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Abstract
Purpose of Review Assessing and addressing the mental and behavioral health concerns of individuals with SCI during 
rehabilitation is crucial, as untreated mental health distress can lead to reduced gains in rehabilitation and poor overall 
health. This review provides an overview of the latest research on prevalence rates of common mental and behavioral health 
concerns in the SCI population, highlighting disability-specific factors that may impact traditional assessment and treatment 
of mental health concerns.
Recent Findings While those with SCI are at a heightened risk for experiencing mental health distress, overall, the majority 
of those with SCI adapt well, and live a full and meaningful life.
Summary Rehabilitation psychologists are a vital aspect of rehabilitation teams, as they can address behavioral health and 
mental health concerns that may impede patients achieving their rehabilitation goals.
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Introduction

Spinal cord injury (SCI) represents a significant life event 
for an individual, encompassing physiological, psycho-
logical, and social changes. The emotional, cognitive, and 
social sequalae following an SCI are highly individualized, 
fluctuate across time and setting (i.e., first year vs. 10-year 
post-injury, initial rehabilitation vs. post-discharge), and 
are influenced by cultural and contextual factors. Whereas 
many psychological reactions to acquiring an SCI repre-
sent normal adaptation and processing a major life change, 
untreated distress can have negative impacts on rehabilita-
tion outcomes and overall quality of life (QOL). Because 
distress can result in reduced functional gains during ini-
tial rehabilitation treatment, increased follow-up care and 
medical comorbidities, and reduced health and functioning, 

assessment for mental health issues is warranted [1]. Reha-
bilitation healthcare professionals should be aware of com-
mon mental health concerns and symptoms associated with 
SCI and how to work with rehabilitation psychologists to 
optimize rehabilitation gains and increase overall QOL for 
those with SCI. These issues, as well as efforts to increase 
awareness of disability biases within rehabilitation settings, 
will be explored.

SCI and Mental Health

There are multiple levels at which rehabilitation psy-
chologists monitor and attend to emotional and behav-
ioral health concerns for people with SCI. This includes 
supporting normative adaptation that involves processing 
emotions and developing new behavioral strategies, as 
well as assessing and treating mental health conditions 
that may arise and impede rehabilitation. Addressing 
health behaviors and areas of health-related functioning 
with sensitivity to individual value systems and cultural 
contexts is important to optimize rehabilitation and over-
all QOL.
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Psychological Adaptation

Living with SCI requires an individual to make changes 
in their life to account for new physical, psychological, 
social, and environmental realities. Adaptation is a natural 
process following an SCI and can encompass internal ele-
ments such as grief/loss, feelings of uncertainty, changes 
in thinking processes, and alterations in identity/self-con-
cept and sense of self-efficacy, as well as external ele-
ments, such as learning to navigate one’s environment and 
social spaces with a disability, and addressing structural 
and systematic barriers and exclusion [2–4]. While many 
significant lifestyle changes occur within the first few years 
following an SCI [2], adaptation extends over the lifespan 
and is culture-, situation-, and context-dependent.

Resilience and positive adaptation are common among 
people with SCI, with studies indicating that around 60% 
of people adapt well after injury and report a meaningful 
and fulfilling life [5–7]. Factors that facilitate resilience 
and positive adaptation include optimism, positive self-
esteem, strong support systems, problem-solving skills, 
positive thinking, dispositional hope, perseverance, deter-
mination, self-efficacy, sense of purpose, and spirituality 
[6, 8–10].

Grief following an SCI does not preclude positive 
adaptation; grief and resilience can (and often do) coex-
ist, especially during the initial periods of rehabilitation 
[11]. After sustaining an SCI, individuals may experience 
a variety of emotions related to losses and changes in their 
life. Hope, even if considered unrealistic or a denial of 
one’s reality by healthcare professionals (e.g., of walking 
again or being cured), promotes resilience, coping, and 
psychological adaptation, especially in the early periods 
following an SCI [2, 11]. While acute rehabilitation is 
helpful in providing solutions, adaptive equipment, and 
other resources to minimize functional loss, it is impor-
tant for healthcare providers to allow individuals to pro-
cess any sense of loss they may have and help facilitate 
their growth towards a good QOL post-injury. In practice, 
this can entail providers recognizing and validating the 
beliefs and values of their patient and providing appropri-
ate education and recommendations. For example, a pro-
vider may state, “I can see your sense of hope and faith 
in modern medicine and technology and that one day you 
might be able to walk again. Based on what we currently 
know, engaging in these treatment modalities will likely 
be helpful in reaching your short-term goals of increasing 
strength and optimizing your current abilities. Regarding 
your future goals of walking and being more physically 
active, it is unclear if this will occur, but keeping your 
mind and body strong will be helpful if, and when, we 
have more advanced treatments.”

Depression, Anxiety, and PTSD

The potentially traumatic or distressing nature of acquiring 
an SCI and the associated life changes that ensue following 
an injury can increase the risk of mental health concerns. 
Not surprisingly, some individuals with SCI do experience 
psychological distress, including clinical levels of depres-
sion and anxiety. Prevalence rates of clinical depression 
among those with SCI are estimated at 22–28%; rates of 
clinical anxiety are around 20%; and rates of posttraumatic 
stress disorder (PTSD) are around 12%; whereas among 
the general adult population in the USA, rates for clini-
cal depression, anxiety, and PTSD are approximately 7%, 
3%, and 3.5%, respectively [12, 13•]. Common screening 
measures utilized for depression include the Patient Health 
Questionnaire-9 item (PHQ-9) and Beck Depression Inven-
tory Second Edition (BDI-2); for anxiety, Generalized Anxi-
ety Disorder-7 item (GAD-7), and Beck Anxiety Inventory 
(BAI); and for PTSD, the Posttraumatic Stress Disorder 
Checklist. It should be noted that the administration of these 
screening measures may need to be adapted and modified 
for people with SCI (e.g., provider may need to read items 
and record answers if patient has poor hand dexterity). As 
with any screening measure, additional follow-up from a 
mental health provider is important to further assess for any 
mental health concerns or duress that may be present for 
the individual.

Although risk of a mental health condition may be higher 
among individuals with SCI [14, 15], providers should be 
mindful that the majority of those with SCI adapt well after 
injury and do not experience clinical levels of distress. As 
noted above, correlates of psychological adaptation include 
hope; confidence that one’s life and situation are manage-
able; use of problem-solving strategies; being goal-oriented; 
and strong support from family, friends, and the rehabilita-
tion healthcare team [16, 17].

It is important for providers to assess and monitor mood 
and psychological distress following injury, as untreated 
mental health conditions can impact pain levels, self-man-
agement, goal achievement during rehabilitation, length of 
hospitalization, and overall health and life satisfaction [18]. 
Rehabilitation psychologists who are embedded in reha-
bilitation teams are able to provide patients with support, 
assist with emotional and cognitive adaptation, encourage 
motivation and participation in therapies, and promote 
strengths and positive coping skills during acute rehabilita-
tion, which can lead to improved emotional and physical 
health. Collaboration among psychology and psychiatry can 
aid in patient care, as research supports that the combination 
of psychotherapy and medications increases outcomes for 
mood management. And for some, personal preference and/
or barriers to engagement in psychotherapy may result in a 
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patient preferring medication over therapy [19]. Rehabili-
tation teams that have psychiatry and psychology services 
available would likely benefit from collaborating on patient 
treatment plans and having both services offered to patients 
who present with mental health concerns.

Suicide and Self‑harm

There is an increased risk of suicide among people with SCI 
compared to the general population, attributable to both pre- 
and post-SCI factors (e.g., psychiatric history prior to SCI, 
increased duress following SCI, and associated changes in 
functioning), with estimates of 4–11% of deaths following 
SCI attributable to suicide [20, 21]. Routine and ongoing 
suicide assessment is standard best practice and can occur 
with self-report measures (such as specific items on the 
PHQ-9 and BDI-2) as well as direct questions during medi-
cal visits. When engaging in self-harm and suicide assess-
ment, is it critical for providers to be mindful of any biases 
they made hold related to the intersection of disability and 
suicidality, as these biases can impact appropriate assess-
ment, diagnosis, and treatment [22]. Examples of disability 
bias include the ineffectual bias (e.g., patient is unable to 
engage in suicidal behavior, and therefore treatment options 
are minimized) and the catastrophe bias (e.g., overestima-
tion/assumption of mental health concerns than present for 
a patient, leading to misdiagnosis and aggressive treatments) 
[22]. Finally, it is important for healthcare providers to be 
cognizant of resources and facilities that can meet the needs 
of patients with SCI and suicidality, as many psychiatric 
units/hospitals are not equipped to meet the needs of patients 
with SCI (i.e., appropriate beds and equipment, staff, medi-
cal care). Working with rehabilitation psychologists and 
other team members can be especially important to provide 
patients with appropriate services, maintaining safety, and 
supporting patient’s mental health.

Cognitive Impairment

Depending on the nature of one’s SCI, head trauma and asso-
ciated cognitive impairment may impact rehabilitation treat-
ment and QOL. Rates of comorbid cognitive impairment are 
elevated in the SCI population; prevalence ranges from 10 to 
60% [13•, 23, 24]. Common causes of cognitive impairment 
among the SCI population include traumatic brain injury, 
anoxia, cerebral vascular accident, dementia, polypharmacy, 
and cognitive impairment secondary to psychological dis-
tress [23, 24]. Furthermore, research indicates that SCI is 
a risk factor for dementia, likely due to neurodegeneration 
following an SCI and other comorbid risk factors [23].

Due to the nature and extent of rehabilitation which 
often demands a great deal of energy and cognitive capac-
ity, including learning, memory, and communication skills 

[24], it is necessary to screen patients for cognitive defi-
cits that could impact rehabilitation, and provide tailored 
recommendations for the patient and the team to maximize 
treatment progress during acute rehab and long-term care. 
Screening measures such as the Montreal Cognitive Assess-
ment (MoCA) or Mental Status Examination (MSE) can be 
helpful tools for providers to screen for potential cognitive 
deficits/impairments, although adapting administration is 
likely needed to account for disability-related factors. Infor-
mal assessment/screening is also an invaluable tool, as input 
from other providers and the patient’s support system can 
identify changes or deficits related to cognition during and 
post-initial rehabilitation. Rehabilitation psychologists are 
equipped to provide initial screening and assessment related 
to cognitive concerns, and can refer to neuropsychology as 
appropriate. Appropriate assessment of cognitive concerns 
entails specialized attention to the methods, measures, and 
normative references used when conducting neuropsycho-
logical assessment within the SCI population. Modifications 
to standard testing protocols and interpretation of results 
may be necessary to best capture cognitive functioning for 
patients whose physical disabilities could preclude standard-
ized administration of assessment measures.

Sexuality, Intimacy, and Relationships

SCI can impact sexuality, pleasure, and intimate relation-
ships in a multitude of ways due to primary, secondary, and 
tertiary effects of one’s injury. People with SCI, as well as 
their current or future partners, often navigate new dynam-
ics within their relationships, including roles, care needs, 
social connection, and emotional and sexual intimacy [25]. 
Couples often experience increased duress after one part-
ner experiences an SCI, with research among heterosexual 
couples indicating that those who respond to SCI with flex-
ibility, openness, and creativity tend to fare better than those 
who engage in denial or minimization in response to changes 
in relationship dynamics [25]. Although less is known about 
sexual minority couples in which one or both partners have 
an SCI, recent research on sexual minority couples with 
disabilities suggests that cultural humility—a commitment 
to exploring and understanding cultural biases and their 
implications—facilitates understanding disability identity 
and lived experiences and can increase intimacy and support 
[26]. An area in which many partners report difficulty is the 
challenge of navigating between the roles of caregiver and 
spouse/partner [25]. While hiring an outside caregiver can 
be helpful, this is not always feasible for financial, cultural, 
and other reasons. Exploring the changes within partnership 
dynamics following SCI, as well as available resources in 
one’s community and support system, can be an integral part 
of rehabilitation and successful transition to the community 
post-rehabilitation.

133Current Physical Medicine and Rehabilitation Reports (2022) 10:131–139



1 3

Research on primary effects of SCI on sexual func-
tioning predominantly focuses on issues related to male, 
heterosexual normativity, including erectile dysfunction, 
penile sensation, and hypogonadism [27, 28]. Women’s 
physiological effects include reduced ability to experience 
orgasm, although fertility and reproduction are often unaf-
fected. Beyond the physiological effects of SCI on sexual 
functioning, secondary (e.g., pain, bowel/bladder manage-
ment) and tertiary (e.g., changes in body-image, self-iden-
tity, relationships) effects post-injury are often reported to 
be more disruptive to sexuality and sexual expression [27]. 
Psychological factors, such as changes in sexual self-esteem 
(i.e., feelings of worth as a sexual partner and sense of self 
as a sexual being) and anxiety about physical and emotional 
intimacy post-injury, also affect sexual wellness.

Sexual health and sexual rehabilitation are typically 
addressed minimally or not at all during acute rehabilita-
tion [27], as other rehabilitation needs are prioritized dur-
ing early stages of adaptation to SCI. However, addressing 
sexual health and intimacy early on and during follow-up 
care is critical, as sexuality is an important aspect of health 
and well-being for many people. Rehabilitation settings are 
optimal for addressing such concerns, where interdiscipli-
nary approaches to sexual health education and interventions 
can result in more robust outcomes. Rehabilitation psycholo-
gists are educated and trained to (1) assess sexual health 
needs, (2) identify and address psychological factors impact-
ing sexual health and expression, and (3) co-treat with other 
disciplines to address factors impacting sexual expression, 
such as working with occupational and physical therapists 
on optimal positioning and consulting with physicians about 
options for medications and devices to assist with sexual 
performance [27, 29].

Intimate Partner Violence and SCI/Disability

Intimate partner violence (IPV) among people with disabili-
ties (PWD) can present differently than it does among non-
disabled individuals [30]. For instance, some PWD require 
caregiving assistance for medication management, activities 
of daily living, and mobility, which can create barriers for 
PWD to report IPV or leave an abusive partner or caregiving 
situation. Healthcare providers should take special care to 
appropriately assess and address IPV and be mindful of the 
nuances that may present at the intersection of SCI and IPV.

Behavioral Health Factors Associated 
with SCI Rehabilitation

Patient motivation for engagement in rehabilitation has been 
identified as a crucial factor in adapting to disability and 
managing related medical concerns [31]. Many behavioral 

health factors, such as pain, dysregulated sleep, substance 
use, exercise, and nutrition, can negatively affect engage-
ment and motivation in rehabilitation therapies, which 
can ultimately increase risk for psychological distress and 
reduced QOL following SCI [32]. Rehabilitation teams can 
work together to increase motivation and facilitate increased 
participation in, and adherence to, treatment to reduce re-
hospitalization and other negative outcomes [31]. Providers 
are encouraged to facilitate motivation and engagement by 
focusing on patient strengths in addition to acquired deficits, 
assisting patients in gaining self-confidence to reach treat-
ment goals, and involving patients in all aspects of treat-
ment decisions [31]. Centering rehabilitation goals around 
the values and goals of the patient, and not those of the pro-
vider, is important to facilitate motivation. Furthermore, by 
adequately addressing common comorbid behavioral health 
factors, including chronic pain, sleep dysregulation, sub-
stance use, and nutrition and exercise, healthcare providers 
can reduce common barriers to engagement in rehabilitation, 
thus maximizing patient outcomes.

Chronic Pain

Chronic pain is common among people with SCI, with 
prevalence rates of 65–85% [6, 33, 34]. Chronic pain can 
interfere with engagement in medical care, therapies, and 
leisure activities [33, 35]. Furthermore, unmanaged chronic 
pain has been associated with psychological distress, which 
can further exacerbate pain perceptions and reduce physical 
comfort and QOL [36]. Similar to pain in other populations, 
chronic pain among the SCI population is difficult to man-
age due to the multifactorial nature of the pain experience 
[37]. Traditional medical approaches to pain management 
(e.g., medications, injections, surgeries) are not highly effec-
tive for long-term chronic pain management among the SCI 
population when used in isolation [33]. Furthermore, PWD 
often have difficulty accessing appropriate medications to 
effectively manage pain due to concerns related to long-term 
opioid use, discrimination against those who use opioids 
for pain management, and restrictions on pain medications 
for those prescribed certain psychiatric medications, as well 
as inaccessible treatments for PWD [38]. Alternative treat-
ments (e.g., physical therapy, massages, residential rehab 
programs) are not always accessible for PWD, due to physi-
cal demands of attending appointments, lack of transporta-
tion, and high costs of these treatments.

Understanding chronic pain from a psychological per-
spective has led to improved outcomes for pain manage-
ment [39]. Interventions focused on psychoeducation, as 
well as acceptance and mindfulness-based approaches for 
pain management, have been shown to improve mood and 
engagement, reduce pain intensity and severity, and reduce 
use of pain medication among those with SCI [33]. A 
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multidisciplinary approach that addresses pain from both a 
pharmaceutical and psychological approach has been shown 
to be most effective for long-term coping and management 
of pain and aligns well with a patient-centered approach to 
pain management [37].

Sleep Dysregulation

Common sleep disorders within the SCI population include 
disordered breathing, sleep-related movement disorders, 
circadian rhythm sleep wake disorders, and insomnia [40]. 
Physiological and anatomical factors contribute to an 
increased risk for sleep disorders among those with SCI, 
and other factors that can impact sleep include frequent bed 
turns/pressure relief, self-catheterization schedules, and 
unmanaged pain. Poor sleep can have negative effects on 
an individual’s functioning, including daytime fatigue, diffi-
culty concentrating, and reduced engagement in meaningful 
activities [40]. Psychological interventions focused on sleep 
hygiene, such as cognitive behavioral therapy for insomnia 
(CBT-I), are shown to be more effective in improving sleep 
than medications alone, with adaptations to traditional sleep 
hygiene methods to account for disability factors showing 
promising outcomes [41].

Substance Use

A history of substance use and misuse is associated with 
increased risk for SCI onset, as well as reduced gains in 
rehabilitation treatment and more difficulties reintegrating 
into one’s community post-discharge [42]. Similarly, post-
injury onset of substance misuse has also been correlated 
with reduced gains during rehabilitation, reduced life satis-
faction, and increased risk for depression and medical com-
plications. Pre-injury substance misuse is acknowledged by 
approximately 35–49% of the SCI population, and nearly 
25% of those with SCI in the community report current 
alcohol, prescription, or illicit substance abuse [13•]. As 
substance abuse can decrease mood and life satisfaction, and 
is linked to increased medical complications (e.g., pressure 
sores, respiratory infections, and urinary tract infections), it 
is essential that healthcare professionals engage in appro-
priate screening for substance misuse during rehabilitation. 
While screening measures and procedures will vary across 
organizations, it is imperative that providers recognize any 
biases that may impact appropriate screening and assess-
ment for substance misuse (e.g., “of course you would be 
using alcohol more with all the changes you have been going 
through”; “You must be drug-seeking since you keep insist-
ing on additional pain medications”). With routine, unbiased 
assessment, psychologists and other professionals will be 
better equipped to provide support and treatment options for 
those with comorbid substance abuse, in order to maximize 

gains in rehabilitation, and improve QOL and life satisfac-
tion [13•].

Despite higher rates of substance misuse among those 
with acquired disabilities as compared to the general popula-
tion, substance abuse treatments are underutilized by PWD 
[43]. Notably, many treatment centers are not physically 
accessible to PWD, limiting participation and engagement 
in these needed services. For people with SCI, accessible 
treatment programs would require environmental accessibil-
ity (e.g., appropriate mattresses/beds, lifts, accessible bath-
rooms), appropriately trained staff to adhere to the specific 
caregiving needs of the patient, and accommodations to typi-
cal programming to account for the specific physical health 
needs of the patient (e.g., therapies, inclusive activities and 
treatment assignments). These barriers to treatment likely 
contribute to the low rates of substance abuse treatment 
involvement, with negative consequences for the health and 
well-being of people with SCI and other mobility impair-
ments [43].

Nutrition and Exercise

Changes in physical activity and dietary needs are common 
among the SCI population, as nutritional needs change as a 
function of general reductions in energy expenditure, need to 
maintain skin integrity, requirements of bowel/bladder man-
agement, and risk for cardiovascular disease and other asso-
ciated health conditions [44, 45]. While psychoeducation 
and psychological interventions related to dietary changes 
can be effective during rehabilitation and post-discharge 
[46], adherence to nutrition recommendations is not always 
sustained [45]. It is essential for providers to consider exter-
nal factors that impact nutritional decisions for people with 
SCI. Disability-specific factors may preclude an individual 
from being able to consistently adhere to recommended die-
tary guidelines, including difficulty swallowing, low appe-
tite due to pain and/or medications, mobility impairments 
that restrict shopping and meal preparation, and financial 
barriers due to restrictions on healthcare insurance, high 
unemployment rates, and high associated costs of disability 
among PWD [47]. Similarly, exercise regimens may also be 
impacted by disability-specific factors, as physical changes 
in body functioning and the phenomenology of body aware-
ness may be complex, as individuals with SCI may identify 
a “fragmented,” “blurred,” and/or “uncontrollable” body, 
which can reduce engagement in physical activity, exercise, 
and range of motion [48].

Healthcare providers are encouraged to be aware and 
mindful of factors that may contribute to dietary choices 
and exercise. It is important to provide an array of options 
for patients to address healthy eating and exercise [13•], and 
to work creatively with each patient to develop an attainable 
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and sustainable nutrition and activity plan to support overall 
health and well-being.

Role of Rehabilitation Psychologists

Rehabilitation psychologists are trained to work with 
patients with disability and chronic health conditions, such 
as SCI, to assess and treat mental health conditions through 
a biopsychosocial lens that considers personal, relational, 
and systemic factors that influence disabled persons’ lived 
experiences [49••, 50, 51]. In this way, rehabilitation psy-
chologists place less emphasis on a person’s symptoms (or 
deficits), and instead, highlight individual strengths, and 
assist in identifying and ameliorating social and environ-
mental barriers, at both the individual and systemic levels 
[50].

Rehabilitation psychologists predominantly operate 
within rehabilitation teams, leveraging interdisciplinary col-
laboration to address all aspects of healthcare [50]. These 
specialists are trained to work not only with the individual, 
but also engage with family members, caregivers, and other 
sources of support to provide comprehensive care. The scope 
of rehabilitation psychologists’ practice is often large and 
multifocal, encompassing initial psychological and cogni-
tive assessment, psychotherapy and behavioral interventions, 
psychoeducation to both the patient and important others 
(e.g., family, caregivers), and ongoing communication with 
rehabilitation team members. Rehabilitation psychologists 
often provide recommendations to patients and simultane-
ously to teams, such as strategies to maximize engagement 
in therapy sessions, improve information carry-over, and 
enhance communication among patients and their supports, 
to help optimize rehabilitation outcomes.

Psychological Assessment and Interventions

Rehabilitation psychologists are trained in the assessment 
and diagnosis of psychological and cognitive disorders, 
including understanding normative reactions and adaptation 
to SCI across the lifespan [50, 51]. Rehabilitation psycholo-
gists utilize a variety of evidence-based approaches, such 
as cognitive behavioral therapy (CBT) [52, 53], acceptance 
and commitment therapy (ACT) [54, 55], and motivational 
interviewing (MI) [31], to treat the various mental health 
symptoms and conditions that arise for people with SCI and 
provide psychological services from a disability-affirmative 
stance [56].

The type of psychological treatment offered post-injury is 
influenced by many factors, including time since SCI onset. 
Psychological interventions during initial rehabilitation are 
often centered around managing stressors related to the 
rehabilitation experience and promoting engagement and 

motivation in therapies. Engendering and sustaining hope, 
especially during initial acute rehabilitation, can be help-
ful in promoting motivation and problem-solving strategies 
to persevere through often-difficult experiences (e.g., pain, 
therapies, treatments, communication with team members) 
[2, 6]. Optimizing hope, or the belief that one is equipped 
to handle life stressors and to work toward life goals, entails 
selecting goals that are moderately challenging, rewarding, 
and aligned with one’s values, all of which are especially 
relevant with newly acquired SCI. Post-initial rehabilita-
tion and psychological interventions usually shift in focus, 
addressing the transition from rehabilitation to community, 
navigating new environments and experiences, exploring 
potential changes in identity, and engaging in a full and 
meaningful life.

In addition to rehabilitation therapies and psychological 
interventions, peer mentorship can be beneficial in promot-
ing adaptive skills, health, and QOL following an SCI [2, 
57]. People with SCI often identify peer mentors as help-
ful in their process of gaining practical skills in navigating 
new environmental and social experiences and connecting 
to a shared disability experience [57]. Peer support can be a 
positive addition to rehabilitation treatment, as it can offer 
individuals a source of community, acceptance, and hope 
following their injury.

Unfortunately, access to psychologists and peer support 
following initial rehabilitation is often limited due to mul-
tiple barriers, including limited numbers of rehabilitation 
psychologists in some geographical areas, limited access to 
disability communities and peers, non-accessible transpor-
tation, and costs of accessible transportation and medical 
services [52]. Research indicates that many people with SCI 
face new challenges after discharge [2], and express interest 
in post-discharge follow-up from mental health providers to 
assist with coping and adaptation [52]. However, fewer than 
half of individuals with SCI are engaged in appropriate ser-
vices to address their mental health needs, both during and 
after initial rehabilitation [18]. Telepsychology and other 
internet-delivered psychotherapies have been well received 
within the SCI population and can mitigate some of the 
challenges in access to mental healthcare, specifically trans-
portation, cost, and access to a rehabilitation psychologist 
[18]. The rise in telemedicine practices across disciplines, 
including telerehabilitation, due to the COVID-19 pandemic 
has helped PWD access needed healthcare services, while 
mitigating many barriers to appropriate care [58].

Interdisciplinary Teams

Rehabilitation teams typically incorporate providers from 
multiple disciplines offering a variety of services to maxi-
mize rehabilitation outcomes. There are numerous models 
for team-based rehabilitation care, with interdisciplinary 
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teams consistently showing improved patient outcomes 
over multidisciplinary teams [59]. Within interdisciplinary 
teams, team members meet regularly to discuss the needs 
and goals of the patient and work collaboratively to assist 
the patient in reaching their identified treatment goals. Co-
treatment among disciplines, including rehabilitation psy-
chologists, is an effective way to provide person-centered 
care and attend to the needs and values of the patient. For 
instance, an interdisciplinary approach to address chronic 
pain for an individual with a T-4 SCI could entail the phy-
sician providing non-opioid medications, occupational and 
physical therapists working on equipment, physical activi-
ties, and movements to assist with pain management, and a 
rehabilitation psychologist utilizing behavioral interventions 
(stress reduction, mindful breathing, activity pacing, etc.). 
The rehabilitation psychologist would also provide recom-
mendations to the team on how to best implement stress 
reduction strategies and pacing techniques into therapy ses-
sions to optimize pain management. Team members would 
work together, meeting regularly, to meet the patient’s goal 
of increased pain management.

Despite the many benefits of interdisciplinary rehabilita-
tion teams, rehabilitation providers are not immune from 
the risk of perpetuating stereotypes about PWD. Bias from 
healthcare providers about disability has been associated 
with improper diagnoses, under-referrals, and other medi-
cal decisions that negatively impact the health and well-
being of PWD [60•]. Specifically, rehabilitation programs 
and interventions are often framed in a way that privileges 
functioning and goals that are characteristic of people with-
out disabilities; not all changes that occur after the onset of a 
disability (such as SCI) can or should be eradicated through 
rehabilitation [61]. Rehabilitation providers are therefore 
encouraged to assess, reflect, and challenge any beliefs or 
biases they may have regarding their disabled patients and 
the quality and meaning of their lives. When rehabilitation 
providers are able to collectively challenge implicit biases 
related to functionality, interdisciplinary teams are better 
able to attend to patients’ individual needs, goals, and val-
ues, and assist patients in achieving their goals through the 
use of interventions and adaptive equipment and technolo-
gies, while acknowledging the real structural, environmental, 
and interpersonal barriers that are present in predominantly 
able-bodied societies.

Conclusion

Rehabilitation psychologists play an integral role on reha-
bilitation teams, providing support to patients with SCI, as 
well as to the team, family members, caregivers, and signifi-
cant others. As there can be a multitude of changes and chal-
lenges following an SCI and throughout initial rehabilitation, 

psychologists embedded in rehabilitation teams are able to 
assist patients in normative adaptation to a new injury, assess 
and treat mental health symptoms, and address factors that 
could negatively impact rehabilitation gains if left untreated 
(e.g., pain, poor sleep, low motivation, cognitive deficits). 
Rehabilitation psychologists embedded in interdisciplinary 
teams offer additional expertise that promotes improved 
health outcomes for patients with SCI. Being mindful of 
the typical, practical, and sociocultural barriers PWD face 
in accessing needed treatments, rehabilitation providers are 
better equipped to support creative problem-solving, advo-
cating for change, and adapting treatment strategies and 
goals to match the needs, values, and circumstances of their 
patients.
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