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Part 1

This essay critically reviews the literature around the population of disabled adults in relation to issues they may express in a therapeutic session regarding sexuality and intimacy difficulties. According to the Equality Act 2010, Disability is understood as living with a physical or mental impairment that impacts normal day-to-day activities that are recognised as ‘long-term’ (Lockwood, Henderson and Thornicroft, 2012). Lived experience is not limited to being shaped by just their impairment, but also by social and environmental factors that influence how they are seen, treated and understood as being disabled (Ruiz, Mainella and Rosenthal, 2023). Sexuality and intimacy are recognised as important aspects of an individual's well-being, identity and personal relationships; however, people with disabilities have historically been overlooked regarding education and conversation around sexuality and sexual expression (Loeser, Pini and Crowley, 2017).
Research suggests that people with a disability are more likely to encounter challenges relating to relationships, intimacy and sexuality due to social stigma and the assumption that they are asexual, which leads to difficulties forming romantic and sexual relationships and exploring their sexual identity like an able person would (Campbell, 2017). This essay will critically evaluate the different therapeutic approaches and interventions that could be used to help disabled clients experiencing such issues, including the humanistic, person-centred and psychosexual approaches. 
Understanding disability, sexuality and intimacy.
The Equality Act 2010, published by the UK Government, identifies Disability as a mental or physical impairment that affects your day-to-day lifestyle and activities on a long-term basis (Definition of disability under the Equality Act 2010, 2025). This can be identified through three ‘dimensions’: activity limitation, impairment, and participation restrictions. Activity limitation can include challenges with basic activities such as getting out of bed without assistance, leaving the house, independently maintaining personal health care, and engaging in work or education. Impairment is understood as a person who has limited or no function of a part of their body compared to that of an able-bodied person, including mental impairments.  These are categorised as Structural or Functional impairments. Structural impairments include conditions such as irreversible nerve damage or losing a limb, whereas Functional impairments include chronic pain, restricted ability to use limbs or deafness (Disability and Health overview, 2025). With disability affecting, on average, 1 in 6 people, and with people generally living longer, the chance of developing a disability is higher and something that needs to be recognised (Cieza et al., 2018). People with disabilities are at a higher risk of dying early, experiencing a decline in mental and physical health, limitations to everyday life and poorer economic living situations (World Health Organisation: WHO, 2023). 
Understanding disability can be approached through several different theoretical models; the two main models are the Social and the Medical models. The Medical model was developed and evolved throughout the 20th century, influenced by the views of healthcare professionals and institutions that predominantly worked with people with disabilities. The main belief of the model is that disability lies within the person, and the best way to help the patient is to diagnose impairments, provide treatment and rehabilitation, and help them adapt their lifestyle to accommodate their disability (Haegele and Hodge, 2016). The medical model emphasises the importance of diagnosis and of providing appropriate treatment and care for the individual, to manage their impairments through medication, rehabilitation, or surgery. However, the use of this model may reinforce the stigma that people with disabilities are ‘broken’ and can be fixed and are unable to do certain tasks, rather than identifying their strengths and tasks they can do, with society becoming more conscious and accommodating of their impairment and providing alternative assistance so they can (Zaks, 2023).
 The Social Model of Disability was first created by disability activists in the 1970s and was developed further by Mike Oliver, providing a contrasting view to the Medical Model. It suggests that people are not disabled because of their impairments, but by the attitudes and physical barriers that have been created by society, such as inaccessible buildings, stereotyping, lack of support and education, and discrimination (Oliver, 2018). This model empowers people with disabilities and promotes inclusion and accessibility, whilst challenging the way in which society views and treats people who may need additional assistance with education and compassion. However, this model does not take into consideration a person’s lived experience, including their pain and fatigue that they may experience including their medical needs (Barnes,2019). 
To better understand the differences between the medical and social models, a simple scenario can illustrate them. For example, a blind person cannot read a standard printed book. The medical model would suggest that the person cannot read because of their visual impairment, focusing on the impairment itself. However, the social model would suggest that accessible alternatives such as Braille or audiobooks should be provided, shifting the focus from impairment to how society can accommodate people with visual impairments. 
These models create a theoretical framework that can be applied to lived experiences to help understand and work with people who have disabilities, such as sexuality, intimacy and romantic relationships. Sexuality is described by the World Health Organisation (WHO) as sexual orientation, gender roles, pleasure, eroticism, and reproduction, either expressed through fantasies, beliefs, behaviours and relationship roles. Sexuality, however, is influenced by society, environment, politics, and psychological and biological factors (WHO, 2026). 
Historically, people with disabilities have been overlooked when the narrative of sexuality and intimacy has been discussed, with social stigmas and misconceptions suggesting that they are asexual, do not have the capacity to be sexual or maintain a relationship beyond friendship (Kim, 2011). Because of this, people with disabilities are overlooked and do not receive sexual education or learn sexual knowledge, which impacts any intimate relationships they may develop and may lead to ‘bad sex’, being exploited or abused. Lack of sexual education, communication and stigma around sexuality and disability can lead to confusion around a person's sexual identity, including their confidence and self-esteem and harm their mental and physical health, and overall well-being (Shah, 2017). 
These experiences can be further understood through the term Ableism, which refers to structures and attitudes formed through society that provide privilege to those who are able-bodied and discriminate against those who are not (Bogart and Dunn, 2019). Within this context, sexuality is a societal assumption and judgment on those who are disabled, in which they should be excluded from narratives of desire and intimacy, including education (Sandberg, Rosqvist and Grigorovich, 2020). Bahner (2018) argues that societal attitudes towards the disabled community combined with limited and often inaccessible sex and relationship education, fail to address the needs and lived experiences of disabled individuals, potentially restricting opportunities for the development of a positive sexual identity. Bahner suggests that applying the CRIP theory to sexuality regarding the disabled community provides a framework to challenge ableist attitudes, in which healthcare practitioners can have an alternative view on what is deemed ‘normal’ by society, with what is sexually attractive and who can participate. This perspective can encourage therapists to challenge their own assumptions around sexuality and disability, ensuring they are concentrating on the clients lived experiences rather than influences from societal norms.
In addition, Loeser, Pini and Crowley (2017) highlight that attitudes towards disability and sexuality are frequently framed through risk, vulnerability and protection, rather than desire, pleasure and embodied experience. This way of thinking and protection around the individual reinforces the desexualisation of disabled individuals, assuming that they have a lack of sexual agency or legitimacy. Because of this, disabled individuals may internalise these dominant narratives, which can impact self-esteem, confidence and willingness to engage in intimate relationships. Within a therapeutic setting, these internalised beliefs may negatively affect the therapeutic relationship as the client may feel they have to censor what they share in fear of being judged, misunderstood or having their experiences minimised, which could reinforce feelings of shame and embarrassment (Loeser, Pini and Crowley, 2017). 
Counselling approaches and therapeutic practice
 A person-centred approach to counselling, developed by Carl Rogers, offers a humanistic framework that could provide an effective approach when working with disabled adults experiencing difficulties related to sexuality and intimacy. With a solid foundation focused on empathy, congruence and unconditional positive regard, this approach provides a therapeutic environment in which sensitive and difficult experiences can be explored safely, including shame, fear of judgment, internalised ableism and stigma, and allowing the exploration of sexual identity and intimacy. 
This is supported by Eisenberg, Andreski and Mona (2015), who advocate for a more disability-affirmative approach to be used throughout healthcare settings, stating that sexual wellbeing is an important aspect of a person's identity, including those who live with a disability and should not be overlooked or pathologised by professional healthcare practitioners. They highlight how professionals may unintentionally reinforce feelings of shame and desexualisation through avoidance of discussing sexual topics or lack of competency in supporting the client effectively. Within a therapeutic setting, a more affirming and open stance may be essential in enabling clients to discuss sexuality without shame or judgement, which aligns with the argument that a Humanistic approach may be beneficial when working with disabled clients in a therapeutic setting. 
Whilst the humanistic and person-centred approach creates a non-judgmental and accepting space for a client within therapy to explore their sexuality or feelings around intimacy and relationships, the non-directive approach may not be suitable for clients who may wish to have more directive conversations about sex, including intimacy information. With the majority of literature identifying desexualising attitudes towards those with disabilities and a lack of education and knowledge around the topic of sexuality and intimacy, the chance of a client bringing such questions and discussions to the counselling room is high. When clients seek factual information or guidance regarding sex, intimacy, fertility, contraception and adaptive sexual practises, counsellors must be aware and work within their own competencies, ethics and boundaries. Whilst exploring emotions attached to these topics is consistent with working with a person-centred approach, providing medical or psychosexual advice may fall outside the role of the counsellor and needs an alternative qualified healthcare or psychosexual professional. Practitioners must be aware of the limits of their competence and be able to acknowledge when signposting is needed or referral to specialist services. Maintaining up-to-date knowledge about sex and disability is beneficial, including continuous self-reflection and accessing supervisory meetings, which is ethically important to keep the client and the counsellor safe from harm. If these limits are not recognised by the therapist, or if the topic of sex and intimacy is dismissed in the counselling room, they may reinforce the beliefs, barriers, and stigma the client may already experience and confirm the feelings of shame and ableist views on sex and relationships. Providing effective therapeutic practise does not rely on just strong relational skills provided by the person-centred approach and core conditions, but confidence, competency and awareness of when additional specialist help is required. 
Conclusion
Overall, the literature suggests that people living with disabilities experience significant barriers and stigma from societal attitudes, which limit and restrict their ability to explore their sexuality and engage in intimate relationships. With the addition of ableism and the desexualisation of people with disabilities, sexual education and support are rarely provided, creating a population of people who have sexual desires and wants, but lack the knowledge on how to approach it or feel ashamed and embarrassed to engage in and experience intimate relationships or explore their sexuality. These negative feelings and beliefs also leak into healthcare and therapeutic settings, where a client may face stigma and internalised attitudes towards people with disabilities having sex, which can reinforce those feelings and internal beliefs of shame and ableism. Whilst the person-centred approach provides a strong foundation to therapy with congruence, empathy and unconditional positive regard, the effectiveness of the approach is limited by the competence, confidence and level of education the Therapist holds, including recognising the attitudes and experience the client faces on a day-to-day basis. Working within the therapist’s competence is essential when working with this population of clients, especially when the topic of sexuality and intimacy is brought up. Accessing regular supervisor sessions, continued personal development and recognising when referral is required is important to a successful therapeutic and ethically informed relationship with disabled clients whilst maintaining the view that sexuality and intimacy is an important and legitimate aspects of health, identity and overall wellbeing.
PART 2
This reflection section will explore my engagement with the literature regarding disability, sexuality, and intimacy within the therapeutic practice and reflect on how this process has developed my understanding of this population as a trainee counsellor. I selected this topic to explore for this essay because it was a population I had, in the past, limited interaction with, with disabilities being slightly overlooked and underrepresented even within the education system, and my last undergraduate degree and current Master's.
 I have recently started work as a Youth Worker, who conducts regular drop-in sessions in local schools, and one of those sessions was at a school for children and teenagers with learning and physical disabilities. This experience resonated with me that this particular population is not discussed and almost hidden, with any mention of disabilities being a negative in nature, but that was not the experience I have had when working with these teenagers. Reflecting on my experiences within my employment made me recognise how little I understood about disability, and my initial feelings of anxiety before meeting them were due to a lack of understanding and almost naivety.  
This initial naivety I recognised was from social narratives and attitudes around those who live with disabilities, which I unconsciously internalised until this experience. Upon reflection, I realised that I had anticipated the session to be more challenging than it was; instead, I observed a group of young people who were engaged, humorous, and individual in their communication and personal interests and not much dissimilar to able people. This highlighted the importance of recognising any unconscious bias and assumptions one might have when working therapeutically with diverse populations, including people with disabilities. It challenged my preconceptions and encouraged me to reflect on the impact of societal influences and to engage in further research to increase and challenge my understanding of the lived experiences people with disabilities may endure, reducing my assumptions and misconceptions. This experience highlighted the importance of reflective practice in developing an awareness of my own assumptions. It reinforced that further learning and reflection are essential to understanding theory and lived experience, and how that influences practising therapeutic work with clients.
This experience made me think about how adults with disabilities are seen within therapy, especially when the topic of sexuality and intimacy is shared. With my interest in sex and relationship therapy, this was an area that, although I was familiar with, I was unsure about regarding disability, theoretical models of disability and how that relates to sexuality and intimacy for this client population. However, from my experience at work, I was adamant that researching and completing this essay would benefit me and my understanding beyond university assessments and into future development as a practitioner. 
Whilst engaging with the literature, it led me to understand how disability is framed with the medical and social model, which shapes how people with disabilities are treated when presenting with issues of sexuality and intimacy. The social model suggests that adults with disabilities are limited by barriers and attitudes created through societal stigma and attitudes towards disabilities, an ableist view, rather than being limited by their impairments. People's attitudes towards disability are also shaped by society, which translates into how adults with disabilities are recognised and treated when sharing difficulties with sexuality and intimacy. When researching the social model and how that relates to therapy and how disabled people are approached, it made me reflect on my experience when working in the special needs school. This information reinforced my belief that I had internalised stigma and attitudes about that disability that were not a true reflection of the reality of disabled people's lives and that I needed to continue personal reflection and education to minimise these biases for future counselling clients. I learnt that these societal views impacted how much sex education and access to sexual healthcare disabled adults possessed, which was either seriously limited or nothing. This really unsettled me, as from previous research around sex and relationships, it is important to provide that knowledge to all sexually capable adults for either informational purposes or to simply educate those on what is right and wrong to avoid exploitation and abuse. The Social model aligns with my views of disability; however, learning how overlooked disabled adults are and just assuming that they are unable to have sex or want it made me annoyed, like their wellbeing and needs were just ignored or that they were not allowed to have sex or be in a romantic relationship. 
The medical model was accepting of a person's impairments and worked towards improving their lives as much as possible in the form of diagnosis, treatment and accessibility care.  However, I felt this model to be quite narrow-minded and did not consider a person's lived experience. In relation to sexuality and intimacy, the medical model, I feel, would be quite accepting if it had no negative impact on their mental and physical health. A combination of these models would be validating if applied to a person with a disability requesting information about sex and relationships; however, without reflection and recognising whether there are any internal biases when working with a client, it could be damaging and reinforcing beliefs and attitudes they already have about themselves, that they should be ashamed, have body image issues, and affect their confidence. Also, having the confidence and competence to hold and work with a client with disabilities is another factor that was discussed in the literature, as avoiding the topic of sex because you are uncomfortable may come across to the client as if it is being ignored because they might believe they shouldn’t be doing it, for example. 
 Throughout this essay, reading research around this subject surprised me how much the disabled population are restricted and left out of normal activities, discussions and even education just because they are disabled. It was something I feel I have really taken for granted and not really had much thought about until now, which has made me feel quite ignorant of this population. With disability becoming more visible and catered to in the public domain and spaces, I believe that the attitudes and beliefs are changing, however in terms of sexuality and intimacy it is still something that has not caught up and potential reforms within healthcare to support individuals with disabilities, especially with how more likely they are to be exploited or abused sexually, learning about sex and relationships would help prevent that in the future or at least make them safer in their actions. 
Regarding how this reflects in counselling was again quite insightful. I feel quite passionate when it comes to talking about sex and relationships and making the topic less taboo in general. However, throughout this experience, I learned a whole new element and population that has even less accessibility to talk about sex and relationships, but also with the addition of feelings and internalised beliefs of shame, judgement, desexualisation and misunderstanding. Having limited access to information and education about sex already creates a division between the disabled community and those who are not, without the added attitudes and stigma they face in everyday life, so talking or asking about anything related to this subject area must be even more difficult with the fear of being rejected or made to feel like they are not allowed, when more than likely, they are. Something else I never considered until researching was the involvement of carers or healthcare professionals in a disabled person's life, which adds another layer to something that is already quite complicated, having the privacy to explore sexually and find their identity within that could be quite difficult to achieve.
What this means for counselling is that what a client may present with will not be as simple as that of an able client; there will be layers and elements to what they could bring to a session that are not thought about by the client, as to them it is ‘normal’. However, I do feel that I am less naive to the lived experiences of disabled clients, but I would like to continue my learning of this client population to deepen my knowledge, empathy and congruence, which will help further my development as a trainee counsellor. 
One main element I took away from exploring sexuality and intimacy with disabled adults was how effective the Humanistic and person-centred approach can be when working with this client population. Holding a client successfully and meeting them where they are in the present moment and exploring what is coming up for them and approaching that with empathy, congruence and unconditional positive regard benefits the client in reducing the chances of the client reinforcing feelings of shame and judgment and negative personal views of themselves.  Being mindful of your own competencies and if the session turns into more of them asking for sexual advice or information, acknowledging that and holding that boundary with the client and signposting them to the correct professional to help them without dismissing or shutting down their exploration and questions.  Supervision is vital for this to keep in check that you are working within what is your role in this person's life and you do not become their teacher or say the wrong thing, as you may not know their medical needs or care plans. 
In conclusion, the subject area of sexuality and intimacy within the disabled community challenged my beliefs and attitudes towards disability and made me aware of the internalised stigma and naivety I had when it came to understanding their lived experiences, the limited education they have regarding sex and how they are viewed as asexual or unable to have sex or maintain an intimate relationship. I became aware of the different layers that disabled people experience with carers, healthcare professionals, medications and society pressures and attitudes. I have more of an appreciation for people with disabilities now than I did before starting this essay and will continue to learn more. 
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