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The role of third-wave cognitive-behavioural factors on the sexual
functioning of people with and without physical disabilities
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University of Porto, Porto, Portugal; bLife and Health Sciences Research Institute ICVS/3B’s, PT Government
Associate Laboratory, Braga/Guimarães, School of Medicine, University of Minho, Braga, Portugal

ABSTRACT
The sexuality of people with disabilities is still poorly understood.
Research has shown the role of mindfulness and self-compassion in
promoting resilience, but little is known on the influence of these vari-
ables on sexual functioning in people who may experience physical dis-
ability. This study explored how mindfulness, self-compassion, and
acceptance may predict sexual functioning of people with and without
physical disability. A sample of 377 participants answered a survey (189
with a physical disability). Results showed that, regardless of the physical
condition, self-compassion and acceptance were significant predictors of
sexual functioning, but only for the male subsample (ΔR2 = .093 and .031,
ps < .05). Particularly, lower levels of isolation were significantly associated
with better sexual functioning in men, above and beyond the effects of
the impairment (β = .413, p < .001). Findings also showed moderating
effects of physical condition for the association between male sexual
functioning and self-kindness (ΔR2 = .021, p = .038). This study sheds
light into psychological mechanisms that may be equally or differently
involved in the sexual functioning of people with and without physical
disability, particularly for men. Findings suggest the importance of Third-
Wave cognitive-behavioural strategies for sexual functioning and overall
sexual health.
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Introduction

Around 15% of the world population lives with some kind of disability (World Health Organization,
2011). Despite the increasing recognition of sexual health and sexual rights, myths around the
sexuality of people with disabilities prevail, leading to continuous misunderstanding and discrimina-
tion (Esmail et al., 2010; Lottes, 2013; Rohleder et al., 2018). Some health conditions might bring
difficulties achieving and maintaining an erection, impaired vaginal lubrication and ejaculation, and
reduced sensation, sexual pleasure or orgasm (Cole, 1975; Cole & Cole, 1993). However, people with
physical disabilities may develop a sexual response that is more flexible and adaptive to his or her
needs and circumstances than people without disabilities (DiGiulio, 2003). Third-Wave Cognitive-
Behavioural strategies are targeted at dealing with the individual’s relationship with one’s thoughts
and emotions, and how it influences the person’s interaction with his/her own experience (Lucena-
Santos et al., 2015). Variables such as mindfulness, self-compassion and acceptance have shown
consistent benefits in dealing with pain, fatigue, and emotional regulation in disability and chronic
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illness samples (Hocaloski et al., 2016; Kabat-Zinn & Burney, 1981). However, little is known about the
contribution of these variables for the sexual health of people living with a physical disability. As
such, this study explores how psychological factors like mindfulness, self-compassion and accep-
tance may contribute to the scientific knowledge of the sexual functioning of people who may
experience physical disabilities.

When a person lives with a physical disability, he/she usually experiences mild to severe deviation
or loss in a body function or structure that limits or changes their physical activity (World Health
Organization, 2001b). Physical disability may be defined as congenital or acquired and varies
according to the nature of the impairment: motor disability (e.g. paraplegia, tetraplegia, amputa-
tion); sensorial disability (e.g., visual or hearing impairments); neurological disability (e.g., multiple
sclerosis, cerebral palsy, muscular dystrophy), etc (Rowen et al., 2015). Different impairments may
result in partial or total restriction of daily activities, which may imply constraints regarding their
sexual functioning (World Health Organization, 2001b). In fact, studies had shown a slightly higher
prevalence of sexual dysfunction in disabled women (between 65.7% and 72.8%) than in disabled
men (between 64.4% and 65.9%) (Amidu et al., 2010; Owiredu et al., 2015). Research in this domain is
highly heterogeneous, reflecting not only the diversity of conditions but also the diversity of
theoretical and methodological perspectives underlying studies’ designs (Darija et al., 2015;
Verschuren et al., 2016; J. E. Verschuren et al., 2015; Garrett et al., 2009; Gava et al., 2019; Lew-
Starowicz & Rola, 2013). However, research tends to focus on differences between people with and
without physical disabilities, under-looking the factors that may contribute to explain the sexual
response, above and beyond the effects of the impairment (Beckwith & Yau, 2013; Javier et al., 2013;
Linsenmeyer, 2009; Othman & Engkasan, 2011).

Several issues may contribute to explain sexual response of people with disabilities: socio-sexual
isolation (due to architectural or economic restrictions); family overprotection and lack of privacy;
bodily perfection ideals; lack of sex education; internalisation of normative models; lack of awareness
and empowerment (Ahumuza et al., 2014; García & Álvarez, 2014). These factors entail not only
a structural disableism that carries social oppression of the sexual expression of people with physical
disabilities, but also the psycho-emotional disableism that leads to a process of internalised oppres-
sion over one’s body and sexuality (Reeve, 2004). By increasing one’s awareness of the context of
thoughts and emotions and promoting a holistic view of the person, Third-Wave Cognitive-
Behavioural Therapy may help people with physical disabilities to cope with internalised processes
involved in sexual adjustment.

Mindfulness is a central construct of the Third Wave therapies that can be defined as ‘awareness
that arises through paying attention, on purpose, in the present moment, non-judgementally’
(Kabat-Zinn & Burney, 1981). Thus, Mindfulness can be conceptualised as a dispositional or trait-
like characteristic, but it can also be cultivated as a skill (Baer, 2003). Mindfulness’ strategies have
been recently applied in sex therapy, with benefits concerning satisfaction and sexual pain (Brotto
et al., 2015; Kocsis & Newbury-Helps, 2016). In the field of disability, Mindfulness therapy has been
applied to several health issues, like patients with multiple sclerosis or spinal cord injury, and
research has largely shown its role in dealing with pain and increasing quality of life, emotional
regulation, and resilience (Senders et al., 2012). Concerning sexual functioning, recent research has
documented the benefits of a psychoeducational group approach that includes mindfulness in
improving the sexual adjustment of women with multiple sclerosis and spinal cord injury
(Hocaloski et al., 2016). Despite the small sample, this research found improvements in sexual
desire and arousal, as women became less judgemental of their inner experiences (Hocaloski et al.,
2016). Nevertheless, a different study with women with multiple sclerosis indicated that patients
who performed the combined therapies (i.e. mindfulness and pelvic floor exercises) did not
experience additional benefits on sexual functioning when compared to those who performed
either mindfulness or pelvic floor exercises, which were equally beneficial (Mosalanejad et al.,
2018).
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Regarding self-compassion, this construct integrates mindfulness rationale and pertains to
the capacity to be open to one’s suffering (Neff & Dahm, 2015). Similarly, it can be conceptua-
lised as a trait-like modifiable characteristic as well as developmental skill, and is based on three
components: self-kindness (i.e. being warm and understanding towards ourselves when we
suffer, fail, or feel inadequate), common humanity (i.e. recognising that suffering and personal
inadequacy is part of the shared human experience) and mindfulness (i.e. being receptive and
non-judgemental of one’s thoughts and feelings) (Neff, 2003a; Neff & Dahm, 2015). By decreas-
ing self-criticism, self-compassion has been established as an important aspect of resilience and
self-empowerment, and interventions based on mindfulness and self-compassion have proven
effective at follow-up moments (Neff & Germer, 2013; Stuntzner & Hartley, 2015). For example,
a study with 19 adults with spina bifida found positive and significant correlations between
participants’ resilience, self-esteem and self-compassion (Hayter & Dorstyn, 2014). Additionally,
interventions aimed at increasing self-compassion combined with mindfulness have shown
decreased functional disability in war veterans (Dahm et al., 2015). Regardless of the lack of
research on self-compassion applied to sexuality, there is literature discussing the potential
benefits of teaching women with disabilities how to be self-compassionate when coping with
their sexual issues and improving their sexual identity (Stuntzer, 2014).

Lastly, acceptance is a construct introduced by the Acceptance and Commitment Therapy that
can be defined as a capacity to act towards one’s goals with a non-judgemental attitude (Hayes
et al., 1999). The greater capacity of acceptance would correlate with greater psychological
flexibility or lower experiential avoidance in the face of negative events (Hayes et al., 1999).
There is broad evidence of the efficacy of acceptance approaches on health condition, mainly
on pain conditions, with improvements in physical and social functioning. Research has also
documented the importance of acceptance in pain management, in correlation with variables
such as affection, attention and catastrophizing (McCracken & Vowles, 2014). However, literature is
scarce in establishing the link between acceptance and sexuality, although a study showed that
acceptance and commitment therapy is effective in increasing sexual satisfaction in couples
(Nezhad & Shameli, 2017).

In conclusion, the variability of the sexual response and sexual functioning of people who may
have physical disabilities needs clarification, and psychological dimensions that could influence
internalised processes of sexual adjustment may be under looked in this context. The current study
integrates a larger mixed-methods research project which focuses on understanding the role of
psychological factors in influencing the sexual health of people who may experience physical
disabilities. The vulnerability and resilience factors being studied here refer to skills and attitudes
that may increase the acceptance and appreciation of one’s experience of sexual participation,
regardless of the actual physical conditions (Brotto et al., 2015; Hocaloski et al., 2016). The aim of
this study was to assess the relationships between Third Wave Cognitive-Behavioural variables (i.e.
mindfulness, self-compassion and acceptance) and sexual functioning in men and women with
and without physical disabilities. We expected that, after controlling for physical condition (i.e.
having a physical disability or not), higher levels of mindfulness, self-compassion and acceptance
would predict better sexual functioning. Furthermore, we examined possible moderating effects of
physical condition on the relationship between Third Wave Cognitive-Behavioural variables and
sexual functioning.

Method

Participants

This study was conducted in Portugal. An initial sample of 479 individuals enrolled in this study.
However, due to an over-representation of non-disabled women (n = 198), 96 of them were
randomly selected, showing no statistical significant differences with non-selected women regarding
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age (F(1,194) = 1.830; p = .178), education (χ2(4) = 3.287; p = .511) and marital status (χ2 (4) = 3.857;
p = .426). The final sample consisted of 377 participants. Of these, 189 had a physical disability (96
men and 93 women) and 188 had no disability (92 men and 96 women).

Participants were included in the study according to the following criteria: (i) age between 18 and
55 years old; (ii) have a physical disability, or no disability; (iii) capacity to read Portuguese and
provide informed consent. Regarding physical disability criteria, we included people with different
physical conditions in order to diversify our sample accounting for the psychosocial dimensions of
disability, namely the stigma regarding their sexuality. Nonetheless, participants with moderate to
severe cognitive conditions were excluded, since they are often incapable of providing informed
consent. Also, participants older than 55 years were excluded as age is often a variable that has
a negative impact over sexual functioning.

Participants were included in the study once they fulfilled all the sociodemographic, medical and
disability details and at least one of the psychological measures (58.6% completed all the ques-
tionnaires). Men and women answered either a male or female version of the questionnaires, which
could be fulfilled online or in paper format. Most participants took the online format (85.9%),
managed with the Limesurvey template (https://www.limesurvey.org), which is stored in a server
from the University of Porto. The study was publicised on several social networks and mailing lists,
blogs and websites dedicated to sexuality and disability, and on electronic newspapers. Participants
were also recruited from a professional rehabilitation facility. Also, a pilot study was conducted in
order to test the adequacy and clarity of the language and instructions, to identify possible technical
errors, and to estimate the total response time (approximately 30 minutes).

Main outcome measures

Descriptive measures
Participants completed a self-report Introductory Questionnaire that assesses several sociodemo-
graphic, intimacy, and sexual questions. This questionnaire also addresses medical history and
disability characteristics, with questions adapted from the Lifestyle and Medical History
Questionnaire and the Disability Assessment Schedule (World Health Organization, 2001a).
Furthermore, this questionnaire examined self-perceived sexual difficulties, using questions adapted
from the Self-perceived Sexual Problems Questionnaire, from Peixoto and Nobre (2015a, 2015b).

Mindfulness
The capacity to be self-conscious and regulate the attention towards the present moment was
measured through the Five Facets of Mindfulness Questionnaire (FFMQ; Baer et al., 2006; Gregório &
Pinto-Gouveia, 2011). This is a 39-item measure adapted from other scales and has five factors:
Observe (e.g., ‘When I take a shower or bath, I stay alert to the sensations of water on my body’),
Describe (e.g., ‘It’s hard for me to find words to describe what I’m thinking’), Act with Awareness (e.g., ‘I
find it difficult to stay focused on what’s happening in the present’), Non-judge (e.g., ‘I tell myself
I shouldn’t be feeling the way I’m feeling’) and Non-react (e.g., ‘I perceive my feelings and emotions
without having to react to them’) (Baer et al., 2006). Participants answer in a 5-point Likert scale. The
measure allows for the computation of specific indexes, as well as an overall score. Higher scores
mean overall higher mindfulness qualities. The validity and reliability of the Portuguese version are
well documented (Gregório & Pinto-Gouveia, 2011). In the current study, the scale showed good
internal consistency overall (α = .84) and for each dimension (α between .77 and .90). Focusing on the
subsamples, the scale showed good internal consistency for both people with physical disabilities
(α = .84; subscales between .74 and .90) and people without physical disabilities (α = .88; subscales
between .81 and .91). Moreover, language changes were implemented for inclusivity (e.g., ‘When I’m
moving . . . ’ instead of ‘When I’m walking . . . ’).
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Self-compassion
The Self-Compassion Scale (SCS) was administered in order to measure the participants’ ability to bear
one’s feelings of suffering using a sense of warmth, connection and concern (Castilho & Pinto-Gouveia,
2011; Neff, 2003b). This is a 26-item self-report scale subdivided into 6 factors: Self-Kindness (e.g., ‘When I’m
going through a very hard time, I give myself the caring and tenderness I need’), Self-Judgement (e.g., ‘I’m
disapproving and judgmental about my own flaws and inadequacies’), Common Humanity (e.g., ‘I try to see
my failings as part of the human condition’), Isolation (e.g., ‘When I fail at something that is important to me,
I tend to feel alone in my failure’), Mindfulness (e.g., ‘When something upsets me I try to keepmy emotions in
balance’) and Over-identification (e.g., ‘When I fail at something important to me I become consumed by
feelings of inadequacy’) (Neff, 2003b). Answers are rated on a 5-point Likert scale. Specific indexes may be
computed, as well as an overall score. Higher values equal to higher self-compassion. The Portuguese
version of the scale also demonstrated good internal consistency, validity and reliability (Castilho & Pinto-
Gouveia, 2011). In the current study, the scale showed good internal consistency overall (α = .92) and for
each of the six original dimensions (αbetween .72 and .82). Focusingon the subsamples, the scale showed
good internal consistency for both people with physical disabilities (α = .91; subscales between .63 and
.81) and people without physical disabilities (α = .93; subscales between .74 and .87).

Acceptance
The second version of theAcceptance andActionQuestionnaire (AAQ-II) was used to analyse participants’
psychological inflexibility or experiential avoidance in the face of negative events (Bond et al., 2011; Pinto-
Gouveia et al., 2012). This is a 7-item self-report questionnaire that is rated according to a 7-point Likert-
type scale ranging between 1 (‘never true’) and 7 (‘always true’) (e.g., ‘My experiences and painful memories
preventme from living a life that I value.’; ‘It seems thatmost people run their lives better than I do.’). This scale
has a one-factor structure with higher scores indicating greater psychological inflexibility or experiential
avoidance. The psychometric properties of the Portuguese version are reported elsewhere (Pinto-Gouveia
et al., 2012). In the current study, the scale showed good internal consistency (α = .92). Focusing on the
subsamples, the scale showedgood internal consistency for both peoplewith physical disabilities (α= .92)
and people without physical disabilities (α = .91).

Male sexual functioning
The sexual functioning of the male participants was assessed through a version of the International
Index of Erectile Function adapted for men who have sex with men (Coyne et al., 2010; Peixoto,
2014). This self-report scale has 22 Likert-type questions and was adapted from the original ques-
tionnaire in order to include other sexual practices such as anal intercourse, masturbation, oral sex
and morning erections. Nevertheless, the same five domains of functioning were found: (i) erectile
function (e.g., ‘How often were you able to obtain an erection during sexual activitity’); (ii) orgasmic
function (e.g., ‘When you had sexual stimulation or intercourse, how often did you have an orgasm
sensation, with or without ejaculation?’); (iii) sexual desire (e.g., ‘How often did you had sexual desire?’);
(iv) intercourse satisfaction (e.g., ‘How satisfied are you with your current sexual relationship with your
partner?’); and (v) overall satisfaction with sex (e.g., ‘How satisfied are you with your sex life?’) (Rosen
et al., 1997). This measure accounts for the sexual functioning in the past 4 weeks and allows for the
computation of specific indexes, as well as a score for overall sexual function (minimum = 5 and
maximum = 75, with higher values indicating better sexual functioning). The scale was properly
adapted into Portuguese (Quinta Gomes & Nobre, 2012). However, this version needs further
validation (Peixoto, 2014). In this study, the scale showed good internal consistency overall
(α = .91), and for each dimension (α between .62 and .85). Focusing on the subsamples, the scale
showed adequate internal consistency for both men with physical disabilities (α = .90; subscales
between .63 and .90) and men without physical disabilities (α = .89; subscales between .57 and .86).
Finally, after pilot testing, the language was adapted in several options (e.g., ‘I had no sexual activity
and/or have no erection.’ instead of ‘I had no sexual activity’) due to the impact of certain disabilities in
sexual functioning, for some participants.
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Female sexual functioning
In order to be more inclusive, an adapted version of the Female Sexual Function Index for women who
have sex with womenwas used to assess sexual functioning of female participants (Peixoto, 2014). This is
a 20 item self-report scale developed from the original FSFI and assesses key dimensions of the female
sexual functioning: sexual desire (e.g., ‘How do you rate your sexual desire?’), arousal lubrication (e.g., ‘How
difficult was for your tomaintain your lubrication until the end of any sexual activity or intercourse?’), orgasm
(e.g., ‘Whenyouhad sexual stimulationor intercourse, howoftendid you reachorgasm (climax)?’), satisfaction
(e.g., ‘How satisfied are you with your overall sex life?’) and pain (e.g., ‘How often did you feel pain or
discomfort after sexual intercourse?’) (Wiegel et al., 2005). Questions refer to the past 4 weeks and rating
scores allow for the computation of an overall index and specific indexes (minimum = 5 and max-
imum = 75, with higher scores meaning better sexual functioning). The questionnaire was properly
validated into Portuguese (Pechorro & Almeida, 2009). However, this version still needs validation
(Peixoto, 2014). In this study, the scale showed good internal consistency overall (α = .94), and for each
dimension (α between .80 and .97). Focusing on the subsamples, the scale showed good internal
consistency for both women with physical disabilities (α = .96; subscales between .80 and .98) and
women without physical disabilities (α = .87; subscales between .73 and .95). Finally, after pilot testing,
the language was adapted in several options (e.g., ‘I had no sexual activity and/or have no sensation.’
instead of ‘I had no sexual activity’) due to the impact of certain disabilities in sexual functioning, for some
participants.

Ethics

This study was performed according to the 1964 Helsinki declaration. Informed consent was
obtained from all the participants included in the study. In order to guarantee the participants’
anonymity and confidentiality, no personal data (e.g., name, birthday) was asked. Although their
participation was voluntary, participants would be entitled to enrol in a prize draw and win 20€, as an
incentive for taking the survey. Previous approval of the procedures was obtained from the
University Ethics Committee and from the Portuguese National Commission for Data Protection.

Statistical analysis

Statistical analysis was performed using the Statistical Package for Social Sciences software (SPSS
version 25.0; Chicago, Inc, IL). Missing values were not treated except for the sexual functioning
questionnaires (i.e. substituted by mean). Descriptive characteristics of the sample were analysed
with percentages, means, and standard deviations. Study variables were also described with means
and standard deviations and were analysed with bivariate correlations. Before conducting inferential
analyses, participant’s scores on the study variables were transformed into z-scores.

To examine the potential contribution of Third Wave Cognitive-Behavioural variables to the
sexual functioning, several hierarchical multiple regression analyses were computed. As there were
significant statistical differences between participants with and without disabilities regarding age
(F1,369 = 66.046, p < .001), this variable was used as a control variable and was entered in the first step
of the models. Afterwards, physical condition (i.e. having a physical disability or not) was entered in
the second step of the models. In the third step, one of the following variables was entered: (i)
participants’ scores of the five facets of mindfulness – Observe, Describe, Act with Awareness, Non-
judge and Non-react; (ii) participants’ scores of the six factors of self-compassion – Self-kindness, Self-
judgement (reversed), Common Humanity, Isolation (reversed), Mindfulness and Over-identification
(reversed); (iii) participants’ total score of acceptance (AAQ-II). Then, the total scores of sexual
functioning (IIEF and FSFI) were used as criterion variables individually.

To examine the moderating effects of physical condition on the relationship between Third Wave
Cognitive-Behavioural variables and sexual functioning variables, moderation analyses were con-
ducted using PROCESS v. 3.0 for SPSS. After selecting Model 1 of the application, physical condition
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was entered as dichotomous moderators. For each analysis, the scores of the five facets of mind-
fulness, the six factors of self-compassion, and the total score of acceptance were entered as
independent variables separately. Accordingly, the scores of the sexual functioning (IIEF and FSFI)
were entered as dependent variables. The regression’s simple slopes graphics were analysed as
a moderating post hoc probing technique.

Regarding skewness, variables were symmetrically distributed, except for acceptance (.569).
Regarding kurtosis, variables were almost normally distributed (between .261 and .303).
Furthermore, preliminary analyses were conducted to ensure all of the assumptions of regression
analysis, namely: normality, linearity, multicollinearity, and homoscedasticity. Finally, for all analyses,
two-sided tests were used, and a p-value less than .05 was considered statistically significant.

Results

Sample characteristics

Mean age of the participants was 32.80 years (SD = 9.5). However, people with physical disabilities
were older (M = 36.54; SD = 9.43) than people without disabilities (M = 29.12; SD = 8.11).
A percentage of 42.1% of the participants had, at least, 12 years of education, and most participants
were either employed (38%) or studying (29.2%). Regarding marital status, while most participants
reported not being married (66.5%), 64.5% of the sample was in a relationship for an average of
7 years. Most participants were heterosexual (77.4%), and 38.5% reported self-perceived sexual
difficulties in the past six months. For men, the most common sexual problems related to erectile
difficulties (21.4%), lack of sexual desire (19.4%) and delayed ejaculation (16.7%). For women, lack of
sexual desire was the most frequent sexual difficulty (27.8%).

Of the 189 participants with physical disabilities, most of them had an acquired disability (62.8%)
for an average of 12 years, and most of the conditions were caused by disease (62.2%). The most
frequent kinds of disability were neuromuscular conditions (e.g., – multiple sclerosis, acquired brain
injuries – 37.3%) and motor impairments (e.g., – spinal cord injuries, amputations – 32.8%).
Furthermore, much of these participants required some kind of aid in mobility, such as crutches
(23.4%), manual wheelchair (23.4%) or electric wheelchair (15.2%). Nevertheless, 75.5% of the
subsample was autonomous in daily-life activities (e.g., eating, dressing, taking a bath) (see Table 1).

Means, standard deviations and bivariate correlations of the study variables are displayed in Table 2.
There were significant associations of the Describe facet of mindfulness and the Isolation dimension of
self-compassion with male sexual functioning (r = −.18 and .193; p < .05), as well as a negative
association between Acceptance and male sexual functioning (r = −.21; p < .01). For women,
Describe, Act with awareness and Non-Judge facets of mindfulness were positively associated with
female sexual functioning (r between .214 and .279; p < .05). Also, the Self-judgement, Isolation and
Over-identification dimensions of Self-compassion were significantly correlated with female sexual
functioning (r between .329 and .340; p < .05). Higher levels of acceptance were significantly associated
with bettermale sexual functioning (r= −.210; p < .01) and female sexual functioning (r = −.196; p < .05).
Finally, physical condition was significantly correlated with male (r = .348; p > .01) or female sexual
functioning (r = −.236; p > .01), but not age (r = −.116 and −.006; p < .05).

Associations between sexual functioning and mindfulness

Overall, the independent variables did not explain a significant amount of variance of male sexual
functioning. At Step 1, age did not explain a significant amount of variance of sexual satisfaction
(R2 = .004; F1,110 = .493, p = .493; ΔR2 = .484). The inclusion of physical condition at Step 2 explained
a significant amount of the variance of themodel (ΔR2 = .210; R2 = .214; F1, 109 = 29.086, p = .000). At Step
3, the inclusion of the mindfulness facets did not explain a significant amount of variance (ΔR2 = .051;
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R2 = .265; F5, 104 = 1.448, p = .213) (see Table 3). Moreover, no moderating effects of physical condition
explained the relationship between the facets of mindfulness and male sexual functioning.

Likewise, the regression models did not explain a significant amount of variance of female sexual
functioning. At Step 1, age did not explain a significant amount of variance of the model (R2 = .001;
F1,82 = .050, p = .824; ΔR2 < .001). At Step 2, the inclusion of physical condition explained an additional
6.7% of the variance of the model (ΔR2 = .067; R2 = .045; F1, 81 = 5.820, p = .018). With the inclusion of
the five facets of mindfulness at Step 3, the model was not significant (ΔR2 = .113; R2 = .105; F5, 76
= 2.093, p = .075). Furthermore, no moderation effects of physical condition were found.

Associations between sexual functioning and self-compassion

Overall, the independent variables accounted for 20% of the variance of male sexual functioning. At
Step 1, age explained 2.6% of the amount of the variance (R2 = .033; F1,138 = 4.734, p = .031;
ΔR2 = .033). At Step 2, the inclusion of physical condition explained an additional 11.9% of the
variance of male sexual functioning (ΔR2 = .119; R2 = .153; F1,137 = 19.312, p < .001). At Step 3, the
inclusion of the six dimensions of self-compassion explained an additional 9.3% of the variance
(ΔR2 = .093; R2 = .246; F6, 131 = 2.701, p = .017). Specifically, lower levels of isolation were significantly
associated with better sexual functioning, regardless of physical condition and after controlling for
age (β = .413, ΔF < .001) (see Table 4). Furthermore, a moderating effect for the interaction term

Table 1. Participants’ sociodemographic, sexual health and disability characteristics (N = 377).

Men with Physical
Disabilities
(n=96)

Women with Physical
Disabilities
(n=93)

Men without Physical
Disabilities
(n=92)

Women without
Physical Disabilities

(n=96)

Age
M 35.43 37.64 30.18 28.09
Range 18-54 19-55 18-50 18-48
SD 9.57 9.2 8.31 7.82

N % N % N % N %

Marital Status
Married/CL 27 30 39 32.6 19 21.6 29 32.6
Single 55 61.1 51 57.3 65 73.9 51 57.3
Divorced 8 8.9 9 10.1 4 4.5 9 10.1
Educational level
Basic education – 1st stage 1 1.1 3 3.6 - - - -
Basic education – 2nd stage 17 19.1 4 4.8 - - - -
Basic education – 3rd stage 13 14.6 8 9.5 1 1.2 1 1.1
Secondary education 34 38.2 31 36.9 17 20.2 16 17.8
Under graduation 16 18 32 38.1 32 38.1 40 44.4
Graduation 8 9 6 7.2 34 40.4 33 36.6
Self-perceived Sexual Problems
With Sexual Problems 38 40 33 36.3 35 38 38 39.6
Without Sexual Problems 57 60 58 63.7 57 62 58 60.4
Onset of disability
Congenital 25 34.2 26 40.6 - - - -
Acquired 48 65.8 38 59.4 - - - -
Kind of disability
Motor 29 31.5 29 34.1 - - - -
Neuromuscular 41 44.6 25 29.4 - - - -
Sensorial 4 4.3 8 9.4 - - - -
Other* 18 19.6 23 27.1 - - - -
Cause of disability
Accident 26 44.8 12 22.6 - - - -
Disease 30 51.7 39 73.6 - - - -
Other** 2 3.4 2 3.8 - - - -

*Conditions such as cancer, chronic pain, fibromyalgia, etc.
**E.g. Birth complications.
CL = Common Law
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between physical condition and self-kindness dimension was found (β = −.151, t163 = −2.09, p = .038;
R2 = .152; F3,159 = 8.03, p < .001), which accounted for 2.1% of the variance of male sexual functioning
(ΔR2 = .021; ΔF = .038). As depicted in Figure 1, the association between male sexual functioning and
self-kindness was positive for men with physical disabilities and negative for men without physical
disabilities.

Regarding female sexual functioning, at Step 1, age did not explain a significant amount of the
variance (R2 = .000; F1,88 = .031, p = .860; ΔR2 < .000). At Step 2, the model was significant, and the
inclusion of physical condition explained an additional 8.5% of the variance of the model (ΔR2 = .085,
R2 = .085; F1, 87 = 8.057, p = .006). The insertion of the six dimensions of self-compassion at Step 3 did
not explained a significant amount of the variance of the model (ΔR2 = .096, R2 = .100; F6, 81 = 1.573,
p = .166) (see Table 4). Nevertheless, no moderating effects were found over the relationships
between female sexual functioning and the dimensions of self-compassion.

Associations between sexual functioning and acceptance

Overall, the independent variables accounted for 14.1% of the variance of male sexual functioning. At
Step 1, age did not explain a significant amount of variance (R2 = .014; F1,163 = 2.373, p = .125;
ΔR2 = .014). The model was significant at Step 2, with the insertion of physical condition, which

Table 3. Hierarchical linear regression analyses of the five facets of mindfulness as predictors of male sexual functioning (n = 188)
and female sexual functioning (n = 189).

Variable B SE B β t ΔR2

IIEF

Step 1 .004
Age -.075 .106 -.067 -.702
Step 2 .210
Age .080 .099 .071 .805
Physical condition .499 .093 .478 5.39***
Step 3 .051
Age .032 .101 .028 .315
Physical condition .492 .097 .471 5.08***
FFMQ Observe .099 .111 .089 .896
FFMQ Describe .174 .101 .170 1.72
FFMQ Act with Awareness .101 .106 .092 .955
FFMQ Non-Judge -.032 .107 -.030 -.300
FFMQ Non-react .006 .115 .006 .053

FSFI

Step 1 .001
Age -.023 .102 -.025 -.223
Step 2 .067
Age .073 .099 .074 .644
Physical Condition .253 .105 .277 2.41*
Step 3 .113
Age .019 .107 .021 .183
Physical Condition .216 .111 .236 1.94
FFMQ Observe .175 .107 .185 1.63
FFMQ Describe .094 .113 .101 .833
FFMQ Act with Awareness .121 .109 .127 1.11
FFMQ Non-Judge .124 .119 .124 1.04
FFMQ Non-React .059 .108 .061 .543

*p <.05. ** p <.01. *** p <.001.
Male n’s range from 101 to 188 due to occasional missing data. Female n’s range from 84 to 189 due to occasional missing data.
All variables were computed into z-scores. IIEF = Total score of International Index of Erectile Function. FSFI = Total score of
Female Sexual Functioning Index. FFMS Observe = Observe dimension the Five Facets Mindfulness Questionnaire. FFMS
Describe = Describe dimension the Five Facets Mindfulness Questionnaire. FFMS Act with Awareness = Act with Awareness
dimension the Five Facets Mindfulness Questionnaire. FFMS Non-Judge = Non-Judge dimension the Five Facets Mindfulness
Questionnaire. FFMS Non-React = Non-React dimension the Five Facets Mindfulness Questionnaire. Physical condition = having
or not physical disability
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Table 4. Hierarchical linear regression analyses of self-compassion dimensions as predictors of male sexual functioning (n = 188)
and female sexual functioning (n = 189).

Variable B SE B β t ΔR2

IIEF
Step 1 .033
Age -.189 .087 -.182 -2.17
Step 2 .119
Age -.069 .086 -.067 -.805
Physical condition .376 .086 .364 4.39***
Step 3 .093
Age -.076 .085 -.073 -.899
Physical condition .337 .085 .327 3.98***
SCS Self-Kindness .037 .112 .036 .331
SCS Self-Judgment -.193 .125 -.185 -1.54
SCS Common Humanity .078 .115 .074 .678
SCS Isolation .425 .119 .413 3.58***
SCS Mindfulness .023 .116 .022 .194
SCS Over-identification -.152 .129 -.145 -1.17
FSFI
Step 1 .000
Age .018 .104 .019 .177
Step 2 .085
Age .139 .109 .142 1.27
Physical Condition .294 .104 .316 2.83**
Step 3 .096
Age .069 .112 .071 .618
Physical Condition .203 .108 .218 1.88
SCS Self-Kindness -.088 .176 -.085 -.497
SCS Self-Judgment .113 .188 .118 .602
SCS Common Humanity .151 .158 .147 .956
SCS Isolation .084 .161 .087 .520
SCS Mindfulness -.095 .168 -.090 -.566
SCS Over-identification .163 .165 .163 .991

*p <.05. ** p <.01. *** p <.001.
Male n’s range from 140 to 188 due to occasional missing data. Female n’s range from 90 to 189 due to occasional missing data.
All variables were computed into z-scores. IIEF = Total score of International Index of Erectile Functioning. FSFI = Female Sexual
Functioning Index. SCS Self-Kindness = Self-Kindness dimension of the Self-Compassion. SCS Self-Judgement = Self-Judgement
dimension of the Self-Compassion. SCS Common Humanity = Common Humanity dimension of the Self-Compassion. SCS
Isolation = Isolation dimension of the Self-Compassion. SCS Mindfulness = Mindfulness dimension of the Self-Compassion. SCS
Over-identification = Over-identification dimension of the Self-Compassion. Physical condition = having or not physical
disability

54

72

90

II
E

F

SCS Self-Kindness

with Physical Disabilities

without Physical Disabilities

Figure 1. Simple Slopes for the moderation effect of physical condition on the relationship between male sexual functioning and
the Self-Kindness dimension of Self-compassion (n = 188). Variables’ scores are unstandardised.
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explained an additional 11.1% of the variance (ΔR2 = .111; R2 = .125; F1,162 = 20.470, p < .001). With the
inclusion of the total score of acceptance at Step 3, the amount of added explained variance was 3.1%
(ΔR2 = .031; R2 = .156; F1,161 = 5.979, p = .016). This result indicates that lower psychological inflexibility
or experiential avoidance was associated with better sexual satisfaction, above and beyond having
a physical disability and after controlling for age (β = −.179, ΔF < .016) (see Table 5). However, no
moderating effect of physical condition was found on the relationship between acceptance and male
sexual functioning.

Finally, regarding female sexual functioning, age was included in the first step of the model and
did not explain a significant amount of the variance (R2 = .001; F1,105 = .130, p = .720; ΔR2 = .001). With
the insertion of physical condition at Step 2, the model explained an additional 9.7% of the variance
(ΔR2 = .097; R2 = .099; F1, 104 = 11.250, p = .001). With the inclusion of the total score of acceptance at
Step 3 the model did not explain a significant amount of the variance (ΔR2 = .021; R2 = .120; F1, 103
= 2.451, p = .121) (see Table 5). Moreover, no moderating effect of physical condition was found.

Discussion

This study explored the additional contribution of Third Wave Cognitive-Behavioural variables in
explaining the sexual functioning of men and women with and without physical disability. The
effects of age were assessed and introduced as a control variable of the hierarchical multiple
regressions, albeit not significantly predicting sexual functioning in the final models. Overall, findings
showed that mindfulness was not significantly associated with the variability of sexual functioning of
men or women. However, self-compassion and acceptance were significant predictors of sexual
functioning in men, regardless of the effects of the physical condition. Moreover, findings showed
moderating effects of the physical condition for the relationship between male sexual functioning
and self-compassion.

Contrary to our expectations, mindfulness was not a significant predictor of the variability of
sexual functioning. As reported in the introduction, there is previous evidence of the benefits of

Table 5. Hierarchical linear regression analyses of acceptance as predictor of male sexual functioning (n = 188) and female sexual
functioning (n = 189).

Variable B SE B β t ΔR2

IIEF
Step 1 .014
Age -.120 .078 -.120 -1.54
Step 2 .111
Age -.016 .077 -.016 -.207
Physical condition .351 .078 .348 4.52***
Step 3 .031
Age -.033 .076 -.033 -.434
Physical condition .329 .077 .326 4.27***
AAQ-II -.180 .073 -.179 -2.44*
FSFI
Step 1 .001
Age .034 .094 .035 .360
Step 2 .097
Age .164 .098 .171 1.68
Physical Condition .325 .097 .340 3.35**
Step 3 .021
Age .137 .099 .143 1.39
Physical Condition .272 .102 .285 2.66**
AAQ-II -.156 .100 -.154 -1.56

*p <.05. ** p <.01. *** p <.001.
Male n’s range from 165 to 188 due to occasional missing data. Female n’s range from 107 to 189 due to occasional missing data.
All variables were computed into z-scores. GMSEX = Total Score Global Measure of Sexual Satisfaction. GMREL = Total score of
Global Measure of Relationship Satisfaction. AAQ-II = Total Score of Acceptance and Action Questionnaire (version 2). Physical
condition = having or not physical disability

176 R. PEREIRA ET AL.



mindfulness techniques for the sexual well-being in women with multiple sclerosis and spinal cord
injury (Hocaloski et al., 2016). Such research highlights the role of cognitive distraction, as literature
points out that the lack of attention during sexual activity is related to decreased sexual satisfaction
and orgasm difficulties (Dove & Wiederman, 2000). Mindfulness may help in preventing cognitive
distraction by over-identifying with negative thoughts and feelings, promoting greater awareness of
the experience of the present moment as it is (Hocaloski et al., 2016). Nonetheless, in this study,
findings did not support these hypotheses, indicating that, despite the physical condition, the overall
capacity to be fully present may not be directly involved in the functional aspect of sexual health.

Furthermore, the findings indicated that, regardless of the physical condition, self-compassion was
associated with the variance of sexual functioning, but only in men. This partially corroborates the
previous hypotheses and suggests that the capacity to be aware of one’s unique experience with
a kind and warm attitude, particularly in the context of sexuality, was associated with a perception of
better sexual functioning for men who may or may not experience physical disabilities. Evidence is
scarce, but this result is consistent with the existing literature and emphasises the potential role of self-
compassion as an aspect of resilience, which could be enhanced by disability and/or sexual difficulties
(Dahm et al., 2015; Hayter & Dorstyn, 2014; Stuntzner & Hartley, 2015). In particular, the isolation
dimension was a significant predictor of male sexual functioning. The results suggest that the more
a man feels separated or isolated from the rest (which can arise from the experience of disableism
and/or sexual distress), the more likely he may experience sexual dysfunction. Taking into account
a cognitive-affective approach of sexuality, this alludes to the impact of sexual dysfunctional beliefs in
sexual response. In fact, research in this topic has shown that, for men, ‘macho’ beliefs were related to
decreased sexual functioning (Nobre & Pinto-Gouveia, 2006). These ideas (e.g., ‘A real man is always
ready for sex and should be able to please the partner’ or ‘A man who is not able to penetrate can’t satisfy
the partner’) promote unrealistic and inflexible beliefs about sexual performance and may perpetuate
feelings of inadequacy (Nobre & Pinto-Gouveia, 2006). On the contrary, cultivating a notion that one’s
experience is part of the larger human diversity may lead to changing the subjective experience of
sexual (in)adequacy or (un)adjustment, which could result in reporting better sexual functioning.

The results of the moderation analysis further contribute to the understanding of the relation-
ship between self-compassion and sexual functioning, particularly for men. The only moderating
effect that was found was an effect of the physical condition over the relationship between the
self-kindness dimension and male sexual functioning. As demonstrated, for men with physical
disabilities, higher levels of self-kindness were correlated with better sexual functioning, while for
men without disabilities the increase in self-kindness would decrease sexual functioning. This
finding may appear controversial since worse sexual functioning seems to be associated with
a kind and loving attitude. It is hard to find a robust explanation for these results, although some
insights may arise from the nature of the concept of self-compassion (Neff, 2003a). Self-
compassion focuses on the experience of suffering and attached feelings of inadequacy and
failure, with a loving and warm attitude. This capacity is likely to be developed over time as
a person confronts with challenging experiences, such as disableism. In this context, self-
compassion may become an adaptive strategy for sexual response and well-being for men with
physical disabilities, facilitating awareness of the current circumstances (Dahm et al., 2015; Hayter
& Dorstyn, 2014; Stuntzner & Hartley, 2015). But this might not be the case of non-disabled men, in
the face of a negative sexual event. As suggested by the literature on the cognitive and affective
factors of sexual dysfunction, it is common to experience negative thoughts and emotions that
perpetuate sexual difficulties. By activating feelings of inadequacy, it is more likely that these men
are kept in a vicious cycle that prevents them from enduring the current sexual situation (Nobre &
Pinto-Gouveia, 2006).

Lastly, findings showed that higher levels of acceptance were significantly correlated with better
sexual functioning of men with and without physical disabilities. This partially confirmed the
established hypothesis and is congruent with the literature demonstrating the importance of
acceptance in the management of health conditions (Hayes et al., 1999; McCracken & Vowles,
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2014). Although no significant results were found for women, these findings suggest that higher
psychological flexibility is involved with the individuals’ sexual adjustment in the face of negative
events, regardless of the physical condition. In fact, psychological flexibility is interconnected with
mindfulness and the experience of the present moment with active awareness (McCracken & Vowles,
2014). Psychological flexibility may help with reducing experiential avoidance, promoting coping
mechanisms that disentangle cognitive fusion with thoughts and feelings of sexual inadequacy
(Dove & Wiederman, 2000; Hocaloski et al., 2016). Thus, this result further reinforces the subjective
dimensions involved in sexual response and sheds light into psychological factors of sexual
adjustment.

There are some limitations that must be taken into account in the interpretation of these findings.
This study used a convenience sample, which may have compromised the representativeness of the
data. We may also acknowledge the small number of participants, which may hamper the general-
isation of these findings. The self-reported nature of the survey may have also added some bias to our
results, which compromises the assessment of the physical condition. Nevertheless, the regression
results indicate that, in the second steps, better physical condition (i.e. having no disability) was
associated with better sexual functioning, which is consistent with the literature and reassures the trust
in the data. Likewise, in the first steps of the regression models, higher age was associated with worse
sexual functioning, which is also consistent with the sociodemographic characteristics of the sample.
Moreover, being a cross-sectional study also limited the establishment of causal relationships between
the variables. Finally, some effect sizes were very low (e.g., R2 = .094 and .216). This may indicate the
influence of possible mediators that were not evaluated in this study (e.g., life satisfaction).

For future research, replication of this study in a larger sample is much needed, also to allow the
analysis of more complex structural equation models. Future studies should address these limitations
and include other variables that may be confounding the results (e.g., sexual beliefs, sexual inhibition).
A longitudinal design could also be implemented in order to properly evaluate causal hypotheses.

Conclusion

This study shed light into psychological mechanisms that may be equally or differently associated
with sexuality and intimacy of people with and without physical disabilities. In fact, findings
suggested that, while mindfulness as a trait may not be directly involved in sexual functioning,
other related attitudes such as acceptance and self-compassion may facilitate sexual functioning of
people with physical disability and/or facing sexual negative events. Findings also revealed gender
differences, as results were only significant for the male subsample. Nonetheless, further research
would be needed to assess the consistency of these gender differences. Overall, these factors seem
to have a contribution to explain the functional aspects of sexual health. Therefore, this study may
have clinical implications, suggesting the contribution of Third-Wave cognitive-behavioural strate-
gies and techniques to improve sexual response, according to a holistic and flexible view of the
human experience and sexual health.
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