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Abstract
Purpose of Review This paper provides an overview of biopsychosocial components of sexuality in older adults, sexual expres-
sion in older LGBTQ and cognitively impaired adults, and inappropriate sexual behaviors (ISBs) in dementia.
Recent Findings Sexual expression of older adults is influenced by diverse psychosocial and biologic determinants including
ageist beliefs. Although the prevalence of sexual dysfunction increases with age, studies of sexual satisfaction reveal that only a
minority experience significant distress. Stigma against sexual expression in LGBTQ older adults may cause concealment of
sexual orientation from family or care providers due to fears of rejection. Cognitive impairment affects frequency of and
satisfaction with sexual activity, as well as capacity to consent. Staff biases about sexuality can negatively impact sexual
expression in healthcare settings. Dementia-related inappropriate sexual behaviors (ISBs) are common and distressing. Recent
research has focused on early identification and prevention of ISB, in addition to management through non-pharmacologic and
pharmacologic approaches.
Summary Sexuality remains integral to quality of life for many older adults and informed consideration of their needs is critical to
healthcare delivery and institutional service planning. A comprehensive understanding of older adults’ sexuality can enhance
education, research, policy, and clinical care for this growing population.

Keywords Sexuality . Older adults . Biopsychosocial changes . LGBTQ elderly . Cognition and sexuality . Dementia-related
inappropriate sexual behavior

Introduction

Sexuality, intimacy, and sexual identity are integral compo-
nents of personal life [1]. Until recently, research on

determinants of sexuality in older adults has been limited in
scope [2]. Societal constructs have perpetuated ageist notions
of older adults aging out of sexuality [1, 3]. Biomedical
models of sexual activity have focused on a pathology-based
approach to dysfunction [4••]. Furthermore, most studies have
been qualitative in nature and focused on heterosexual older
adults, with only limited studies in older lesbians, gays, trans-
gender, and queer (LGBTQ) adults [5•, 6].

While sexual activity in older adults is closely tied to phys-
ical health, barriers to discussing these issues in the healthcare
setting (for, e.g., in primary care) are multidirectional [7].
Ageist stereotypes of older adults being asexual or less-than-
sexual beings may cause personal embarrassment and stigma
concerns for patients and providers [1]. Systemic barriers to
addressing these concerns include sub-optimal formal educa-
tion across health professional training curricula, limited in-
quiry about sexual history during clinical evaluations, and
insufficient awareness of referral and treatment options [8,
9]. Staff attitudes toward sexuality and sexual expression in
long-term care settings are particularly salient when consider-
ing needs of cognitively intact and impaired residents, with
implications for decision-making capacity and consent [10••,
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11]. Dementia-related ISBs impact the individual, peers, fam-
ily, and residential settings posing additional challenges while
offering learning opportunities to further compassionate clin-
ical care [12••].

Sexuality and Aging

Sexuality is a multifaceted construct spanning sexual activity,
behavior, function, attitudes, motivation, and partnership [13].
Studies have shown that older adults continue to be sexually
active in later life, with moderators of sexual activity being
influenced by diverse factors, including gender, availability of
partners (including partner health and sexual interest), previ-
ous levels of sexual activity, and overall physical and mental
health [7, 14]. Heterogeneous studies have found sexual ac-
tivity and intimacy are associated with positive outcomes in
interpersonal relationships, physical and mental health, and
quality of life [7, 15].

Until recently, most studies of sexuality in older adults have
predominantly focused on the physiologic impact of aging, or
the medical model of older adult sexuality and age-related
physiologic changes that may impact the sexual response cy-
cle in men and women [16]. More recently, research has
shifted from a purely medical or dysfunction paradigm, to a
more comprehensive biopsychosocial and interpersonal ap-
proach to sexual well-being [4••, 17]. In this section, the bio-
logical, psychological, and social-environmental constructs
will be reviewed.

Sexual Behavior

Older adults remain sexually active and engage in genital
(sexual intercourse, oral sex) and non-genitally focused
(for, e.g., touching, kissing, hugging) activity, as well as
solitary sexual activity (masturbation) [18]. In a classic
study of a nationally representative sample (n = 3005) of
older adults in the United States (US), 53% of respon-
dents between the ages of 65–74 years and 26% of re-
spondents between the ages of 75 to 85 years reported
engaging in sexual activity with a partner in the previous
12 months [19••]. In the same study, vaginal intercourse
was the most commonly reported sexual activity across all
age cohorts, followed by oral sex, and masturbation. More
recently, data from the National Survey on Sexual Health
and Behavior in the US showed similar findings: 53% of
men and 42% of women between 60 and 69 years of age,
and 43% of men and 22% of women over age 70 reported
engaging in vaginal intercourse [4••]. Population research
conducted in Spain, Great Britain, and Australia has re-
vealed similar findings [20–22].

Psychosocial and Interpersonal Constructs

Various factors impact sexual expression in older adults. From
a psychological perspective, these include knowledge and at-
titudes about sexuality, importance of sexual activity, and cul-
tural determinants. Western stereotypes have portrayed older
adults as asexual, or alternately, older women and men as
sexually predatory [23–25]. Positive attitudes about sexual
expression and its importance, however, are associated with
increased sexual activity [4••]. The Midlife in the United
States (MIDUS) project found that subjective age, positive
views of sexuality, and good health status were positive pre-
dictors of interest in and quality of sex [26]. Relationship
status also contributes significantly to sexual activity (and
frequency) with a partner [4••]. Studies have shown that older
men and women with partners engage in sexual activity more
frequently than those without partners [27]. The higher life
expectancy of women further contributes to gender disparities
in partner availability and sexual activity in older adults [27,
28••].

Aging and the Sexual Response Cycle

Changes in sexual function with aging must be correlated with
the normal adult sexual response cycle. Consisting of desire,
arousal/excitement, plateau, orgasm, and resolution/refractory
period, these stages are physiologic and psychologic non-
linear components, and can be influenced by age-related
changes [29] in the sexual response cycle occurring in both
men and women. Menopause in women is associated with the
most significant changes, when declining estrogen levels lead
to vaginal atrophy, reduced vaginal lubrication, and diminu-
tion in sensitivity of the erogenous zones. In addition, de-
creased testosterone production in women also contributes to
reduction in libido and sensitivity of erogenous zones.
Combined, the hormonal reductions may result in decreased
desire, increased time to sexual arousal, discomfort during
vaginal intercourse due to dryness, and decreased intensity
of orgasm [30].

In older men, slowly declining testosterone levels are asso-
ciated with diminished libido and sexual function but the im-
pact is variable and less temporally correlated in comparison
with the associations with hormone reduction in women [31].
Sexual arousal and time to orgasm are lengthened. Erections
require more physical stimulation to achieve and are reduced
in frequency and durability. Ejaculate volume during orgasm
is reduced, and the refractory period is lengthened [4••, 29,
30].

Sexual Dysfunction vs. Difficulty

Whereas the majority of older adults continue to engage in
intimacy and sexual activity, prevalence of sexual dysfunction
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advances with age, which, in turn, has strongly driven recent
developments of pharmacologic agents to treat sexual dys-
function [7, 32]. Lindau et al. found that half of 3005 older
adults (ages 57–85 years) in the US reported at least one sex-
ual problem [19••]. Low sexual desire (43%) was the most
prevalent reported sexual difficulty in women, and erectile
difficulties (37%) were most prevalent among male respon-
dents [19••]. Limitations of this and similar studies have been
the self-reported nature of data and study participants limited
to sexually active individuals who were predominantly white.
Globally, studies have found mental disorders such as depres-
sion, medical conditions such as diabetes, and iatrogenic fac-
tors to be predictors of sexual dysfunction among older adults
through direct (vascular) or indirect (pain, physical disability
and poor perceived health) mechanisms [33, 34].

Notably, however, distress about sexual difficulty has been
less robustly quantified and studied. This represents a signif-
icant oversight, given that the presence of “clinically signifi-
cant distress” is a Diagnostic and Statistical Manual (DSM)
criterion for the diagnosis of sexual dysfunction [35]. Despite
the prevalence of sexual difficulties in older adults, studies of
sexual satisfaction have shown that only aminority experience
significant distress. In a cross-sectional study of 297 adults
ages 65 to 75 years, over 60% experienced at least one sexual
difficulty, but only 25% reported distress related to that diffi-
culty [36]. After controlling for sexual domains and partner-
ship characteristics (quality and frequency of sexual activity),
a prospective study of 6000+ older adults found that sexual
quality of life increased with age, arguing against ageist ste-
reotypes of sexual expression terminating in older adulthood
[37, 38].

Sexuality in Older LGBTQ Adults

Until recently, very few research efforts included questions
about sexual orientation or gender identity. As a result, infor-
mation about older LGBTQ adults and their sexual expression
in later life remains limited. In this section, the diversity of the
aging LGBTQ population and the impact of setting on sexual
expression in older LGBTQ adults will be explored.

Diversity Within Diversity

Recognizing and adapting to the diversity within the popula-
tion of older LGBTQ adults are a prerequisite for providing
optimal care. Each letter in the LGBTQ acronym refers to a
unique sexual or gender minority group with heterogeneous
issues pertinent to each of these groups. In addition to ethnic,
racial, religious, educational, and socio-economic differences,
diversity within the LGBTQ community also relates to age.
For example, the Aging and Health Report indicates that,
among older LGBTQ adults, the rate of victimization due

LGBTQ identification increases with age, and the rate of in-
ternalized stigma for those 80 and older is higher than those
50–64 and 65–79 years [39••].

Although legal protections from discrimination and socie-
tal acceptance of members of LGBTQ communities have been
increasing, many older LGBTQ individuals, especially those
who came out when much younger, have experienced one or
more forms of personal victimization directly attributable to
their gender identity and/or sexual orientation. The legacy
authored by these experiences includes internalized homopho-
bia and negative impacts on sexual expression and sexual
quality of life. Eighty-two percent of the older LGBTQ indi-
viduals who participated in the initial phase of the Caring and
Aging Study reported experiencing at least one lifetime epi-
sode of victimization because of actual or perceived sexual
and/or gender identity discrimination, and 64% reported
experiencing at least three or more episodes [39••]. While
many LGBTQ individuals suffer enduring negative impacts
on the quality of their sexual lives, most have also found ways
to cope or even thrive [39••].

The Impact of Living Arrangements on Sexual
Intimacy of Older LGBTQ Adults

Where and with whom one lives impacts sexual intimacy of
older adults. This is especially true for older LGBTQ adults.
Living arrangements for older individuals can be divided into
five categories: living in one’s own home; moving in with
family, renting a room or home; group housing such as resi-
dential care facilities or assisted living communities and nurs-
ing homes. Each of these options comes with benefits and
challenges. Although the same spectrum of housing options
for older heterosexual and cis-gender individuals is theoreti-
cally available to older LGBTQ individuals, some of the pos-
sible options may be uniquely problematic for older LGBTQ
individuals based on factors such as acceptance by family
members, geographic location, cost, relationship status, and
the attitudes and training of those employed by home care
agencies, assisted-living communities, and nursing homes.

Aging in place may be the best way to guarantee autonomy
and privacy for both single and coupled members of the
LGBTQ community and, in turn, avoid barriers to expression
of their gender and sexuality. A variety of factors, however,
may place this option out of reach for many older LGBTQs
including the costs and the lack of access to informal care.
Although acceptance and support for those who are LGBTQ
have been increasing, LGBTQ older adults continue to expe-
rience discrimination from professionals and organizations
whose mission is to help with challenges associated with ag-
ing. This may undermine efforts to age in place and to contin-
ue freely expressing one’s gender and usual sexual practices.
For example, fear of mistreatment or discrimination is be-
lieved to be a major contributing factor to the finding that
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LGBTQ older adults are 20% less likely than their heterosex-
ual peers to access government services such as housing as-
sistance, meal programs, food stamps, and senior centers, all
of which may be essential for remaining at home as an indi-
vidual ages [40, 41].

LGBTQ older adults are also less likely than heterosexual
adults to have children to help them andmay also be estranged
from family members or continue to conceal their sexual ori-
entation due to fears of rejection [42]. For many older LGBTQ
adults, living with a family member may either severely limit
opportunities for sexual intimacy or not be an option.

With relatively few exceptions, residential care and nursing
home environments severely limit the sexual and gender ex-
pression of older LGBTQ adults. The fear and anxiety that
LGBT older adults experience regarding healthcare often in-
tensify when circumstances require a move to group living or
a nursing home [43, 44]. The majority of older LGBTQ adults
believe healthcare providers in retirement communities would
discriminate against them based on their sexual orientation
[45]. Published research studies have documented incidents
of conflict, abuse, and ostracism of LGBTQ older adults in
residential living environments due to displays of same-sex
affection or simply the recognition by other residents or staff
that the individual belongs to a gender and/or sexual minority
[43, 44, 46]. These concerns lead older lesbians and gay men
to delay moving to residential care [47]. A recent literature
review of long-term care communities and LGBTQ residents
suggests a comprehensive environmental assessment
(assessing patient, staff, and community knowledge/attitudes)
and staff training to promote optimal care of LGBTQ individ-
uals [48••]. Over the past decade, a number of low-income
senior housing communities, such as Triangle Square in Los
Angeles and the John C. Anderson Apartments in
Philadelphia, have been established specifically for members
of the LGBTQ community to address these concerns [49].

In the future, a more detailed and accurate understanding of
the sexuality of the LGBTQ population may be possible
through developments such as (1) increasing inclusion of
questions about sexual orientation and gender identity in fu-
ture large-scale surveys and (2) the anticipated increasing
comfort among LGBTQ individuals, especially those who
are older, with self-disclosure of sexual minority status and/
or gender identity in various healthcare and research setting.

Sexuality in Older Adults With Cognitive
Impairment

While sexual interest and activity persist across the lifespan,
factors such as partner status, comorbid chronic medical ill-
ness, mental illness, physical or functional impairment, and
cognitive impairment can affect sexual expression in older

adults [50, 51••, 52]. This section examines the impact of
cognitive impairment on sexuality in older adults.

Cognitive impairment may affect frequency of and satis-
faction with sexual activity. Less than 25% of married indi-
viduals with mild to moderate cognitive impairment continue
to engage in sexual activity [53]. Up to 70% of caregivers of
individuals with possible or probable Alzheimer’s disease re-
port indifference to sexual activity in their partners [54]. The
prefrontal cortex is involved in various aspects of sexual func-
tioning including executive function, abstract thinking, sense
of self and others, and judgement. Memory and emotional
factors are also integral to intact sexual behavior [10••]. A
2014 systematic review found an overall trend toward dimin-
ished sexual behavior with cognitive decline and impairment
[10••]. Cognitive functioning influences the perception of sex-
uality. Hartmans et al. examined cognitive domains including
memory, fluid intelligence, processing speed, and general cog-
nitive functioning as measured by the Mini-Mental State
Examination. Results showed an association between perceiv-
ing sexuality as unimportant and lower general cognitive func-
tioning and fluid intelligence [51••]. Other outcome measures
associated with cognitive impairment include perceiving sex-
ual activity as unpleasant and disagreeing with a continued
need for intimacy with aging [51••]. Despite these findings,
sexual interest remains for many cognitively impaired older
adults and healthcare providers should be aware of potential
barriers to healthy sexual expression.

An issue encountered in cognitively impaired individuals is
that of capacity to consent to sexual activity. Intact decision-
making capacity involves four abilities: understanding of rel-
evant information, appreciation of the situation, ability to rea-
son and rationally manipulate the information, and communi-
cation of choice [55]. Different levels of capacity may be
required based on the activity and severity of potential conse-
quences, and some have argued that decisions about sexual
activity or type of sexual activity may require less stringent
adherence to the above criteria [56, 57]. Like other decisions,
capacity to consent to sexual activity can change over time,
especially with progressive cognitive decline. Unlike some
medical decisions, decisions regarding sexual activity are of-
ten made privately and can change in the spur of the moment,
posing additional challenges for sexual capacity assessments
[58••].

An approach to assessing sexual consent capacity employs
a three step process utilizing an interdisciplinary treatment
team including the patient, physicians, psychologists, social
workers, physical and occupational therapist, nursing staff,
and family members. The first step involves cognitive screen-
ing with follow-up cognitive testing as indicated, focusing
particularly on executive functioning. Evidence of impairment
on testing does not automatically imply lack of capacity. A
semi-structured interview follows to assess knowledge, rea-
soning, and voluntary nature of the choice to engage in sexual
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activity. Knowledge assessments evaluate the patient’s aware-
ness of types of sexual activity and associated risks.
Reasoning includes the patient’s ability to process and make
decisions about sex, as well as awareness of how a partner
might consent or decline sexual activity. The clinician should
also ensure that the decision to engage in sexual activity is
voluntary and free from coercion or exploitation [58••]. If it is
determined that the individual lacks sexual consent capacity
but displays continued interest in sexual activity, a surrogate
decision-maker may be necessary. In the event that the surro-
gate decision-maker is the spouse or potential sexual partner,
conflict of interest may necessitate an alternative surrogate. Of
note, some jurisdictions prohibit substituted judgement for
sexual activity in incapacitated individuals [57, 59]. Lastly,
once the patient assessment is complete, input from the treat-
ment team is essential to evaluate for physical or functional
limitations to sexual activity, as well as any behaviors sugges-
tive of coercion. The overall goal is to balance the individual’s
autonomy against a duty to protect based on cognitive vulner-
abilities [58••].

Similar to older LGBTQ individuals, long-term care com-
munities are another potential barrier to sexual activity in older
cognitively impaired adults. Two significant barriers in this
setting are lack of privacy and staff bias against sexual expres-
sion [60]. A 2016 survey found that more than half of nursing
home residents engage in sexual activity [61•]. Lack of priva-
cy can arise from factors including shared rooms, policies
requiring doors to be unlocked, and staff failing to knock or
await approval prior to entering a resident’s room [62•].
Policies requiring family or physician approval for sexual ac-
tivity can further heighten feelings of privacy loss and embar-
rassment for the nursing home resident. Lester et al. found
more than half of nursing homes surveyed required approval
from family or another designated representative for a cogni-
tively impaired resident to engage in sexual activity (versus
12% requiring approval for cognitively intact residents).
Approximately 10% of nursing homes surveyed required a
physician order to approve or restrict sexual activity [62•].
Privacy can improve with use of “Do Not Disturb” signs
and careful scheduling to increase access to activities outside
of the room for roommates [61•]. Patriot’s Place, a memory
care unit in the Veteran’s Affairs Maine Healthcare System
Community Living Center, makes use of a guest suite for
family members called the “Family Room.” This room can
be reserved by a resident’s significant other and allows for
private intimate time with loved ones [63].

Staff biases and negative attitudes about sexuality in older
adults impact sexual expression in long-term care settings. A
2015 literature review found almost one-third of clinicians and
two-thirds of nursing home administrators espoused discour-
aging genital contact between cognitively impaired residents
[64]. Once made aware of sexual contact, another study found
that almost 70% of staff indicated that they would report the

incident to a supervisor, 32% would respond with disgust,
27% would ignore the incident, and 20% would panic.
Almost all survey respondents indicated that they would no-
tify family members of sexual activity [62•]. These negative
and often paternalistic attitudes can be combated with in-
creased staff training. The Staff Attitudes about Intimacy
and Dementia (SAID) survey is a 20-item instrument that
can help identify staff knowledge and attitudes about intima-
cy, sexuality, and decision-making capacity in cognitively im-
paired residents. Utilization of such tools can help identify
areas for further training to increase staff sensitivity, promote
knowledge on healthy sexual expression, and distinguish in-
appropriate behaviors that may require additional clinical in-
terventions [52].

Inappropriate Sexual Behaviors in Dementia

ISB can cause significant distress to the individual with de-
mentia, their caregivers, their family members, and their vic-
tims and families [12••]. These behaviors lead to embarrass-
ment and social isolation of the individual with dementia.
Additionally, the individual may be admitted to a psychiatric
hospital or be moved from their residence to a supervised
setting like an assisted living facility or skilled nursing facility.
Furthermore, these behaviors can result in emotional or phys-
ical trauma and medical complications such as infections to
the victim, the perpetrator of ISB, or both individuals. These
behaviors can often result in legal charges and significant
financial burden to the perpetrator of the behaviors and their
families.

Available evidence indicates that ISBs are seen in 7 to 25%
of individuals with dementia [12••]. Although the exact sex
ratios are not available, it is estimated that these behaviors are
more common among men when compared with women with
dementia. Among individuals with dementia, the common
ISBs noted include sexual talk, sexual acts, and implied sexual
acts [65].

The neurobiology of ISB involves four areas of the brain,
which in turn influence the type of ISB exhibited by an indi-
vidual with dementia [66•]. These areas include the frontal
lobes, the temporo-limbic system, the striatum, and the
hypothalamus.

Assessment of individuals with ISB starts with a thor-
ough history that is obtained from the individual, their
caregivers, and also their medical providers [12••, 67,
68•]. A targeted physical examination is then done to rule
out underlying medical or neurological conditions that
cause or aggravate the ISB. This is usually followed by
appropriate laboratory work-up to rule out medical or
neurological conditions and medication review to identify
agents that may cause or worsen ISB. Additionally, stan-
dardized rating scales and/or a neuropsychological
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examination is completed to rule out the extent and sever-
ity of cognitive impairment, the underlying psychopathol-
ogy and personality structure that may be causing the ISB.

Despite the lack of availability of high-quality evidence,
available data indicates efficacy for both pharmacological
and non-pharmacological treatment modalities in the manage-
ment of ISBs [12••, 66•, 67, 68•, 69••]. In addition, combining
the two treatment modalities appears to have a synergistic
effect in the management of ISBs.

Useful non-pharmacological treatment strategies include
the provision of supportive psychotherapy for individuals with
ISB and their significant others, behavioral modification strat-
egies including redirection, distraction, and minimizing envi-
ronmental cues that may precipitate ISB [12••, 66•, 68•]. For
those who tend to expose themselves or masturbate in public,
clothing modifications such as jump suits or clothing with
zippers in the back have been found to be helpful. For those
who misinterpret environmental cues as being sexual in nature
and exhibit ISB, providing easily understandable explanations
and gentle reminders that their responses are inappropriate and
unacceptable may be helpful.

Educating caregivers is an important tool in reducing the
occurrence of ISB [12••, 66•]. Caregivers are often in a dilem-
ma as they want to provide appropriate care of the individuals
with ISBs but want to feel safe while providing care. Suitable
sex education programs for caregivers can enable them to
foster appropriate outlets for normal sexual expression while
preventing ISB, thus promoting a sense of safety for the pa-
tient and caregiver alike.

Pharmacological management strategies that have shown
benefit in the treatment of ISB among individuals with demen-
tia include anticonvulsants, antidepressants, antihypertensives,
antipsychotics, cognition sparing agents, H2 receptor blocker,
and hormonal agents [12••, 66•, 67, 68•, 69••]. There are no
double-blind placebo-controlled trials for any of these medica-
tion classes for ISB. As a general rule, medications should only
be used if non-pharmacologic interventions are initiated and
are unsuccessful. It is prudent to follow the general rule of
“start low and go slow” when prescribing psychotropic agents
to older adults especially to individuals with dementia.
Treatment emergent adverse effects should be carefully moni-
tored. Medications that can precipitate or exacerbate ISBs

Table 1 Medication classes for managing ISBs among individuals with dementia

Medication class Examples of medications Types of ISB Adverse effects

Anticonvulsants Carbamazepine, gabapentin Masturbation, exposing self,
inappropriate physical contact

Central nervous system—ataxia,
dizziness, sedation
Gastrointestinal—nausea, vomiting
Cardiovascular—congestive heart failure,
hypertension, hypotension
Other—anticholinergic effects, skin rash

Antidepressants Citalopram, clomipramine, paroxetine,
trazodone

Disinhibition, hypersexuality, exposing
self, masturbation, inappropriate
physical contact

Central nervous system—dizziness
Gastrointestinal—nausea, vomiting
Cardiovascular—hypotension
Other—sweating, priapism

Antihypertensives Pindolol Inappropriate physical contact, verbal
comments

Central nervous system—headache,
dizziness sedation, tremors
Gastrointestinal—nausea, vomiting
Cardiovascular—congestive heart failure,
hypotension

Antipsychotics Haloperidol, quetiapine Masturbation Central nervous system—Parkinsonism,
tardive dyskinesia, akathisia, dizziness,
sedation
Gastrointestinal—constipation
Cardiovascular—hypotension

Acetyl-cholinesterase
inhibitors

Rivastigmine Inappropriate physical contact,
hypersexuality

Central nervous system—insomnia
Gastrointestinal—nausea, vomiting,
anorexia

H-2 receptor blocker
Cimetidine

Cimetidine Exposing self, masturbation,
inappropriate physical contact

Central nervous system—confusion
Gastrointestinal—nausea, vomiting
Other—increased serum transaminases,
rash, blood dyscrasias

Hormones Diethylstilbestrol, estrogen, Leuprolide
acetate, medroxyprogesterone
acetate (MPA)

Exposing self, hypersexuality,
masturbation, inappropriate physical
contact

Central nervous system—dizziness,
depression, insomnia
Gastrointestinal—abdominal pain
Other—breast changes, edema
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should be minimized or discontinued. Table 1 lists medication
classes that have shown benefit in managing ISB among indi-
viduals with dementia [12••, 66•, 67, 68•, 69••].

The use of hormonal agents for the management of ISB
among individuals with dementia is a very sensitive issue
[12••]. Potential inability of an individual with dementia-
related ISB to provide informed consent for the use of hor-
monal agents is a contentious topic. In addition, the side effect
profile of the hormonal agents and social stigma associated
with using these drugs as their use is deemed as “chemical
castration” must be handled with sensitivity and openness.
Frank discussion with an individual’s caregivers and family
members about possible benefits and risks of hormonal agents
is a good first step in resolving contentious issues. Use of
hormonal agents should be reserved for the management of
ISBs that have failed to respond to other treatment modalities.

In summary, ISBs are a group of fairly common and ex-
tremely distressing behaviors that are seen among individuals
with dementia. Although limited, there is emerging data on the
epidemiology, neurobiology, assessment, and treatments for
ISB in dementia. New research on ISB is focused not only
on the appropriate management of these behaviors but also on
early identification and prevention.

Conclusion

Although physiologic and psychosocial factors impact sexual
expression, sexuality remains integral to quality of life for
many older adults. Healthcare providers must consider sex
and gender diversity as well as multifactorial sexuality con-
structs with aging to become better equipped to address com-
ponents such as sexual expression, sexual dysfunction, sexual
identity and stigma, cognitive impairment and capacity to
consent, and at times, sexually inappropriate behaviors.
Recognizing and ameliorating potential barriers to healthy
sexual expression can improve quality of life for older adults
and their loved ones.
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