that bladder and catheter
management included using a polys or permanent catheter for 5-7 days in the acute
stage, then shifting to self-catheterization every 4 hours with individual hygiene and
technique training, along with recommending 2-2.5 liters of water intake daily. Bowel
management involved daily tracking, using lubricant and medication if no stool by 3
days, glycerin first, then shift to manual evacuation if no stool for 5-7 days, and
establishing a morning commode routine (67 am) with 30—40 minutes sitting time.

They also advise dietary intake as vegetables and raw salad to smoothen the stools.
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Nurse Imran stated that- “ We give plenty of vegetables with daily meals and also
provide a raw salad so that the stool remains soft.” These interventions were
considered essential for enabling smooth and comfortable sexual activity. Nurse Imran
stated that- “If the patient has continuous urine or bowel leakage during intercourse,
the intercourse cannot happen smoothly.” However, most nurses reported that they
were unaware about the relation between these interventions and sexual function
improvement due to limited knowledge about sexual rehabilitation .Nurse Johra stated
that - “I don’t have training on this, so I cannot say exactly how this improves sexual

’

function.’
4.2 Theme Two: Limited Interdisciplinary Integration and Fragmented

Communication
This theme reflects gaps in coordinated team functioning regarding sexual

rehabilitation.

4.2.1 Sub Theme One : Lack of Sexuality-Focused MDT Meetings

Participants consistently reported that no MDT meetings were dedicated exclusively to
sexual rehabilitation. Physiotherapist Rahim stated that - “As far as I know, no MDT
meeting is held specifically focusing on sexual rehabilitation.” Sexual health was either
briefly discussed within general ward rounds or managed individually. As a result,

shared goal-setting and integrated care planning for sexual health were largely absent.

4.2.2 Sub Theme Two: Overdependence on the Psychologist

Sexual rehabilitation was heavily centralized around the Psychologist, leading to
overreliance on one professional. Nurse Johra stated that —* Jobbar Bhai handles the
whole matter related to sexuality separately.” Other MDT members perceived sexual
health as outside their primary responsibility, limiting holistic team involvement and

continuity of care.
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4.3 Theme Three: Systemic and Organizational Constraints Undermining

Sexual Rehabilitation

This theme captures systemic limitations affecting service delivery.

4.3.1 Sub Theme One : Lack of Equipment and Medication Availability

Participants highlighted the absence of specialized sexual rehabilitation equipment such
as pelvic floor devices, shock rip therapy machines, penile rings, and vibrators, electric
stimulators etc. as they are very useful to the sexual rehabilitation treatment.
Physiotherapist Abir Stated That —“We don’t have modern equipment like EMS or
pelvic floor Kits... these bring a lot of improvement.”” But some how one physiotherapist
opposed with the effective outcome of these electric equipment and gave more
significance to expertise and regular manual therapy rather than tools. Physiotherapist
Runa stated that — “EMS is not clearly proven yet, and available studies show only mild
effects.” Additionally, medications were often unavailable in-house, requiring patients

to purchase them externally.

4.3.2 Sub Theme Two: Lack of Dedicated Sexual Rehabilitation Unit

The absence of a dedicated sexual rehabilitation unit or private space was viewed as a
barrier by most of the participants. Professionals believed that a specialized unit would
improve privacy, service quality, and research opportunities. Physiotherapist Abir
stated that -“It would be very good if there were a separate unit for sexual
rehabilitation.”

4.3.3 Sub Theme Three: Lack of Sexual Rehab-Based Professional Training

All MDT members except the psychologist reported receiving no formal training in
sexual rehabilitation was viewed as a major barrier. All the interventions are being
providing by self-learning from internet. Psychologist reported that doctors are even

unaware of the medicines of sexual dysfunctions due to lack of knowledge, often led to
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suggested by the Psychologist himself. Psychologist Sakib stated that — “Many times, [
have to guide the doctors about which medications to use, as they are not always sure
by themselves.” This knowledge gap reduced professional confidence and limited the
scope of interventions delivered. Occupational Therapist Shaila stated that - “7 have not

received any formal or informal training on this matter from CRP.”

4.4 Theme Four: Gender-Related Communication Barriers
This theme illustrates how gender influences disclosure and care delivery.

4.4.1 Sub Theme One: Female Patient Shyness

Female patients were consistently described as more reluctant, shy, and less
communicative about sexual concerns. Cultural expectations and internalized modesty
contributed to underreporting of sexual problems. Occupational Therapist Saima stated
that —“Female patients feel very shy and do not want to speak about this matter most
of the time.”

4.4.2 Sub Theme Two: Therapist-Patient Gender Mismatch Discomfort

Gender mismatch between therapists and patients often created discomfort for both
parties. Female therapists reported difficulty discussing sexual matters with male
patients, and male patients frequently avoided discussing sexuality with female staff.
Occupational Therapist Saima stated that- “When I, as a female therapist, discuss these
topics with male patients, they do not feel comfortable...and it is a matter of discomfort

for me aswell as .”

4.5 Theme Five : Sociocultural Contexts as Powerful Determinants of Sexual
Rehabilitation Engagement

Sexual rehabilitation was deeply influenced by sociocultural norms.

4.5.1 Sub theme One: Sexuality as a Taboo in Bangladeshi Culture

Sexuality was widely viewed as a taboo topic within Bangladeshi culture.
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Physiotherapist Rahim stated that - “Since Bangladesh is a conservative country, we
do not openly discuss these matters.” Patients often avoided discussion, feared
judgment, or used indirect language, making intervention challenging.

4.5.2 Sub Theme Two: Misconceptions About Harm

Many patients believed that sexual activity could worsen their physical condition or
cause harm. Psychologist Sakib stated that - “Some patients think sexual activity could
lead to other problems, so they lose interest.” These misconceptions led to fear-based
avoidance and reduced engagement in rehabilitation.

4.6 Theme Six: Psychosocial, Relational, and Marital Impacts of Sexual
Dysfunction Following SCI

Sexual dysfunction had profound psychosocial effects.

4.6.1 Sub Theme One :Fear of Divorce or Marital Breakdown

Participants reported that many patients feared abandonment or divorce due to
perceived sexual inadequacy. Relationship strain and separation were commonly
observed consequences. Physiotherapist Abir stated that - “Later it is observed that their
personal and family relationships do not last and they end up with separating.”

4.6.2 Sub Theme two: Anxiety About Fertility

Concerns regarding fertility and parenthood were prevalent among both male and
female patients. Addressing reproductive potential was a critical component of
counseling. Occupational Therapist Saima stated that- “Patients often ask, ‘Will I ever
be able to become a mother ?”

4.7 Theme Seven : Male Patients Receive More Sexual Rehabilitation

Treatment Than Female Patients

This theme highlights gender-based disparities in service utilization.
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4.7.1 Sub Theme one: Focus on Male-Specific Erectile Dysfunction
Clinical interventions largely targeted male erectile dysfunction, reinforcing a male-
centric model of sexual rehabilitation. Doctor Fatema stated that- “Male patients have

2

erectile dysfunction, so we prescribe medication more often for male patients.

4.7.2 Sub Theme Two: Higher Help-Seeking Behavior Among Male Patients
Male patients were more likely to disclose sexual concerns and seek treatment, whereas
female patients remained underserved despite comparable needs. Doctor Kamal stated

that- “In most cases, male patients bring these kinds of complaints to us.”

4.8 Theme Eight: Strengthening Sexual Rehabilitation Services
Participants proposed several strategies for improvement.

4.8.1 Sub Theme One: Need for Structured Training Programs

Mandatory, SCI-specific sexual rehabilitation training for all MDT members was
strongly recommended by all the participants. Occupational therapist Saima stated that-
“There should be structured training programs for all MDT members...so that we can
know that what is the role of an occupational therapist for managing sexual

dysfunction.”

4.8.2 Sub Theme Two: Need for Dedicated Sexual Rehab Unit
A specialized unit with appropriate equipment and privacy was considered essential.
Physiotherapist Abir stated that- ““ it would be more better if there was a separate unit

’

for sexual rehabilitation.’
4.8.3 Sub Theme Three: Regular MDT Coordination Meetings

Weekly or monthly sexuality-focused MDT meetings were recommended to improve
communication and role clarity by all the participants. Nurse johra stated that - “7 want

a separate MDT meeting to be held specifically on this matter.”
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4.8.4 Sub Theme four: Government and Policy Involvement

Participants emphasized the need for government-level policies, funding, training
programs, and community-based awareness initiatives to integrate sexual rehabilitation
into national healthcare services. Psychologist Sakib stated that- “Government policies

must include sexual health for SCI patients.”
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CHAPTER V: DISCUSSION

This study explored the current practices of multidisciplinary teams (MDTS) in
enhancing sexual function among spinal cord injury (SCI) patients at the Centre for the
Rehabilitation of the Paralyzed (CRP). Eleven healthcare professionals from different
disciplines participated in the study. The findings revealed multiple themes related to
profession-specific practices, MDT coordination, organizational barriers, sociocultural
influences, gender disparities, and recommendations for improving sexual

rehabilitation services.

The findings of this study indicate that sexual rehabilitation for SCI patients is
addressed in CRP through discipline-specific practices rather than through an integrated
MDT approach. At CRP Physiotherapists mainly focus on physical preparation (e.g.,
pelvic floor/Kegel exercise and core muscle strengthening), basic counseling, adaptive
positioning guidance, and safety education (including autonomic dysreflexia
precautions). However, a recent study found that physiotherapy’s potential is more
broader and specialized, including structured pelvic floor physical therapy programs for
urogenital outcomes over 8-12 weeks and greater awareness of cueing and women’s
health approaches (lyer et al., 2025). Occupational therapist’s input is largely
education-based (positioning pictures, fertility/family role counseling), and OTSs
themselves describe the intervention scope as limited mainly to education rather than
active skill-based programs. In a previous literature reported that occupational
therapists routinely screening sexuality, providing practical functional support

(positioning/energy conservation techniques)(Lepage et al., 2021). Medical
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management is present, but primarily in the form of oral medication, especially PDE5
inhibitors (sildenafil/tadalafil) antioxidants (such as Brinox, astaxanthin) for erectile
dysfunction or SSRI (sertraline , citalopram)for premature ejaculation, vitamins(
vitamin E capsule), and initial counseling; but importantly they also clearly state that
surgical interventions are not offered or practiced. In USA a study shows that explicitly
asking about sexual problems (before and after SCI), documenting
orgasm/erection/lubrication status, and integrating sexuality education and counseling
as part of routine rehabilitation (Alexander et al., 2017). In Sydney, Australia a study
reported that antidepressants more as targeted sexual-medicine treatment: SSRIs
(paroxetine, sertraline, fluoxetine, citalopram) and clomipramine are used to delay
ejaculation, either daily or as on-demand dapoxetine, and it even provides timing
guidance (e.g., on-demand dosing 1-3 hours before intercourse) (Mcmahon, 2015) .
Moreover in Italy a literature also noted that when premature ejaculation exists with
erectile dysfunction, patients may respond better with a PDES5 inhibitor alone or
combined with an SSRI, rather than SSRI alone (Lombardi et al., 2015) (Siroosbakht,
2019).A major “treatment gap” becomes clearer when comparing biomedical and
assistive sexual function interventions. Previous literature , however, describe a broader
and more layered ED management package for SCI: ED care is not limited to PDE5
inhibitors, but can extend to intracavernosal injections (ICI), vacuum erection devices
(VEDs), urethral therapies, and even penile implants, depending on lesion
characteristics, response, and patient goals (Bello et al., 2022). In fact, in Chicago, USA
oral PDES inhibitors are repeatedly reported as effective in SCI populations (improving
IIEF outcomes), and comparative work discusses patient preferences across options
such as sildenafil vs ICl/vacuum devices (Rizio et al., 2012). Highlighting that in

abroad the service pathway often includes multiple “next-step” options when oral
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therapy is insufficient or contraindicated. Psychosexual rehabilitation is comparatively
more developed inside CRP because it is highly centralized around the psychologist,
using PLISSIT/PLACID and structured techniques (sensate focus, stop-start, guided
masturbation, squeeze/positioning approaches), including “local adaptation” where
penile ring is substituted because the device is not available locally. Previous literature
shows that evidence-informed counseling commonly includes behavioral techniques
such as the “stop—start” and “squeeze” methods, which are well described in clinical
reviews (though not SCI-specific) and can be adapted within disability contexts when
appropriate (Saleh et al., 2021). Nursing contributions support sexual participation
indirectly through bladder/bowel routines, hygiene , catheter care and healthy dietery
intake and refer patients to doctor and psychologist; however, many nurses themselves
report limited training/knowledge about how these actions connect to sexual function
improvement. A study shows that nurses usually address sexual disability reactively—
they respond to patient “signals” and give basic information, then refer to doctors/nurse
practitioners/social workers(Pascual et al., 2021). In that case CRP appears to be more

practice -based in nursing contributions.

A major finding of this study was the lack of sexuality-focused MDT meetings
at CRP. Sexual health was rarely discussed in MDT rounds and was not included as a
formal rehabilitation goal. Similar gaps have been identified in studies from other
countries, the Australian study highlights that rehabilitation teams frequently agree
sexuality is part of holistic rehabilitation, but MDT practice often remains reactive, with
limited confidence, variable role clarity, and dependence on individual clinician
comfort (Bryant, Aplin, et al., 2022). Similarly, a large Latin American study reported

that while 99% of rehabilitation professionals believed sexuality should be addressed,
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only 33.2% were very likely to initiate conversations and 61.5% reported not being
prepared to advise patients at a scientific/therapeutic/educational level (Longoni Di
Giusto et al., 2022). The absence of coordinated MDT meetings in the present study
resulted in inconsistent referral pathways and overdependence on the psychologist. But
in Switzerland a study reported that professionals described the content of sexual
rehabilitation as including education about post-injury changes in sexual response,
practical guidance for safe and comfortable intimacy, fertility and reproduction-related
counseling, and psychosocial support, often delivered within multidisciplinary

teamwork rather than as a discrete service (Afferi et al., 2020).

Organizational and structural barriers were strongly evident in this study.
Participants reported limited access to sexual rehabilitation equipment, medicines ,
absence of a dedicated sexual rehabilitation unit and lack of training which leads to
given treatments are just based on internet-based self-learning . Similar findings from
other low- and middle-income countries, medications and assistive sexual devices were
often unavailable within the organization, forcing patients to purchase them externally
(Macleod & Mccabe, 2020). But in some other international countries have been used
equipment such as electrical stimulator or electro ejaculation etc. (Rahimi-movaghar,
2012). In foreign settings like in Netherlands, training-based implementation studies
show measurable improvements after structured staff training: staff initiate sexuality
discussions more often, sexuality IS discussed more in
interdisciplinary/multidisciplinary meetings, and staff knowledge/comfort/skills

improve significantly (Pieters et al., 2018).

Gender-related challenges were a prominent theme in this study. Female
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patients were reported to be more shy, less communicative, and less likely to seek
sexual rehabilitation services. Male patients, on the other hand, received more attention
due to visible sexual dysfunction such as erectile dysfunction problem and higher help-
seeking behavior where as female patients treatment only limited to counselling. This
finding is consistent with previous literatures, which shows that sexual rehabilitation
after SCI is often male-focused and centered on erectile dysfunction, while female
sexual concerns remain underexplored (Bryant, Gustafsson, et al., 2022) . Similar
gender disparities have also been reported in some studies highlighting that women’s
sexual desire, emotional intimacy, and reproductive concerns receive less clinical
attention. But a study reported that female sexual pain (dyspareunia/vulvodynia) should
be treated as equal as erectile dysfunction through a MDT approach—validation and
assessment, education, pelvic floor physiotherapy and CBT—with targeted options like
topical 5% lidocaine (6—8 weeks trial) and topical vaginal estrogen when appropriate
(Sorensen et al., 2018).

Sociocultural factors significantly influenced sexual rehabilitation practices
in this study. Sexuality was considered as a taboo topic, and patients often felt
embarrassed or fearful about discussing sexual activity. These findings align with
studies conducted in culturally conservative societies, where sexual health discussions
are limited by stigma, religious beliefs, and misconceptions about harm (Wilbur et al.,
2021). Misconceptions that sexual activity could worsen physical health were also
reported in this study, consistent with findings from previous research indicating that
fear-based beliefs reduce patient engagement in sexual rehabilitation (Rizio et al.,
2012).

The emotional and relational consequences of sexual dysfunction were

highlighted in this study. Participants reported fear of divorce, marital conflict,
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emotional distress. Moreover participants also addressed anxiety about fertility among
SCI patients. Similar psychosocial consequences have been reported in earlier studies,
which found that untreated sexual dysfunction negatively affects marital relationships,
self-esteem, and overall quality of life (Arnhalt, 2021). The current study adds depth
by highlighting how these emotional concerns influence rehabilitation engagement
within the Bangladeshi context. Moreover participants also addressed anxiety about
fertility among SCI patients. The fertility and ejaculatory dysfunction pathway shows
another area where foreign practice is more medically developed. In USA and Iran
literatures describe specific infertility management techniques for SCI such as penile
vibratory stimulation, electrical stimulation/electro ejaculation, and surgical sperm
retrieval/biopsy, with subsequent use in IUI/IVF—often combined alongside ED

management (Rahimi-movaghar, 2012).

Unlike many previous studies that focused mainly on patient experiences,
this study uniquely explored sexual rehabilitation from the perspective of MDT
professionals. The findings provide insight into professional discomfort, role
ambiguity, and lack of training, which have also been reported internationally. However
very few studies have explored these issues in Bangladesh, making this study a valuable

contribution to the literature.

Participants in this study strongly recommended structured training
programs, dedicated sexual rehabilitation units, regular MDT coordination meetings,
and government-level policy support. Similar recommendations have been proposed in
international literature, emphasizing the need for capacity building, interdisciplinary

collaboration, and integration of sexual health into rehabilitation policy (Lepage et al.,
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2021). Evidence from the Netherlands/Belgium-based evaluation of a multidisciplinary
training intervention (the training rehabilitation teams in sexual health care model)
suggests that structured team training can improve confidence and competence in
addressing sexuality within rehabilitation contexts (Pieters et al., 2018).The present
study supports these recommendations and contextualizes them within a low-resource,

culturally conservative setting.

Overall, this study expands existing literature by providing in-depth
qualitative evidence on MDT practices in sexual rehabilitation for SCI patients in
Bangladesh. It highlights the need to move from fragmented, individual-based care
toward coordinated, MDT-driven sexual rehabilitation services. The findings have
important implications for rehabilitation professionals, organizational planning, and
policy development and can guide future research and service improvement in similar

contexts.
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CHAPTER VI: CONCLUSION

6.1 Strengths and Limitations

6.1.1 Strengths

The strengths of this study are as follows:

e This study included participants from different professional backgrounds, such as
physiotherapists, occupational therapists, nurses, doctors, and a psychologist, which
provided diverse and rich perspectives on sexual rehabilitation practices for spinal cord
injury (SCI) patients.

* Participants had varied levels of clinical experience and worked across different
service areas within CRP, which strengthened the depth and credibility of the findings.
» A qualitative research approach was appropriate for achieving the study aim, as it
allowed in-depth exploration of sensitive issues related to sexual function and
rehabilitation.

* This is one of the first qualitative studies in Bangladesh to explore sexual
rehabilitation from a multidisciplinary team (MDT) perspective in the context of SCI.
* The study followed a systematic thematic analysis process, which enhanced the rigor
and transparency of data analysis.

* The findings contribute new context-specific evidence to the limited literature on
sexual rehabilitation practices in low- and middle-income countries.

6.1.2 Limitations

Despite its strengths, the study has several limitations:

* The study used a qualitative design with a small sample size, which limits the
generalizability of the findings.

* As sexual health is a sensitive topic in Bangladesh, some participants may have felt
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hesitant or uncomfortable sharing their full experiences, which could have influenced
the depth of the data.

* The study was conducted in a single rehabilitation center (CRP), which may not reflect
practices in other settings across the country.

» The findings were based on self-reported experiences of healthcare professionals,
which may be influenced by personal bias or recall limitations.

* As this was a student-led study, limited time and resources may have affected the

scope of data collection and analysis.

6.2 Practice Implications

6.2.1 Recommendations

Recommendations for Professionals

* Healthcare professionals should receive structured training on sexual rehabilitation
specific to SCI patients.

* Sexual health should be openly discussed with patients and, where appropriate, with
their partners, in a culturally sensitive and confidential manner.

* MDT members should collaborate regularly through sexuality-focused MDT
meetings to improve coordinated care.

Recommendations for Policy Makers and Organizations

* Dedicated sexual rehabilitation units with adequate privacy, equipment, and
medication should be established in rehabilitation centers.

* Sexual rehabilitation should be included in national rehabilitation and disability health
policies.

» Government and non-government organizations should support awareness programs

and professional training related to sexual health and disability.
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Recommendations for Future Research

* Future studies should include larger samples and multiple rehabilitation centers to
improve generalizability.

» Further studies focusing on the role of occupational therapists in assistive device use
and tool modification for sexual dysfunction are recommended.

* Further studies focusing on female sexual health after SCI and culturally sensitive

intervention models are needed.

6.3 Conclusion

This study concludes that sexual rehabilitation for spinal cord injury patients at CRP is
recognized as important but is currently practiced in a fragmented and uncoordinated
manner. Multidisciplinary team members address sexual function based on individual
professional roles rather than through an integrated MDT approach. Lack of training,
limited resources, absence of dedicated sexual rehabilitation units, and strong
sociocultural taboos significantly restrict effective service delivery.Gender disparities
were evident, with male patients receiving more sexual rehabilitation services than
female patients. Sexual dysfunction was found to have serious emotional, relational,
and marital consequences, highlighting the need for comprehensive and inclusive
sexual rehabilitation services.Overall, this study underscores the necessity of
strengthening MDT coordination, improving professional training, and integrating
sexual rehabilitation into routine SCI care. Addressing sexual health as a fundamental
component of rehabilitation can improve quality of life, emotional well-being, and

social participation for individuals living with spinal cord injury in Bangladesh.
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Department of Occupational Therapy
Bangladesh Health Professions Institute (BHPI)
CRP, Savar, Dhaka-1343

Attachments: Copy of IRB Approval Letter.
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Appendix B: Information Sheet & Consent Form ( English & bangla
Version)

Information Sheet (English Version)
Title of the study: Exploring the Current Practices of Multidisciplinary Teams in
Enhancing Sexual Function among Spinal Cord Injury Patients at CRP.

Name of The Student Researcher: Sumaiya Akther
4™ year, B.Sc in Occupational Therapy.

Bangladesh Health Professions Institute(BHPI)

CRP, Savar, Dhaka

Phone: 01406473153

E-MAIL: sumaiya3750@gmail.com.

Supervisor: Khadija Akter Lily

Lecturer,

Dept. of Occupational Therapy

Bangladesh Health Professions Institute ,(BHPI)
Email: lilyot.29@gmail.com

I’'m Sumaiya Akhter and I want to invite you to participate in research study. Before
deciding to participate, it is crucial that you understand the purpose of the study, what
will be asked of you and how you are related to it. Please read the information below
and feel free to ask any questions that you may have.This information sheet is for you

to keep.

| am conducting a research project to explore the current practices of multidisciplinary
teams in enhancing sexual function among SCI patients. This study aims to investigate
how multidisciplinary team at CRP improves sexual function in patients with spinal
cord injuries. You are invited to participate in a semi-structured qualitative interview at
a location of your convenience. During the interview, you will be asked to share your
experiences related to: your opinions on the current practices of multidisciplinary teams

in enhancing sexual function among patients.


mailto:sumaiya3750@gmail.com
mailto:lilyot.29@gmail.com
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Why Were You Chosen for This Research?

You have been invited to participate because you are a member of multidisciplinary

teams of SCI rehabilitation who can provide to the researcher valuable information.

Source of Funding
This study is carried out on self funding.
Consenting to participate in the project and withdrawing from the research

If you agree to participate in this research, you will need to sign the accompanying
consent form provide it to the researcher at the time of the interview. Participating in
this research involuntary and you are under no obligation to consent to participate.
However, if you do consent to participate, you may withdraw from further participation
at any stage up until the data are analysed. There will be no negative consequences if
you choose to withdraw. You are also able to refuse to answer any questions with no

negative consequences.

Possible Benefits and Risks

There may not be direct benefits to you from participating in this research. However,
the findings will contribute to improving multidisciplinary teams services for enhancing
sexual functions among SCI pateints. However, discussing your experiences may make

you discomfort. There is a potential risk of break of confidentiality of patients history
.Confidentiality

The study will maintain confidentiality of all participant details, with their name not
disclosed in any published documentation. A unique code will be used for de-
identification after interviews, ensuring anonymous data analysis. The original
interview transcripts, featuring the participant's name, will only be accessible to the

researchers, ensuring high privacy and security.

Storage of data
The collected data will be stored in a password-protected computer and cloud system,
accessible only to the researchers, and physical copies and recordings will be made

anonymaous.
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Results

This research will combine interviews and data from interviews to create a
comprehensive descriptive report. Highlights may be published in scholarly journals or
conference proceedings. For a concise summary, contact project investigators using
provided contact details. The study's outcomes may also be featured in conference
proceedings.

Complaints

If you have any concerns or complaints about the research's conduct, you are welcome

to contact the supervisor. All complaints will be handled respectfully.
Supervisor: Khadija Akter Lily

Lecturer,

Dept. of Occupational Therapy

Bangladesh Health Professions Institute ,(BHPI)
Email: lilyot.29@gmail.com

Thank you,


mailto:lilyot.29@gmail.com
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Consent Form (English Version )

Research title: Exploring the Current Practices of Multidisciplinary Teams in

Enhancing Sexual Function among Spinal Cord Injury Patients at CRP.

Student invstigator: Sumaiya Akther

I have been asked to participate in the research conducted by the Bangladesh Health
Professions Institute, as specified above. I have read and understood the Explanatory

Statement, and I hereby consent to participate in this research.

I consent to the following: Yes No

1)Have you read and understood the information provided about [] ]
this study?

2)Do you understand that your participation is voluntary and [ ] L]
that you can withdraw at any time without consequences?

3)Do you understand that your responses will remain confidential [ ] ]
and will only be used for research purposes?

4)Do you agree to participate in this study? L] 1]

Name of participant:

Signature of participant/ thumb print:

Mobile:

Date:
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Withdrawal of Consent Form ( English version)

Research title: Exploring the Current Practices of Multidisciplinary Teams in

Enhancing Sexual Function among Spinal Cord Injury Patients at CRP.

Student investigator: Sumaiya Akther

I (the

participant), wish to WITHDRAW my consent to the use of data arising from my
participation. Data arising from my participation must NOT be used in this research
project as described in the Information and Consent Form. [ understand that data arising
from my participation will be destroyed provided this request is received within four
weeks of the completion of my participation in this project. I understand that this
notification will be retained together with my consent form as evidence of the
withdrawal of my consent to use the data I have provided specifically for this research

project.

Name of participant:

Signature of participant/ thumb print:

Mobile:

Date:
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Information Sheet ( Bangla Version)

Jok (]

AR PRI Framaf™- (s s Srarealie (SCI) @R @irrel Jiace NF6Rehizmt
VTR PR AR ST |

T ARERR A LA WS

8<f 7, .11 B wrpeeiee (=t

T (ZHTL AT EAFH60H (RaZbf#ei) [Fremsf™, e, v

TI: 058048A0SEO

B3 sumaiya3750@gmail.com

Hwe CAReRER): e et e

AOITE,

PR (2 et

AT (@Y AT 250 es (FaZpies)

e lilyot.290@gmail.com

I N SR @2 I AT GG TN SR Gl TS GACS b1 |
AR PTal® (SRR Wi, @2 AR STy, QTS ST PR (A N O A TR,
@3 S 9B AR T Freld FFo—o! @RI Tore wmesid | wag IR v

SYLTE T A2 AN (FICT! & Ahee faery fereemi weee |
G2 S A FIR A T |

iy gFH TN o4Fg “fFpem Fafz 9 S e FaEl- o @Ewes Srareele (SCI)
@R Tl Jface BT v SRl S Fa 1 9% IEEIR N
T A, FlOI AW NFBREHIZAIE 7o (v Trareals @Nme @TFTel 3o I

AYTO! FE [ DANE O3 NI AL T FNFS SNC 202, @A aF6 I -


mailto:lilyot.29@gmail.com

60

AAAfFS, AT AFFIFIE qH TS 209, T WA JRGSwE A 8 i TGS 2 |
AFFIPIES T, IS @3 g wfoeee! wire =@ A wisf MRz vem SR
TAE T A TN ART—RE I, SR FIOE@ @NTE @l Te F40e oS!
A (12 @@

ICE G2 ARINR T (o [4ioe Tt 2me?

QIFITE QRN S ARG ST AR I WA @RS (Wi AHreais) [omsg

GG, NFBREHEIT wee o R e &) T ©2 &ni FH0 AT |
SRR TeH

«Z et %-w<fize Afwifre 2wz |

NCIRA SR (S emi R AN (A Aopia it

it A 9B STEeR WK TS (A, IR ST A TS T A FACS 2L
IR STFPIER TR G @A PR & Mee 2q 1 @ ~ieqqeiy weeiard 75

FRCRISfEF, €I Qo WHARd FTAF TF ARF S (I AGALFS! (72 | O¢d, ==l

I wexaRiet e @M, OIE o2 Resaeas @ie *=f@ Wi @ JN9 Ewedy wenazd
(ATF @ AHCS AET | AR FA TE AN (FI (Ffeqns 2Af7aifs 2@ 711 =weifq vz
@I AT Teq Nl (M Praes Mre «itas, W32 «F TE8 FAHTE &) (@IeT (feqme

2O G
Ty Toifaet @ e

@3 FEA AHAZNT T AANE T (S TAFE e (S AT | O, @3 kI
T (N0 SSeE (SCI) @R @wsrel Jace MFBEHTZAR neem ERIF M
TRSF Q| ARTIS, (@INF ISR (ANl S w1y i AR |



61
RIS

RIS AT AR ST (NSl T FAE, G2 OIMA 9N (@I 2Fif*re Ffacs
Tfafrs 2@ 91 AFRFIEE A9 AAfeaReead [ite Face «ft 9w (@I /T FA T,
qCe O REEd owrs ACH | Jo AFFRICIR G5, T ARHAARIFR N TOYe I,

BYAG NIITFTR G &Y A, Ao T oot @32 fziefel [vs =71
O FEFFA

RS T GHMH APTGAC FHFS IPATOR G2 FICT HEGE ARFS 201, T vyNQ

TP T LTI I, AT GHfEb ¢ Tfes @G (oo a1l 26 |
T

@2 oIAND AFFFH GIR FAFIPR (AT TMIA© O GFqe F@ GF0 [l Iy
oG o 901 | wwgeld FewrAel (el Qi A AR elfaieng g 20 A |
FLHR AT T, AFET SIS 2we @@ [@ifae 3929 @ @es st

@ATS “AF | AIINT FoAF ACHAE AfGaiona SEfe 2re At |
et

I SRR AREE @ SR @I $ael 91 Sfewie <, $td Sl JoieReEs

QN FACS AEN | TG AFS T L [EIoa T4 2@

T (PIReIRER): e e T
2o,

P (e et

e (2R AT ZEHEs (Ragpfeng)

B3 lilyot.29@gmail.com



62

TS G

AR R Freafal- (o areve arEreets (SCI) @R et acs Ttz
aERaRtCICERSTEEICE

R NI W R WS

IE GASSICT SRS AW (2o eI 3APBHEE Fes wfibifere siadr

R A T LAY A FACR | AN Ggers (Ko sirefe «e Jrafe, @3 @ify @3

NI G F=® AW TR |

iy e Raw e aom safe: £ =t

») T F @3 oI FF &dWe O ATTrRT G2 JRERA? | | |

R) Wif 5 JTS (AATRA (@ G IR SeH@Re Fo7)el (FRETF 3R WAl TP T

@I T A QTR wenagd dege Fare ACTT? | | |

©) Sl 5 TS (IR (@ SN2 TGARTE! CoNlof A 20T QAR BLAG RAT STl

[T 91 7E? [ | [ |

L1

8) Wi« & W2 *FFeT Tt fce Afe?

YHAZAFIN A:
ORI AR /AT ”:
oife:




63

TS eRT 2@

NI FaE: Fraef- o G arereaie (scl) @MeE Qe 3face
WFEBeRizifa neTa SRl wepre |

RE RIS AN R A

=iy,

(TAZAFI), ANF ¥R (AF 2Y O IR & 2@ TS AT FACS
512 | SN SHaRe (ATE 2iE (FI! O OB IRl Apeg, O ¢ FAfs He Jfwelty,
[T I A 1 QN FRCS A @, AE weeaze (A AlY oy SiEE weHeRd
19 QS BIF ALIRA WY R TCAY &0 Tl R0 H{ST e (Fel A | A &=e

AT I (@, 92 e @ S T T A7 FFH TR 7S, A W G el

AT &) AW Fl ©L FIAET e AeJe AR ©IF AT |

GHYZIFIRR TW:
RGP FH /G -IA:
wifa:




64

Appendix C : Interview Guide (English& Bangla Version)

Interview Guide ( English Version )

Socio demographic question:

Name:

Educational level:

Profession:

Workplace setting:

Years of professional experience:

Interview Guide Question :

Section 1: Current Practices

1. Can you describe the common clinical practices or interventions your team
uses to address sexual function in SCI patients?

2. In the context of sexual rehabilitation, which specific part of sexual function
do you think this treatment mainly helps with or aims to improve?

3. "Between men and women, who do you think is given sexual rehabilitation
treatment more often, or who needs it more?" why ?

4. How is sexual health typically addressed during rehabilitation planning for
SCI patients in your setting?

5. How does your team coordinate or collaborate when managing sexual health
aspects for SCI patients?

6. What formal or informal training have you received to support patients’ sexual
rehabilitation?

Section 2: Challenges

5. What are some of the challenges you face when addressing sexual function
with SCI patients?

6. How do patients and their families typically respond when sexual health is
discussed during rehabilitation?

7. Do you feel supported by your organization or healthcare system in providing
sexual rehabilitation? Why or why not?

8. Are there any cultural or societal factors that make it harder to talk about or

address sexual health in your professional context? Why?
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Section 3: Recommendations for Improvement

9. What changes or improvements would help your team better support SCI
patients in their sexual recovery?

10. Are there specific tools, programs, or training you wish were available to
improve sexual rehabilitation services?

11. From your experience, what advice would you give to new professionals
entering the field on handling sexual health with SCI patients?

12. How can the healthcare environment (e.g., policies, leadership, infrastructure)

better support sexual rehabilitation for SCI patients?

Interview Guide (Bnagla version)
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