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Background and context 
Changes to sexuality after stroke can have a significant impact on quality of life (Thompson 
& Ryan, 2009) and these changes are more likely to be psychological, rather than physical 
(Buzzelli, di Francesco, Giaquinto & Nolfe, 1997). Despite the importance of sexuality, 
opportunities to address sexuality after stroke have infrequently been addressed (Green & 
King, 2010; Kautz & Secrest, 2007; Tamama, Tamam, Akil, Yasan & Tamam, 2008) with 
suggestions it is the most neglected of all the parameters that determine quality of life after 
stroke (Chadwick, Saver, Biller & Carr, 1998).  
 
The failure to address sexuality after stroke has been attributed to the lack of education for 
clinicians (McLaughlin & Cregan, 2005). Additionally, while stroke clients may want 
information on sexuality they may also be too embarrassed to ask staff for it (Kautz, 2007). 
To address this gap there is a need to explore the experience of clinicians addressing 
sexuality (McLaughlin & Cregan, 2005) and identify strategies to improve services.  
 
This report describes a Program to address this gap. The 2013 Sexuality after Stroke (SOX) 
Program was facilitated by the Australian Research Centre in Sex, Health & Society 
(ARCSHS) at La Trobe University in collaboration with the Victorian Stroke Network (VSN). 
The overall aim of the Program was to build the confidence and capacity of stroke clinicians 
to comply with a guideline developed by the National Stroke Foundation outlining the 
importance of providing stroke patients and their partners with information on sexuality 
after stroke. 
 

Leadership & the National Stroke Foundation 
The National Stroke Foundation (NSF) is a not-for-profit organisation that aims to reduce 
the impact of stroke on the Australian community. This includes working with health 
professionals to promote evidence based practice, particularly through a set of Guidelines 
for Stroke Management (2010). The set includes a specific guideline (8.5) that addresses 
sexuality after stroke by stating that: stroke survivors and their partners should be offered the 
opportunity to discuss issues relating to sexuality with an appropriate health professional; and 
written  information addressing issues relating to sexuality post stroke (National Stroke 
Foundation, 2010). To assist in achieving this guideline, the NSF has developed an 
information sheet on sexuality and relationships (National Stroke Foundation, 2012). 
 
The NSF monitors compliance with the Guidelines by auditing medical records in stroke 
services. In 2010 an audit of 100 hospitals and 2,985 admissions identified that only 12% of 
stroke survivors were provided with information on sexuality (National Stroke Foundation, 
2010). Two years later an audit of 111 eligible hospitals and 2,821 stroke rehabilitation 
admissions found that compliance had risen to 17% (National Stroke Foundation, 2012). 
While there is significant scope for improvement, it is important to recognise the leadership 
provided by the NSF in relation to sexuality. The development of a national guide and fact 
sheet about sexuality and the monitoring of compliance with the guideline may be 
unrivalled in disability and aged care services.  
 
 

file://rdfs/PROJECTS/ARCSHS/SexualHealthAgeing/Stroke/Report/Final/SoxReportFinalFront.docx%23_ENREF_13
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About the SOX Program  
The SOX Program involved a sequential series of half day workshops facilitated between 
November 2012 -2013. Five workshops were facilitated and a sixth follow up workshop was 
added at the request of participant in February 2014. The aim of the Program was to build 
the confidence and capacity of clinicians in the VSN to implement guideline 8.5, or to 
provide clients and their partners with written information addressing sexuality after 
stroke. To achieve this, the Program objectives were to: 
 

1. Implement a series of workshops supporting 10 subacute services through the 
process of implementing Guideline 8.5 

2. Identify a clinician in each participating service to be a project researcher for the 
period of the project and beyond 

3. Conduct a needs analysis to create momentum for change and inform the 
development of an action plan 

4. Document the change processes undertaken by each organisation to enable 
Guideline 8.5 to be implemented in other VSN services, including:  

a. common barriers and strategies to overcome barriers 
b. enablers to change 

5. Develop resources to enhance outcomes (eg: staff survey, policy documents) 
6. Evaluate the Program outcomes. 

 
The Program initially focused on subacute services, but when interested was generated 
more broadly the scope was expanded. An outline of the Program was distributed 
describing how project researchers would be supported to: 

 
1. Critique the evidence regarding sexuality and stroke 
2. Establish a working group within their organisation 
3. Audit the extent to which information on sexuality is provided to clients in their 

service 
4. Survey staff capacity, confidence and attitudes regarding sexuality and stroke 
5. Interview clients about their impressions of the Stroke Foundation Fact Sheet 
6. Educate colleagues about the need for change and the processes for improvement 
7. Develop and implement an action plan  
8. Repeat the staff survey, client interviews to evaluate outcomes  
9. Conduct a medical record audit to evaluate outcomes  
10. Document a report for their organisation and the VSCN. 

 
The Program was promoted through a forum hosted by the VSN. The forum included an 
outline of the Program and called for expressions of interest. An EOI form included a 
number of questions to address the importance of organisational support for the projects. 
Participating organisations were required to identify at least two project researchers, from 
more than one discipline, to attend all five workshops. Potential participants were also 
asked to outline how they would ensure support from within their organisation. This was 
considered important to ensure projects were successful and sustainable.   
 

Program principles 
A number of principles influenced the Program. The first was a broad understanding of 
sexuality. The World Health OrganisationȭÓ ÄÅÆÉÎÉÔÉÏÎ ÏÆ ÓÅØÕÁÌÉÔÙ ×Ás provided to 
ÅÎÃÏÕÒÁÇÅ Á ÆÏÃÕÓ ȬÂÅÙÏÎÄ ÓÅØȭ: 
 

Sexuality is a central aspect of being human throughout life and encompasses sex, 
gender identities and roles, sexual orientation, eroticism, pleasure, intimacy and 
reproduction. Sexuality is experienced and expressed in thoughts, fantasies, desires, 



7 

beliefs, attitudes, values, behaviours, practices, roles and relationships. While sexuality 
can include all of these dimensions, not all of them are always experienced or 
expressed. Sexuality is influenced by the interaction of biological, psychological, social, 
economic, political, cultural, ethical, legal, historical, religious and spiritual factors 
(World Health Organisation, 2006 p. 5). 

 
The first workshop addressed myths about asexuality and ageing and the importance of 
including stroke clients who are lesbian, gay, bisexual, transgender or intersex (LGBTI).  
 
The second principle related to a critical sexuality studies approach. Critical knowledge 
focuses on how communication and social action occur (Carr & Kemmis, 1986) in order to 
reconstruct them differently (Kemmis & McTaggart, 2000). Its general orientation is 
towards improving outcomes, but the purpose is liberation from the actions or beliefs which 
restrict practice (Grundy, 1982; Kemmis, 2001). Articulated simply by Kemmis (2001, p. 
ωςɊȟ ÉÔ ÁÉÍÓ ÔÏȠ ȰÒÅÃÏÎÓÔÒÕÃÔ ÔÈÅ ×ÏÒËȟ ÔÈÅ ×ÏÒËÅÒ ÁÎÄ ÔÈÅ ×ÏÒËÐÌÁÃÅȢȱ By taking a critical 
sexuality studies approach the Program facilitators sought to equip project researchers with 
the information, resources and support to critique and improve services (Barrett, 
Borthwick, Bugeja, Parker, Vis & Hurworth, 2005). It was acknowledged that achieving 
change to address sexuality may be complicated by the values and beliefs of staff (Osbourne, 
Barrett, Hetzel, Nankervis & Smith, 2002). In particular, the assumption that older people 
are asexual (Barrett, 2011). The critical sexuality studies approach acknowledged this 
complexity and sought to equip project researchers with the resources to manage it.  
 
The third principle was taking a systemic approach to change, or a focus on an interrelated 
whole, rather than parts (Flood, 2001) of the participating health care service. It 
acknowledged that change needs to be built into a number of levels and across a range of 
stakeholders (Fletcher, 2000) to ensure that improvements are sustained. Consequently, 
the Program focused on organisational systems, policies and processes ɀ rather than a one 
off education session. 
 
The fourth and final principle involving interdisciplinary practice, builds on principle of 
systemic change. It acknowledged that providing information on sexuality after stroke is the 
responsibility of all disciplines and that there was no discipline more important than others. 
The development of a Guide to Interdisciplinary Practice and strategies for interdisciplinary 
communications were critical to achieving this.  
 

Program participants 
Expressions of interest were received from five metropolitan and one rural health service 
and all were accepted. The services included community based rehabilitation and a range of 
inpatient rehabilitation services. Sixteen project researchers were appointed and included: 
six occupational therapists; three clinical neuropsychologists, two social workers, a clinical 
nurse consultant, a clinical psychologist, a physiotherapist, a rehabilitation consultant and a 
speech pathologist.  
 
One project team was unable to attend three workshops or produce a report. Three project 
researchers changed jobs and one discontinued participation because of the difficulty 
covering the registration cost for the Program.  
 

Ethics approval 
Ethics approval was sought from the Human Research Ethics Committee at La Trobe 
University to engage participants as project researchers in the Program and to conduct a 
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staff survey in each site. Ethics approval was granted and most participants were also 
required to obtain ethics approval from their own hospital ethics committee. 
 

About this report 
This report was written to share our understandings with other stroke services and to 
further improve compliance with Guideline 8.5. In the following section a Program Logic 
Model is used to frame reflections what it takes to achieve change. Next, project researchers 
from seven sites describe their projects as a way of celebrating their achievements and 
enabling others to build on their expertise. The final section includes resources developed 
for the Program.  

Program logic 
A generic program logic model was developed to assist participants plan for change. A 
program logic model ÄÏÃÕÍÅÎÔÓ Ȭ×ÈÁÔ ÉÔ ÔÁËÅÓȭ ÔÏ ÁÃÈÉÅÖÅ ÃÈÁÎÇÅ ÂÙ ÏÕÔÌÉÎÉÎÇ ÂÁÓÉÃ 
components of the planned work and the intended results. The planned work describes the 
resources needed to implement the activities. The intended results include all of the 
ÐÒÏÇÒÁÍȭÓ ÄÅÓÉÒÅÄ ÏÕÔÐÕÔÓȟ ÏÕÔÃÏÍÅÓ ÁÎÄ ÉÍÐÁÃÔÓ ɉ7Ȣ+Ȣ +ÅÌÌÏÇÇ &ÏÕÎÄÁÔÉÏÎȟ ςππτɊȢ 'ÉÖÅÎ 
program logic models can be useful tools to assist communication and planning (Taylor-
Powell & Henert, 2008) project researchers were encouraged to localise the generic model 
to the needs of their organisation.  
 
The model developed (see Figure one, following page) lists the aims, resources, activities, 
outputs and outcomes of the Program. Delays in starting projects while waiting for ethics 
approval meant there was not sufficient time for impacts to emerge. Each component of the 
program logic model is discussed in the following section.  

 

Aims 
Project researchers were encouraged to adapt the Program aims to their own projects. This 
was considered an important step in developing a shared understanding with their 
colleagues about what the project involved. 

 

Resources 
Project researchers were advised they needed to allocate half a day a week to their project. 
This presented a challenge for many participants because of their heavy caseloads. In 
addition, the time taken to achieve ethics approval in each site was more onerous than 
expected. Consequently, it is important that others consider the workload involved in 
undertaking such complex change.  
 
A further resource to consider was the organisational support required for project 
researchers. This included establishing working parties or other processes to ensure 
communication of the project to senior staff as well as peers.   
 
The financial constraints experienced by health services also require consideration. A 
number of the project researchers were required to cover the registration fee from their 
own funds, as there was reportedly little capacity within their organisational budgets. In 
addition, in one organisation concern was expressed that there may not be funds to cover 
the cost of printing Sexuality after Stroke Fact Sheets. This further highlights the importance 
of understanding the resources required to undertake such a project.  
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Figure 1: generic program logic model 

SOX Program Logic Model 

 
Aims: to build the confidence and capacity of clinicians in the VSN to implement 
Guideline 8.5: to provide clients and their partners with written information addressing 
sexuality after stroke and the opportunity to discuss issues relating to sexuality.  

Resources: time taken to: participate in workshops, complete an ethics application, 
conduct a needs analysis, attend workshops and write a project report. Registration 
costs.  
 
Activities  
1) Establish project supports 
2) Obtain ethics approval 
3) Conduct needs analysis 
¶ Organisational audit 
¶ Medical record audit 
¶ Staff survey 
¶ Client interviews 

4) Provide staff education  
5) Document interdisciplinary 

roles  
6) Document strategies for 

interdisciplinary 
communication 

7) Develop a guide for 
information provision, 
assessment and 
documentation 

8) Repeat needs analysis.  
 

Outputs  
1) A measure of staff 

knowledge and skills 
2) A measure of 

compliance with 
Guideline 8.5 

3) A description of client 
needs 

4) A measure and 
description of 
achievements  

5) A project report. 
 

Outcomes  
1) Development of 

resources to promote 
compliance with 
Guideline 8.5 

2) Increased staff skills 
and confidence 
relating to sexuality 
after stroke 

3) Increased compliance 
with Guideline 8.5 

4) )ÎÃÒÅÁÓÅ ÉÎ ÃÌÉÅÎÔȭÓ 
quality of life.  

 

Activities 
While there was significant variation between projects, the eight activities listed in the 
Program Logic Model were undertaken in most organisations and are outlined in the 
following section. 

 

1) Establish project supports 
Organisational supports for project researchers were considered essential to ensure the 
success and sustainability of projects. Consequently, as part of their expression of interest to 
participate, project researchers were required to outline the strategies they would 
implement to maximise organisational support for their project. These strategies were then 
explored at the first workshop and reviewed at each subsequent workshop. Strategies 
included reporting on progress to senior management meetings or establishing a project 
advisory group. A further key source of support came from peers, with most project 
researchers successfully engaging significant support from peers in their discipline and 
their unit.  
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2) Obtain ethics approval 
Each participating organisation sought ethics approval to interview clients, audit medical 
records and survey staff. In two organisations the project researchers had the support of an 
academic or research mentor that made the application process relatively simple. However, 
the process was complex and protracted in the remaining organisations because of the lack 
of internal guidance and the project coordinators lack of experience in ethics applications.  
 
It also appeared that the delays in obtaining ethics approval related to ethics committee 
concerns that clients were being interviewed about sexuality. For example, one committee 
ÁÓËÅÄ ÐÁÒÔÉÃÉÐÁÎÔÓ ÔÏ ÉÄÅÎÔÉÆÙ ×ÈÁÔ ÔÈÅÙ ×ÏÕÌÄ ÄÏ ÉÆ Á ÃÌÉÅÎÔ ÉÄÅÎÔÉÆÉÅÄ ȬÄÁÎÇÅÒÏÕÓ ÁÃÔÉÖÉÔÙȭȢ 
In two organisations, ethics approval took longer than 10 months. In retrospect the 
facilitators could have increased support and guidance earlier including encouraging 
participants to identify internal mentors, meet with ethics committee representatives. 

 

3) Conduct needs analysis 
Once project supports were in place and ethics approval was obtained, a needs analysis was 
conducted. This was considered important to create momentum for change and inform 
planned actions (Owen with Rogers, 1999). The needs analysis generally included an 
organisational audit, medical record audit, staff survey and client interviews.  
 

3.1: Organisational audit 
An organisational audit tool was developed to prompt project researchers to take into 
account the complex, systemic nature of health services. The SOX Audit (see attachment 
one) consists of 10 indicators, presented as statements about: the provision of information 
on sexuality; interdisciplinary practice and communication; assessment and 
documentation; staff education and client consultation. Project researchers were asked to 
rate their service against each statement as unmet (score 0 points), partly met (score 1 
point), or met (score 2 points). For each statement that was met, or partly met participants 
were asked to list the evidence substantiating the rating. Additionally, where a statement 
was not met, or partly met, actions for improvement were identified.  
 
Most project researchers conducted the audit prior to the implementation of their project 
and scores ranged between 0-3 out of a total possible score of 20, indicating low levels of 
support for change. One service was confident they had implemented significant changes 
and repeated their audit after 10 months. The score shifted from 0/20 to 15/20 indicating 
significant improvements.  
 
The audit tool provided a useful guide for project researchers to bench mark their 
achievements and it is expected that over time our understanding of indicators will 
improve.   
 

3.2: Medical record audit 
A medical record audit was conducted in three services to determine how often information 
on sexuality was provided and what information was provided. Samples of between 10-20 
medical records revealed compliance rates between 0-5%. Participants contrasted their 
results with the audit by the NSF and utilised this information to demonstrate the need for 
improvements to occur. In one organisation the medical record audit was completed, almost 
a year after the project had commenced and it was noted that compliance with Guideline 8.5 
had increased from 5% to 35%. The audit provided valuable evidence of outcomes from the 
project. 
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It is interesting to note that participants reported their colleagues often believed that 
sexuality had been discussed with clients, but as this was often not documented there was 
no evidence it had occurred. In response, several project researchers identified the 
opportunity to develop a checklist to record education topics discussed with clients, or 
added sexuality to existing checklists. 
 

3.3: Staff survey  
A staff survey was developed by the Program Facilitators to measure staff knowledge; 
confidence and comfort addressing sexuality after stroke (see attachment 2). The survey 
included demographic questions about age, gender, discipline and organisation. A further 
10 questions explored staff perspectives on:  
 
¶ Whether changes to sexuality after stroke were an issue for younger and older 

clients 
¶ What physical and psychosocial factors impacted on sexuality after stroke 
¶ Whose role it was to address sexuality after stroke 
¶ Their levels of comfort and confidence addressing sexuality after stroke. 

 
The survey was uploaded to an online platform and a hyperlink distributed to project 
researchers. Access to the platform was limited to the Program facilitators to ensure the 
data was confidential. The survey was undertaken in five sites and completed by 154 staff. 
Response rates varied significantly from 36 - 83%. Statistical analysis was limited to 
frequency and descriptive statistics. 
 
Most survey participants completed the survey online and were predominately female 
(84%). The majority were aged between 19-29 years (40%), followed by 23% for the 30-39 
and 40-49 year age brackets. Smaller numbers were 50-59 years (12%) and two 
participants were aged 60 years or more. Most participants were nurses (28%), followed by 
physiotherapists (16%) and occupational therapists (16%), doctors (10%), speech 
pathologists (10%), social workers (7%), psychologists (6%) and there were three 
ÄÉÅÔÉÃÉÁÎÓȢ 4ÈÅ ȬÏÔÈÅÒ ÄÉÓÃÉÐÌÉÎÅȭ ÏÐÔÉÏÎ ×ÁÓ ÓÅÌÅÃÔÅÄ ÂÙ ÓÉØ ÐÁÒÔÉÃÉÐÁÎÔÓ ×ÈÏ ÉÄÅÎÔÉÆÉÅÄ ÁÓ 
prosthetist/orthotists (3), student nurses (2) and a neuropsychologist.  
 
Most respondents (77%) worked in sub-acute services, unsurprising given the Program was 
initially designed for subacute services. Others worked in community services (18%), acute 
services (2%) and 10 reported working across a range of services.  
 
Participants were asked how strongly they agreed with statements about whether changes 
to sexuality would be an issue for younger clients and then for older clients (65 years or 
more). A difference was observed with 64% of participants strongly agreeing that sexuality 
would be an issue for younger clients, whereas a smaller number (40%) strongly agreed 
sexuality would be an issue for older clients. It is interesting to note that one project 
ÒÅÓÅÁÒÃÈÅÒ ÒÅÐÏÒÔÅÄ Á ÓÉÇÎÉÆÉÃÁÎÔ ÃÏÒÒÅÌÁÔÉÏÎ ÂÅÔ×ÅÅÎ ÐÁÒÔÉÃÉÐÁÎÔȭÓ ÁÇÅ ÁÎÄ their response: 
older staff were more likely to strongly agree that sexuality would be an issue for older 
clients. This factor needs to be discussion about the influence of staff values and beliefs on 
compliance with Guideline 8.5. 
 
In response to statements about the impacts of physical factors on sexuality after stroke the 
factors that were most frequently rated as having a strong impact were loss of movement 
(58%), loss of sensation (46%) and fatigue (43%). It is interesting to note that 40% of 
participants rated erectile dysfunction as having a strong impact and only 28% rated 
vaginal dryness the same way.  
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In response to statements about the impacts of psychosocial factors on sexuality after 
stroke the factors that were most commonly rated as having a strong impact were changes 
to body image (66%), changes to roles in family/intimate relationships (61%), dependency 
on partner for care (61%) and reduced self esteem and confidence (60%). It is pleasing to 
note that changes to relationship dynamics, including dependence on a partner were well 
recognised. It is also interesting that the psychosocial factors were rated as having a 
stronger impact than physical factors ɀ indicating an understanding that sexuality is 
broader than sex.  
 
Whilst most participants (80%) agreed that providing clients with information about 
changes to sexuality after stroke is important, individual respondents were ambivalent 
about whether or not it was their responsibility. Forty one per cent of participants indicated 
ÔÈÅÙ ȬÎÅÉÔÈÅÒ ÁÇÒÅÅ ÎÏÒ ÄÉÓÁÇÒÅÅȭ ÔÈÁÔ ÉÔ ÉÓ ÔÈÅÉÒ ÒÅÓÐÏÎÓÉÂÉÌÉÔÙ ÁÎÄ ρσϷ ÉÎÄÉÃÁÔÅÄ ÉÔ ×ÁÓ ÎÏÔ 
their responsibility. This suggests that a significant number of clinicians are unsure of their 
responsibility in addressing sexuality after stroke. 
 
To explore disciplinary responsibilities further, survey participants were invited to select 
from a list, the disciplines they believed were responsible for addressing sexuality after 
stroke. Doctors were most commonly selected (92%), followed by psychologists (74%), 
nurses (67%) and occupational therapists (65%), social workers (56%, physiotherapists 
(52%), speech pathologists (32%), and dieticians ɉρφϷɊȢ .ÉÎÅ ÐÁÒÔÉÃÉÐÁÎÔÓ ÓÅÌÅÃÔÅÄ ȬÏÔÈÅÒȭ 
and comments included: anyone who works with the client; all of the above; everyone or no 
one at all; whole team responsibility. 
 
The final questions asked participants to rate their confidence and comfort providing clients 
with information on changes to sexuality after stroke. Only 3% rated their confidence as 
high and 40% reported having little or no confidence. Levels of comfort were slightly lower 
with over half of the respondents (54%) reporting that the felt neither comfortable, nor 
uncomfortable. Further indication of the importance of addressing comfort and confidence 
were comments that education and more information would help to improve levels of 
comfort and confidence.  
 
In one organisation the staff survey was repeated to measure the effects of the project. 
Improvements in knowledge included improvements in staff knowledge of the impacts of 
stroke, particularly in relation to the psychosocial impacts. Other changes included a 
general increase in survey participants indicating that addressing sexuality after stroke was 
their responsibility  and increased levels of confidence and comfort were also reported. It is 
important to acknowledge that in this repeat survey also demonstrated that support for the 
project was not unanimous. A small number of nurses reported that they disagreed or 
strongly disagreed with statements that addressing sexuality was their responsibility. This 
was an increase from baseline and was backup with comments from these survey 
ÐÁÒÔÉÃÉÐÁÎÔÓ ÁÂÏÕÔ ÈÁÖÉÎÇ ÔÏ ÁÎÓ×ÅÒ ȬÂÕÚÚÅÒÓȭ ÏÒ ÒÅÑÕÅÓÔÓ ÆÏÒ ÁÓÓÉÓÔÁÎÃÅ ÆÒÏÍ ÃÌÉÅÎÔÓ ÔÈÁÔ 
would limit their capacity to have an uninterrupted conversation with another client about 
sexuality. 
 
The survey provided a very useful measure of staff knowledge and comfort. The repeat 
survey in one organisation highlighted the impacts of the project on improving staff 
knowledge, confidence and comfort. These improvements were validated in the medical 
record audit that demonstrated increased compliance with Guideline 8.5. The survey also 
successfully demonstrated that a year into this project, not all staff were confident or 
comfortable addressing sexuality after stroke. Thus, the survey highlighted the importance 
ÏÆ ÕÎÄÅÒÓÔÁÎÄÉÎÇ Ȭ×ÈÅÒÅ ÓÔÁÆÆ ÁÒÅ ÁÔȭ ÁÎÄ ×ÈÁÔ ÎÅÅÄÓ ÔÏ ÂÅ ÄÏÎÅ ÔÏ ÁÃÈÉÅÖÅ ÆÕÒÔÈÅÒ 
improvements.  
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3.4: Client interviews 
Client interviews were considered a vital source of information about strategies to discuss 
sexuality. An interview schedule was structured around the NSF Fact Sheet to provide 
clients with the opportunity to choose between talking broadly about the fact sheet or 
discussing their own experiences and needs. The three key interview questions were:  
 

1. What do you think of the Sexuality after stroke fact sheet? 
a. Was there any information that you found useful? 
b. 7ÁÓ ÔÈÅÒÅ ÁÎÙ ÉÎÆÏÒÍÁÔÉÏÎ ÔÈÁÔ ÙÏÕ ÔÈÏÕÇÈÔ ×ÁÓÎȭÔ ÕÓÅÆÕÌȩ 

2. Do you think it is important that staff give clients information about sexuality after 
stroke? (please explain) 

3. Do you have any suggestions to help staff discuss sexuality with clients after stroke? 
 
A small number of interviews with clients and their partners were conducted in all sites and 
provided valuable momentum for the projects. Several clients expressed their relief at the 
opportunity to discuss sexuality and provided practical suggestions about how sexuality 
could be addressed. Additionally, clients reiterated the importance of an interdisciplinary 
approach to sexuality after stroke, with several reporting that the discipline most 
appropriate to discuss sexuality with was the discipline they had built the most rapport 
×ÉÔÈȢ 3ÏÍÅ ×ÅÒÅÎȭÔ ÓÕÒÅ ÓÅØÕÁÌÉÔÙ ×ÁÓ ÒÅÌÅÖÁÎÔ ÆÏÒ ÏÌÄÅÒ ÃÌÉÅÎÔÓ ÎÏÒ ×ÈÅÎ ÓÅØÕÁÌÉÔÙ ÓÈÏÕÌÄ 
be discussed. The interview themes presented in the case studies highlight the value of 
seeking feedback from clients and the importance of providing clients with the opportunity 
to discuss sexuality ɀ not all clients want to discuss sexuality, but this choice ought to be 
provided.  
 
Several project researchers reported a significant barrier in providing information on 
sexuality after stroke was the difficulty communicating with clients who have limited 
English. Further consideration needs to be given to the provision of fact sheets to clients in a 
range of languages as well as strategies to discuss this information with clients who have 
limite d English.  
 
Initially there was some tentativeness amongst project researchers about interviewing. 
There was uncertainty about how clients would respond and a desire not to offend. 
Additionally, some project researchers had not previously conducted a research interview. 
Consequently, interviewing skills were addressed in a Program workshop and project 
researchers were invited to practice interviewing skills on each other. The interviews 
provided the opportunity for project researchers to initiate discussion with clients about 
sexuality and to build their own confidence and comfort for the conversations they would 
continue as clinicians. Project researchers were often inspired by the process and the data 
provided was useful in terms of verifying to colleagues the importance of addressing 
sexuality.  

 

4) Provide staff education  
Project researchers were provided with resources to deliver education to their colleagues. 
4ÈÉÓ ÉÎÃÌÕÄÅÄ Á ÇÅÎÅÒÉÃ 0Ï×ÅÒ0ÏÉÎÔ ÐÒÅÓÅÎÔÁÔÉÏÎ ÓÕÍÍÁÒÉÓÉÎÇ ÔÈÅ .3&ȭÓ 'ÕÉÄÅÌÉÎÅÓ ÁÎÄ 
audit results as well as a critique of the evidence related to sexuality after stroke. The 
researchers were invited to localise this presentation to include the results of their needs 
analysis and utilise the opportunity to engage their colleagues in discussing strategies for 
service improvement. A further key strategy for staff education was the development of a 
Guide to Interdisciplinary Practice.  
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5) Document interdisciplinary roles (and communication strategies) 
As previously stated the Program was underpinned by a belief that all disciplines have a 
role in addressing sexuality after stroke. To communicate this, a Guide to Interdisciplinary 
Practice was developed. The Guide addressed the roles of the following disciplines: clinical 
neuropsychology; clinical psychology; dietician; medical; nursing; occupational therapist; 
physiotherapist; social work; and speech pathology. For each discipline, links were made 
between professional codes of conduct and sexuality and then issues and roles outlined. 
 
The draft guide was presented to project researchers in a workshop and they were invited 
to build on the information provided about their discipline and provide suggestions back to 
the group. During this process it was noted that participants provided valuable suggestions 
about the roles of other disciplines. The process of discussing interdisciplinary roles was 
recognised as a useful strategy to educate colleagues and was replicated by some project 
researchers in their organisation. Participants were also invited to build on the Guide to list 
of strategies for interdisciplinary communication. 
 

6) Develop a policy on information provision, assessment and documentation 
Following the exploration of interdisciplinary roles, project researchers were encouraged to 
document how information on sexuality would be provided to stroke clients. This was 
brainstormed at a number of Program workshops and it became apparent that there was an 
opportunity to document a policy on how information could be provided and how 
assessment and documentation could occur. There was a particular need to address the 
balance between documenting that Guideline 8.5 had been met and protecting the privacy 
of clients who may not want details of the conversation documented. The policy was 
developed as a starting point for conversation in services with the expectation that project 
researchers would modify the policy to the needs of their service.  

 

7) Repeat needs analysis  
The needs analysis provided an important baseline against which improvements could be 
measured and described. A year after initiating their projects, only one project researcher 
was ready to repeat the data collection. In this service, the staff survey, medical record audit 
and organisational audit were repeated and significant improvements reported. This 
provided the opportunity to demonstrate improved compliance with Guideline 8.5.  

 

Outputs 
Most project researchers had sufficient time to undertake a needs analysis and document a 
report for their organisation on existing practice, staff needs and client perspectives. 
Understanding client perspectives was particularly important with a number of clients 
identifying practical strategies for staff to discuss sexuality. Another service made posters 
for their unit inviting clients to discuss sexuality with staff, while others developed local 
versions of the interdisciplinary guide for staff.  

 

Outcomes  
Project researchers were encouraged to document outcomes related to: supports for staff; 
changes in staff skills and confidence; and compliance with Guideline 8.5. While a longer 
period of time is required to demonstrate outcomes in all organisations, there is some 
evidence of improved outcomes in organisations that got early ethics approval and had 
more time to work on their strategies.  
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The first outcome related to the development of resources to support staff address sexuality 
after stroke. Resources developed by the Program facilitators and utilised by project 
researchers included a staff survey, organisational audit, assessment and documentation 
policy; and an interdisciplinary guide. The policy and guide were localised in a number of 
services to provide guidance for staff. In one service sexuality became a regular agenda item 
at stroke meetings and a component of patient assessment forms 
 
The second outcome related to increasing staff skills and confidence. To achieve this a 
number of project researchers have delivered education to their colleagues and a several 
reported that colleagues had begun initiating conversations with clients about sexuality. 
Several project coordinators plan to repeat the staff survey to measure the extent to which 
this has occurred. 
 
The third outcome relates to increased compliance with Guideline 8.3. Project researchers 
plan to audit compliance after education sessions and strategies for service improvement 
have been implemented. There are encouraging signs that this outcome will be achieved. 
One organisation reported increases in staff knowledge, confidence and comfort, as well as 
increased compliance with Guideline 8.3 from 5% to 40% of medical records audited.  
 
The fourth and final outcome relates to improving client quality of life. As stated earlier, 
changes to sexuality after stroke can have a significant impact on quality of life (Chadwick et 
al., 1998; Thompson & Ryan, 2009). However, the Program did not seek to measure this 
outcome, rather to understand how this could be achieved. It is interesting to note that in 
one services the project triggered a randomized control trial by the medical department to 
measure the effectiveness of one-on-one information session with a rehabilitation doctor 
compared with fact sheet alone. This trial is expected to assist in demonstrating the 
outcomes for clients.  
 
In the months following the publication of this report, other project researchers will repeat 
their staff survey and medical record audit to document improved compliance with 
Guideline 8.5. It is reasonable to expect that others will then report improvements in 
services. The SOX Program had the opportunity to work with an intelligent, motivated 
group of stroke clinicians, who wanted to improve services and just need the support to do 
so. The momentum created by this Program is expected to continue. The project researchers 
are regularly being called on to deliver presentations or to consult with their peers. They 
focused on leadership in their organization and have become leaders in their field. 
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Stories from the field 
 
 

 
 
 

Angliss Hospital, Eastern Health  
 
 
Written by: Daphne Van Pagee, Shannon Scratch and Helen Pechlivanidis 
 
Contact:  
Daphne Van Pagee, Occupational Therapist 
Phone: (03) 976 46151  
Email: daphne.vanpagee@easternhealth.org.au  
Occupational Therapy Department 
Angliss Hospital, Eastern Health  
Albert st, Upper Ferntree Gully, 3156 
Melbourne, Victoria 
 
Dr Shannon Scratch, Clinical Neuropsychologist 
Phone: (03) 9764 6335 

Email: shannon.scratch@easternhealth.org.au  
Psychology Department 
Angliss Hospital, Eastern Health  
Albert st, Upper Ferntree Gully, 3156 
Melbourne, Victoria 
 
 
Eastern Health is one of Melbourne's largest metropolitan public health services and 
provides a range of emergency, medical and general healthcare services to Melbourne's 
eastern community. Easter Health consists of two major acute hospitals including Box Hill 
and Maroondah Hospitals, and smaller acute services at the Angliss and Healesville 
Hospitals. Subacute services are provided by the Angliss Hospital Peter James Centre and 
Wantirna Health. Community rehabilitation services are provided by Peter James Centre, 
Wantirna Health, Angliss Hospital and Yarra Ranges Health.  
 
The Angliss Hospital in Ferntree Gully services patients in outer eastern suburbs. Services 
ranges from the emergency department, to the acute wards, subacute wards and 
community rehabilitation service. All of these programs receive and provide care for stroke 
patients.  
 
Ward 1 North is a 32 bed rehabilitation ward, with a mix of Neurological, Geriatric 
Evaluation and Management (GEM) and Orthopaedic patients. Of the 32 beds, 10 are 

mailto:daphne.vanpagee@easternhealth.org.au
mailto:shannon.scratch@easternhealth.org.au
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dedicated to neurological patients. This was the ward on which the sexuality after stroke 
project was first implemented.  
 
The principle researchers who were involved in this project were Dr Helen Pechlivanidis, 
Daphne Van Pagee and Dr Shannon Scratch. Dr Helen Pechlivanidis is the Senior Clinical 
Neuropsychologist based at the Angliss Hospital providing service to acute and subacute 
wards. Dr Shannon Scratch is also a Clinical Neuropsychologist based at the Angliss hospital. 
Daphne Van Pagee is the Grade 2 Occupational Therapist providing service to a large 
proportion of the subacute neurological patients at the Angliss Hospital. All therapists work 
within the multidisciplinary rehabilitation team to improve outcomes for stroke patients. 
All therapists are also involved in various neurological and stroke working parties within 
the organisation to improve the quality of service delivery to patients.  
 

Aims 
Following the National Stroke Foundation (NSF) stroke audits, it was evident that the 
percentage of patients at the Angliss Hospital who received information pertaining to 
sexuality post stroke was significantly lower than the 2012 national average. In addition, 
Occupational Therapy students recently undertook a research project at the Angliss 
Hospital investigating current practices and attitudes towards addressing sexuality with 
stroke patients, through a survey of staff and review of current literature. As a result of this 
study, it was apparent that staff felt uncomfortable with addressing the issue of sexuality 
post-stroke due to lack of training and knowledge.  
 
Given the number of stoke patients who are treated on our subacute rehabilitation ward, we 
felt it was imperative to bridge this gap in order to promote better patient care and 
outcomes by adhering to evidence based practice (the NSF Guidelines) for sexuality after 
stroke. Further to this, we are aiming to improve care not just at Angliss Hospital but across 
the Eastern Health network. The managers of the Psychology and Occupational Therapy 
departments, the Director of Allied Health, the subacute rehabilitation Nurse Unit Manager 
and Rehabilitation Consultant are supportive of the training and any change processes that 
will be required to improve practice and patient care. Therefore, specific aims of the project 
include: 
 

1. Increase staff knowledge and confidence in engaging in initial discussions about 

sexuality post stroke with patients and their partners. 

2. Increase staff knowledge and confidence in appropriately responding to patient 

questions and concerns regarding sexuality post stroke, and/or improving 

knowledge of appropriate resources for patients and partners. 

3. Make discussions about sexuality post stroke routine practice as part of a holistic 

approach to rehabilitation. 

4. Develop guidelines and training for therapists regarding the implementation and 

documentation of addressing sexuality post stroke. 

5. Implement therapist and patient/partner feedback processes and regular reviews of 

the training and implementation of the guideline. 

6. Adhere to evidence based practice and clinical guidelines to improve service 

delivery, and therefore quality of life, to stroke patients and partners with regards to 

sexuality post stroke. 

7. Improve and promote the stroke service at Angliss Hospital (and Eastern Health) 

and improve our outcomes in NSF stroke audits. 
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Project processes 
Project establishment at Angliss Hospital. Three allied health representatives from the team 
on the 1 North rehabilitation ward enrolled and attended the SOX Program. These three 
representatives were the Angliss Hospital principal researchers and engaged other allied 
health, nursing and medical staff through emails, meetings, and ward handovers to inform 
them of the project and invite participation as needed.  
 
Funding and project feasibility. Funding was received for the initial registration fee for 
principal researchers to participate in the SOX Program. Time release was provided to 
attend SOX workshops; however, data collection and write-up were completed by principal 
researchers while managing their usual caseloads and responsibilities.  
 
Project support and executive engagement. Prior to the researchers enrolling in the SOX 
Program, support was sought from direct line managers (i.e. psychology and occupational 
therapy), as well as the Direct of Allied Health, the subacute rehabilitation Nurse Unit 
Manager, and the Rehabilitation Consultant. Support was engaged through email and direct 
contact and any questions they had about the project were answered. Enrolment in this 
Program was supported by all individuals that were approached.  
 
As part of the ethics application process, advice was sought from the head of the Allied 
Health Clinical Research Office, as well as advice from other members of the research office. 
This assistance was sought to help with the write-up and requirements of the ethics 
application within our organisation. 
 
Ethics process. The principal researchers were also responsible for applying to the Eastern 
Health Ethics Committee to obtain approval for the site project. This involved adapting all 
material from the SOX Program to the specifications of the Eastern Health Ethics Committee. 
The ethics process itself was a learning experience. As this topic is innovative and 
considered sensitive in nature, a number of reviews were required to help define and frame 
our research question and protocol. For example, we were asked to clearly define and 
ÏÕÔÌÉÎÅ ÔÅÒÍÓ ÓÕÃÈ ÁÓ ȰÓÅØÕÁÌ ÆÕÎÃÔÉÏÎȱ ÁÎÄ ÄÅÖÉÓÅ Á ÐÒÏÔÏÃÏÌ ÆÏÒ ÔÈÅ ÒÅÌÅÁÓÅ ÏÆ ÓÅÎÓÉÔÉÖÅ 
information and facilitating potential referrals that may have resulted from this. As such, the 
commencement of the project at the Angliss Hospital site was delayed. Approaching an 
internal ethics officer at the outset of the ethics application to provide information and 
support would have assisted and streamlined the process. 
 
Role of the principal researchers and reporting of findings. The principal researchers 
attended the SOX workshops and completed the required readings to gain appropriate 
background knowledge. Connections with clinicians in other health networks were created 
through these workshops. Over the duration of the project, the principal researchers 
informed the Angliss Hospital subacute rehabilitation team of the project progress through 
business and quality improvement meetings, case conference/team meetings, and 
departmental meetings.  
 
Once ethics approval was obtained, principal researchers commenced the project. This 
included preparing documents, flyers/advertisements, and educating other members of the 
team who were responsible for recruiting participants. Angliss Hospital principal 
researchers collated the data and presented it at SOX workshops for discussions with the 
group. The data was analysed by ARCSHS to collate findings across the different sites. It was 
expected that this data will be used to complete staff education workshops and form the 
basis of Eastern Health subacute neurorehabilitation policies.  
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Needs analysis 
Our needs analysis was comprised of four components: (1) organisational audit; (2) medical 
record audit; (3) staff survey; and, (4) patient interviews. These components were chosen to 
ensure the analysis incorporated all parties likely to be involved and affected by this topic.  
 

Organisational audit 
An organisational audit, using the SOX audit tool was completed by the principal 
researchers (Dr Helen Pechlivanidis and Daphne Van Pagee). Results from this audit tool 
suggested that Eastern Health, and the Angliss Hospital specifically, do not have any set 
protocols, policies, guidelines or documentation processes for providing education on 
sexuality post stroke to patients. There is no specific education for staff or recommended 
roles of disciplines with regard to the topic. Moreover, the audit revealed that patients and 
patient advocates have not had the opportunity to comment on the provision of this 
information at a consumer level.   
 
As mentioned above, the Occupational Therapy department had university students 
complete a project placement that researched the topic of providing education on sexuality 
post stroke and as a result a resource folder was compiled. This however only included a 
literature search, sexuality stroke fact sheets, seminars available and a brief staff survey and 
presentation to staff.  
 

Medical record audit 
The Angliss Hospital participated in the 2012 NSF medical record audit. Results from this 
audit were used as a baseline of documented education on sexuality post-stroke. It was 
found that education about sexuality post-stroke was provided in only 3-7% of all stroke 
cases across the Eastern Health sites. This was much lower than the national average of 
12%. Although the national average is also quite low, the results from this audit suggested 
that the issue of education about sexuality after stroke was not considered a priority within 
Eastern Health and the Angliss Hospital more specifically. Moreover, this further highlighted 
the lack of documentation policies surrounding this area as a whole within the network.  
 

Staff survey 
Procedure. The SOX survey was undertaken and principal researchers provided daily 
promotion of the importance of completing the survey to Angliss Hospital subacute 
rehabilitation staff during handover meetings. The majority of respondents expressed 
interest in participating directly following these handovers. A survey returns box was 
placed in the team meeting room and researchers collected the completed surveys after a 
specified date. Data collection for this phase occurred from 3 May 2013 to 17 May 2013. 
Hard copy surveys were manually entered into a database and the Program facilitators 
completed the analysis of data for the Angliss Hospital site.   
 
Results. A total of 20 staff members (approx 38% of ward staff) completed the survey at the 
Angliss Hospital. Respondents were mainly women (n=18) who were under the age of 40 
years (n=13). Reflective of the level of staffing, nursing was the most represented discipline, 
followed by allied health and medical staff. 
 
Respondents agreed that changes in sexuality may be an issue for all patients, regardless of 
ÔÈÅ ÐÁÔÉÅÎÔȭÓ ÁÇÅȟ ÉȢÅȢ ÕÎÄÅÒ ÏÒ ÏÖÅÒ ÔÈÅ ÁÇÅ ÏÆ φυ ÙÅÁÒÓȢ )Î ÇÅÎÅÒÁÌȟ ÒÅÓÐÏÎÄÅÎÔÓ ÒÅÐÏÒÔÅÄ 
that physical factors may have a strong impact on changes to sexuality post-stroke. The 
physical symptoms experienced by patients that were rated as having the strongest 
potential impact by staff respondents were loss of movement, loss of sensation, and fatigue. 
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Other potential physical changes including pain, vaginal dryness, erectile dysfunction, and 
medication side-effects closely followed. With regard to psychosocial factors, the majority of 
respondents (n=13) reported that both dependency on partner for care and changes to 
body image had the strongest impact on sexuality post-stroke. Reduced self-esteem and 
confidence was also noted to be an important factor (n=12). Of interest, changes to mood 
such as symptoms of depression and anxiety were not rated as highly as some of the 
physical and psychosocial symptoms, although all respondents felt these mood changes had 
at least a mild level of influence.  
 
When asked about the provision of information on the topic of sexuality after stroke to 
patients, staff respondents either agreed or strongly agreed that this was important within 
our workplace (n=16). Despite feeling this topic was of high importance, respondents were 
unsure if it was their responsibility or the responsibility of their discipline to discuss this 
topic with patients (n=10). Most respondents indicated that the responsibility for education 
rested on a variety of professions such as doctors (n=19), psychologists (n=17), 
occupational therapists (n=15), social workers (n=14), physiotherapists (n=13), and nurses 
ɉÎЀρρɊȢ 7ÈÅÎ ÁÓËÅÄ ÔÏ ÃÏÍÍÅÎÔ ÏÎÅ ÒÅÓÐÏÎÄÅÎÔ ÓÔÁÔÅÄ ȰÅÖÅÒÙÏÎÅ ÅÑÕÁÌÌÙ ÏÒ ÎÏ ÏÎÅ ÁÔ ÁÌÌȱ 
when referring to which discipline is responsible for providing this education to patients. 
When asked to report on level of confidence to provide information to patients on issues 
surrounding sexuality after stroke, no respondents indicated that they had a high level of 
confidence addressing this topic with patients and most reported mid-to-low levels of 
confidence (n=17). Only three respondents had a moderate level of confidence discussing 
this topic with patients. Staff were also invited to make comments: 
 

Ȱ) ÄÏÎȭÔ ÈÁÖÅ Á ÌÏÔ ÏÆ ËÎÏ×ÌÅÄÇÅ ÁÂÏÕÔ ÉÔ ÍÙÓÅlf, but if I had access to the information 
ÁÎÄ ÓÏÍÅ ÅÄÕÃÁÔÉÏÎ ÔÈÅÎ ) ×ÏÕÌÄ ÂÅ ÍÏÒÅ ÃÏÎÆÉÄÅÎÔȢȱ 

 
Ȱ(ÁÎÄÏÕÔÓ ×ÉÔÈ ÉÎÆÏÒÍÁÔÉÏÎ ×Å ÃÁÎ ÕÓÅ ÆÏÒ ×ÁÙÓ ÔÏ ÖÅÒÂÁÌÉÓÅ ×ÏÕÌÄ ÂÅ ÕÓÅÆÕÌ ÁÎÄ 
×ÏÕÌÄ ÎÏÒÍÁÌÉÓÅ ÅØÐÅÒÉÅÎÃÅ ÆÏÒ ÔÈÅ ÐÁÔÉÅÎÔȢȱ 

 

Patient interviews 
Procedure. Patients were first introduced to the project by a flyer placed in their welcome 
package which they receive when entering the ward. Flyers were also placed on ward 
bulletin boards and in therapy areas. Principal researchers were able to track new stroke 
admissions and also attended team meetings to determine appropriateness to participate in 
the interview. For all stroke patients admitted to the ward, demographic information was 
recorded and inclusion criteria monitored. The nurse unit manager (NUM) would approach 
patients to explain the details of the project and would monitor any expressions of interest 
to participate by patients. Two weeks prior to discharge, the NUM would approach 
interested patients to obtain consent and would provide them with the National Stroke 
Foundation factsheet. The interview was scheduled for the following day with one of the 
principal researchers to ensure the patient remembered the presented material. For those 
patients who declined to participate the NUM recorded anonymously their reason for 
decline and provided this information to principal researchers upon completion of the 
recruitment period.  
 
Results. Forty-eight patients that had a stroke were admitted to the rehabilitation ward over 
the recruitment period (Sept 2013 ɀ Feb 2014) (see Table 1). The majority of these patients 
were over the age of 65 and had ischaemic strokes, with a balanced gender distribution. The 
average length of rehabilitation stay was approximately 25 days after which most patients 
returned to their home on discharge.  
 



22 

Following qualitative analysis, four main themes emerged from the four patient interviews 
that were acquired. These included: (1) the importance of the topic of sexuality post-stroke; 
(2) sex (intercourse) versus sexuality; (3) partner versus single; (4) timing and delivery of 
information. 
 
Table 1. Demographic information on patients approached to participate in the current 
study.  
 

 Number % 
Gender (Male) 25 52 
Age (equal or above 65 years) 37 77 
Left hemisphere stroke 22 46 
Right hemisphere stroke 21 44 
Other 5 10 
Type of stroke:   
Ischaemic stroke 37 77 
Haemorrhagic stroke 2 4 
Other 1 2 
Ischaemic and haemorrhage 3 6 
Average length of stay (days) 24.83 -- 
Discharge destination:   
Home 33 69 
Hospital 8 17 
Residential care 7 15 
Met inclusion criteria 23 48 
Recruited 4 8 

 
 
Theme 1: Importance of the topic of sexuality post stroke  
All participants felt that the topic of sexuality post-stroke was important, but the 
surrounding details varied with each individual. In general, some participants felt the topic 
was less relevant to those without partners or elderly patients who are no longer sexually 
active.  
 

Ȱ!Ô ÔÈÅ ÍÏÍÅÎÔ ×ÉÔÈ ÍÙ ÐÁÒÔÎÅÒȟ ×Å ÈÁÖÅÎȭÔ ÈÁÄ ÓÅØ ÆÏÒ ÏÖÅÒ ς ÙÅÁÒÓ ÎÏ× ÁÎÄ ÔÈÁÔȭÓ 
ÄÕÅ ÔÏ ÍÅ ÇÏÉÎÇ ÔÈÒÏÕÇÈ ÍÅÎÏÐÁÕÓÅȣ )ȭÍ ÁÔ ÔÈÅ ÁÇÅ ÔÈÁÔ ) ÒÅÁÌÌÙ ÄÏÎȭÔ ÃÁÒÅȢȱ 

 
Ȱ)ȭÖÅ ÎÏÔÉÃÅÄ Á ÌÏÔ ÏÆ ÐÅÏÐÌÅ ×ÈÏ ÈÁÖÅ Á ÓÔÒÏËÅ ÁÒÅ ÅÌÄÅÒÌÙ ÁÎÄ ÓÏ ÉÔ ÍÁÙ ÎÏÔ ÂÅ 
ÒÅÌÅÖÁÎÔ ÔÏ Á ÌÏÔ ÏÆ ÔÈÅÍȢȱ 

 
One participant also felt that there may be a gender bias with the topic of sexuality post-
stroke potentially being of greater importance to men compared with women. It was noted 
however by all participants that should an individual feel the topic is important to them, 
then they should be offered an opportunity to discuss it with an appropriate staff member.  
 

Ȱ)Æ ÐÅÏÐÌÅ ÁÒÅ Á×ÁÒÅ ÔÈÁÔ ÉÔ ÉÓ Á ÐÏÓÓÉÂÌÅ ÃÈÁÎÇÅ ÆÒÏÍ ÔÈÅ ÏÕÔÓÅÔ ÉÔ ×ÏÕÌÄ ÂÅ 
ÂÅÎÅÆÉÃÉÁÌ ÔÏ ÒÅÌÁÔÉÏÎÓÈÉÐÓ ÉÎ ÔÈÅ ÆÕÔÕÒÅ ȣ ÔÈÅÙ ÁÒÅ ÁÂÌÅ ÔÏ ÂÅ ÐÒÏÁÃÔÉÖÅ ÁÎÄ ÃÁÎ ÄÅÁÌ 
×ÉÔÈ ÔÈÅ ÃÈÁÎÇÅ ÈÅÁÄ ÏÎȢȱ 

 
Ȱ) ÎÅÖÅÒ ÁÃÔÕÁÌÌÙ ÔÈÏÕÇÈÔ ÁÂÏÕÔ ÔÈÅ ÓÅØÕÁÌ ÓÉÄÅ ÕÎÔÉÌ ) ÇÏÔ ÔÈÅ ÆÁÃÔÓÈÅÅÔȢ )ÔȭÓ ÇÏÏÄ ÔÏ 
know about the problems and the things they may go wrong later on. It gives you an 
ÉÄÅÁ ÉÆ ÓÏÍÅÔÈÉÎÇ ÉÓ ÎÏÒÍÁÌ ÏÒ ÎÏÔȢȱ 
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Ȱ) ÔÈÉÎË ÉÔȭÓ ÉÍÐÏÒÔÁÎÔ ÂÕÔ ÁÔ ÔÈÅ ÓÁÍÅ ÔÉÍÅ ) ÔÈÉÎË ÉÔ ÉÓ ÕÐ ÔÏ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌ ÂÕÔ ÄÏÉÎÇ 
that and giving tÈÅÍ ÔÈÅ ÆÁÃÔÓÈÅÅÔ ÉÓ Á ÇÏÏÄ ÉÄÅÁȢȱ 

 
Theme 2: Sex (intercourse) versus sexuality  
Participants commented they felt the information provided in the factsheet emphasised 
intercourse more prominently than other aspects of sexuality. This was further reinforced 
by observations made by the principal researchers in which most initial responses and 
comments made by participants focused on intercourse. In general, the principal 
researchers were required to prompt participants to discuss other aspects of sexuality 
during the interview, i.e. relationships, self-confidence, and body image.   
 

Ȱ4ÈÅ ÆÁÃÔÓÈÅÅÔ ÄÉÄ ÎÏÔ ÉÎÃÌÕÄÅ ÁÎÙ ÉÎÆÏÒÍÁÔÉÏÎ ÁÂÏÕÔ ÈÏ× ÍÏÏÄ ÃÈÁÎÇÅÓ ÌÉËÅ 
becoming more emotional post-ÓÔÒÏËÅ ×ÏÕÌÄ ÁÆÆÅÃÔ ÓÅØÕÁÌÉÔÙȢȱ 
 
Ȱ)Î Á ÒÅÌÁÔÉÏÎÓÈÉÐÓ ÓÅØ ÉÓ ÎÏÔ ÔÈÅ ÅÎÄȟ ÔÈÅÒe are other ways of showing your love and 
ÙÏÕÒ ÉÎÔÉÍÁÃÙȢ 9ÏÕ ÄÏÎȭÔ ÈÁÖÅ ÔÏ ÈÁÖÅ ÓÅØȢȱ 
 
Ȱ7ÈÅÎ ÔÈÅÙ ÒÅÁÄ ÔÈÉÓ ɍÐÏÉÎÔÉÎÇ ÔÏ ÔÈÅ ÆÁÃÔÓÈÅÅÔɎ ÁÌÌ ÔÈÅÙ ÁÒÅ ÇÏÉÎÇ ÔÏ ÔÈÉÓ ÉÓ ÓÅØ ÁÎÄ 
ÔÈÅÙ ×ÏÎȭÔ ÔÈÉÎË ÁÂÏÕÔ ÔÈÅ ÏÔÈÅÒ ÓÔÕÆÆȢ ) ÄÏÎȭÔ ËÎÏ× ÉÆ ÙÏÕ ÃÁÎ ÐÕÔ Á ÔÉÔÌÅ ÏÎ ÉÔ to 
ÓÈÏ× ÔÈÁÔ ×Å ÁÒÅ ÎÏÔ ÊÕÓÔ ÔÁÌËÉÎÇ ÁÂÏÕÔ ÔÈÁÔȢȱ 

 
Theme 3: Partner versus single  
All participants discussed the importance of partners, whether they were single or in a 
relationship, in the process of education of sexuality post-stroke. Participants without 
partners initially felt that the topic of sexuality post-stroke was irrelevant due to this, which 
reflects some of the comments made in Theme two above.  
 

Ȱ) ÄÉÄÎȭÔ ÆÅÅÌ ÔÈÁÔ ÉÔ ×ÁÓ ÐÁÒÔÉÃÕÌÁÒÌÙ ÒÅÌÅÖÁÎÔ ÓÉÎÃÅ ) ÄÏÎȭÔ ÈÁÖÅ Á ÐÁÒÔÎÅÒ ȣ 
Information was geÁÒÅÄ ÔÏ ÔÈÏÓÅ ×ÉÔÈ ÐÁÒÔÎÅÒÓ ÁÎÄ ÃÁÒÅÒÓȢȱ 
 
Ȱ) ÄÏÎȭÔ ÔÈÉÎË ÁÂÏÕÔ ÉÔ ȬÃÁÕÓÅ ) ÄÏÎȭÔ ÈÁÖÅ Á ÐÁÒÔÎÅÒ ÔÏ ÔÁÌË ÔÏȢ (Ï× ÃÁÎ ) ÎÏÔÉÃÅ ÔÈÅ 
ÃÈÁÎÇÅȩȱ 

 
Participants also stated that if a stroke survivor has a partner, it was important that the 
partner be involved in the education process. For example: 
 

Ȱɍ)Ɏ ÆÅÅÌ ÔÈÁÔ ÐÁÒÔÎÅÒ ÉÓ ÓÏÍÅÏÎÅ ×ÈÏ ÓÈÏÕÌÄ ÂÅ ÁÃÔÉÖÅÌÙ ÉÎÖÏÌÖÅÄ ÉÎ ÔÈÅ 
ÃÏÎÖÅÒÓÁÔÉÏÎÓȢ )Ô ×ÉÌÌ ÁÆÆÅÃÔ ÔÈÅÍ ÅÑÕÁÌÌÙȢȱ 
 
Ȱ4ÈÅÙ ÁÒÅ ÎÏÔ ÇÏÉÎÇ ÔÏ ËÎÏ× ÅØÁÃÔÌÙ ×ÈÁÔ ÔÈÅÙ ÁÒÅ ÕÎÔÉÌ ÔÈÅÙ ÁÒÅ ÒÅÁÌÌÙ ÈÏÍÅ ÁÎÄ 
with their partners , if they have partners, and if they are intimate and if their 
ÐÁÒÔÎÅÒ ÉÓ ÇÏÉÎÇ ÔÏ ÃÏÐÅȢȱ 

 
Theme 4: Timing and delivery of information  
Participants had mixed opinions on which health professionals should deliver information 
about sexuality post-stroke and how it should be conveyed. Participant responses regarding 
preferred age and gender of the therapist providing the information also varied. Of interest, 
all participants felt that information would be best coming from a professional with whom 
they are comfortable and have an established relationship. 
 
With regard to timing of information delivery, all participants felt that the material and 
detailed discussions would be best addressed out in the community. However, all 
participants felt that raising awareness of the information, i.e. by factsheet or a quick 
discussion, would be useful while in hospital to help normalise any potential change they 
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may notice on discharge. Participants also felt that discussion would be better suited to the 
community sector as their energy is currently focused on other areas of their rehabilitation 
and this topic was not a priority. 
 

Ȱ) ÔÈÉÎË ÔÈÁÔ ÉÔ ÉÓ ÕÐ ÔÏ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌ ÁÎÄ ) ÔÈÉÎË ÉÔ ÎÅÅÄÓ ÔÏ ÂÅ ÄÉÓÃÕÓÓÅÄ ÍÏÒÅ ÏÎÅ 
we are discharged. But, give us at least 1-2 weeks once we are home before it is 
ÄÉÓÃÕÓÓÅÄȢ "ÕÔȟ ÉÔ ÉÓ ÕÐ ÔÏ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȢȱ 
 
Ȱ*ÕÓÔ ÂÅÆÏÒÅ ÌÅÁÖÉÎÇ ɍÔÈÅ ÈÏÓÐÉÔÁÌɎ ) ×ÏÕÌÄ ÓÁÙ ÁÎÄ ÉÔ ×ÏÕÌÄ ÂÅ Á ÇÏÏÄ ÉÄÅÁ ÔÏ ÓÏÒÔ ÏÆ 
go over the basics and then maybe revisit that after 3-4 months as questions come 
ÕÐȢȱ 

 
When discussing the factsheet, most participants found that it was useful and easy to 
understand. However, the principal researchers observed that many participants did not 
recall all the information from the factsheet when interviewed. For example, one participant 
felt the factsheet had too much text making it challenging to concentrate given their post 
stroke cognitive changes. This participant also mentioned that the factsheet is only available 
in a written format which may not be appropriate for all individuals post-stroke, i.e. those 
with visual, communication, and cognitive difficulties.  
 
Reasons for Declining to Participate in the Study  
4ÈÅ .5- ×ÈÏ ×ÁÓ ÔÁÓËÅÄ ×ÉÔÈ ÐÁÒÔÉÃÉÐÁÎÔ ÒÅÃÒÕÉÔÍÅÎÔ ÄÏÃÕÍÅÎÔÅÄ ÐÏÔÅÎÔÉÁÌ ÐÁÒÔÉÃÉÐÁÎÔÓȭ 
reasons for declining to participate in this study. The responses from these individuals also 
provided interesting information about the topic. The individuals provided permission for 
these reasons to be documented. There were three main reasons for declining: 
 
1) At times, some patients and their partners were focussed on only the aspect of sexual 
intercourse and reported that as they no longer had intercourse prior to their stroke; they 
felt this topic was not relevant.  
 
2) Many individuals that were approached felt that this topic was not a priority during 
subacute admission. For example, they were concentrating on other aspects of their 
rehabilitation and not ready to consider this topic. 
 

Ȱ3ÅØÕÁÌÉÔÙ ÉÓ ÎÏÔ ÉÍÐÏÒÔÁÎÔ ÁÔ ÔÈÉÓ ÓÔÁÇÅ ÁÓ ÍÙ ÇÏÁÌÓ ÁÒÅ ÁÒÏÕÎÄ ÒÅÁÄÉÎÇ ÁÎÄ 
×ÒÉÔÉÎÇȢȱ 
 
Ȱ) ÁÍ ÏÎÌÙ ÓÔÁÙÉÎÇ in rehab for a week and therefore not interested in participating 
as I have too many other things on my mind and am not interested in sexuality at 
ÔÈÉÓ ÓÔÁÇÅȢȱ 

 
3) Many individuals were not comfortable or interested in discussing the topic of sexuality 
post-stroke.  
 
Despite these reasons, some patients were still grateful for having the topic brought to their 
attention during the recruitment phase, even if they were not interested in participating in 
the study. The discussions had during the recruitment itself provided these patients with 
basic education and information on the topic of sexuality post-stroke.   
 

Ȱ) ÁÍ ÎÏÔ ×ÁÎÔÉÎÇ ÔÏ ÂÅ ÉÎÖÏÌÖÅÄ ÂÕÔ ÔÈÁÎË ÙÏÕ ÆÏÒ ÂÒÉÎÇÉÎÇ ÕÐ ÔÈÅ ÓÕÂÊÅÃÔ ÁÎÄ 
ÄÉÓÃÕÓÓÉÎÇ ÉÔ ×ÉÔÈ ÍÅȢȱ 
 
Ȱ) ×ÏÕÌÄ ÂÅ ÉÎÔÅÒÅÓÔÅÄ ÉÎ ÔÈÅ ÉÎÆÏÒÍÁÔÉÏÎ ÐÒÉÏÒ ÔÏ ÄÉÓÃÈÁÒÇÅȢȱ 
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Discussion 
Staff survey results. In summary, all staff that responded to the survey felt the topic of 
sexuality post stroke was important. They acknowledged that a range of symptoms, both 
physical and psychosocial contribute to potential changes to sexuality after a stroke. Most 
respondents indicated that there was no one discipline best suited to deliver information 
and answer patient and family queries with regard to this topic. Despite this, staff reported 
low levels of confidence to provide the patients with education on sexuality after stroke. 
This raises the concern and impact on patient care of having a workforce with low 
confidence about raising the issue of sexuality after stroke.  
 
Patient interviews: In general, participants that were interviewed felt that the topic of 
sexuality post stroke emphasised intercourse versus sexuality and was also geared towards 
those in committed relationships. Participants felt that the topic should be introduced to 
patients in the inpatient rehabilitation setting; however, larger discussions about the topic 
would be best suited to the community sector. All participants felt that the method of 
education delivery was an individual preference and would vary depending on the patient. 
All participants stated that they would prefer a staff member with whom they felt 
comfortable with to raise this topic and no specific discipline, gender, or age group for the 
staff member was identified.  
 
Recruitment for the patient interview phase of the project was more challenging than 
expected. The recruitment period was extended due to high rates of decline and a large 
number of patients admitted to the ward not meeting the inclusion criteria, i.e. impaired 
language or cognitive skills or English as a second language. A further limitation to the 
recruitment criteria was the exclusion of partners from interviews. Recording the reasons 
outlining why some patients declined to participate helped to gain further insight into the 
difficulties of recruitment.  
 

Change process & future directions 
Within the Angliss Hospital subacute setting, the process of change commenced during the 
needs analysis phase. During this time we able to raise awareness of this topic through: (1) 
having the SOX project as a reoccurring agenda item at the ward business and quality 
meetings; (2) stroke education documents; (3) flyers; and (4) general informal discussions 
with staff. Furthermore, involving the NUM in the recruitment procedure helped to keep the 
project relevant for the broader team during the lengthy data collection phase.  
 
The change process was also noted at the senior management level. The managers were 
encouraging and viewed this as an important area worthy of investigation in the subacute 
space. They have also been open to discussions about policy change. In general, the process 
of conducting the research within a supportive team helped to raise awareness about the 
topic making the team interested when preliminary results and project updates were 
presented.  
 
With regard to future directions and to address our aforementioned project aims, we plan to 
commence with two workshops. The first will be largely educational where background 
information and results from the needs analysis will be presented. This workshop will be 
presented to subacute staff across the two major neurorehabilitation sites within the 
Eastern Health network. The second workshop will largely involve senior staff and will 
utilise a multidisciplinary approach to develop framework/guidelines for addressing this 
topic within the subacute neurorehabilitation services in Eastern Health. The application of 
these guidelines will then be presented to the staff more broadly across Eastern Health to 
ensure continuity of service and care. 
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Ballarat Health Service ς Inpatient Rehabilitation Unit 
 
Written by: Claire Stewart and Dr Margaret Dawson 
 
Contact:  
Claire Stewart, Speech Pathologist 
Phone: (03) 5320 3995 
Email: clairestew@bhs.org.au 
Ballarat Health Services 
Queen Elizabeth Centre 
102 Ascot Street South 
Ballarat, VIC 3350 
Web: www.bhs.org.au 
 

Ballarat Health Services (BHS) elected to participate in this multi-centre action research 
project to implement Guideline 8.5 of the Clinical Guidelines for Stroke Management. BHS is 
6ÉÃÔÏÒÉÁȭÓ ÓÅÃÏÎÄ ÌÁÒÇÅÓÔ ÒÅÇÉÏÎÁÌ ÈÅÁÌÔÈ ÓÅÒÖÉÃÅȟ ÐÒÏÖÉÄÉÎÇ Á ÃÏÍÐÒÅÈÅÎÓÉÖÅ ÒÁÎÇÅ ÏÆ 
general and specialist care across key medical and healthcare disciplines. As an organization 
BHS aspires to the vision of excellence in healthcare and its mission is to deliver accessible, 
integrated and positive health experiences for our people, community and region.  

 

The sub-acute inpatient rehabilitation program (IRP) at BHS participated in the SOX 
Program. The IRP is a 30 bed ward and is staffed by a neurologist, rehabilitation consultant, 
adjunct associate professor of medicine, one registrar, 31 nursing staff, a Nurse Unit 
manager and an allied health team. The allied health team is comprised of social work, 
occupational therapy, physiotherapy, speech pathology, dietetics, prosthetics and orthotics, 
psychology, podiatry and allied health assistants. The IRP provides inpatient services for 
neurological, orthopaedic, amputee and general medical patients aged 16 years and over. 
BHS data collected during the period January to June 2012 indicated that of all IRP 
admissions 19% have a primary diagnosis of stroke. Stroke survivors with a cognitive 
impairment represent approximately 31% of stroke admissions to IRP and 36% of stroke 
survivor admissions were patients with dysphasia/aphasia. For stroke survivors admitted 
to IRP, 53 % were male; the mean age of IRP admitted stroke survivors was 69 years of age. 
Ballarat City residents formed 33% of stroke survivors admitted to the IRP ward.  

 

Support for participation in the SOX Program 
Interest in participating in the SOX Program was expressed after a National Audit of Stroke 
3ÅÒÖÉÃÅÓȢ "(3 ÐÁÒÔÉÃÉÐÁÔÅÄ ÉÎ ÔÈÅ .ÁÔÉÏÎÁÌ 3ÔÒÏËÅ &ÏÕÎÄÁÔÉÏÎȭÓ !ÕÄÉÔÓ ÉÎ ςπρς ÁÎÄ ςπρπȟ 
which was comprised of an organizational survey of Stroke Rehabilitation Services 
addressing four areas: organization of care; communication, assessment and therapy; 

mailto:clairestew@bhs.org.au
http://www.bhs.org.au/
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workforce and post-discharge services and a clinical audit involving retrospective medical 
record review of up to 40 consecutive patients admitted to the inpatient rehabilitation unit 
(IRP).  

 

The National Stroke Audit in 2012 found that in 12% of stroke survivors were offered 
information on sexuality and this rose to 17% in 2012. Compared to this national figure, 0% 
of stroke survivors were offered information at BHS in 2010 and 3% in 2012. The 
importance of addressing this gap has been acknowledged and had driven BHS participation 
in the SOX Program.  

 

The BHS Executive Director of Sub-acute Services and the chairperson of the Acute Stroke 
team received an e-mail from the Victorian Stroke Clinical Network (VSCN) advertising 
upcoming SOX Program and circulated the information to allied health staff. In response, the 
chairperson of the Acute Stroke team attended the SOX information session with two 
occupational therapists and a social worker from the IRP team.  

 

Support for the project by BHS was gained at the Allied Health clinical management 
meetings and senior leadership was provided from the Associate Professor of Allied Health 
and the Acute Stroke team chairperson. A project advisory group was established consisting 
of the two principal investigators (Associate Professor of Allied Health and the Acute Stroke 
team chairperson) and two associate investigators a nurse and speech pathologist. An 
additional senior support, the Sub-Acute Ambulatory Care Manager was recruited 
secondary, to staff leave and retirement. Ground level support was generated through 
consultative meetings for IRP staff. At completion, the project report will be presented to 
BHS Allied Health and Sub-acute governance committees.  

 

Project aims 
The aim of the project undertaken at BHS was to ensure that stroke survivors and their 
partners are provided with information addressing sexuality after stroke and the 
opportunity to discuss issues relating to sexuality. Specific objectives for the project include: 

 

1. Review of current practice, 

2. Achieve increased compliance with the NSFȭÓ ÇÕÉÄÅÌÉÎÅ ψȢυȟ 

3. Increase education to stroke survivors and their partners concerning sexuality, 

4. Create a supported environment for stroke survivors and their partners to discuss 
sexuality, and  

5. Improve resources and empower staff within a climate for change.  

 

Ethics approval 
Ethics approval was achieved from the initial application for low and negligible risk 
research in November 2012. A single amendment was granted in January 2013 which 
related to the use of an electronic device to record the patient interview and how the data 
would be stored. The process of applying for and achieving ethics approval was smooth and 
facilitated by liaison with an expert staff member who was a current member of the BHS 
ethics committee, held  previous ethics board experience, a strong track record of research 
experience, international publications and allied health clinical background. Specifically, 
this provided expert knowledge in allied health research, knowledge of the ethics 
application processes, and action research using qualitative methodology.  
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Method  
The authors participated in the SOX workshops to assist in planning, implementing and 
evaluating improvement at BHS. To evaluate existing practice and inform strategies for 
change, a baseline evaluation was conducted. This included: an organisational audit; a 
medical file audit; stroke survivor or partner semi-structured interviews and a staff survey.  

 

Organisational audit 
An organisational audit was completed using the SOX organisational audit tool to determine 
ÔÈÅ ÏÒÇÁÎÉÚÁÔÉÏÎÁÌ ÃÁÐÁÃÉÔÙ ÔÏ ÐÒÏÖÉÄÅ ÓÔÒÏËÅ ÓÕÒÖÉÖÏÒÓ ÁÎÄȾÏÒ ÔÈÅÉÒ ÐÁÒÔÎÅÒȭÓ ÉÎÆÏÒÍÁÔÉÏÎ 
concerning sexuality. The audit consisted of ten questions in relation to current policy, 
systems, education and dialogue with stroke survivors. BHS achieved 0/20 points or nil 
organisational capacity. This low score highlighted the opportunities for BHS as an 
organisation to implement policies and procedures, which supported the National Stroke 
Guidelines position on sexuality post-stroke. The results from the organisational audit were 
unsurprising and highlighted the need for promoting change and addressing sexuality post-
stroke in a systematic and structured manner within the organisational context.   

 

Medical record audit 
An audit of 20 electronic medical files was completed using the developed tool (attachment 
1) to evaluate the extent to which information on sexuality was currently provided to stroke 
survivors and/or their partners.  

 

The data obtained from the medical records was non-identifiable and analysed 
descriptively. The medical records were randomly selected for stroke survivor admissions 
to IRP within the range of March to June 2013. For the purpose of the audit no exclusion 
criteria relating to cognition or dysphasia were applied. Twenty electronic medical records 
were audited identifying one (5%) documented discussion concerning sexuality with a 
stroke survivor. However, in the single progress note it was unclear what information was 
provided or if the discussion extended beyond relationship issues and returning home. The 
provision of information was initiated by an occupational therapist, and the discussion 
conducted by a clinical psychologist.  

 

The sample population included eight (40%) males and 12 (60%) females. The marital 
status of the sample population is provided in Table 1. The male stroke survivors mean age 
was 72.5 years (range 58-88; SD 11.61), in comparison to the female stroke survivors mean 
age of 79.2 years (range 65-88; SD 6.22). The average length of stay for the stroke survivors 
was 28 days.  

 

Table 1. Marital status and gender  

 Married  Widowed  Divorced  Single Defacto 

 n(%) n(%) n(%) n(%) n(%) 

Male (n = 8) 5(25.0) 2(10.0) 0(0.0) 1(5.0) 0(0.0) 

Female (n=12) 2(10.0) 9(45.0) 1(5.0) 0(0.0) 0(0.0) 

 

The medical file audit provided a clear baseline measure of current practice and highlighted 
the area for development as a priority when compared to the national average. Information 
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ÃÏÎÃÅÒÎÉÎÇ ÔÈÅ ÓÔÒÏËÅ ÓÕÒÖÉÖÏÒȭÓ ÍÁÒÉÔÁÌ ÓÔÁÔÕÓ ×ÁÓ ÃÁÐÔÕÒÅÄ ÔÏ ÄÅÔÅÒÍÉÎÅ if there was any 
bias in information provision and to ensure that education provision is inclusive. 

 

Patient interviews 
Patient interviews were conducted to understand stroke survivor perceptions concerning 
the information they had received on sexuality. All stroke survivors, who were an inpatient 
in the IRP during July and August 2013, were invited to participate in the study. For stroke 
survivors who had a diagnosis of receptive or expressive aphasia/dysphasia, or a cognitive 
impairment as measured by the Mini Mental State Examination or the Montreal Cognitive 
Assessment (MMSE/MOCA score <25 or an abnormal clock test), information about the 
project was provided to the partner. If the partner consented they were invited to 
participate in the project. 

 

A nursing staff member provided the sexuality flyer (attachment 2) in the initial contact to 
either the survivor or partner. This flyer included the contact phone numbers of the 
principal investigator, who, if contacted by a potential participant undertook an informed 
consent process. The stroke survivor or partner semi-structured interviews were conducted 
within the final three days prior to discharge from the IRP. An interview guide of eight 
questions was developed by ARCSHS and adapted for the semi-structured interviews. The 
included questions sought to determine:  

 

1. If information about sexuality was provided, 

2. What information about sexuality was provided, 

3. 4ÈÅ ÓÔÒÏËÅ ÓÕÒÖÉÖÏÒȭÓ ÏÐÉÎÉÏÎ ÏÆ ÔÈÅ ÉÎÆÏÒÍÁÔÉÏÎȟ 

4. The perceived importance for staff to provide people with information about 
sexuality after stroke, 

5. Suggestions to help staff discuss sexuality with stroke survivors, 

6. /ÐÉÎÉÏÎ ÏÎ ÔÈÅ .3& ȰÓÅØ ÁÎÄ ÒÅÌÁÔÉÏÎÓÈÉÐÓ ÁÆÔÅÒ ÓÔÒÏËÅȱ ÆÁÃÔÓÈÅÅÔȟ 

7. Further comments on the issue, and  

8. If the stroke survivor or their partner would like one of the staff members at IRP to 
further discuss your sexuality after stroke.  

 

The semi-structured interviews were conducted in a private therapy room and recorded 
anonymously using detailed note-taking and a digital recording device. The interview was 
transcribed into a written record and the digital recording was deleted after checking the 
accuracy of the notes and direct quotes.  

 

Twenty-two stroke survivors were inpatients in IRP during the interview period in July and 
August 2013. Of those, five stroke survivors and five partners of stroke survivors were 
provided with the sexuality after stroke flyer inviting them to participate in the project. 
Twelve stroke survivors and their partners were excluded. Reasons for exclusions were a 
diagnosis of aphasia/dysphasia and no current partner (n=3), a diagnosis of cognitive 
impairment and no current partner (n=7). A further person had a diagnosis of 
aphasia/dysphasia and their partner had a documented diagnosis of mental illness. Finally a 
person had a cognitive impairment and their partner was medically unwell and 
subsequently admitted to inpatient services. No interviews were completed at baseline. It is 
hypothesized that the stroke survivors and their partners were reluctant to participate in 



31 

the baseline interviews as no information was currently being provided to them concerning 
sexuality post-stroke and so the requirements of the interview were unclear and abstract.  

 

Staff survey  
An online staff survey was conducted to ascertain IRP staff knowledge, confidence, comfort 
and beliefs about sexuality and stroke. Recruitment was via email inviting IRP staff to 
complete the online survey tool. The survey was anonymous and was open for completion 
by the IRP staff during a period of four weeks in August and September 2013. It consisted of 
15 questions including staff consent, demographic information and questions relating to 
staff knowledge of sexuality post-stroke, awareness of staff roles and beliefs or comfort in 
providing information concerning sexuality after stroke. A response rate of 36% (n=34) was 
achieved. Survey participants were predominantly females aged either 18-29 years or 40-
49 years (Table 2).  

 

Table 2. Demographic information  

n=34 No. of staff 

         n                   %                                      

Sex   

 Male 8 23.5 

 Female 26 76.5 

Age (years)   

 19-29 12 35.3 

 30-39 5 14.7 

 40-49 11 32.4 

 50-59 4 11.8 

 60 plus 2 5.8 

Discipline (n=31)   

 Doctor 1 3.2 

 Social Worker 0 0 

 Physiotherapist 2 6.5 

 Psychologist 6 19.3 

 Nurse 14 45.2 

 Speech Pathologist 2 6.5 

 Occupational Therapist 4 12.8 

 Dietitian 0 0 

 Prosthetist/Orthotist  2 6.5 

Work place (n=34)   

 Acute 0 0 

 Sub-Acute 30 88.2 

 Community 2 6.4 

 Combination 2 6.4 
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Table 3. Impact of physical and psychosocial factors  

n=34  

unless otherwise stated 

No to 

little impact  

n(%) 

No 

Opinion 

n(%) 

Some to 

strong impact 

n(%) 

Physical factors    

 Fatigue (n=33) 0(0.0) 6(18.0) 27(82.0) 

 Loss of movement 2(5.9) 2(5.9) 30(88.2) 

 Loss of sensation(n=33) 1(3.0) 4(12.2) 28(84.8) 

 Pain(n=33) 4(12.2) 7(21.2) 21(63.6) 

 Vaginal dryness(n=33) 2(6.1) 12(36.4) 18(54.5) 

 Erectile dysfunction(n=33) 0(0.0) 5(15.2) 28(84.8) 

 Medications(n=33) 2(6.1) 8(24.2) 23(69.7) 

Psychological factors    

 Changes to body image 5(14.7) 3(8.8) 26(76.5) 

 Reduced self-esteem & 
 confidence 

6(17.6) 2(5.9) 26(76.5) 

 Changes in roles in 
 family/intimate 
 relationships 

5(14.7) 3(8.8) 26(76.5) 

 Anxiety 7(20.6) 1(2.9) 26(76.5) 

 Depression 5(14.7) 3(8.8) 26(76.5) 

 Changes in cognition 6(17.6) 4(11.8) 24(70.6) 

 Dependency on partner for 
 care 

6(17.6) 2(5.9) 26(76.5) 

 

In the tables four, five and six opinion of the survey participants is captured in relation to 
the perception of age and sexuality and acknowledgement of responsibility in providing 
information.  

 

This sample is approximately representative of the sub-acute workforce in relation to 
gender and age. Nursing staff and psychologists were the most represented disciplines, 
it was expected that the largest response would be from the nursing as they constitute 
the highest proportion of the IRP workforce.  

 

Table three presents survey findings related to the impacts of physical and psychosocial 
factors. It highlights that the physical factors were rated as having a higher impact than 
the psychosocial factors. The Likert scale was grouped to represent the data in Table 3. 
Responses that were scored a five or four were grouped into the no to little impact 
category, a score of three indicated no opinion and a score of one or two was grouped 
into the some to strong impact category. Interestingly, the BHS staff perceived sexuality 
as holding increased importance for younger people. Staff aged 50 years and over 
however, placed equal importance on the issue of sexuality regardless of age.  
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Staff perception of their own professional responsibility to provide information was 
consistent for nursing, psychology and physiotherapy where approximately 50% 
acknowledged it was their responsibility. The sole medical respondent affirmed that it was 
their responsibility as did 75% of the occupational therapists. Staff, who identified 
ÔÈÅÍÓÅÌÖÅÓ ÁÓ ÅÉÔÈÅÒ ÁÓ ÂÅÌÏÎÇ ÔÏ ȬÏÔÈÅÒ ÐÒÏÆÅÓÓÉÏÎȭ ÏÒ ÓÐÅÅÃÈ ÐÁÔÈÏÌÏÇÙ ÒÅÐÏÒÔÅÄ ÔÈÁÔ ÉÔ 
ÅÉÔÈÅÒ ×ÁÓÎȭÔ ÔÈÅÉÒ ÒÏÌÅ ÏÒ ÔÈÅÙ ×ÅÒÅ ÕÎÓÕÒÅȢ  

 

Staff with the least life experience, aged 19-29 years scored as the least confident followed 
by staff aged between 50-59 years. The least comfortable was the category 50-59 years 
followed by the age group 19-29 years. The medical practitioner and the psychologists were 
the most confident and comfortable in providing sexuality information.  

 

Table 4. Age and Workplace beliefs  

 

Table 5. Information provision  

n= 34 

Providing information is the responsibility of the following staff 

No. discipline  

      n                   %                                                                      

Discipline    

 Doctor 31 91.2 

 Social Worker 17 50.0 

 Physiotherapist 15 44.1 

 Psychologist 28 82.4 

 Nurse 22 62.9 

 Speech Pathologist 14 41.2 

 Occupational Therapist 19 55.9 

 Dietitian 7 20.6 

 Continence Nurse 

              Anyone who works with  the client 

             Unknown/not designated    

1 

1 

2 

2.9 

2.9 

5.9 

n=34 

unless otherwise stated 

Strongly agree 
or agree 

 

No opinion 

 

 

Strongly 
disagree or 

disagree 

 n(%) n(%) n(%) 

Age and sexuality     

 Issue for under 65 years 32(94.1) 2(5.9) 0(0.0) 

 Issue for 65 years and 
 over (n=33) 

28(84.8) 4(12.1) 1(3.0) 

Workplace beliefs and 
responsibilities 

   

Providing clients with information 
is important 

23(67.6) 9(26.5) 2(5.9) 

Providing information is my 
responsibility  

23(67.6) 9(26.5) 2(5.9) 
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The next table (table six) presents the level of staff comfort and confidence concerning 
information provision related to sexuality post-stroke. Neither parameter was identified as 
a clear strength for the staff however; confidence was rated as a significant barrier to 
providing in formation to stroke survivors.  

 

Table 6. Comfort and confidence  

n= 34 No to low level 
 

 

n(%) 

Some level of 

comfort and 

confidence 

n(%) 

 

High level of comfort 

and confidence 

n(%) 

Confidence in 

providing information 
14(41.2) 

 

 

16(47.1) 4(11.8) 

Comfort in providing 

information 
7(20.8) 22(64.6) 5(14.6) 

 

Qualitative information elicited at baseline affirmed the perceived importance of addressing 
sexuality post-stroke in addition to sentiments of reduced confidence and knowledge. The 
following comments were provided: 

 

Ȱ) ÔÈÉÎË ÔÈÉÓ ÉÓ ÉÍÐÏÒÔÁÎÔ ÆÏÒ ÁÌÌ ÈÅÁÌÔÈ ÐÒÏÆÅÓÓÉÏÎÁÌÓ ÔÏ ÂÅ Á×ÁÒÅ ÏÆ ÁÎÄ ÔÏ 
participate in supporting patients with adjustment to ÔÈÅÓÅ ÔÏ ÃÈÁÎÇÅÓ ÁÆÔÅÒ ÓÔÒÏËÅȢȱ 

 

Ȱ4ÈÉÓ ÉÓ ÎÏÔ ÁÎ ÁÒÅÁ ) ÈÁÖÅ ËÎÏ×ÌÅÄÇÅ ÉÎȢ ) ÆÅÅÌ ) ×ÏÕÌÄ ÂÅ ÃÏÍÆÏÒÔÁÂÌÅ ÈÁÖÉÎÇ the 
ÃÏÎÖÅÒÓÁÔÉÏÎ ÉÆ ) ÈÁÄ ÔÈÅ ËÎÏ×ÌÅÄÇÅ ÏÆ ×ÈÁÔ ÔÏ ÔÅÌÌ ÔÈÅÍȢȱ 

 

Ȱ) ËÎÏ× ÔÈÁÔ ÉÔ ÓÈÏÕÌÄ ÂÅ ÐÁÒÔ ÏÆ ÍÙ ÒÏÌÅ ÈÏ×ÅÖÅÒ ) ÄÏÎÔ ɍÄÏÎȭÔɎ ÆÅÅÌ ÉÍ ɍ)ȭÍɎ ×ÅÌÌ 
enough equipt [equipped] to educate patients about their sexuality. I feel my 
workplace could benefit from eÄÕÃÁÔÉÏÎȢȱ 

 

Ȱ) ÔÈÉÎË ) ÒÅÑÕÉÒÅ ÍÏÒÅ ÅÄÕÃÁÔÉÏÎ ÒÅȡ ÓÅØÕÁÌÉÔÙ ÐÏÓÔ ÓÔÒÏËÅ ÔÏ ÂÅ ÁÂÌÅ ÔÏ ÐÒÏÖÉÄÅ 
ÓÕÆÆÉÃÉÅÎÔ ÉÎÆÏ ÆÏÒ 0ÔȭÓ ɍÐÁÔÉÅÎÔÓɎ ÁÎÄ ÔÈÅÉÒ ÓÉÇÎÉÆÉÃÁÎÔ ÏÔÈÅÒÓȢȱ  

 

Ȱ)ÁÔÔÅÎÄÅÄ ɍ) ÁÔÔÅÎÄÅÄɎ ÁÎ ÅÄÕÃÁÔÉÏÎ ÓÅÃÔÉÏÎ ɍÓÅÓÓÉÏÎɎ ÁÂÏÕÔ ÉÔ ×ÈÉÌÅ ÁÔÔÅÎÄÉÎÇ ɍÁɎ 
short terÍ ÒÁÈÁÂ ɍÒÅÈÁÂɎ ÃÏÕÒÓÅȢȱ  

 

Ȱ)ÓÓÕÅ ÓÈÏÕÌÄ ÂÅ ÁÄÄÒÅÓÓÅÄ ÂÙ ÅÉÔÈÅÒ ÔÈÅ ÄÏÃÔÏÒ ɉÒÅÇÉÓÔÒÁÒɊ ÏÒ ÔÈÅ ÐÓÙÃÈÏÌÏÇÉÓÔȢ 
Other team members should be informed about the subject matter so as to support 
[the] Dr [doctor] or [the] psychologist when [the] client addresses [the] issue in 
ÔÒÅÁÔÍÅÎÔȢȱ  

 

These staff comments and ratings indicated the self-identified need for education to 
establish a knowledge foundation. The staff survey allowed for anonymous reflection of 
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current practice and identified a clear need in developing and enhancing staff awareness 
and skills in relation to sexuality post-stroke.  

 

Improving practice 
The baseline data from the medical file audit, staff survey, interviews and organizational 
audit were used to develop an action plan to facilitate practice change in IRP. Key strategies 
for change included: staff education, forums to increase staff awareness and the 
development of resources for staff and consumers.  

 

Staff education  

The initial strategy for change involved the delivery of staff education. Staff education was 
completed during October 2013. The overall goal of the education sessions was to create 
awareness of the issue of sexuality after stroke, to inform staff of the SOX projects aims, the 
needs analysis results and to empower staff. The initial education session consisted of the 
SOX PowerPoint provided by the Program Facilitators, which was tailored to BHS and 
delivered as a lecture and discussion session. The SOX PowerPoint included: 

 

1. Definitions of sexuality 

2. A rationale for addressing seØÕÁÌÉÔÙ ÕÓÉÎÇ ÔÈÅ .3&ȭÓ ÄÁÔÁ ÁÎÄ ÒÅÓÅÁÒÃÈ ÅÖÉÄÅÎÃÅ 

3. "(3 ÃÏÍÐÌÉÁÎÃÅ ×ÉÔÈ ÔÈÅ .3&ȭÓ ÃÌÉÎÉÃÁÌ 'ÕÉÄÅÌÉÎÅ ψȢυ  

4. Discussion of the How2 Program  

5. Strategies for change.  

 

To facilitate multi-disciplinary interaction, debate and idea generation within the session 
the staff: 

 

1. Reflected on the role of their own discipline related to sexuality post-stroke 

2. Discussed their ideas with their discipline peers 

3. Reviewed the draft of the Guide for Interdisciplinary Practice 

 

The initial education session was offered on two different days with 28 and 22 attendees 
respectively; a total of 50 staff. Nursing staff (34.0%) and allied health staff (48.0%) 
constituted the majority of attendants. Representation was drawn from across the allied 
health disciplines and included speech pathologists (n=7); occupational therapists (n=5); 
allied health assistants (n= 5); physiotherapists (n=4); psychologists (n=2); and a 
prosthetist/orthotist. A session was also attended by a medical officer and nursing students 
(n=7) and a physiotherapy student. Each of the three education sessions were evaluated by 
the attendees using a developed feedback tool. The results of the evaluation are presented 
in Table Seven. 

 

The third education session was conducted by Dr Marita Scealy, BHS clinical psychologist. 
The goal of this session was to build staff comfort and confidence concerning sexuality post-
stroke information provision, discussion and referral completion. Thirty-one staff attended, 
consisting of nurses (9), psychologists (6), occupational therapists (4), speech pathologists 
(2), allied health assistant (1); physiotherapist (1); social worker (1) and seven nursing 
students. As shown in Table Eight, most participants (96%) reported that this session was 
useful and improved their understanding of sexuality after stroke (86%). 
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Table 7. Feedback for the initial sexuality after stroke education sessions  

n=49 Strongly 
agree or 

agree 

No 

Opinion  

Strongly 
disagree or 

disagree 

 n(%) n(%) n(%) 

The session improved my understanding of 
the National Stroke Foundation Guideline 8.5 

46(94.0) 1(2.0) 2(4.0) 

The session improved my understanding of 
sexuality and stroke 

47(95.9) 0 2(4.0) 

The session will improve the way I respond 
ÔÏ Á ÐÁÔÉÅÎÔȭÓ ÁÎÄȾÏÒ ÔÈÅÉÒ ÐÁÒÔÎÅÒȭÓ ÑÕÅÓÔÉÏÎ 
about sexuality after stroke 

41(83.7) 5(10.2) 3(6.1) 

The education session improved my 
confidence and comfort 

38(75.6) 6(12.2) 5(10.2) 

The education session was not  useful 4(8.2) 0 35(71.4) 

 

4ÁÂÌÅ ψȢ &ÅÅÄÂÁÃË ÆÏÒ ÔÈÅ Ȱ#ÏÍÆÏÒÔ ÁÎÄ #ÏÎÆÉÄÅÎÃÅȱ ×ÏÒËÓÈÏÐ 

n = 28 Strongly 
agree  

or agree 

No 

Opinion  

 

Strongly 
disagree or 
disagree 

 n(%) n(%) n(%) 

The session improved my 
understanding of the National Stroke 
Foundation Guideline 8.5.  

22(78.6) 5(17.9) 1(3.6) 

The session improved my 
understanding of sexuality and stroke 

25(86.2) 2(7.2) 1(3.6) 

The session will improve the way I 
ÒÅÓÐÏÎÄ ÔÏ Á ÐÁÔÉÅÎÔȭÓ ÁÎÄȾÏÒ ÔÈÅÉÒ 
ÐÁÒÔÎÅÒȭÓ ÑÕÅÓÔÉÏÎ ÁÂÏÕÔ ÓÅØÕÁÌÉÔÙ ÁÆÔÅÒ 
stroke 

26(92.8) 2(7.2) 0 

The education session improved my 
confidence and comfort 

3(10.3) 5(13.1) 1(3.6) 

The education session was not  useful 3(10.7) 0 25(86.3) 

 

Qualitative responses provided from the staff in their evaluation of the education sessions 
re-iterated the desire and need for increased education opportunities and increased 
awareness of appropriate referral sources. Comments that highlighted these issues were:   

 

Ȱ3ÔÒÁÔÅÇÉÅÓ ÏÒ ÈÉÎÔÓ ÏÎ ÃÏÍÍÕÎÉÃÁÔÉÏÎ ×ÉÔÈ ÃÌÉÅÎÔÓ ÒÅȡ ÓÅØÕÁÌÉÔÙȢȱ 

 

Ȱ%ØÁÍÐÌÅÓ ÏÆ ÑÕÏÔÅÓ ÔÈÁÔ ÓÔÁÆÆ ÃÁÎ ÕÓÅ ÔÏ ÉÎÉÔÉÁÔÅ ÃÏÎÖÅÒÓÁÔÉÏÎ ÁÒÏÕÎÄ ÔÈÅ ÔÏÐÉÃȢȱ 

 

Ȱ-ÏÒÅ ÉÎÆÏÒÍÁÔÉÏÎ ÓÅÓÓÉÏÎÓ ÍÕÌÔÉ-ÄÉÓÃÉÐÌÉÎÁÒÙ ÂÒÁÉÎÓÔÏÒÍÉÎÇ ÁÒÏÕÎÄ ÔÈÅ ÔÏÐÉÃȢȱ  
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Ȱ/ÎÌÉÎÅ ÒÅÓÏÕÒÃÅÓ ÔÈÁÔ ÃÁÎ ÂÅ ÃÏÍÐÌÅÔÅÄ ÔÏ ÉÎÃÒÅÁÓÅ ËÎÏ×ÌÅÄÇÅȢȱ  

 

Ȱ!ÎÙ ÅØÔÅÒÎÁÌ ÁÇÅÎÃÉÅÓȾÓÕÐÐÏÒÔÓ ÔÈÁÔ ÍÁÙ ÂÅ ÁÖÁÉÌÁÂÌÅ ÔÏ 0ÔȭÓ ɍÐÁÔÉÅÎÔÓɎ ÔÈÁÔ ÔÈÅÙ 
could look to post-dischargeȢȱ  

 

Further comments demonstrated staff acknowledgement in the importance of discussing 
sexuality issues post-stroke:  

 

Ȱ'ÒÅÁÔ ÉÎÔÒÏ ɍÉÎÔÒÏÄÕÃÔÉÏÎɎ ÔÏ ÉÓÓÕÅÓ ×Å ÆÁÃÅ ÁÎÄ ÇÏÏÄ ÁÔÔÅÎÄÁÎÃÅȟ ÉÎÄÉÃÁÔÉÎÇ ÈÉÇÈ 
ÌÅÖÅÌ ÏÆ ÉÎÔÅÒÅÓÔ ÏÎ ÔÈÉÓ ÔÏÐÉÃȢȱ  

 

Ȱ6ÅÒÙ ÉÎÔÅÒÅÓÔÉÎÇ ÁÎÄ valuable and would appreciate further educational 
ÏÐÐÏÒÔÕÎÉÔÉÅÓȢȱ  

 

Additional strategies to increase staff awareness  

The second strategy to facilitate change was to promote staff awareness of sexuality after 
stroke. Methods used to increase staff awareness were:  

 

1. Ensuring that Sexuality after stroke is a consistent agenda item for IRP consultative 
team meetings which are attended by medical, nursing and allied health senior staff.  

2. Promotion of the importance and relevance of discussing sexuality with stroke 
survivors during neurology case conferencing.  

3. Development of lists of resources and referral sources relevant to sexuality after 
stroke.  

 

Resources for staff  

The third strategy to promote staff awareness and support the discussion of sexuality after 
stroke involved the development of resources for staff. The following were implemented to 
address staff access to resources: 

 

1. An online central place for resources was created at an all staff access level. The 
education folder included: the National StrokÅ &ÏÕÎÄÁÔÉÏÎ Ȱ3ÅØ ÁÎÄ ÒÅÌÁÔÉÏÎÓÈÉÐÓ 
ÁÆÔÅÒ ÓÔÒÏËÅȱ ÆÁÃÔÓÈÅÅÔȟ ÔÈÅ 3/8 ÁÎÄ #ÏÍÆÏÒÔ ÁÎÄ #ÏÎÆÉÄÅÎÃÅ -ÉÃÒÏÓÏÆÔ 0Ï×ÅÒ0ÏÉÎÔ 
presentations, a local and metropolitan referral list; literature on sexuality issues 
and external specialist resources. 

2. Compiled a referral list of local and metropolitan services 

3. Developed and included a checklist of community participation and long-term 
stroke recovery within the medical file (attachment 3.) 

4. Development of a Clinical Practice Guideline to assist the multidisciplinary sub-
acute team to understand their roles and responsibilities in providing information 
about sexuality to stroke survivors and/or their partners.  

5. Provision of the interdisciplinary guideline draft to highlight interdisciplinary 
communication and professional roles related to sexuality.  
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Resources for consumers  

The final strategy involved consumer engagement to ensure their health care needs were 
being appropriately addressed and that information was accessible and meaningful. 
Consumer consultation is essential to foster systemic change powered from a grass roots 
ÌÅÖÅÌȢ )Î ÁÄÄÉÔÉÏÎȟ Ȱ0ÁÒÔÎÅÒÉÎÇ ×ÉÔÈ #ÏÎÓÕÍÅÒÓȱ ÉÓ Á ËÅÙ ÁÒÅÁ ÏÆ the National Safety and 
Quality Health Service (NSQHS) Standards promoting safe and quality driven healthcare 
(National Safety and Quality Health Service Standards, 2012.) This strategy involved the: 

 

1. Creation of educational posters (see Figure one) encouraging stroke survivors 
and/or their partners to discuss sexuality issues with a health professional. The IRP 
consultative team and the Consumer Advisory Committee (CAC) approved the 
content. A small forum of consumers admitted to IRP were asked to provide initial 
feedback and the Checklist for Assessing Written Consumer Health Information 
(Department of Human Services Victoria, 2000) was completed.  

 

Figure 1. Sexuality Posters  

      

 

2. Providing access to stroke recovery information to stroke survivors including the 
.ÁÔÉÏÎÁÌ 3ÔÒÏËÅ &ÏÕÎÄÁÔÉÏÎ ÆÁÃÔÓÈÅÅÔ Ȱ3ÅØ ÁÎÄ ÒÅÌÁÔÉÏÎÓÈÉÐÓ ÁÆÔÅÒ ÓÔÒÏËÅȢȱ  

 

Re-measure and results 
A re-measure of the baseline evaluation was completed to determine practice change, 
development of staff knowledge and skills and to engage consumer opinion. The re-measure 
included: an organizational audit; a medical file audit; stroke survivor and/or their partner 
semi-structured interviews and a staff survey.  

 

Education sessions for staff to increase staff knowledge, skills and comfort in addition to 
increased exposure to discussing sexuality issues post-stroke was associated with an 
increase in IRP staff addressing sexuality issues with stroke survivors. Staff had the 
opportunity to immedi ately integrate new information and skills into practice. Overall the 
evaluation demonstrated that the process improved staff knowledge and empowerment, 
ÁÃÈÉÅÖÅÄ ÍÏÍÅÎÔÕÍ ÆÏÒ ÐÒÁÃÔÉÃÅ ÃÈÁÎÇÅȟ ÉÎÃÒÅÁÓÅÄ ÃÏÍÐÌÉÁÎÃÅ ×ÉÔÈ ÔÈÅ .3&ȭÓ Guideline 8.5 
and developed organisational capacity.  

 

In the following section, a summary of the re-measure is presented alongside reflections on 
the SOX Program outcomes. 
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Organisational audit 
Organisational capacity was improved significantly to 15/20 points  compared with a score 
of 0/20 at baseline. The following sections totalled 10 points and were successfully met:  

 

1. Our service/unit invites all stroke survivors to discuss sexuality with staff. 

- Education posters are located in the IRP and the outpatient reception area.  

- 4ÈÅ Ȱ3ÅØ ÁÎÄ ÒÅÌÁÔÉÏÎÓÈÉÐÓ ÁÆÔÅÒ ÓÔÒÏËÅȱ .3& ÆÁÃÔÓÈÅÅÔ ÉÓ ÄÉÓÐÌÁÙÅÄ ÉÎ ÔÈÅ )20 
consumer information area.  

2. Our services/unit has a guide for assessment and documentation of sexuality after 
stroke. 

- A Community Re-integration plan checklist is located within the medical file during 
admission to direct staff to addressing sexuality after stroke and provides a central 
and consistent source of documentation (attachment 3.)  

3. Our service/unit has consulted stroke survivors to design and review strategies for 
providing information on sexuality after stroke.  

- A forum of stroke survivors and other inpatients was conducted to assist in the 
development of the education posters.  

- Stroke survivors and/or their partners were invited to participate in the baseline 
and repeat assessment interviews.  

4. Our service/unit assesses the knowledge, values and beliefs of staff relating to 
sexuality after stroke. 

- IRP staff were surveyed at baseline and at repeat assessment to determine their 
knowledge, values and beliefs.  

- Attendants at the staff education session provided evaluation and further 
comments. 

5. Our service/unit ensures that information and education is valuing and inclusive of 
diversity of sexual orientation and gender identity. 

- All education to BHS consumers or to BHS staff is valuing and inclusive of diversity 
of sexual orientation and gender identity in line with organisational policy.  

 

The remaining five sections of the organisation capacity were partially met, scoring five 
points. These sections were: 

1. Our service/unit provides all stroke survivors, and their partners, with information 
on sexuality after stroke.  

- The unit is developing a system at case conference where the staff member who 
has developed an appropriate rapport with the stroke survivor and/or their partner 
is determined by the team.  

2. Our service/unit has a policy outlining how information on sexuality after stroke 
will be provided to stroke survivors and their partners.  

3. Our service/unit has documented the roles of all disciplines in the provision of 
information on sexuality after stroke, to stroke survivors.  

- Two senior nursing staff were selected by the IRP NUM to maintain the issue of 
sexuality as a portfolio; their role is to develop the comfort and skills of nursing staff 
and information provision to our consumers.  
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4. Our service/unit has a systematic strategy for interdisciplinary communication 
relating to sexuality after stroke.  

- The unit is developing a system at case conference where the staff member who has 
developed an appropriate rapport with the stroke survivor and/or their partner is 
determined by the team. 

5. Our service/unit has a systematic process for providing staff education relating to 
sexuality after stroke.  

- An online central place for resources was created at an all staff access level. The 
ÅÄÕÃÁÔÉÏÎ ÆÏÌÄÅÒ ÉÎÃÌÕÄÅÄȡ ÔÈÅ .ÁÔÉÏÎÁÌ 3ÔÒÏËÅ &ÏÕÎÄÁÔÉÏÎ Ȱ3ÅØ ÁÎÄ ÒÅÌÁÔÉÏÎÓÈÉÐÓ 
ÁÆÔÅÒ ÓÔÒÏËÅȱ ÆÁÃÔÓÈÅÅÔȟ ÔÈÅ 3/8 ÁÎÄ #ÏÍÆÏÒÔ ÁÎÄ #ÏÎÆÉÄÅÎÃÅ 0Ï×ÅÒ0ÏÉÎÔÓȟ Á ÌÏÃÁÌ 
and metropolitan referral list; literature on sexuality issues and external specialist 
resources. 

- New staff members to IRP will be orientated to the resource folder.  

 

In addition a clinical practice guideline is in development which will support organisational 
capacity.  

 

These organisational achievements have highlighted the successful team approach in 
addressing the area of sexuality post-stroke for our consumers. Saliently, this result has 
embedded community re-integration into our organisational response for our stroke 
ÓÕÒÖÉÖÏÒÓȭ ÒÅÃÏÖÅÒÙȢ  

 

Medical record audit  
Twenty electronic medical records were audited; 35% (n=7) documented a discussion 
concerning sexuality with a stroke survivor. This is a significant achievement given the 
baseline audit identified documentation in only one file. The provision of information was 
ini tiated and conducted by a speech pathologist (n=5), an occupational therapist (n=1) and 
a clinical psychologist (n=1). No referrals were either requested by the stroke survivor 
and/or their partner or initiated by the treating team. All information provide d was in 
ÖÅÒÂÁÌ ÆÏÒÍ ÉÎ ÁÄÄÉÔÉÏÎ ÔÏ ÐÒÏÖÉÓÉÏÎ ÏÆ ÔÈÅ .3& Ȱ3ÅØ ÁÎÄ ÒÅÌÁÔÉÏÎÓÈÉÐÓ ÁÆÔÅÒ ÓÔÒÏËÅȱ 
factsheet. To facilitate the stroke survivors comprehension secondary, to a diagnosis of 
aphasia/dysphasia the speech pathologist used alternative and augmentative 
communication resources to assist.  

 

The sample population at repeat included 15 males (75%) and 5 (25%) females. In 
comparison to the baseline audit the average age of the stroke survivors was lower. The 
male stroke survivors mean age was 64.7 years (range 40-77; SD 10) in comparison to the 
female stroke survivors mean age of 69.4 years (range 50-82; SD 13.1) The average length 
of stay for the stroke survivors was 28 days equalling the average length of stay at baseline. 
Gender was markedly different at re-measure with a greater proportion being male stroke 
ÓÕÒÖÉÖÏÒÓȭȟ ×ÈÉÃÈ ÉÓ ÃÏÎÓÉÓÔÅÎÔ ×ÉÔÈ ÔÈÅ ÌÉÔÅÒÁÔÕÒÅ ÃÏÎÃÅÒÎÉÎÇ ÐÒÅÖÁÌÅÎÃÅȢ 4ÈÅ ÍÁÒÉÔÁÌ 
demographics were comparable to baseline with exception of the proportion of widowed 
stroke survivors, which was higher at baseline correlating with the higher average age (see 
table nine).  
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Table 9. Marital status and gender  

 Married  Widowed  Divorced  Single Defacto 

 n(%) n(%) n(%) n(%) n(%) 

Male (n =15) 9(45.0) 1(5.0) 2(10.0) 2(10.0) 1(5.0) 

Female (n=5) 0(0.0) 2(10.0) 0(0.0) 3(15.0) 0(0.0) 

 

Staff survey 
The staff survey was repeated and completed by 30 staff, slightly lower than the baseline 
number. Demographic information captured at re-measure was comparable to that at 
baseline with exception of increased respondents from the medical cohort and reduced 
response from the psychology and occupational therapy disciplines (see table 10).  

 

Table 10. Demographic information  

n= 30 No. of staff 

           n                    %                                      

Sex   

 Male 8 26.7 

 Female 22 73.3 

Age (years)   

 19-29 9 30.0 

 30-39 5 16.7 

 40-49 8 26.7 

 50-59 7 23.3 

 60 plus 1 3.3 

Discipline    

 Doctor 3 10.0 

 Social Worker 1 3.3 

 Physiotherapist 1 3.3 

 Psychologist 3 10.0 

 Nurse 16 53.3 

 Speech Pathologist 2 6.7 

 Occupational Therapist 2 6.7 

 Dietitian 0 0.0 

 Prosthetist/Orthotist  

             Other 

1 

1 

3.3 

3.3 

Work place    

 Acute 0 0.0 

 Sub-Acute 28 93.3 

 Community 2 6.7 

 Combination 0 0.0 
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Similarly, to the baseline data the impact of physical factors was rated as higher than the 
impact of the psychosocial factors (see table 11). Further at re-measure the impact was 
rated more strongly for physical factors than at baseline indicating increased knowledge. In 
particular, the perception of the impact of vaginal dryness elevated from the lowest 
impacting factor at 18 (54.5%) for some to strong impact to 23 (79.3%). The impact of pain 
on sexuality was represented in the re-measure data. In addition, a shift in perception 
concerning the impact of psychological factors indicated less staff attributed nil or little 
impact to these factors.  

 

At re-measure an increase was noted in the number of staff that indicated Ȭdisagreeȭ or 
Ȭstrongly disagreeȭ in relation to sexuality after stroke being their responsibility (from 5.9% 
to 13.8%). Of those respondents n=3 were nursing staff and n=1 was listed as other 
discipline and it is not currently clear why this shift occurred. Staff perception of their own 
professional responsibility to provide information had consistently increased for 
occupational therapy, nursing, psychology, physiotherapy, speech pathology and nursing.  

 

Table 11. Impact of physical and psychosocial factors  

n=30 

unless otherwise stated 

No to 

little impact  

n(%) 

No 

Opinion 

n(%) 

Some to 

strong impact 

n(%) 

Physical factors    

 Fatigue  1(3.3) 2(6.7) 27(90.0) 

 Loss of movement (n=29) 1(3.4) 1(3.4) 27(93.1) 

 Loss of sensation 0(0.0) 3(10.0) 27(90.0) 

 Pain(n=29) 1(3.4) 3(10.3) 25(86.2) 

 Vaginal dryness(n=29) 1(3.4) 5(17.2) 23(79.3) 

 Erectile dysfunction 0(0.0) 5(16.7) 25(83.3) 

 Medications 1(3.3) 6(20.0) 23(76.7) 

Psychological factors (n=29)    

 Changes to body image 4(13.8) 2(6.9) 23(79.3) 

 Reduced self-esteem & 
 confidence 

4(13.8) 3(10.3) 22(75.9) 

 Changes in roles in 
 family/intimate 
 relationships 

4(13.8) 6(20.7) 19(65.5) 

 Anxiety 4(13.8) 5(17.2) 20(69.0) 

 Depression 4(13.8) 3(10.3) 22(75.9) 

 Changes in cognition 4(13.8) 6(20.7) 19(65.5) 

 Dependency on partner for 
 care 

4(13.8) 4(13.8) 21(72.4) 

 

Perception of sexuality as a relevant concept despite age was demonstrated in the re-
measure data where the percentage gap in the strongly agree or agree selections reduced 
from 9.3% at baseline to 3.8% at re-measure. As per baseline, staff aged 50 years and over 
continued to place equal importance on the issue of sexuality regardless of age (see table 
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12). Despite these improvements it is clear that there remains a divide between 
professional rehabilitation experience and knowledge concerning the area of sexuality.  

 

At re-measure there was the inconsistent response from some staff regarding their 
perception that information provision was their responsibility and the selection of which 
disciplines were responsible for information provision. All medical team respondents, 
occupational therapists, psychologists and the sole physiotherapist affirmed that it was 
their professional responsibility to provide information. The proportion of staff who 
perceived that it was not their professional responsibility to provide information increased 
from 5.9 % to 13.8 % at re-measure (see table 13). The disciplines where the perceived 
responsibility for the provision of information increased included social work, speech 
pathology and occupational therapy. 

 

Table 12. Age and Workplace beliefs  

n= 30 

 

Strongly 
agree or 

agree 

No 

Opinion 

 

Strongly 
disagree or 

disagree 

 n(%) n(%) n(%) 

Age and sexuality     

 Issue for under 65 years 27(90.0) 3(10.0) 0(0.0) 

 Issue for 65 years and over (n=29) 25(86.2) 4(13.8) 0(0.0) 

Workplace beliefs and responsibilities (n=29)    

Providing information is important  22(75.9) 7(24.1) 0(0.0) 

Providing information is my responsibility  18(62.1) 7(24.1) 4(13.8) 

 

Table 13. Responsibility for i nformation  provision  

n= 29 

Providing information is the responsibility of the 
following staff 

No. discipline  

   n                %                                               

Discipline    

 Doctor 25 86.2 

 Social Worker 18 62.0 

 Physiotherapist 19 65.5 

 Psychologist 26 89.7 

 Nurse 21 72.4 

 Speech Pathologist 13 44.8 

 Occupational Therapist 20 69.0 

 Dietitian 4 13.8 

             Anyone who works with the client 

             Unknown/not designated    

1 

1 

3.4 

3.4 

 

At re-measure the proportion of staff reporting high levels of confidence in providing 
information increased from 11.8 % to 27.6 % (see table 14). A lesser proportion of staff also 
selected Ȭnoȭ to low levels of confidence. Similarly, a greater proportion of staff reported 
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high levels of comfort in providing information moving from 14.6 % at baseline to 32.0 % at 
re-measure. No change was noted in those reporting Ȭnoȭ to low levels of comfort and a 
lesser proportion of staff reported some level of comfort at re-measure.  

 

The single respondent with the most life experience aged 60 plus years was the most 
confident and comfortable in providing sexuality information. In contrast to the baseline 
measure the staff with the least life experience, in the category 19-29 years scored as the 
second most confident and comfortable category closely followed by the age group 40-49 
years. The category of 30-39 years scored as both the least confident and the least 
comfortable.  

 

Table 14. Comfort and confidence  

n= 29  No to low levels 

 

 

n(%) 

Some level of 

comfort and 

confidence 

n(%) 

High level of comfort 

and confidence 

n(%) 

Confidence in 

providing information 
9(31.0) 12(41.4) 8(27.6) 

Comfort in providing 

information 
6(21.4) 13(46.4) 9(32.0) 

 

Qualitative information collated from the repeat staff survey identified the challenge of time 
for nursing staff and reiterated knowledge as a limiting factor in information provision to 
consumers. The following comments were provided: 

 

Ȱ)Æ ) ËÎÏ× ×ÈÁÔ ÔÏ ÔÅÌÌ ÔÈÅÍȟ ) ×ÏÕÌÄ ÆÅÅÌ ÃÏÍÆÏÒÔÁÂÌÅ ÔÁÌËÉÎÇ ÔÏ ÔÈÅÍ ÁÂÏÕÔ ÉÔȢȱ 

 

Ȱ%ÁÃÈ ÐÁÔÉÅÎÔ ÉÓ ÉÎÄÉÖÉÄÕÁÌ ÁÎÄ ÓÏ ÁÒÅ ÔÈÅÉÒ ÎÅÅÄÓȢ !Ó Á ÎÕÒÓÅ ) ÈÁÖÅ Á ÂÕÚÚÅÒ ÁÎÄ 
have to answer patients when they call. I would not feel comfortable committing 
[committing] to any conversation about any topic because I might have to leave and 
take another patient to the toilet. Allied health do not have to leave to attend to 
ÏÔÈÅÒ ÐÁÔÉÅÎÔÓȢȱ 

 

Ȱ!Ó [a] nurse I have a buzzer and four other patients to wait on, I can not commit to 
a conversation on anything because the next room may need to go to the toilet. No 
other disiplines [disciplines] have that demand on them. It would be wrong to leave 
the patient needing help to go to the toilet or for me to go back and forth on a 
ÓÐÅÃÉÆÉÃ ÔÏÐÉÃ ×ÉÔÈ ÁÎÙÏÎÅȟ ÓÔÏËÅ ɍÓÔÒÏËÅɎ ÏÒ ÂÒÏËÅÎ ÌÅÇȢȱ  

 

Patient interviews 
A second attempt at interviews was successful with one stroke survivor participating in an 
interview. Seven stroke survivors were recorded as inpatients in IRP during the interview 
period from December to February 2013-2014. Of those, one stroke survivor and two 
partners of stroke survivors were provided with the sexuality stroke flyer inviting them to 
participate in an interview. Four stroke survivors were excluded and none of those four had 
a current partner.  
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A single patient interview was conducted in February 2014. The interview transcript was 
read by the associate researcher and coded in the style of a grounded theory approach to 
data analysis. Three themes were identified from the data; these were information 
provided; consumer opinion of information including the importance to self, quality and 
style; and consumer opinion of staff approach to providing information. All of the data was 
accounted for within these categories. 

 

The theme of information provision was explored from the participant perspective relating 
to how the information was provided. The participant reported that;   

 

Ȱ4ÈÅ ÉÎÆÏÒÍÁÔÉÏÎ ÇÉÖÅÎ ÉÓ ÔÈÅ ÐÁÐÅÒ×ÏÒË ÔÈÅÒÅ ÉÎ ÆÒÏÎÔ ÏÆ ÙÏÕȟ ) ÒÅÁÄ ÔÈÒÏÕÇÈ ÔÈÁÔ 
which basically outlined the guidelines and concerns. There is further information 
on the back via weblinks. Also, I was first made aware of sexuality after stroke with 
ÔÈÅ ÌÁÍÉÎÁÔÅÄ ÆÌÙÅÒÓ ÐÉÎÎÅÄ ÔÏ ÔÈÅ ×ÁÌÌÓ ÁÒÏÕÎÄ ÔÈÅ ÒÅÈÁÂ ɍÒÅÈÁÂÉÌÉÔÁÔÉÏÎȢɎȱ 
 

4ÈÅ ÔÈÅÍÅ ÃÏÎÃÅÒÎÉÎÇ ÔÈÅ ÃÏÎÓÕÍÅÒȭÓ ÐÅÒÓÐÅÃÔÉÖÅ ÏÆ ÔÈÅ importance and quality of the 
information received was demonstrated when the participant noted that;  

 

Ȱ7ÈÅÎ ÙÏÕ ÈÁÖÅ Á ÓÔÒÏËÅ ÙÏÕÒ ÍÁÉÎ ÃÏÎÃÅÒÎ ÉÓ Ôo stand up and function again, but 
then as other vitals appear as in the standing etc. you start to wonder what if, does it 
really affect some people? Whether it be self-gratification or with a partner I can see 
×ÈÙ ÔÈÅ ÃÏÎÃÅÒÎÓ ÁÎÄ ÑÕÅÓÔÉÏÎÓ ÁÒÅ ÒÁÉÓÅÄȢȱ 

 

The participant reported concern for people who have an issue with sexuality post stroke 
ÁÎÄ ÔÈÁÔ ȰÙÏÕ ÆÅÅÌ ÓÏÒÒÙ ÆÏÒ ÁÎÙÂÏÄÙ ÔÈÁÔ ÈÁÓ ÔÏ ÍÉÓÓ ÏÕÔ ÏÎ ÉÔ ÔÈÒÏÕÇÈ ÉÎÊÕÒÙȢȱ 4ÈÅ 
participant also described the usefulness and importance of accurate information: 
 

Ȱ6ÅÒÙ ÈÅÌÐÆÕÌȢ 0ÒÏÂÁÂÌÙȟ ÕÍ ωπ % directly valid for my condition. It was about, the 
main point of view is the fear of triggering another stroke with blood pressure 
ÉÎÃÒÅÁÓÅ ÔÈÒÏÕÇÈ ÅØÃÉÔÅÍÅÎÔ ÅÔÃȢ ÉÓ ÎÏÔ ÓÈÏ×Î ÔÏ ÈÁÖÅ ÃÁÕÓÅÄ Á ÓÔÒÏËÅȢȱ  
 

Feedback on the forms of information included an initial response to the developed poster 
where the participant reported that: 

 

Ȱ) ×ÁÓ ÓÈÏÃËÅÄ ÐÒÏÂÁÂÌÙ ÉÎÉÔÉÁÌÌÙ ÔÏ ÓÅÅ ÔÈÅ ÆÌÙÅÒ ÉÎ ÔÈÅ ÈÁÌÌ×ÁÙȟ ×ÈÉÃÈ ×ÁÓ ÔÈÅ ÏÎÅ 
with the pair of legs intertwined beneath the sheets and I looked at that and thought 
ÈÁÎÇ ÏÎ Á ÍÉÎÕÔÅ ȣ ) ÔÈÏÕÇÈÔ ÔÈÉÓ ÉÓ Á ÒÅÁÌ ÐÒÏÂÌÅÍ ÆÏÒ ÓÏÍÅ ÐÅÏÐÌÅȢȱ  
 

Consumer opinion of staff approach to providing information ÉÄÅÎÔÉÆÉÅÄ ÔÈÅ ÐÁÒÔÉÃÉÐÁÎÔȭÓ 
opinion of how staff approached the provision of information. The participant indicated that 
ÄÕÒÉÎÇ ÔÈÅ ÒÅÈÁÂÉÌÉÔÁÔÉÏÎ ÐÈÁÓÅ ×ÁÓ ȰÁ ÇÏÏÄ ÔÉÍÅ ÔÏ ÂÒÉÎÇ ÉÔ (any concerns) ÕÐȢȱ 4ÈÅ 
participant stated that;  

 

Ȱ) ÔÈÉÎË )ȭÖÅ ÈÁÄ Á ÓÔÒÏËÅ )ȭÖÅ ÇÏÔ ÔÏ ÔÒÙ ÔÏ ÔÁËÅ ÈÏÌÄ ÁÎÄ ÒÅÃÔÉÆÙ ÔÈÅ ÉÓÓÕÅÓ ÔÈÁÔ )ȭÖÅ 
ÇÏÔ ÓÏ ) ÍÁÙ ÁÓ ×ÅÌÌ ÔÒÙ ÁÎÄ ÄÏ ÉÔ ÁÌÌ ÔÏÇÅÔÈÅÒ ÆÒÏÍ ÔÈÅ ÓÔÁÒÔȟ ÒÁÔÈÅÒ ÔÈÁÎ ÔÈÉÎËÉÎÇ )ȭÌÌ 
do that later because later never happens sometimes. I think that it is why it would 
be great to do that now- ÁÔ ÌÅÁÓÔ ÍÁËÅ ÔÈÅ ÏÐÔÉÏÎ ÁÖÁÉÌÁÂÌÅȢȱ 
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Finally in regards to the timing of information provision the participant suggested that it 
ÓÈÏÕÌÄ ÂÅ ȰÔÏ×ÁÒÄÓ ÔÈÅ ÖÅÒÙ ÅÎÄ ÏÆ ɍÔÈÅɎ ÒÅÈÁÂÉÌÉÔÁÔÉÏÎ ɍÁÄÍÉÓÓÉÏÎȢɎȱ ÁÎÄ ÔÈÅÎ ÓÕÇÇÅÓÔÅÄ 
ȰÔÈÁÔ ÉÔ ÓÈÏÕÌÄ ÎÏÔ ÂÅ ÄÏÎÅ ÔÏÏ ÅÁÒÌÙȢȱ 
 
The consumer interview reinforced themes encountered within the SOX literature review 
and importantly highlighted the local importance in addressing the topic of sexuality post 
stroke. The voice of this BHS consumer identified areas of strength in addition to 
recognising the current limitations and areas for improvement information provision and 
management of sexuality concerns post-stroke.  

 

Discussion 
Stroke survivors and/or their partners have the right to access information concerning 
sexuality during their rehabilitation phase. A clear divide is evident between the staff 
rehabilitation experience and their knowledge concerning the area of sexuality. Health 
professionals currently report reduced knowledge and skill in addition to reduced 
confidence related to the area of sexuality after stroke. Positively, the health professionals at 
BHS are requesting further sexuality education to ensure holistic management.  

 

Overall, the project affirmed that practice change occurs gradually and that this project has 
provided a good foundation on which long-term and sustainable change in staff attitude and 
practice can be built upon. A shift in staff perception of professional responsibility in 
addressing sexuality issues was strongly demonstrated by the speech pathology staff that 
ÔÒÁÎÓÉÔÉÏÎÅÄ ÆÒÏÍ ÂÅÌÉÅÖÉÎÇ ÔÈÁÔ ÉÔ ÅÉÔÈÅÒ ×ÁÓÎȭÔ ÔÈÅÉÒ ÒÏÌÅ ÏÒ ÔÈÅÙ ×ÅÒÅ ÕÎÓÕÒÅȟ ÔÏ ÔÈÅ ÍÏÓÔ 
prevalent discipline in initiating and providing sexuality information. The results reiterate 
the literature in affirming that information provision is best practice with staff whom the 
client has established rapport and conducted in a private and quiet environment such as, 
the speech pathology clinic rooms.   

 

The interview respondent affirmed sentiments and themes within the current literature. In 
particular, the respondent highlighted the fear or recurrent stroke in relation to 
recommencing sexual activities as a real-life concern (Thompson and Ryan, 2009, Tamam et 
al, 2008.) Our findings are also consistent with research reporting that the timing of 
sexuality information provision is most effective during the rehabilitation phase (Schmitz 
and Finkelstein, 2010, Simpson et al, 2011, Tamam et al, 2008).  

 

The project has highlighted that educational posters related to sexuality are an effective 
health promotion strategy in initiating topic awareness and discussion. The positive 
consumer response has re-iterated the importance of engagement to facilitate discussion 
and the provision of information consistent with the NSF Guideline 8.5.  

 

Improving services in this area requires time, enthusiasm and participation of both 
consumers and health professionals. The project is the initial discussion highlighting the 
need to improve our local rehabilitation skill set. It is predicted that the findings may be 
relevant to other regional settings throughout Victoria. Future opportunities to facilitate 
staff education should be sensitive, inclusive and comprehensive to continue staff 
development. Increased availability and provision of education to rehabilitation staff will 
ensure future clients and their partners are informed and can participate in and enjoy a 
salient part of their lives.  
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Limitations  
There were a number of limitations to consider with the study findings. As a regional health 
service, access to relevant and experienced referral sources for specialised sexuality needs 
is challenging. In addition, approximately two thirds of stroke survivors admitted to IRP are 
regionally or remotely located increasing the challenge in accessing specialised services in 
Melbourne.  

 

The small sample size of consumer interviewees and staff survey response allowed scope 
for consumer bias. Similarly, the frequency of stroke survivor admission was challenging.  

 

Future directions  
It is recommended that the future directions of this work include the: 

 

1. Establishment of a working party to ensure further clinical practice change and 
sustainability. 

2. Facilitation of expert education and encouragement of external professional 
development opportunities. 

3. Implementation of project findings and practice change to the acute neurology team, 
slow stream rehabilitation unit, community programs and community rehabilitation 
teams.  

4. Liaison with the local stroke peer support group to share project resources and 
findings. 

5. Continued discussion of sexuality on ward rounds as appropriate. 

6. Encouragement of client-centred goal setting in the area of sexuality. 

7. Creation and promotion of education resources appropriate for stroke survivors 
who have cognitive and/or language impairment.  

 

In conclusion, participation is this project has increased staff awareness and momentum in 
addressing sexuality post-stroke. This includes increased staff capacity and comfort in 
information provision and the management of concerns raised by the stroke survivor 
and/or their partner. Saliently, passion and motivation for improved clinical performance 
for increased client outcomes has been championed by select staff from the medical, nursing 
ÁÎÄ ÁÌÌÉÅÄ ÈÅÁÌÔÈ ÓÔÁÆÆȢ ! ÐÌÁÎÎÅÄ ÅÄÕÃÁÔÉÏÎ ÐÒÏÇÒÁÍ ×ÉÌÌ ÃÏÎÔÉÎÕÅ ÔÈÅ ÏÒÇÁÎÉÓÁÔÉÏÎȭÓ 
ÁÌÉÇÎÍÅÎÔ ×ÉÔÈ ÔÈÅ .3&ȭÓ ÃÌÉÎÉÃÁÌ ÇÕÉÄÅÌÉÎÅÓȢ  
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Attachment 1: Medical record audit template 
 
UR number:  

1. Has education concerning sexuality 
been provided to the patient?  

 

Ä Yes 

Ä No 

Ä Not recorded   

If No or Not recorded, please go to 
Question 6 

2. What form was the information 
provided? 

 

Please tick one or more responses.  

Ä Verbal 

Ä Written  

Ä Stroke Foundation factsheet 

Ä Sexuality support group details 

Ä Other: _______________________ 

Ä Not recorded 

3. Which discipline provided the 
information? 

 

Please tick one or more responses. 

 

 

Ä Medical  

(consultant/registrar/ intern)  

Ä Neurologist 

Ä Nursing 

Ä Clinical psychology 

Ä Neuropsychology 

Ä Physiotherapy 

Ä Occupational therapy 

Ä Social work 

Ä Speech pathology 

Ä Dietician 

Ä Podiatrist 

Ä Other: ______________________ 

4. Who initiated the information 
provision?  

 

 

Please tick one or more responses. 

 

Ä Stroke survivor 

Ä Stroke survivor partner 

Ä Medical  

(consultant/registrar/ intern)  

Ä Neurologist 

Ä Nursing 

Ä Clinical psychology 

Ä Neuropsychology 

Ä Physiotherapy 

Ä Occupational therapy 

Ä Social work 

Ä Speech pathology 

Ä Dietician 
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Ä Podiatrist 

Ä Other: _______________________ 

Ä Not recorded 

5. Where in the file was this documented?  

 

Please tick one or more responses. 

Ä Case conference note 

Ä Progress note 

Ä Medical discharge summary 

Ä Social work MR form 

Ä Other: _______________________ 

6. How many days into their IRP 
admission was the information provided? 

        ____________ days 

7. What was their length of stay on IRP?           ____________ days 

8. Were any referrals regarding sexuality 
issues made? 

 

Please tick one or more responses. 

Ä None 

Ä Internal: _______________________ 

Ä Sexual health medicine physician 

Ä Clinical psychology 

Ä Relationships Australia 

Ä Continence clinic 

Ä Sex therapist  

Ä Other: _______________________ 

 



51 

Attachment 2: sexuality project flyer 
 

 

 

Sexuality after stroke  
 

 

 

We are currently participating in a project to make sure that patients are given 

information about sexuality after stroke. The project is being conducted by the 

Australian Research Centre in Sex, Health and Society (ARCSHS) at La Trobe 

University, in partnership with the Victorian Stroke Clinical Network. 

 

4Ï ÈÅÌÐ ÕÓ ÔÏ ÂÅÔÔÅÒ ÕÎÄÅÒÓÔÁÎÄ ÔÈÅ ÓÔÒÏËÅ ÓÕÒÖÉÖÏÒȭÓ ÐÅÒÃÅÐÔÉÏÎÓ ÁÂÏÕÔ ÉÎÆÏÒÍÁÔÉÏÎ 

they may have been given about sexuality after stroke, we would like to interview 

eight patients or their partners. The interviews are confidential and will be 

conducted by Claire Stewart (speech pathologist) or Sharyn Hogan (registered 

nurse). 

 

If you are interested in participating in an interview, you can contact Margaret 

Dawson, Sub-Acute Ambulatory Care Manager, directly on 5320 3711, and she will 

provide you with an information sheet which provides more details. Alternatively, 

please ask one of the staff members to contact Margaret Dawson on your behalf. 
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Attachment 3: Community re-integration plan 
 

 



53 
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Caulfield Hospital, Alfred Health  
 
Written by: Dr Jane Khoo, Susie Leech and Katy Meltzer. 
 
Contact 
Dr Jane Khoo - Clinical Neuropsychologist  
Phone: (03) 9076 6145  
Email: J.Khoo@alfred.org.au 
 
Susie Leech - Social Worker 
Phone: (03) 9076 4953  
Email: S.Leech@alfred.org.au 
 
Katy Meltzer - Clinical Psychologist 
Phone: (03) 9076 6000 
Email: K.Meltzer@alfred.org.au 
Web: www.alfred.org.au 
 
Caulfield Hospital is a 380-bed subacute and residential facility in Melbourne that 
provides a range of speciality services to the local community in the areas of Community 
Services, Rehabilitation, Aged Care, Residential Care and Aged Psychiatry. These 
services are provided both in a hospital and community setting, and are part of the 
wider Alfred Health Network. Caulfield Hospital provides state-wide rehabilitation 
services to a broad range of patients, and offers a diverse array of treatment programs 
tailored to meet patients' specific needs, whilst promoting independent living through 
accessible and flexible services. Caulfield Hospital aims to provide high quality, 
compassionate care to all patients to enhance their quality of life and assist them to 
remain at home where possible, rather than being admitted to hospital for treatment.  
 
The Neurological Rehabilitation Unit (NRU) at Caulfield Hospital comprises of 26 
inpatient beds, in addition to an active ambulatory rehabilitation program including 
same-day rehabilitation, outpatient and therapy-in-the-home services. Patients are 
referred principally from the Alfred Health Network but the service also accepts 
patients with specific neurological conditions state-wide and even interstate. Patient 
ages range from 16 to beyond 90 years with most patients being in the range of 60 to 80 
years; however a large number of younger patients also access the service. The Caulfield 
Hospital Neurological Rehabilitation program operates from a multidisciplinary team 
perspective, and delivers individualised care committed to helping people achieve their 
optimum level of functioning. The team collaborates with patients and families to 
promote a supportive, goal-oriented rehabilitation environment. 
 

mailto:J.Khoo@alfred.org.au
mailto:S.Leech@alfred.org.au
mailto:K.Meltzer@alfred.org.au
http://www.alfred.org.au/
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In 2012, the National Stroke Foundation Audit of Rehabilitation Services found that only 
17% of stroke survivors nation-wide were offered information on sexuality at Caulfield 
Hospital was identified as offering information on sexuality to only 8% of stroke 
survivors, well below the national average.  
 
With this in mind, members of the Caulfield Hospital NRU sought to become involved in 
the SOX Program. Three staff representatives from the disciplines of psychology and 
social work became involved in the SOX Program.  
 

Project aims 
The National Stroke Foundation (NSF) reported that observational studies had 
identified that sexual dissatisfaction is common post-stroke (45-83%) and is more 
common in people with communication disorders.1-3 Both the physical and psychosocial 
ÁÓÐÅÃÔÓ ÏÆ ÓÅØÕÁÌÉÔÙ ÍÁÙ ÂÅ ÁÆÆÅÃÔÅÄȟ ×ÈÉÃÈ ÃÁÎ ÉÍÐÁÃÔ ÏÎ ÏÎÅȭÓ ÅØÐÅÒÉÅÎÃÅ ÏÆ ÉÎÔÉÍÁÃÙȢ 
There are currently no studies that address the impact of interventions on sexual 
activity after stroke.  
 
The aims of the project for Caulfield Hospital were to:  
 

1. Build the confidence and capacity of clinicians to implement Guideline 8.5 and,  
2. More consistently provide patients and their partners with written information 

addressing sexuality after stroke, and the opportunity to discuss issues relating 
to sexuality with an appropriate professional. 

 
The researchers aimed to design and implement a process that would be sustainable 
and consistent across all disciplines, with clear guidelines around suitable timing and 
strategies to initiate discussions about sexuality. While everyone in the interdisciplinary 
team has a role in addressing sexuality, a clear guideline was also desired around which 
therapist in the interdisciplinary team would be best placed to initiate discussions about 
sexuality with the patient. 
 
These results aimed to inform the development and implementation of an action plan, to 
ensure Caulfield Hospital provides a service that meets Guideline 8.5 and achieves a 
more consistent approach in addressing sexuality with patients. 
 

Project method 
Three staff members (a Clinical Neuropsychologist, Social Worker and Clinical 
Psychologist) from the Caulfield NRU were given permission by their department 
managers to participate in the SOX Program and thus formed the primary working party 
and research team. Following each workshop, these staff members provided feedback to 
the unit including the rehabilitation consultants.  
 

Needs Analysis 
Following the initial SOX workshops in August and December 2012, the research team 
began the process of planning a needs analysis, exploring the following areas: 
 
Organisational Audit : Identification and analysis of the current processes regarding 
provision of information about sexuality to stroke survivors within the Caulfield NRU;  

 
Staff Survey: Exploration of the knowledge and attitudes of clinical staff regarding 
sexuality and stroke; levels of confidence and capacity of clinicians when discussing 
sexuality;  
 



57 
 

Patient Interviews : Feedback regarding the NSF Sexuality fact sheet. Exploration and 
ÕÎÄÅÒÓÔÁÎÄÉÎÇ ÏÕÒ ÐÁÔÉÅÎÔÓȭ ÅØÐÅÒÉÅÎÃÅ ÄÕÒÉÎÇ ÔÈÅÉÒ ÉÎÐÁÔÉÅÎÔ ÁÄÍÉÓÓÉÏÎ ×ÉÔÈ ÒÅÇÁÒÄÓ Ôo 
sexuality. 
 
An ethics application was prepared in January 2013 with the support of executives of 
the hospital (Head of the Department of Rehabilitation, Aged and Community Care and 
Associate Director of Allied Health). A research coordinator from Clinical Innovation & 
Interdisciplinary Projects provided the working party with crucial support to prepare 
the initial ethics application and subsequent resubmissions. Ethics approval was 
received in March 2013 and the needs analysis, patient interviews and staff surveys 
commenced. During this time, we recruited an Occupational Therapist onto the working 
party to provide assistance with data collection and data entry. 
 
The results of the needs analysis were used to inform the development and 
implementation of an action plan, to ensure Caulfield Hospital will provide a service that 
meets Guideline 8.5 and achieves a more consistent approach in addressing sexuality 
with patients (i.e. providing patients and/or their partners with written information 
addressing sexuality after stroke, and the opportunity to discuss issues relating to 
sexuality with an appropriate professional). 
 
The needs analysis identified and analysed the current processes regarding provision of 
information about sexuality to stroke survivors within the NRU. The analysis also aimed 
to explore the knowledge and attitude of clinical staff regarding sexuality and stroke, to 
inform strategies to build the confidence and capacity of clinicians when discussing 
sexuality. 
 

Findings & insights 
 
Organisational Audit 
The researchers conducted an informal audit of the .25ȭÓ current processes when 
addressing sexuality. The SOX Audit ×ÁÓ ÃÏÎÄÕÃÔÅÄ ÄÕÒÉÎÇ ÏÎÅ ÏÆ ÏÕÒ ÕÎÉÔȭÓ ÓÅÒÖÉÃÅ 
improvement meetings. Our unit scored 0/10. The results from this audit confirmed that 
the .25ȭÓ existing capacity to support the implementation of Guideline 8.5 was limited - 
an outcome that was predicted by the researchers. The audit tool provided a useful 
baseline for the Unit, and there are plans to repeat the audit after project 
implementation to monitor our progress. 
 

Staff Survey 
Clinicians within the NRU were invited to complete a short survey to explore their 
knowledge and attitude regarding sexuality post stroke. This survey was available both 
ÏÎÌÉÎÅ ÁÎÄ ÉÎ ÐÒÉÎÔȟ ÁÎÄ ÃÏÐÉÅÓ ×ÅÒÅ ÐÌÁÃÅÄ ÉÎ ÔÈÅ ÎÕÒÓÅÓȭ ÓÔÁÔÉÏÎ in the Unit to increase 
nurses response rates. For example, nurses who may not be able to access a computer 
easily during their shift could complete the short survey when able (as a result nurses 
formed 48% of the total respondents).  
 
The survey data was then entered into an online survey system for analysis. This survey 
was made available to appropriate staff members for a period of two months, with 
intermittent reminders by the working party to complete the survey. We had a response 
rate of 83% (25 out of 30 staff members on the team), of which majority of the 
respondents were female (88%) and aged 19-29 years (48%). Respondents included 
nurses (40%), doctors and allied health clinicians (i.e., physiotherapists, psychologists, 
occupational therapists, speech pathologists, dieticians, and social workers). 
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Is sexuality an important topic to address with stroke patients? 
All 25 clinicians on the NRU team who completed the survey recognised that changes to 
sexuality may be an issue for patients after stroke. The majority (95%) believed that 
providing patients with information about changes to sexuality after stroke is important. 
Only 52% of staff felt that providing patients with information about changes to 
sexuality after stroke was their responsibility. This finding suggests that we currently 
lack clear guidelines around the role of staff members in addressing sexuality with our 
patients.  
 
FurthermÏÒÅȟ ÔÈÅ ÏÎÌÉÎÅ ÓÔÁÆÆ ÓÕÒÖÅÙ ÉÎÄÉÃÁÔÅÄ ÔÈÁÔ ρππϷ ÏÆ ÏÕÒ ÓÔÁÆÆ ȰÁÇÒÅÅÄȱ ɉφχϷ 
ȰÓÔÒÏÎÇÌÙ ÁÇÒÅÅÄȱɊ ÔÈÁÔ ÃÈÁÎÇÅÓ ÔÏ ÓÅØÕÁÌÉÔÙ ÍÁÙ ÂÅ ÁÎ ÉÓÓÕÅ ÆÏÒ ÙÏÕÎÇÅÒ ÐÁÔÉÅÎÔÓ ɉÕÎÄÅÒ 
φυ ÙÅÁÒÓɊȢ (Ï×ÅÖÅÒȟ ÆÏÒ ÏÌÄÅÒ ÐÁÔÉÅÎÔÓ ɉÏÖÅÒ φυ ÙÅÁÒÓɊȟ ψςϷ ȰÁÇÒÅÅÄȱ ɉÂÕÔ ÏÎÌÙ ςσϷ 
ȰÓÔÒÏÎÇÌÙ ÁÇÒÅÅÄȱɊ ÔÈÁÔ ÃÈÁÎÇÅÓ ÔÏ ÓÅØÕÁÌÉÔÙ ÁÆÔÅÒ Á ÓÔÒÏËÅ ÍÁÙ ÂÅ ÁÎ ÉÓÓÕÅȢ /ÎÅ ÓÔÁÆÆ 
member commented, Ȱ)Ô ÉÓ ÉÍÐÏÒÔÁÎÔ ÔÏ ÉÎÃÌÕÄÅ ÔÈÅ ÏÖÅÒ φυ ÐÏÐÕÌÁÔÉÏÎ ÁÓ ÓÅØÕÁÌÉÔÙ ÉÓ 
often forgotten in their population, and it is just as important to them as it is a younger 
ÐÅÒÓÏÎȢȱ 
 
About 60% of staff reported that they did not  feel confident in their ability to provide 
information about changes to sexuality, indicating a need for staff education and 
ÏÐÐÏÒÔÕÎÉÔÉÅÓ ÔÏ ÂÕÉÌÄ ÔÈÅÉÒ ÃÏÎÆÉÄÅÎÃÅȢ /ÎÅ ÓÔÁÆÆ ÍÅÍÂÅÒ ÃÏÍÍÅÎÔÅÄȟ ȰCurrently we 
don't have any systems for routine or targeted information provision about sexuality. I 
think that if some systems/expectations are in place, it may help to make therapists 
ÍÏÒÅ ÃÏÍÆÏÒÔÁÂÌÅ ÉÎ ÁÐÐÒÏÁÃÈÉÎÇ ÐÁÔÉÅÎÔÓȢȱ 

 
Whose responsibility is it to discuss sexuality after stroke?  
While 52% of staff agreed that they felt some responsibility to provide patients with 
information about changes to sexuality after a stroke, there was no consensus on a 
specific discipline to be solely responsible for addressing this topic with patients (see 
Figure 1). 

 
Figure 1: whose responsibility is it to provide information? 

 
 
The majority of staff (96%) felt that 
doctors should be responsible for 
addressing sexuality, while 76% of staff 
indicated that psychologists should take 
on this role. The next most common 
choices to take up the responsibility of 
providing patients with information about 
changes to sexuality after stroke were 
occupational therapists (56%), nurses 
(52%), social workers (48%), and 
physiotherapists (44%).  
 
Physical factors such as fatigue, loss of 
movement, loss of sensation, pain, erectile 
dysfunction and medications were rated 
as having strong impact by more than 

75% of staff members surveyed. Psychosocial factors such as changes to body image, 
reduced self-esteem and confidence, changes to roles in family/intimate relationships, 
anxiety, depression, changes in cognition and dependency on partner for care were 
rated as having strong impact by more than 75% of staff members surveyed. These 
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findings suggested that most staff members are aware that sexuality incorporates both 
physical and psychosocial factors. 
 
4ÈÅ ÓÔÁÆÆ ÓÕÒÖÅÙ ×ÁÓ ÕÓÅÆÕÌ ÉÎ ÈÅÌÐÉÎÇ ÕÓ ÔÏ ÕÎÄÅÒÓÔÁÎÄ ÏÕÒ ÓÔÁÆÆ ÍÅÍÂÅÒÓȭ ÐÅÒÓÐÅÃÔÉÖÅ 
towards this topic, and assisted us in shaping the way we designed staff education 
material for the next phase of the project. 

 
Patient Interviews  
Six stroke inpatients participated in qualitative interviews to provide feedback on the 
NSF sexuality fact sheet and the unitȭs current processes in addressing sexuality.  
 
These patients met the basic selection criteria of being able to communicate effectively 
(i.e., English-speaking with no aphasia) in an interview. The views of non-English 
speaking patients could not be explored in this project due to a lack of funding available 
for interpreters and potential translation and cultural issues surrounding the topic of 
sexuality. Patients with aphasia also could not be included due to the difficulty in 
conducting an interview given significant verbal and written communication 
impairments. Nevertheless, we fully acknowledge that sexuality is an important issue to 
be addressed with all patients who have experienced a stroke, regardless of age, sexual 
orientation, gender identity, cultural background or communication level.  
 
Appropriate patients were approached by a non-treating therapist involved in the 
project for recruitment, and interviewed after providing informed consent. They were 
provided with the NSF sexuality fact sheet prior to the interview.  
 
The interviews were conducted in a private office in a semi-structured interview style . It 
is important to add that each interviewer spent time building rapport with the patient 
before commencing the interview. During each interview, the interviewer was conscious 
ÏÆ ÔÈÅ ÐÁÔÉÅÎÔȭÓ ÌÅÖÅÌ ÏÆ ÃÏÍÆÏÒÔ ÁÎÄ ÅÁÓÅȟ ÁÎÄ ÒÅÓÐÏÎÄÅÄ ÁÃÃÏÒÄÉÎÇÌÙ ÔÏ ×ÈÁÔ ÔÈÅ ÐÁÔÉÅÎÔ 
was saying to tease out and help the patient elaborate on their responses if necessary. 
 
Our patient group consisted of five males and one female, aged 33 to 67 years (see figure 
2). Four male and one female participant identified as heterosexual, and one male 
participant identified as homosexual. 
 
Figure 2: age range of participants 

All patients engaged actively in the 
interview process and were keen to 
express their views on the topic of 
sexuality and their experience in our 
rehabilitation environment.  
 
Four themes emerged from the patient 
interviews:  

1. Importance of discussing sexuality 

post stroke with patients and partners,  

2. Discrepancy regarding which 

discipline should be responsible for 

addressing sexuality with patients and 

partners,  

3. Timing of the discussion around 

sexuality with patients and partners, and  
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4. Potential barriers to discussing sexuality with patients and partners. 

 

Importance of discussing sexuality  
All stroke patients interviewed expressed an absolute need for sexuality to be addressed 
during rehabilitation.  
 

Ȱ4ÈÅ ÆÁÃÔ ÓÈÅÅÔ ÉÓ ÇÏÏÄ ÂÅÃÁÕÓÅ ÉÔ ÈÅÌÐÓ ÂÒÉÎÇ ÕÐ ÔÈÅ ÉÓÓÕÅȢ 9ÏÕ ÄÏÎȭÔ ×ÁÎÔ ÔÏ 
take away the personal and intimate and private out of it (sexual activity), 
ÂÕÔ ÓÅØ ÄÏÅÓ ÎÅÅÄ ÔÏ ÂÅ ÁÄÄÒÅÓÓÅÄȟ ÂÕÔ ÊÕÓÔ ÁÄÄÒÅÓÓÅÄ ÃÁÒÅÆÕÌÌÙȢȱ - Female, 
age 33  

 
Ȱ9ÏÕ ÎÅÅÄ ÔÏ ÔÁÌË ÔÏ ÔÈÅ ÐÁÔÉÅÎÔȭÓ ÐÁÒÔÎÅÒ ÁÓ ×ÅÌÌȟ ÂÅÃÁÕÓÅ ×ÉÔÈ ÓÔÒÏËÅ 
patients, sometimes the changes to sexuality will impact on the partner a lot 
ÍÏÒÅȢȱ ɀ Male, age 67 
 

The patients unanimously agreed that it was important for staff to provide patients with 
information about sexuality after stroke. All patients felt that sexuality was a significant 
issue whether they were heterosexual or homosexual, single or in a relationship. A 59-
year-old male patient described: 
 

Ȱ3ÅØÕÁÌÉÔÙ ÉÓ ÁÆÆÅÃÔÅÄ ÂÙ ÓÔÒÏËÅȟ ÓÏ ÉÔ ÎÅÅÄÓ ÔÏ ÂÅ ÁÄÄÒÅÓÓÅÄȣ ) ÔÈÉÎË ÉÔȭÓ Á ÖÅÒÙ 
ÉÍÐÏÒÔÁÎÔ ÁÓÐÅÃÔ ÏÆ ÒÅÃÏÖÅÒÙ ÁÎÄ ÔÈÁÔ ÉÔȭÓ ÂÅÅÎ ÏÖÅÒÌÏÏËÅÄ ÉÎ ÔÈÅ ÐÁÓÔȣ )Æ ÙÏÕȭÒÅ 
not in a relationship, aspects of normal life, including masturbation, should be 
ÁÄÄÒÅÓÓÅÄȢȱ 

 
A 45-year-ÏÌÄ ÍÁÌÅ ÐÁÔÉÅÎÔ ÓÔÁÔÅÄȟ Ȱ%ÖÅÒÙÏÎÅ - women, men, patients, partners, single, 
different sexual orientations- ÔÈÅÙ ÁÌÌ ÍÉÇÈÔ ÓÔÉÌÌ ÈÁÖÅ ÔÈÅ ÕÒÇÅȢȱ Many patients 
expressed varying concerns about how changes in sexuality after a stroke would affect 
their relationships. 
 

Ȱ2ÅÌÁÔÉÏÎÓÈÉÐÓ ÓÈÏÕÌÄÎȭÔ ÊÕÓÔ ÂÅ ÁÂÏÕÔ ÓÅØȢ -Ù ÒÅÌÁÔÉÏÎÓÈÉÐ ×ÉÔÈ ÍÙ ×ÉÆÅ 
ÉÓÎȭÔ ÊÕÓÔ ÁÂÏÕÔ ÓÅØȢ ) ÃÁÎ ÓÔÉÌÌ ÇÉÖÅ ÁÎÄ ÒÅÃÅÉÖÅ ËÉÓÓÅÓ ÁÎÄ ÃÕÄÄÌÅÓȣ 
Communication and relationships can be a problem after stroke. My 
ÒÅÌÁÔÉÏÎÓÈÉÐ ×ÉÔÈ ÍÙ ×ÉÆÅ ÉÓ ÄÅÆÉÎÉÔÅÌÙ ÓÔÒÁÉÎÅÄȢ -Ù ×ÏÒÄÓ ÄÏÎȭÔ ÃÏÍÅ ÏÕÔ 
ÔÈÅ ÓÁÍÅ ×ÁÙ ÔÈÅÙ ÕÓÅÄ ÔÏȢ ) ÃÁÎȭÔ ÊÕÓÔ ÊÕÍÐ ÉÎ ÔÈÅ ÃÁÒ ÁÎÄ ÔÁËÅ ÈÅÒ 
somewhere, or fix things around the house, or look after the kids and give 
ÈÅÒ Á ÂÒÅÁËȢ -ÁÙÂÅ ×Å ÃÁÎȭÔ ÔÁÌË ÐÒÏÐÅÒÌÙ ÏÒ ÓÅÅÍ Á ÂÉÔ ÌÏÏÎÅÙȟ ÓÏ ÐÅÏÐÌÅ 
×ÏÎÄÅÒ ×ÈÙ ×Å ÍÉÇÈÔ ×ÁÎÔ ÔÏ ÈÁÖÅ ÓÅØȢȱ- Male, age 45 
 
Ȱɉ3ÅØɊ ÉÓ Á ÍÁÊÏÒ ÐÁÒÔ ÏÆ ÅÖÅÒÙÂÏÄÙȭÓ ÌÉÆÅȟ ÏÒ ÅÖÅÒÙ ÓÕÃÃÅÓÓÆÕÌ ÒÅÌÁÔÉÏÎÓÈÉÐȢ 
)ÔȭÓ ÁÎ intimate way of showing affection for your partner. ...I think that if 
normal sexual relations could resume, it would help a relationship to 
ÓÕÒÖÉÖÅȢȱ - Male, age 59 
 
Ȱ3ÅØÕÁÌ ÒÅÌÁÔÉÏÎÓ ÍÁÙ ÂÅ ÔÈÅ ÆÉÒÓÔ ȰÎÏÒÍÁÌȱ ÔÈÉÎÇ ÔÈÁÔ ÍÉÇÈÔ ÈÁÐÐÅÎȟ ÇÉÖÅÎ 
the carer role ÔÈÁÔ ÓÏÍÅ ×ÉÖÅÓȾÈÕÓÂÁÎÄÓ ÔÁËÅȢȱ - Male, age 59 
Ȱ3ÏÍÅÔÉÍÅÓ ÃÈÁÎÇÅÓ ÔÏ ÓÅØÕÁÌÉÔÙ ×ÉÌÌ ÉÍÐÁÃÔ ÏÎ ÔÈÅ ÐÁÒÔÎÅÒ Á ÌÏÔ ÍÏÒÅȟ 
×ÈÉÌÅ ÔÈÅ ÐÁÔÉÅÎÔ ÈÁÓ ÎÏ ÃÌÕÅȢ 4ÈÅÒÅȭÓ Á ÎÅÅÄ ÔÏ ÔÁÌË ÔÏ ÔÈÅ ÐÁÔÉÅÎÔȭÓ ÐÁÒÔÎÅÒ 
ÁÓ ×ÅÌÌȢȱ - Male, age 67 
 

Some patients expressed a concern about how changes in sexuality after a stroke affect 
their self -esteem.  
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Ȱ3ÅØ ÃÁÎ ÍÁËÅ ÙÏÕ ÆÅÅÌ ÌÉËÅ Á ÍÁÎ ÁÇÁÉÎȢȱ - Male, age 59 
 
Ȱ4ÈÅ ÆÁÃÔ ÓÈÅÅÔÓ ×ÅÒÅ ÕÓÅÆÕÌ ÂÕÔ ÄÉÄÎȭÔ ÇÏ ÉÎÔÏ ÅÎÏÕÇÈ ÄÅÔÁÉÌȟ ÆÏÒ ÅØÁÍÐÌÅ 
about erectile dysfunction. A man will think hÅȭÓ ÎÏÔ ÇÏÏÄ ÅÎÏÕÇÈ ÂÅÃÁÕÓÅ 
of this issue and it affects his self-image and confidence and sense of being a 
ÍÁÎȢȱ - Male, age 67 
 

The fact sheet was seen as an important way for patients to receive factual information 
about sexuality after stroke. 
 

Ȱ9ÏÕ ÎÅÅÄ ÉÎÆÏÒÍÁÔÉÏÎ ÁÂÏÕÔ ÓÅØÕÁÌÉÔÙȢ )ÔȭÓ Á ÌÅÇÉÔÉÍÁÔÅ ÃÏÎÃÅÒÎ ÔÈÁÔ ÐÅÏÐÌÅ 
ÈÁÖÅȢ )ÔȭÓ ÕÎËÎÏ×ÎȢ &ÏÒ ÅØÁÍÐÌÅȟ ) ÈÁÄ Á ÃÁÔÈÅÔÅÒ ÉÎ ÁÎÄ ) ×ÁÎÔÅÄ ÔÏ ËÎÏ× 
ÈÏ× ÄÏ ) ÂÌÏ× ×ÉÔÈ Á ÃÁÔÈÅÔÅÒ ÉÎȢ "ÕÔ ) ÄÉÄÎȭÔ ÆÅÅÌ ÌÉËÅ ) ÃÏÕÌÄ ÁÓË ÁÎÙÏÎÅȢ !Ô 
no time have staff talked about ÓÅØÕÁÌÉÔÙ ×ÉÔÈ ÍÅȢȱ - Male, age 59 
 
Ȱ#ÏÎÔÉÎÅÎÃÅ ÁÉÄÓ ÄÅÆÉÎÉÔÅÌÙ ÎÅÅÄ ÔÏ ÂÅ ÄÉÓÃÕÓÓÅÄȢ ) ÃÁÎȭÔ ÉÍÁÇÉÎÅ ÈÏ× ÉÔ 
×ÏÕÌÄ ×ÏÒË ×ÉÔÈ ÓÅØ ÁÎÄ ÃÏÎÔÉÎÅÎÃÅ ÁÉÄÓȢȱ - Male, age 45 
 
Ȱ-ÅÄÉÃÁÔÉÏÎÓ ÁÒÅ Á ÍÁÊÏÒ ÃÏÎÃÅÒÎ ÁÆÔÅÒ ÓÔÒÏËÅȢ &ÏÒ ÅØÁÍÐÌÅȟ ) ÆÏÕÎÄ ÏÕÔ 
after my first stroke that antidepressants were leading to premature 
ejaculation. I later went to my doctor with this problem and found out that 
ÍÙ ÍÅÄÉÃÁÔÉÏÎÓ ÁÒÅ ÌÉÍÉÔÉÎÇ ÍÙ ÁÂÉÌÉÔÙ ÔÏ ÅÎÇÁÇÅ ÉÎ Á ÓÅØÕÁÌ ÒÅÌÁÔÉÏÎÓÈÉÐȢȱ- 
Male, age 59 
 

The fact sheet was also seen as an important method for patients to have their concerns 
addressed, especially if they do not feel comfortable raising the issue directly with 
clinicians. 
 

Ȱ4ÈÉÓ ÉÓ Á ÖÅÒÙ ÐÅÒÓÏÎÁÌ ÉÓÓÕÅȟ Á ÐÒÉÖÁÔÅ ÉÓÓÕÅ ÔÈÁÔ ) ÃÁÎȭÔ ÔÁÌË ÁÂÏÕÔ ÏÐÅÎÌÙ 
with people. So having a fact sheet is good. Then if there are issues, I can talk 
ÔÏ ÍÙ ÄÏÃÔÏÒ ÁÂÏÕÔ ÉÔȢȱ - Male, age 45 
 
Ȱ0ÅÏÐÌÅ ÍÉÇÈÔ ×ÁÎÔ ÔÏ ÁÓËȟ ÂÕÔ ÄÏÎȭÔ ÆÅÅÌ ÃÏÍÆÏÒÔÁÂÌÅ ÔÏ ÁÓËȣ 4ÈÅ ÆÁÃÔ ÓÈÅÅÔ 
ÉÓ ÇÏÏÄ ÂÅÃÁÕÓÅ ÉÔ ÈÅÌÐÓ ÂÒÉÎÇ ÕÐ ÔÈÅ ÉÓÓÕÅȢ 9ÏÕ ÄÏÎȭÔ ×ÁÎÔ ÔÏ ÔÁËÅ Á×ÁÙ ÔÈÅ 
personal and intimate and private out of it, but sex does need to be 
ÁÄÄÒÅÓÓÅÄȟ ÂÕÔ ÊÕÓÔ ÁÄÄÒÅÓÓÅÄ ÃÁÒÅÆÕÌÌÙȢȱ - Female, age 33 
 

Whose role is it? 
The stroke patients interviewed reported differing opinions on which members of the 
multidisciplinary team were best placed to address sexuality. Some interviewees felt 
doctors were most appropriate for this role, however most reported that the 
relationship and level of trust between patient and therapist was the most important 
deciding factor when considering a conversation about sexuality.  
 

Ȱ) ×ÏÕÌÄ ÓÕÇÇÅÓÔ ÔÈÁÔ ÉÔȭÓ ÐÒÅÓÅÎÔÅÄ ÂÙ ÏÎÅ ÏÆ ÔÈÅ ÐÒÏÆÅÓÓÉÏÎÓȟ ÎÕÒÓÅÓȟ /4ȟ 
ÐÈÙÓÉÏȟ ÏÒ Á ÐÅÒÓÏÎ ×ÈÏ ÈÁÓ ÂÕÉÌÔ ÕÐ Á ÒÅÌÁÔÉÏÎÓÈÉÐ ÏÆ ÔÒÕÓÔȢ ȣȢ 4ÈÅ ÐÁÔÉÅÎÔ 
must have complete trust in the person they speak to. It should be a person 
of calibre who can have a private one on one conversation. It could be the 
ÐÈÙÓÉÏȟ ÔÈÅ ÐÓÙÃÈÏÌÏÇÉÓÔȟ ×ÈÏÅÖÅÒ ÉÓ ÐÒÅÐÁÒÅÄ ÔÏ ÄÉÓÃÕÓÓ ÉÔȢȱ - Male, age 59 
 

Some patients felt the physical environment in which these discussions occurred was 
important.  
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Ȱ)ÔȭÓ not a discussion for the bedside, because pulling the curtain around 
ÄÏÅÓÎȭÔ ÍÅÁÎ ÐÅÏÐÌÅ ÃÁÎȭÔ ÈÅÁÒȢ )Ô ÎÅÅÄÓ ÔÏ ÂÅ ÄÏÎÅ ÐÒÉÖÁÔÅÌÙ ÁÎÄ ÄÉÓÃÒÅÅÔÌÙ 
ÂÅÃÁÕÓÅ ÓÏÍÅ ÐÅÏÐÌÅ ÃÁÎȭÔ ÔÁÌË ÁÂÏÕÔ ÓÅØȢȱ- Male, age 59 
 

Others felt that it was important that partners were involved in these conversations too.  
 

Ȱ.ÅÅÄ /4ȟ $ÏÃÔÏÒ ÏÒ 0ÓÙÃÈÏÌÏÇÉÓÔ ÔÏ ÔÁÌË ÔÏ ÔÈÅ ÐÁÒÔÎÅÒ ÂÅÃÁÕÓÅ ÔÈÅ ÐÁÔÉÅÎÔ 
ÍÁÙ ÓÁÙ ÔÈÉÎÇÓ ÄÉÆÆÅÒÅÎÔÌÙ ɉÁÎÄ ÔÈÅ ÍÅÓÓÁÇÅ ÉÓ ÎÏÔ ÇÉÖÅÎ ÃÏÒÒÅÃÔÌÙɊȢȱ - Male, 
age 45 
 

Timing/When to discuss sexuality 
Patients differed greatly as to when they thought they should be given the fact sheet and 
have a discussion with appropriate staff about changes in sexuality after a stroke. 
 

Ȱ)Ô ÓÈÏÕÌÄ ÂÅ ÁÄÄÒÅÓÓÅÄ ÅÁÒÌÙ ÉÎ ÈÏÓÐÉÔÁÌ ÂÅÃÁÕÓÅ ÁÌÌ ÔÈÅ ÎÅÔ×ÏÒËÓ ÁÒÅ ÈÅÒÅ 
and the experts can telÌ ÙÏÕ ÁÌÌ ÔÈÅ ÉÎÆÏÒÍÁÔÉÏÎ ÙÏÕ ËÎÏ×Ȣ Ȱ - Male, 59 
 
Ȱ4ÈÉÓ ÓÈÏÕÌÄ ÎÏÔ ÂÅ ÒÁÉÓÅÄ ÁÔ ÁÄÍÉÓÓÉÏÎ ÁÓ ÔÈÅ ÐÁÔÉÅÎÔ ÈÁÓ ÔÏÏ ÍÁÎÙ ÔÈÉÎÇÓ 
to think about and nothing can be done at the time to be of benefit 
(regarding sex.) It should be discussed towards the end just before 
discharge because the patient may be starting to think about sex and going 
ÂÁÃË ÔÏ ȰÎÏÒÍÁÌ ÌÉÆÅȢȱ - Male, age 67 
 
Ȱ!Ô ÔÈÅ ÓÔÁÇÅ ×ÈÅÎ ÙÏÕȭÒÅ ÆÕÌÌÙ ÒÅÃÏÖÅÒÅÄ ɉÉÓ ÂÅÓÔɊȢ "ÅÆÏÒÅ ÔÈÁÔȟ ÉÔȭÓ 
ÉÒÒÅÌÅÖÁÎÔ ÔÏ ÇÅÔ ÔÈÅ ÆÁÃÔ ÓÈÅÅÔ ÂÅÃÁÕÓÅ ÔÈÁÔȭÓ ÎÏÔ ×ÈÁÔ ÔÈÅÙȭÒÅ Çoing 
ÔÈÒÏÕÇÈȢ 4ÈÅÙȭÒÅ ÓÔÉÌÌ ÔÒÙÉÎÇ ÔÏ ÆÉÇÕÒÅ ÏÕÔ ×ÈÁÔ ÔÈÅÉÒ ÒÅÃÏÖÅÒÙ ÓÔÁÇÅÓ ÁÒÅ 
ÇÏÉÎÇ ÔÏ ÂÅȢ )ÔȭÓ ÂÅÔÔÅÒ ÔÏ ÈÁÖÅ ÔÈÅ ÆÁÃÔ ÓÈÅÅÔ ÇÉÖÅÎ ÁÔ ÆÕÌÌ ÒÅÃÏÖÅÒÙ ×ÈÅÎ 
ÙÏÕȭÒÅ ÇÏÉÎÇ ÂÁÃË ÔÏ ×ÈÁÔ ÉÓ ÎÏÒÍÁÌ ÆÏÒ ÙÏÕȟ ÁÔ ÔÈÅ ÓÔÁÇÅ ×ÈÅÎ ÙÏÕ ÁÒÅ ÌÉÖÉÎÇ 
your life as you would ÆÒÏÍ ÎÏ× ÏÎȢȱ - Female, age 33 
 
Ȱ4ÈÅ ÍÏÓÔ ÁÐÐÒÏÐÒÉÁÔÅ ÔÉÍÅ ÉÓ ×ÈÅÎ ÔÈÅ ÐÁÔÉÅÎÔ ×ÁÎÔÓ ÔÏ ÂÅ ÓÅØÕÁÌȢ )Æ ÔÈÅ 
ÍÁÎ ×ÁËÅÓ ×ÉÔÈ ÁÎ ÅÒÅÃÔÉÏÎ ×ÈÉÌÅ ÂÅÉÎÇ ×ÁÓÈÅÄȟ ÉÔȭÓ Á ÇÏÏÄ ÔÉÍÅ ÔÏ ÈÁÖÅ 
sexuality acknowledged and open it up for discussion. - Male, age 59 
 

The variance in opinion of the interviewees reflects the personal nature of sexuality, and 
the importance of providing an opportunity  for the patient to raise the issue with a 
clinician, if they feel it is appropriate and relevant to their experience. This is done by 
adhering to guideline 8.5 and ensuring clinicians offer this opportunity on a regular 
basis, acknowledging that it may not be an appropriate time for the patient at that point.  
 

Barriers to addressing changes to sexuality after stroke ς Patient perspectives 
Only 24% of staff reported in the staff survey that they felt reasonably confident in their 
ability to provide patients with information about sexuality after stroke, while 48% of 
staff reported feeling reasonably unconfident. However when the patients were 
interviewed, they tended to see the barriers not residing in the staff, but in themselves. 
 

Ȱ) ÓÕÐÐÏÓÅ ÔÈÅÙ ɉÔÈÅ ÓÔÁÆÆɊ ×ÏÕÌÄ ÁÌÌ ÂÅ ÁÂÌÅ ÔÏ ÔÁÌË ÁÂÏÕÔ ÔÈÉÓȢȱ- Female, age 
33 
 
Ȱ%ÍÏÔÉÏÎÁÌÌÙȟ ÓÏÍÅ ÐÅÏÐÌÅ ÍÁÙ ÎÏÔ ÂÅ ÒÅÁÄÙ ÔÏ ÄÉÓÃÕÓÓ ÓÅØÕÁÌÉÔÙȢ )ȭÍ ÈÁÐÐÙ 
ÔÏ ÐÁÒÔÉÃÉÐÁÔÅ ÉÎ ÔÈÉÓ ÂÅÃÁÕÓÅ ÕÌÔÉÍÁÔÅÌÙȟ ) ×ÁÎÔ ÔÏ ÇÅÔ ÂÁÃË ÔÏ ÓÅØȢȱ ɀ Male, 
age 60 
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Ȱ)Ô ÃÁÎ ÂÅ Á ÂÉÔ ÏÆ ÉÎÆÏÒÍÁÔÉÏÎ ÏÖerload (if the fact sheet is given with other 
written information at the start of rehab) but it should be handed out to 
ÐÁÔÉÅÎÔÓ ÓÏ ÔÈÁÔ ÔÈÅÙ ÈÁÖÅ ÉÔȢȱ - Male, age 45 
 
Ȱ-ÅÎ ×ÉÌÌ ÓÔÒÕÇÇÌÅ ÔÏ ÆÉÎÄ ÏÕÔ ÈÏ× ÔÏ ÁÓË ÔÈÅÉÒ ÑÕÅÓÔÉÏÎÓ ɉÁÂÏÕÔ ÓÅØÕÁÌÉÔÙɊ 
without offending female staff or having their questions taken the wrong 
×ÁÙȢ Ȱ - Male, age 67 
 
Ȱ-ÁÎÙ ÏÆ ÔÈÅ ÔÈÅÒÁÐÉÓÔÓ ÁÒÅ ÁÔÔÒÁÃÔÉÖÅȟ ÆÉÔȟ ÙÏÕÎÇ ×ÏÍÅÎȢ 3Ï ÉÔ ÃÁÎ ÍÁËÅ 
discussions about sexuality very difficult to raise (as a male patient) and 
very awkward to discussȢȱ- Male, age 67 
 

Audit outcomes  
Our needs analysis confirmed that both staff and patients felt that sexuality should be 
discussed during a stroke patientȭs rehabilitation. It also highlighted the importance of 
developing guidelines and strategies for professionals working with stroke patients to 
address the topic.  
 
Findings from both the staff and patient perspective suggest that addressing sexuality is 
not the responsibility of any specific member on the multidisciplinary team. Factors 
such as trust, the therapeutic relationship and perhaps to some degree characteristics of 
the clinician (including confidence and knowledge relevant to the specific sexuality 
concern), will determine who is best placed to do so. The findings also highlighted the 
ÎÅÅÄ ÔÏ ÉÎÖÏÌÖÅ ÔÈÅ ÐÁÔÉÅÎÔȭÓ ÐÁÒÔÎÅÒ ×ÈÅÎ ÐÒÏÖÉÄÉÎÇ ÅÄÕÃÁÔÉÏÎ ÁÂÏÕÔ ÓÅØÕÁÌÉÔÙȢ 

 
Project outcomes 
Following the conclusion of the needs analysis, the working party submitted a poster 
(see Figure 3) for the ȰCaulfield Weekȱ annual research and quality projects poster 
competition. The poster was selected for an oral presentation which subsequently 
generated much interest and discussion amongst staff members.  
 
4ÈÅ ×ÏÒËÉÎÇ ÐÁÒÔÙ ÎÏÔÉÃÅÄ ÔÈÁÔ ȬÓÅØÕÁÌÉÔÙȭ ÂÅÃÁÍÅ Á ÔÏÐÉÃ ÔÈÁÔ ×ÁÓ ÉÎÃÌÕÄÅÄ ÉÎ 
discussions during team meetings, a stroke carers group, and a stroke inpatient group. 
The working party acted as role- models and advocates for addressing sexuality, both in 
terms of documentation in progress notes when the topic was raised with patients, and 
also provided guidance and peer support to staff who were unsure about how to 
approach sexuality with a patient. 
 
Sexuality was added as one of the options for reason of referral to clinical psychology on 
the electronic referral system, and a resource folder (available as a hardcopy and an 
electronic version) for our NRU was created for staff. The working party continued to 
maintain the profile of the project by reporting on progress at our quarterly 
Rehabilitation Service Improvement Meetings. 
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Figure 3: project poster 

 
  


