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The rehabilitation plan after the hospitalization phase provides reinforcement of 
independence and well-being through psychological counseling, marital and 
family counseling, sex therapy and vocational rehabilitation counseling. 
 
The primary thrust of the rehabilitation plan, during both the initial rehabilitation 
and hospitalization phase and the post-acute phase, is to establish a positive 
atmosphere for the patient, family members, and significant other individuals in 
the patient's social environment. The focus should be on activities the patient is 
capable of doing, with independence as well as positive behaviors constantly 
reinforced. This is not to suggest that the patient should not deal with the 
negative aspect of disability in the proper counseling setting, but a positive rather 
than negative approach must prevail in the rehabilitation plan. 
 
It has already been suggested that rehabilitation involvement during the acute 
stage should center on meeting the needs of the family and the counseling needs 
of the patient and providing assistance in activities of daily living and 
environmental or architectural renovations in the home environment. The 
rehabilitation plan should also give careful consideration to long-term counseling 
needs and provide appropriate psychological and/or counseling assistance. 
Because the family is integrally involved in the success of rehabilitation, 
appropriate consideration must also be given to family counseling family 
education, marital counseling, and sexual therapy. 
 
Psychological Counseling  
 
The age of the patient at the time of spinal cord injury has a direct impact on the 
psychological implications of that injury. In as much as the greatest number of 
spinal cord injuries occurs in the early adolescent and young adult population, 
the impact on the development of normal male/female relationships and peer 
group relationships can be substantial. This is not to suggest that implications of 
injury are any less serious for older populations, but they tend to be of a different 
type and require somewhat different counseling intervention techniques.  
 
Psychological counseling interventions should be available to all spinal cord-
injured patients, although it is particularly critical during the developmental years 
of early adolescence and young adulthood. 
 
Marital Counseling  
 
With respect to the older population (those young adults and adults married prior 
to the onset of injury), statistics reveal little change in post-accident marital 
status. Although the data do not specifically indicate whether or not this includes 
individuals who divorce after the accident and then remarry, a change in marital 
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status for those married prior to the accident seems to occur in only two to three 
percent of the cases reviewed in the first three years post-accident. 
 
Regardless of the age or status of the individual in terms of marriage or 
development of peer group and/or opposite-sex relationships, counseling 
services should be available to help the individual develop satisfactory 
interpersonal relationships. Counseling should give consideration to sexual 
counseling and/or therapy as well. Patients are too often restricted by a 
combination of their own conservative views and a lack of undemanding and 
assistance from treating physicians. A comprehensive spinal cord injury program 
will include counseling and therapy in sexual functioning that goes far beyond the 
a physician's simple explanation of anatomical dysfunction or function. A variety 
of helpful books, illustrated instruction manuals, and films are available. 
 
Sexual Therapy 
 
For the most part, spinal cord-injured female patients are anatomically capable of 
engaging in sexual intercourse and typically are able to become pregnant and 
bear children. Depending on the level and severity of injury, many men are also 
able to engage in satisfactory sexual relationships. Although many of the spinal 
cord injured will have to recognize that their relationships and sexual experiences 
will be much different from their pre-accident experiences, sexual functioning can 
be achieved if satisfactory psychological and physical adjustments are made. 
 
Too many physicians and other health-related professionals tend to shrug off 
many of the female patient's questions by simply noting that the female is 
anatomically able to engage in intercourse despite the level of paralysis. 
However, this gives no consideration to the psychological components of the 
sexual relationship and is often unsatisfactory to the patient. Proper sexual 
counseling and reference to manuals or books which might be of help to the 
female patient should be made available. One example is Female Sexuality 
Following Spinal Cord Injury (Becker, 1978). 
 
The first concern in determining the male patient's potential for the development 
of a satisfactory sexual relationship is his ability to achieve an erection. Two 
types of erections are discussed in the literature, psychogenic and reflexogenic. 
Psychogenic erections have an emotional or psychological basis. Reflexogenic 
erections include those achieved by external stimulation or those that occur 
spontaneously without obvious manipulation of the penis. Pierce and Nickel 
(1977) report that 93% of the upper motor neuron complete lesion spinal cord-
injured population studied had reflexogenic erections while 7% had no erections 
and 4% described psychogenic erections to at least some degree. Twenty-six 
percent of the population had not made an attempt at intercourse. Incomplete 
upper motor neuron lesions showed 98% reflexogenic erections, 25% 
psychogenic erections to some degree, and 2% reporting no erections. Twenty- 
seven percent of that population had made no attempt at intercourse. In the 
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lower motor neuron complete lesion population, 74 percent did not achieve 
erection while 26% had erections only by psychogenic means. In the lower motor 
neuron incomplete lesion group 83 percent had erections, of which none were 
reflexogenic. Of the total population of complete and incomplete upper and lower 
motor neuron lesions, 20% had no erections, 73% had reflexogenic erections, 
and 11% had psychogenic erections. Twenty percent of the total population had 
made no attempt at sexual intercourse. 
 
Of the upper motor neuron complete lesion group, 72 percent of those attempting 
sexual intercourse were successful, in the upper motor neuron incomplete group, 
85 percent attempting intercourse were successful. In the lower motor neuron 
complete lesion group, 65 percent of those attempting intercourse were 
successful and in the lower motor neuron incomplete lesion population, 90 
percent of those attempting intercourse were successful. 
 
The next question is whether or not the individual who can achieve erection and 
engage in intercourse can have an ejaculation. Pierce and Nickel, in their 1977 
report go on to note that 3 percent of the upper motor neuron complete group 
and 28.5 percent of the upper motor neuron incomplete group were able to 
ejaculate. Among the lower motor neuron complete group 16.5 percent were able 
to ejaculate, as were 60 percent of the lower motor neuron incomplete group. Of 
the total number of patients surveyed, including those successful in intercourse 
and those not, 13 percent were able to ejaculate. 
 
In the upper motor neuron complete lesion population, only one percent were 
able to sire children while patients in the upper motor neuron incomplete and 
lower motor neuron complete groups were able to do so in 6 percent and 5.6 
percent of the cases, respectively. Ten percent of lower motor neuron incomplete 
lesion patients were able to sire children. Of the total number of individuals 
included in the study, only 3 percent were able to sire children. Nothing in these 
data suggests that an individual patient who falls into one of these groups will 
demonstrate sexual functioning levels greater or less than might be anticipated in 
light of the data. Each case must be judged on an individual basis and a wide 
range of factors must be considered. 
 
Vocational Counseling  
 
The vocational aspects of the rehabilitation plan should be initiated during the 
post-acute phase of injury or subsequent to initial hospitalization. This 
rehabilitation evaluation will provide the professional and client with a better 
understanding of the client’s actual functioning levels and vocational potential. 
This knowledge should be applied to an appropriate program of career 
development counseling so that the patient can be integrally involved in the 
career decision-making process. The professional should be there to guide and 
help the client make well informed career decisions and make sure the patient 
has a realistic understanding of the interest, work values, job satisfiers, and 
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physical capacities needed to meet the requirements of the job being considered. 
Careful consideration of the client's potential for further academic or vocational 
training should be included in the evaluation, and the results given careful 
consideration in the vocational guidance and exploration phase. Any planning for 
education or long-term vocational goals must take into account the patient's 
physical condition, level of physical functioning, and history of complications. For 
patients whose physical conditioning and/or complications simply restrict 
consideration to competitive labor market employment, a variety of alternatives 
emphasizing constructive use of both recreational and leisure time should be 
considered. In no instance should the patient simply be left to "vegetate" without 
constructive activity and interaction with people. 
 
Works Cited:  
Becker, E.F.: Female Sexuality Following Spinal Cord Injury. Bloomington III.: 
Accent Special Publications, Cheever Publishing, 1978.  
 
Pierce, D.S. and Nickel, V.H.: The Total Care of Spinal Cord Injuries. Boston: 
Little Brown, 1977.  
 
 


