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Sexuality is a Basic Human Right

Sexual rights are an evolving set of 

entitlements related to sexuality that 

emanate from internationally recognized 

human rights to freedom, equality, privacy, 

autonomy, integrity and dignity. 

(IPPF, 2008)



1. All persons, regardless of disability, are sexual 
persons

2. The person with a disability has the right to all 
information about sexuality that he/she can 
understand; including the right to full range of 
sexual expression

3. The person with a disability has the right to 
develop relationships with others and to express 
affection and sexuality in the same ways that are 
acceptable to others

Basic Assumptions About Sexuality 

and Persons with a Disability:



Disability Dilemma 

For people with intellectual disabilities, there is a 

difficult balance to be struck between empowering 

people to claim their sexual rights and protecting 

them from negative consequences such as abuse, 

assault, STI’s etc. 

(Murphy & O’Callaghan, 2004)

Empowerment Protection



Intellectual Disabilities (ID)

 Autism

 FASD

 Down Syndrome

 General Learning Disability - CP 

 Mental Illness

 Developmental Disability

 Traumatic Brian Injury

 Any other condition that may affect cognitive 

function



Sexuality & Intellectual Disability (ID)

 Children, adolescents, and adults with 
intellectual disability are frequently seen as: 

asexual beings sexual deviants

 Many applaud advances of “mainstreaming” 
“normalization,” and social integration;    
however, sexuality and sexual expression 
continue to be controversial and highly charged. 

(Wolfe, 1997; Ailey et al., 2003)



Sexuality and Intellectual Disability

• Sexuality is commonly regarded as a 

problem, rather than an affirming part of 

human life.

• No matter what cognitive abilities a person 

might have, growth into adulthood 

combines a physically maturing body and 

a range of sexual and social needs and 

feelings.

(Ailey et al., 2003; Sweeney, 2007)



Sexuality and Intellectual Disability

Research

 Very limited literature on Intellectual 

Disability and Sexuality: Separation of 

cognitive impairment and physical impairment.

Why do you think there are more programs 

and research for individuals with physical 

impairment as opposed to individuals 

cognitive impairment?



Sexuality and Intellectual Disability
Assumptions based on a review of the literature:

• Many are sexually active (40% to 80%) 

• Most do not practice safer sex, (65% to 75% do not use 

condoms) 

• Many have difficulty using contraception for reasons 

that are economic, interpersonal, situational and limited 

understanding. 

• They enjoy sex a lot, although somewhat less than 

non-disabled peers. (opportunity and understanding)

• They consider intimacy and sexuality an important life 

goal and human right.                                                                             

(Ailey et al., 2003; Wolfe, 1997)



Sexuality and Intellectual Disability
Assumptions based on a review of the literature con’t:

• Many repress their sexuality, worry about its 
"normalcy," and internalize societal disapproval of 
their sexuality. 

• 50% said they lacked a satisfying sex life 

• 50% said they lacked a satisfying social life (limits 
placed on individuals sexual expression may hinder 
social opportunities)

• 40% said they lacked warmth and intimacy 

• over 50% of residents in institutions reported lacking 
privacy in their everyday lives 

• 50% felt that people with serious mental health 
problems were incapable of having satisfying 
intimate relationships (Ailey et al., 2003, Wolfe, 1997)



Women with Intellectual Disability

 High rates of childhood and adult physical, sexual, and 
emotional abuse (61% to 82%)

 Penetrative sex with a lack of sexual pleasure.

 Choice of prey for predators (easily manipulated, 
deniability)

 Qualitative research shows a lack of control and choice 
as to what they wanted to do, with whom, when and how

 Poor self esteem - devalued themselves

 Women who lived in the community shared experiences 
as women who lived in institutional settings 

 All the women in one study living in institutions reported 
receiving some form of payment for sex (money, 
cigarettes)

(McCarthy, 1999)



Features of Individuals with ID that make 

them vulnerable to sexual abuse & 

exploitation

 Culture of obedience and compliance,

 Many different caregivers, 

 The need for help with personal body care,

 An inability to defend and speak up for 

themselves, 

 Lack of sex education and knowledge of 

normal social and sexual limits

(Aylott, 1999)



Why Do Service Providers Not 

Address Sexual Issues?

 Lack knowledge about sexual issues

 Are ill-equipped to deal with sexual issues

 Do not know how to initiate discussions of sex

 Feel uncomfortable in discussing sexual issues

 Do not consider it important as related to other 
issues

 Do not consider it their role

 Avoid the topic as it would just create issues
(Jones, Weerakoon & Pynor, 2005)

Within an interdisciplinary team whose role is it?



What is Healthy Sexual 

Expression?

 List some elements you feel should be 

included in the description of healthy 

sexual expression 



What is Healthy Sexual 

Expression?

 Involves recognizing and celebrating that everyone is 

sexual

 Emotional and social communication/connection

 CERTS Model (developed by Wendy Maltz)

 Consent – freely chose to engage in sexual activity

 Equality – sense of power is equal with your partner

 Respect – positive regard for self and partner

 Trust – trust partner on both physical and emotional levels

 Safety – you feel secure and safe within the sexual setting
(McKinley Health Center, 2009)



Healthy Sex Vs Harmful Sex
Healthy Sex                                                     Sexual Abuse and Addiction

Sex is a choice Sex is an obligation

Sex is a natural drive Sex is addictive

Sex is nurturing, healing Sex is hurtful

Sex is an expression of love Sex is a condition of love or devoid of love

Sex is sharing with someone, part of who I am Sex is “doing to” someone

Sex requires communication Sex is void of communication

Sex is private Sex is secretive

Sex is respectful Sex is exploitative

Sex is honest Sex is deceitful

Sex is mutual Sex benefits one person

Sex is intimate Sex is emotionally distant

Sex is responsible Sex is irresponsible

Sex is safe Sex is unsafe

Sex has boundaries Sex has no limits

Sex is empowering Sex is power over someone

Sex enhances who you really are Sex requires a double life

Sex reflects your values Sex compromises your values

Sex enhances self esteem Sex feels shameful

(McKinley Health Center, 2009)



Approach When Dealing With 

Sexuality: Medical Vs Sex Positive

Harm Reduction:

Prevention, and protection

Sex Positive:

Quality of life, enhancement 



Harm Reduction

 An approach that gained popularity due to the increased 

spread of AIDS among injection drug users

 Principles can be applied to engagement in sexual 

activity by people with ID

 Features:

 Pragmatic 

 Value-neutral view

 Humanistic values – recognizes the autonomy of the individual

 Focus on decreasing or minimizing negative consequences

(Erickson, Riley, Cheung, & O’Hare, 1997; Inciardi & Harrison, 1999; Riley & 

O’Hare, 2000)



Harm Reduction
Benefits

 Prevention of STIs, 

pregnancy, and abuse are 

central to this approach

 These are the major 

concerns regarding 

engagement in sexual 

activities among people 

with ID

Limitations

 Not traditionally framed in the 

context of sexuality

 The eventual goal of harm 

reduction is abstinence (in the 

context of drug use)

 This does not fit with the idea 

that sexuality is part of human 

development

 Focus on harm

 Does not account for the full 

sexual experience – physical, 

emotional, social, cognitive

 Issue of capacity to consent still 

unresolved



Sex Positive Approach
 “Having a comprehensive definition of sexuality”

 Consensual sexual activities viewed as normative, positive and 

healthy, not deviant – BASIC HUMAN RIGHT

 “Assisting individuals to be aware of the choices involved in sexual 

decisions”, such as “whether or not to be sexual and exactly what 

being sexual can mean”  

(Harden, 2014; Tobin, 1997; Williams, Prior, & Wegner, 2013)

Benefits Limitations
 Defining what falls within healthy 

sexual expression

 Individuals’ inability to articulate or 

even understand person needs

 Service provider’s inability to fully 

grasp the extent and definition of 

sexual expression in relation to 

challenges triggered by disability 

 Sex education and open 

discussion reduces 

vulnerability of individuals

 Non-judgemental

 Builds self-esteem

 May help develop social and 

assertion skills



Issues Around Sexuality and 

Intellectual Disability 



Individuals with ID
 Impaired brain function may interfere with 

judgment, impulse control and various other 

cognitive process

 Most children grow up with normal hormone surges

 Their social development may not match their 

biological age

 In addition many don’t receive adequate sexual 

health education.

 Above - cause the person to be at high risk of 

becoming a victim, a perpetrator or both for 

inappropriate sexual behavior (ISB).

(Kellerman, 2002)



Issues Related to Sexuality that Service 

Providers May Need to Deal With 
• Safe Sex

• Masturbation education

• Appropriate / inappropriate touching

• Sexual orientation

• Boundaries / permission

• Sexual experimentation 

• Self control

• Two kinds of common social mistakes: public-private 

errors and stranger-friend errors.

• Parental comfort

• Pregnancy, childbirth, and parenting



Importance of Sexual Health 

Intervention
 Sexuality – plays a major role in an individual’s 

overall self identity. 

 Developing a healthy sexual identity requires the 

opportunity to make decisions to control one’s 

life and build relationships with others.     

(Ailey et al., 2003)

 To engage in fulfilling sexual relationships, 

people must experience a range of feelings and 

emotions, develop a sense of self, and feel safe 

within their environment.  

(Downs & Craft 1996; Ailey et al., 2003)



Importance of Promoting 

Healthy Sexuality
 Family members and staff often view sexuality as a 

source of risk

 Do not acknowledge that sexuality is a healthy and normal part 

of adult development

 Caregivers in study were against providing sex education, 

believing it would create desire for sexual relationships

(Heyman & Huckle, 1995)

 However, sex education resulted in:

 Positive changes in sexual expression

 Appropriate expression of needs

 Improved social behaviours

 No adverse effects, e.g. promiscuous sexual behaviour or 

unwanted pregnancy 

(Kempton, 1978)



Importance of Promoting 

Healthy Sexuality
 Unhealthy and abusive forms of sexuality may prevail.

 The inability to develop healthy sexuality can lead to or 

worsen mental disorders such as anxiety, depression, 

and adjustment disorders, as well as impaired self-

esteem.

 Restricting sexual expression can lead to other forms of 

“acting out” 

 Can put individuals at risk for sexual abuse and 

exploitation, HIV and other STIs, and unplanned and 

unwanted pregnancies. 

(Evans & Conine, 1985)



Barriers to Sexual Expression: 

The individual
• Histories of abuse & trauma 

• Lack of self-confidence & esteem 

• Psychiatric medication side-effects can diminish 

sexual performance & desire 

• Certain symptoms (paranoia, withdrawal) inhibit 

ability to form relationships

• Lack of ability to comprehend emotional intimacy

• Past indoctrination that sexual expression is 

bad, inappropriate and will be punished.



Barriers To Sexual Expression : 

Structural Barriers 
Organizational & institutional policies - prevent sexual expression
 Social isolation and parental overprotection may inhibit their 

development (sexual and social) (Betz, 1994)

 Functional interactions rather than social, therefore fewer 
opportunities to form meaningful personal relationships 

(Nunkoosing & John, 1997)

 Individuals in segregated settings may be denied the opportunity to 
form intimate relationships and enjoy little or no time to see or visit 
friends outside of institutional settings

 Adults with ID living in the community frequently have their living 
arrangements chosen and controlled by an agency or guardian. Often 
results in having an undesirable roommate or being denied the 
opportunity to see friends or possible partners.

 Additionally, families or agencies may intentionally have policies in 
place to try to keep them from participating in intimate relationships.

(Ailey et al., 2003) 



Barriers To Sexual Expression : 

Attitudinal barriers
 Family or staff commonly deny that sexuality exists and instead 

deal with people with intellectual disability like an innocent child, 
thereby denying the right to a healthy sexual expression (Heyman 
& Huckle, 1995)

 Parents of the adolescents with ID are less likely to allow their 
children to associate with peers outside of school hours than 
parents of their non-disabled peers (Zetlin & Murtaugh, 1988)

 More likely to have limited circle of friends & social contracts  
(Krauss & Hauser-Cram, 1992)

 Individuals with ID often acquire sexual knowledge, experience 
and feelings from different sources than their nondisabled peers  
(McCabe, 1999)

 Individuals with ID are more likely to receive their sexual 
knowledge from formal education programs and the media not 
from variety of sources such as peers, parents, social experience 
(Dependent on the teacher and their attitudes/bias)

 The whole topic of sexuality is less likely to be normalized 
because it is not discussed. (McCabe, 1999) 



Case example: Self Control

Robert, a 16-year old student with IC
 Robert has expressed a desire to date and have sex. 

 On a few occasions, Robert fondled young women on the school 

bus coming to school. The young women were all from his 

special education class. 

 After a suspension from school and discussions between school 

staff, Robert, and his parents, the behavior stopped. 

 On a school outing, however, Robert followed a young woman 

from his class into a washroom and attempted to sexually 

assault her. Police were called and charges filed. 

 Charges were later dropped due to concerns that the young 

woman would not be able to testify. However, the police and 

courts worked with the school to place Robert in a restricted 

special education school for students with behavioral problems.



Case example:  Robert

What are the Issues?

How would you handle this situation?



Issues Around Consent and Control

 When a person with ID is unable to control 

sexual impulses and does not have the 

capacity of giving informed consent, what 

do you do?



Consent: Canadian Perspective
 Consent is a voluntary agreement to engage in the sexual 

activity in question

 Must be an affirmative ‘yes’, not only a lack of ‘no’ 

 Not necessarily verbal consent however non-verbal often requires 

interpretation

 Must be given by the individual who will be engaging in the 

activity. Cannot be provided by a proxy.

 Consent can be revoked at any time.

 Consent cannot be provided by an individual who is 

intoxicated, unconscious, or is otherwise incapable of giving 

consent

 Even if over the legal age of consent (16 years), some 

populations cannot give consent because they are deemed 

mentally incapable

(Department of Justice Canada, 2015; Saskatchewan Prevention Institute, 2015)



Determining Capacity to Consent

 No specific test or criteria to determine 

capacity to consent to sexual activities

 In general, determining capacity to consent 

involves assessing understanding of the

nature and consequences of the decision 
(Department of Justice Canada, 2015; Saskatchewan Prevention Institute, 2015)

 The ability to identify what consent means

 Determining safe, and appropriate 

sociosexual interaction



“Consensual ability” = Capability to 

give informed consent to sexual contact

 Evaluating an individual’s consensual ability should 
address the person’s ability to make a decision based on:
 knowledge of the nature of the sexual contact, 

 its possible consequences, 

 the social and moral context in which it occurs. 

 Contact where one or both parties lack consensual ability 
may be considered a crime 

 It is expected that Staff are required to report all sexual 
contact between non-consenting individuals to the 
appropriate authorities. (Niederbuhl & Morris, 1993)

“Sex drive may not match intellectual capabilities”



Evaluating Capacity to Consent 

to Sexual Relationships
1. Basic sexual knowledge (e.g. of body parts, sexual 

relations, and sexual acts)

2. Knowledge of the consequences of sexual relations, STI, 

pregnancy etc.,

3. An understanding of appropriate sexual behaviour and 

context 

4. An understanding that sexual contact should always be a 

matter of choice ;

5. The ability to recognize potentially abusive situations;

6. The ability to demonstrate skills of communication and 

assertion in social and personal situations 

(Kennedy & Niederbuhl, 2001; Murphy & O’Callaghan, 2004)



Ability To Give Consent 

Strongly Related To:

• Sexual knowledge

• Level of intellectual ability

• Social adaptive age

• Having participated in sexual health 

education courses

(Niederbuhl & Morris, 1993)



Graduated/Situational Consent

• Able to give consent to some forms of sexual activity 

that did not include for example sexual intercourse.

• Protects against unplanned pregnancies 

• Lessens the possibility of the individual contracting an 

STI.  

• However is this appropriate???

• by definition any sexual contact that is not consensual 

is considered assault. (Niederbuhl & Morris 1993)

• Lawyers point out  that individuals with disabilities 

may be competent in this particular area even if they 

are not deemed competent in other aspects of their 

lives (AAP, 1996 )



Inability To Give Consent
 A major issue is that once a person is deemed incapable of 

consenting, his/her opportunities for sexual expression 
become very limited due to the global nature of the 
determination. 

 Capacity to consent is not static – while a person may be 
deemed incapable of consenting, they may be able to improve 
capacity through education  (Dukes & McGuire, 2009)

 Situational capability has the potential of striking a balance 
between enhancing individuals’ self-expression, while 
ensuring that individuals served are not being exposed to the 
risks

 If individuals show by their behavior that they wish to engage 
in certain forms of sexual contact, and if the treatment team 
judges that this contact can improve quality of individuals 
lives, then third-party consent should be sought, the same as 
it is in other matters judged to be in the person’s best interest

(Kaeser, 1992)



“Sexuality is often the source of our deepest 

oppression; it is also often the source of our 

deepest pain. It’s easier for us to talk about 

– and formulate strategies for changing –

discrimination in employment, education and

housing than to talk about our exclusion 

from sexuality and reproduction.”

Finger, Forbidden Fruit, 



“ In focusing on an individualised notion of 

consent, rather than the conditions under 

which choices can be meaningful, the 

prevailing idea of sexual autonomy assumes 

the mind to be dominant and controlling, 

irrespective of ... circumstances.” 
(Doyle, 2010)

 the notion of consent to sexual activity by persons with 

intellectual disabilities, from both a sociological and legal 

standpoint, has been constructed from an ableist

perspective, imposing a standard of normative cognition 

on consent and construes sexual activity from the 

perspective of the normative societal perspectives.



Social Model of Disability and 

Feminist Theory

 Emphasise the fact that conventional 

understandings of sexuality and disability fail to 

include the unique perspectives of individuals 

with mental disabilities.

 A feminist standpoint allows an analysis of 

previously occluded issues such as the impact of 

power relations on the nature of consent to 

sexual activity by persons with a mental 

disability.



A Standpoint Epistemological 

Framework – Way of Knowing

 Highlights the fact that very unique and 

distinct issues arise for people with 

intellectual disabilities in relation to sexual 

activity

 These issues may not correspond to those 

which people without intellectual 

disabilities or even people with physical 

disabilities face.



Person Centred Program

 Facilitates meaningful life change

 Highest chance for success and application 

of knowledge, skills, and attitudes

 Team approach

 Tailored specifically to each individual:

Degree of intellectual disability

Presence of physical disabilities

Existing skills and deficits

 Individual goals

(Lumley & Scotti, 2001)



Supporting Healthy Sexuality for 

Individuals with ID

 Framework of a person centred planning 

approach is proposed

access to information regarding sexuality

participation in romantic relationships 

including marriage

receipt of relevant support services as needed
(Lumley & Scotti, 2001)



Functional Approach

 The functional approach has been 

preferred to the diagnostic and outcome 

approaches to capacity 
(Grisso & Appelbaum, 1998; Gunn et al., 2001; Murphy & Clare, 2003) 

 General agreement that people should be 

enabled and encouraged to make 

decisions for themselves when possible
(Murphy & O’Callaghan, 2004)



Case Studies

Sarah: a 31-year-old woman with intellectual 

impairment states a goal i.e. her dream of getting 

married. However, she is very shy and spends 

every evening alone in her apartment. 

Rick: has severe intellectual impairment who 

attempts to engage in sexual intercourse with a 

nonconsenting roommate. Rick has no language, 

(Lumley & Scotti, 2001)



Case Studies - Approach
Sarah:
A positive and possible goal to be achieved in one year may be to have 

a boyfriend. 

Relevant Objectives:

a) development of social skills necessary to initiate and maintaining a 

dating relationship 

b) increase participation in community activities and 

c) participation in sexual health education.

Rick:
Due to limitation of his disability the team would work to identify goals 

and objectives based on their knowledge of him and his preferences.

A goal may be appropriate sexual gratification [i.e. does not infringe on 

the rights of others] which might be achieved by teaching Rick how to 

masturbate to climax.

(Lumley & Scotti, 2001)



Advantages to Person Centred Team
 Although the goals for Sarah and Rick differ, the 

assessment and planning process are essentially the 

same.

 Involvement of persons who work closely with the target 

individual should improve the likelihood that developed 

programs will fit the individual’s needs. 

 A team to support the individual may increase the 

chance that specific objectives will be achieved. 

 Team members also would be in a position to identify 

and address problems as they arise. 

 Without a person centred team in place an individual’s 

unique needs could be easily unaddressed until a 

problem arose. 
(Lumley & Scotti, 2001)



Sexual Health Intervention – ID 

What's the difference? 

Is there a difference?



Sexuality As A Human Right

• Historically individuals with ID have been 
portrayed as sexually threatening and requiring 
professional management and control.

• Paradigm shift 
1. early philosophy - any form of sexual expression 

should be eliminated

2. later philosophy - sexual expression accepted 
however believed that control and responsibility 
should be emphasized

3. the third viewpoint suggested that sexuality and 
sexual gratification are major life resources and 
healthy expression is important for individuals with ID 

(Steele & Cato, 1989)



What is the Goal ?

“Being programed” 

or 

Healthy Expression?



Goal of Sexual Health Education 

 Individuals with ID will demonstrate 

appropriate sexual behaviors in everyday 

social and private situations.

 SHE will increase sexual knowledge and 

understanding of appropriate socio-sexual 

behaviours thereby increasing the potential 

for individuals with ID express their 

sexuality in a healthy manner
(Mackenzie & Watts, 2013; Murphy & O’Callaghan, 2004)



Sexuality Intervention Guidelines 

 Accurate Age-Appropriate Information - Topics 
should be tailored to the chronological age of the 
person. 

 Teach  to express physical affection that is 
appropriate to their apparent ages.

 The teaching methods/tools should be at their 
intellectual abilities   

concrete vs abstract

 Remember that Context is Everything
(Maurer, 2007)



Implementing Sexuality Education 

Programs

 Content - directed at the needs of the 

individuals involved

 Teaching Methods- need to take their abilities 

into account. Low literacy and other learning 

deficits are common with persons with ID

 Sexuality information needs to be presented 

concretely, simply, matter-of-factly, and 

repeatedly. 



Tailoring Sexuality Education 

Programs 

 Biological aspects 

 Anatomy and biology

 Puberty

 Intercourse

 Masturbation

 STIs and contraception

 Pregnancy and childbirth

 Sexual dysfunction

 Puberty, Menstruation

 Social and emotional aspects

 Self esteem

 Relationships/Friendship

 Appropriate social interaction

 Conflict resolution

 Relationship building

 Family life skills

 Social manners

 Touching - staff, caregivers, 

family, intimate etc

(Lumley & Scotti, 2001)



Additional Topics for Healthy 

Sexual Expression 
 Rights and responsibilities of sexual behavior 

 Understanding of one’s own body – relationship with self

 Sexual orientation

 Sexual exploitation, abuse, assault, harassment

 Obscene gestures and offensive sexual comments

 Pornography, erotica, obscene material

 Sexual interactions and behaviors

 Personal care and hygiene 

 Medical examinations – medication side effects

(Ailey et al., 2003 L.; Sweeney, 2007, Lumley & Scotti, 2001)



Tailoring Sexuality Education 

Programs

 Assess/address behaviours and attitudinal changes

 Assess social skills, assertiveness skills

 Some behavioural skills cannot be observed using direct 

observation or functional assessment – role play assessment may 

be valuable

 Help individuals achieve mastery of the material with skills

 Support individuals in incorporating information into daily 

life context

 E.g. not only that condoms can prevent pregnancy and STIs, but 

where to access condoms, how to negotiate and use condoms, 

and when they should be used

(Lumley & Scotti, 2001)



We Are All Sexual – Facilitating 

Healthy Sexual Expression
• Strength-based approach rather then a deficit-

based approach

• Coping with urges

• Coping with loneliness

• Wanting to model what they see

• Acceptance and redirection

• Being different is OK

• Looking at options and alternatives

• Clubs, exercise, healthy occupations and 

activities 



• Teach Sexuality as Positive and Pleasurable

• Discourage inappropriate displays of affection. 

• Express clear behavior expectations that 

conforms with family and societal standards.

• Acceptance of the limitations in achieving  

sexual fulfillment, add to their strength of 

character and to their having a positive attitude.

• Teach their right to refuse to be touched.
(Guest, 2000; Maurer, 2007; AAP, 1996)

Sexuality and ID Suggestions 

For Practice



• Recognize the Importance of Feelings - Practice 

Appropriate Affection

• Teach the difference between acceptable behaviors in 

a private setting and those acceptable in public.

• Two kinds of common social mistakes: public-private 

errors and stranger-friend errors.

• Discuss pleasure and affection when educating 

children about sex.

• Masturbation acceptance/training shown to decrease 

tension and inappropriate behavior 

(AAP, 1996; Thompson,1994)

Sexuality and ID Suggestions For 

Practice cont.



Sexual Health Education (SHE) 

Benefits Include:

 Self Esteem and Empowerment

 Skill Building

 Improved Communication

 Setting the Stage

 Articulating Goals

 Preventing Negative Outcomes such as 

abuse

(Maurer, 2007; Sweeney, 2007)



Reality Check:
Strategies When Sexual Health Education 

and Social Skill Training is Not Enough 

• Develop a list of acceptable activities 

• Does not require individual with ID to decode 

situation

• Can be adapted to situation

• Provide a system to deal with the unknown 

– using supports 

• Teach self monitoring to identify cues where 

they would seek help 



Strategies When Sexual Health Education 

and Social Skill Training Is Not Enough 

 Establish rules for home

 Establish rules for public

 Set and follow clear expectations

 Simple yet critical issues (i.e., don’t over do it)

 Provide opportunities for expression

 Masturbation (schedule, cues)

 General socialization (being with others)

Sexuality is not a Taboo subject – make it an 

everyday topic – nothing magical about it



Helping Individuals with ID 

Express Their Sexuality
 There is no right or wrong way - but keep it 

professional!

 There is no right or wrong person who should 
do this … but somebody should!

 Provide opportunities for client expression

 The needs of men and women are usually 
different

 Become aware of your own comfort/ discomfort 
zones

 Find strategies that work for you

David Hingsburger - Presentation.mpg
David Hingsburger - Presentation.mpg


Summary
 Sexuality is a human right that is important to all 

individuals regardless of age, gender, 

orientation, or developmental level. Sexuality is 

closely related to a person's self-concept and 

self-esteem.

 To broadly address the development of healthy 

sexuality for individuals with ID, the issue needs 

to be normalized, not ignored or avoided; which 

means involving parents, staff, and 

professionals.



How Do You Incorporate Sexuality 

Into Everyday Practice?

Strategies: Personal & Environmental

 Formal process in place to ensure sexuality is addressed

 ↑ self awareness

 Develop knowledge base

 Secure a common good

 Establish a conducive sex positive environment

 Privacy

 Develop an ethical code

 Dignity

 Equality

 Variety of patterns of choice
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