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Preface

Aging is a global phenomenon. It has been well established that the population of 
persons over 60 years of age is rapidly growing, making this age group the fastest 
growing population worldwide. However, longer life expectancy does not also mean 
that people are living healthier lives. This is seen as a rise in prevalence of chronic 
diseases as well as neurocognitive issues such as dementia. Overall, years spent in 
good health have stayed relatively constant, meaning that the additional years 
gained by the rise in life expectancy are spent in poor health. Therefore, the focus of 
health practitioners as well as policy makers should turn to health promoting and 
preventive interventions focusing on improving physical, mental, and social health 
with an emphasis on healthy aging. This also needs to include sexual health and 
well-being.

It is a common misconception that older adults do not engage in sexual activities. 
However, epidemiological studies, including analyses of various nationally repre-
sentative data, show that older adults engage in sexual activities on a regular basis. 
What does change with aging is the frequency of sexual activities and activities 
performed, with shared intimacy including kissing, petting, and mutual masturba-
tion being more common than oral, vaginal, or anal intercourse. More common 
knowledge is that of physical, mental, and social health influencing sexual activity 
in older adults; however less research is done to show if and how sexual activities 
influence health. Emerging research in this field indicates that sexual activities have 
a wide variety of positive effects on the health and well-being of older adults.

This book is primarily aimed at specialists in geriatrics and all those interested in 
gerontology and working with older adults. Additionally, it would be of interest to 
all healthcare professionals working with older adults, as well as those doing 
research in aging and sexual health. The book is comprised of 15 chapters which 
showcase how vibrant and active the fields of sexual health and geriatrics are con-
firming that good work in these fields is only possible through multidisciplinary 
approaches. This book has been achieved by a group of coauthors from a variety of 
fields including general medicine, geriatrics and gerontology, psychology, public 
health, nursing, occupational therapy, social science, sport and nutritional science. 
The chapters cover a variety of issues from epidemiological analyses and aging in 
general to specifics on how health influences sexual activities and vice versa. 
Additionally, the book contains chapters focusing on implementation and practical 
work outlining barriers and facilitators for sexual activity in older adults as well as 
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questions of promotion of these topics in everyday work and practical issues on 
communication with patients.

What has been a common theme throughout the book is the lack of research in 
this field, given the misconceptions and assumptions of asexuality in older adults. It 
is our hope that the first edition of this book provides an overview of the topic and 
inspires a new generation of practitioners and researchers to do more projects and 
continue to contribute to this field.

Cambridge, UK Lee Smith  
Vienna, Austria  Igor Grabovac  

Preface
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1Introduction

Sandra Haider and Igor Grabovac

1.1  The Ageing Population

With some exceptions, the worldwide population is ageing and people are living 
longer. Therefore, both the size of the population and the proportion of older per-
sons are growing. When examining data published by the World Health Organization 
(WHO) [1], by 2030, one in six people in the world will be ≥60 years, and by 2050, 
the world’s population of people ≥60 years will be approximately 22%. Additionally, 
the number of persons aged ≥80  years is expected to triple by 2050. This shift 
towards older ages, known as “population ageing”, has already started in high-
income countries and is now strongly represented in low- and middle-income coun-
tries. Due to this demographic shift, countries are having to adapt their public health 
systems and implement changes to their social care provision in order to meet this 
growing demand.

1.2  Living Healthy Lives: Successful Ageing

A longer life brings with it opportunities for the people and their families person-
ally, and also for the society. The extent of these opportunities depends heavily on 
people’s health. However, evidence shows that the proportion of life in good health 
has remained broadly constant, meaning that the additional years alive are predomi-
nantly spent in poor health [2]. For example, data from the European Union (EU) 
collected in 2020 highlighted that the number of healthy life years was estimated at 
64.5 years for women and 63.5 years for men, respectively. This represents only 
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77.6% and 81.9% of the total life expectancy for women and men [3]. That is why 
it is no longer just about living longer, but also about maintaining a healthy quality 
of life. In this context, the term “successful ageing” is important to consider, which 
includes, according to the classic concept of Rowe and Kahn, high physical, psy-
chological, and social functioning without major diseases [3].

Lifestyle factors are modifiable factors that can be used to promote and maintain 
an independent life and can as such contribute to the successful ageing. Such factors 
include among others levels of social support, regular physical activity, a balanced 
diet, low levels of smoking behaviour, and regulated alcohol intake. All these factors 
have been shown to improve and sustain good levels of physical and mental activity, 
delay care dependency, reduce the risk of non-communicable diseases, and prevent 
the onset of geriatric syndrome of frailty, an issue which we will explore in 
more detail.

1.3  Change with Ageing

Within the ageing process, a gradual decrease in physiological reserve occurs, 
including physical but also mental changes. More in-depth analyses of the physiol-
ogy of ageing may be found in appropriate texts; however, inspired by Taylor and 
colleagues [4] we provide a summarized list of some of the core changes that occur. 
These include physiological, cardiovascular, and musculoskeletal changes that 
when combined can lead to a deterioration of overall physical and psychological 
functioning. They include:

Physiological changes

• ↓ vital capacity
• ↓ renal function
• ↓ nerve conduction velocity
• ↓ basal metabolism
• ↓ isoimmunity
• mitochondrial dysfunction,
• cellular senescence,
• endocrine and hormonal change.

Muscle changes

• ↓ muscle mass
• ↓ muscle strength
• ↓ number of fast-twitch fibres
• ↓ physical performance and fitness (including the coordinative skills balance, 

reaction time, etc.)

S. Haider and I. Grabovac
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Changes in the cardiovascular system

• ↓ oxygen uptake
• ↓ maximum heart rate.

Further changes

• ↓ senses (hearing, seeing, tasting, touching, smelling)
• ↑ swallowing and chewing difficulties
• ↑ loneliness and isolation (due to functional limitations and the restricted ability 

to maintain relationships outside).

Owing to these changes, chronic diseases become more common.

• ↑ hypertension, high cholesterol, arteriosclerosis, ischaemic heart disease, 
heart failure

• ↑ arthritis, osteoporosis, hip fractures
• ↑ stroke, Parkinson’s disease
• ↑ diabetes type 2
• ↑ cancer
• ↑ incontinence
• ↑ dementia, Alzheimer’s disease
• ↑ depression
• ↑ chronic kidney disease
• ↑ chronic obstructive pulmonary disease.

1.4  The Geriatric Syndrome Frailty

As described above, a gradual decrease in physiological reserves is a normal pro-
cess associated with the ageing process. However, when this decline is accelerated 
and homeostatic mechanisms are restricted, the geriatric syndrome of frailty appears 
[5]. According to the definition by Fried and colleagues, a definition that is widely 
acknowledged as being the most comprehensive, frailty is characterized by an 
increased vulnerability to external stressors and is based on the five predefined 
physical criteria, namely: (1) weight loss, (2) exhaustion, (3) low physical activity, 
(4) slowness, and (5) weakness [6].

In an ageing population, frailty is very common. As such, data indicates that the 
prevalence of frailty and prefrailty among the European community-dwelling popula-
tion of older adults is estimated to be 50.6% [7]. As frailty is increasingly prevalent and 
as it is associated with various age-related declines, for example, increased vulnerability, 
disabilities, a greater likelihood of falls, morbidity, hospitalization, nursing home admis-
sion, dependency, and mortality [8–10]. These factors combine to reduce an elderly 
persons quality of life and with reduced healthy life years, the associated increased 
dependence results in greater costs to both social care and health systems [5, 11, 12].

1 Introduction
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Therefore, the efforts to avoid or deter the onset of frailty should be made so as 
to enable successful ageing. For this purpose, key lifestyle interventions can be 
recommended as well as regular physical activity, a balanced diet, and social sup-
port can help delay the onset of frailty.

1.5  Sexual Activity and Ageing

A common misconception among clinicians and researchers is that older adults do 
not engage in sexual activities and there is often a mistaken assumption of elderly 
asexuality. However, epidemiological data suggests that even as there is a marked 
decline in sexual activity with age, older adults are still sexually active, with the 
proportions being relatively high even among very old adults. For example a study 
by Lindau et al. reported that among older adults aged 75–85 who reported some 
sexual activity, 54% reported engaging in sexual activity 2–3 times a month, with 
almost 25% reporting weekly sexual activities [13]. For more details on the preva-
lence of sexual activities in this population, please see Chap. 2. What is important to 
note are the changes in the importance that older adults place on sexual activity, as 
studies note that older men place more importance on sexual activity compared to 
older women.

Overall when considering sexual activity in older adults, we need to consider that 
sex includes a variety of activities, which may include touching, petting, kissing, 
masturbation, exchanging of fantasies as well as penetrative (oral, vaginal, or anal) 
sex. Overall data on sexual activities among older adults are scarce and limited due 
to a lack of systematic coverage of this topic among clinical and academic research-
ers. Of the data that is available, these are often limited by factors such as the use of 
convenience sampling methods and are almost exclusively conducted with cisgen-
der (i.e., people whose self-identified gender identity aligns with their biological sex 
as assigned at birth) and heterosexual participants [14]. With this in mind, the most 
common form of sexual activity reported by older adults is vaginal intercourse 
reported by 80% of men and 75% of women aged 75–85 years [15, 16].

1.6  Health and Sexual Activity in Older Adults

With increased age there is also a rise in prevalence of chronic illnesses and multi-
morbidities [17], all of which can directly impact the frequency of a persons’ sexual 
activity and an overall satisfying sex life. This is important as sustaining good health 
is a key component of maintaining sexual activities across the life span. Some stud-
ies have demonstrated that older adults who experience good or excellent self- 
reported health also report greater frequency and higher levels of satisfaction with 
their levels of sexual activity. Chronic illness on the other hand can reduce mobility, 
detrimentally influence mood, and lower a persons’ desire for sex and also reduce 
self-esteem often leading to a decline in sexual function and decrease in the fre-
quency of sexual activity. For example, type 2 diabetes mellitus and arterial 

S. Haider and I. Grabovac
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hypertension both are associated with endothelial dysfunction which may lead to 
erectile dysfunction in older men, while arthritis is a major cause of disability in 
both older men and women and may also interfere with sexual activity and function 
due to pain and joint stiffness [18]. For a more detailed examination of the relation-
ship between physical health and sexual activity, please see Chap. 3.

Aside from the effects of various chronic illnesses that increase in prevalence as 
a person ages, a range of physiological changes also affect sexual health in both 
older men and women. Following puberty, for women, the most important period 
for sexual and reproductive health is menopause, which occurs due to a decrease in 
the ovarian production of oestradiol and progesterone as well as changes in the 
release of follicle-stimulating hormone and oestrogen. The experienced drop in the 
production of these hormones has an effect on all organ systems causing a variety of 
physiological changes. In terms of sexual well-being, menopause is often associated 
with dyspareunia (i.e., pain during sexual intercourse) and decrease of vaginal lubri-
cation [19]. While men do experience a drop in the production of testosterone, pos-
sibly due to loss of testicular function as well as hypothalamic dysregulation, the 
sharp drop in hormone levels experienced by woman is not seen in older men [20, 
21]. The most commonly experienced issue in older men is erectile dysfunction, 
which also increases in prevalence with ageing [21]. The exact aetiological reasons 
are unclear; however, disruptions in normal cell signalling due to the testosterone 
decrease have been identified as a potential explanatory factor. Moreover, there is 
some evidence that loss of mechanical sensitivity due to ageing makes erections 
more difficult to achieve, which may be due to natural changes in elastic and colla-
gen fibres and smooth muscle tissue in the penis. While there is some evidence to 
suggest that erectile dysfunction is associated with physiological changes in ageing, 
these alone cannot explain the relatively high prevalence of erectile dysfunction that 
occurs, suggesting that its aetiology is multifaceted [21]. For more information on 
the prevalence of sexual dysfunction in older adults, please see Chaps. 8 and 10.

In addition to the physical factors identified, there are a number of mental health 
issues that can also affect the sexual health and well-being of older adults. As a 
person’s sexuality involves the intersections of identity, expression of emotions, 
eroticism and fantasy, mental health and cognitive processes, the interplay between 
these multifaceted factors is important for sexual health in older age. Similar to 
physical health, older adults who enjoy good mental health are also more likely to 
report greater satisfaction with sexual activities. Conversely, mental health issues, 
such as depression and anxiety, are associated with lower levels of sexual function-
ing and satisfaction, with depression being the most prevalent mental health disor-
der in older adults [22]. Some studies reported that older men and women with 
depression were twice as likely to report issues with sexual health compared to 
those without depression [23]. For more details on mental health and sexuality in 
older adults, please see Chap. 4.

As people age, the size and quality of their social network changes, often reduc-
ing in size and evidencing a decline in the quality of these relationships which has 
an influence on the sexual lives of older adults. For example, studies indicate that 
amongst people over the age of 65 who have small social networks, there is a 

1 Introduction
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concomitant decline in levels of sexual activity and these people often report being 
more dissatisfied with their sex lives [22]. This finding is not surprising given that 
one of the most important predictors associated with sexual activity in older adults 
is proximity (i.e., having a sexual partner or having the possibility of finding one) 
[24]. Further, levels of confidence, sexual self-esteem as well as knowledge and 
attitudes towards their own sexuality play an important role for older adults when 
engaging in sexual activities. These are often influenced by societal attitudes and 
stigma towards sexuality of older adults, with negative stereotypes often perpetu-
ated through the media and through medical practitioners. For more information on 
social issues and sexuality in older adults, please see Chaps. 12 and 13. Such issues 
may be even more problematic for lesbian, gay, bisexual, and transgender older 
adults who suffer from multiple forms of stigma related to their age as well as their 
sexual and/or gender identities. While little research exists in this area, some studies 
demonstrate that overall levels of sexual satisfaction among lesbian, gay, and bisex-
ual older adults are lower compared to their heterosexual and/or cisgender counter-
parts, which may be associated with a lifetime of experiencing prejudice, 
discrimination, and victimization [14]. For more information on sexually and gen-
der diverse older adults and sexual health, please see Chap. 6.

1.7  Final Note on the Book

There has long existed the need for a textbook that provides an overview of the 
sexuality and sexual activity in older adults. Sex and sexuality should not only be 
viewed from the lens of pathologies and health problems but should also be under-
stood as a way of improving and maintaining overall health and well-being. 
Unfortunately, a commonality of all chapters in this book is the overall lack of evi-
dence and research on sexuality in older adults. A common misconception is that 
older adults do not want to discuss sexual activities or that this topic will in a way 
be offensive. On the other hand enabled professionals such as healthcare workers 
and researchers are not trained in discussing sexual histories and lives of older 
adults, further contributing to this lack of information and knowledge. It is our hope 
that the chapters in this book will not only contain important information for prac-
titioners and researchers but will also serve as an inspiration for further develop-
ments in the field.

References

1. World Health Organization. Ageing and health 2021 [cited 2022 27.07.2022]. https://www.
who.int/news- room/fact- sheets/detail/ageing- and- health.

2. EuroStat. Healthy life years statistics 2022 [cited 2022 27.07.2022]. https://ec.europa.eu/euro-
stat/statistics- explained/index.php?title=Healthy_life_years_statistics.

3. Rowe JW, Kahn RL. Human aging: usual and successful. Science. 1987;237(4811):143–9. 
https://doi.org/10.1126/science.3299702.

S. Haider and I. Grabovac

https://www.who.int/news-room/fact-sheets/detail/ageing-and-health
https://www.who.int/news-room/fact-sheets/detail/ageing-and-health
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Healthy_life_years_statistics
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Healthy_life_years_statistics
https://doi.org/10.1126/science.3299702


7

4. Taylor AW. Physiology of exercise and healthy aging. Champaign, IL: Human Kinetics; 2022.
5. Clegg A, Young J, Iliffe S, Rikkert MO, Rockwood K.  Frailty in elderly people. Lancet. 

2013;381(9868):752–62. https://doi.org/10.1016/S0140- 6736(12)62167- 9.
6. Fried LP, Ferrucci L, Darer J, Williamson JD, Anderson G. Untangling the concepts of disabil-

ity, frailty, and comorbidity: implications for improved targeting and care. J Gerontol A Biol 
Sci Med Sci. 2004;59(3):255–63. https://doi.org/10.1093/gerona/59.3.m255.

7. Manfredi G, Midao L, Paul C, Cena C, Duarte M, Costa E. Prevalence of frailty status among 
the European elderly population: findings from the survey of health, aging and retirement in 
Europe. Geriatr Gerontol Int. 2019;19(8):723–9. https://doi.org/10.1111/ggi.13689.

8. Boyd CM, Xue QL, Simpson CF, Guralnik JM, Fried LP. Frailty, hospitalization, and progres-
sion of disability in a cohort of disabled older women. Am J Med. 2005;118(11):1225–31. 
https://doi.org/10.1016/j.amjmed.2005.01.062.

9. Santos-Eggimann B, Karmaniola A, Seematter-Bagnoud L, Spagnoli J, Bula C, Cornuz J, et al. 
The Lausanne cohort Lc65+: a population-based prospective study of the manifestations, deter-
minants and outcomes of frailty. BMC Geriatr. 2008;8:20. https://doi.org/10.1186/1471-23 
18- 8- 20.

10. Walston J, Hadley EC, Ferrucci L, Guralnik JM, Newman AB, Studenski SA, et al. Research 
agenda for frailty in older adults: toward a better understanding of physiology and etiol-
ogy: summary from the American Geriatrics Society/National Institute on Aging research 
conference on frailty in older adults. J Am Geriatr Soc. 2006;54(6):991–1001. https://doi.
org/10.1111/j.1532- 5415.2006.00745.x.

11. Buckinx F, Rolland Y, Reginster JY, Ricour C, Petermans J, Bruyere O.  Burden of frailty 
in the elderly population: perspectives for a public health challenge. Arch Public Health. 
2015;73(1):19. https://doi.org/10.1186/s13690- 015- 0068- x.

12. Cruz-Jentoft AJ, Landi F, Topinkova E, Michel JP.  Understanding sarcopenia as a geriat-
ric syndrome. Curr Opin Clin Nutr Metab Care. 2010;13(1):1–7. https://doi.org/10.1097/
MCO.0b013e328333c1c1.

13. Lindau ST, Gavrilova N.  Sex, health, and years of sexually active life gained due to 
good health: evidence from two US population based cross sectional surveys of ageing. 
BMJ. 2010;340:c810. https://doi.org/10.1136/bmj.c810.

14. Grabovac I, Smith L, McDermott DT, Stefanac S, Yang L, Veronese N, et al. Well-being among 
older gay and bisexual men and women in England: a cross-sectional population study. J Am 
Med Dir Assoc. 2019;20(9):1080–5.e1. https://doi.org/10.1016/j.jamda.2019.01.119.

15. Lindau ST, Schumm LP, Laumann EO, Levinson W, O'Muircheartaigh CA, Waite LJ.  A 
study of sexuality and health among older adults in the United States. N Engl J Med. 
2007;357(8):762–74. https://doi.org/10.1056/NEJMoa067423.

16. Waite LJ, Laumann EO, Das A, Schumm LP. Sexuality: measures of partnerships, practices, 
attitudes, and problems in the National Social Life, Health, and Aging Study. J Gerontol B 
Psychol Sci Soc Sci. 2009;64 Suppl 1:i56–66. https://doi.org/10.1093/geronb/gbp038.

17. Salive ME.  Multimorbidity in older adults. Epidemiol Rev. 2013;35:75–83. https://doi.
org/10.1093/epirev/mxs009.

18. Camacho ME, Reyes-Ortiz CA. Sexual dysfunction in the elderly: age or disease? Int J Impot 
Res. 2005;17(Suppl 1):S52–6. https://doi.org/10.1038/sj.ijir.3901429.

19. Heidari M, Ghodusi M, Rezaei P, Kabirian Abyaneh S, Sureshjani EH, Sheikhi RA. Sexual 
function and factors affecting menopause: a systematic review. J Menopausal Med. 
2019;25(1):15–27. https://doi.org/10.6118/jmm.2019.25.1.15.

20. Samaras N, Papadopoulou MA, Samaras D, Ongaro F.  Off-label use of hormones as an 
antiaging strategy: a review. Clin Interv Aging. 2014;9:1175–86. https://doi.org/10.2147/
CIA.S48918.

21. Seftel AD. Erectile dysfunction in the elderly: epidemiology, etiology and approaches to treat-
ment. J Urol. 2003;169(6):1999–2007. https://doi.org/10.1097/01.ju.0000067820.86347.95.

1 Introduction

https://doi.org/10.1016/S0140-6736(12)62167-9
https://doi.org/10.1093/gerona/59.3.m255
https://doi.org/10.1111/ggi.13689
https://doi.org/10.1016/j.amjmed.2005.01.062
https://doi.org/10.1186/1471-2318-8-20
https://doi.org/10.1186/1471-2318-8-20
https://doi.org/10.1111/j.1532-5415.2006.00745.x
https://doi.org/10.1111/j.1532-5415.2006.00745.x
https://doi.org/10.1186/s13690-015-0068-x
https://doi.org/10.1097/MCO.0b013e328333c1c1
https://doi.org/10.1097/MCO.0b013e328333c1c1
https://doi.org/10.1136/bmj.c810
https://doi.org/10.1016/j.jamda.2019.01.119
https://doi.org/10.1056/NEJMoa067423
https://doi.org/10.1093/geronb/gbp038
https://doi.org/10.1093/epirev/mxs009
https://doi.org/10.1093/epirev/mxs009
https://doi.org/10.1038/sj.ijir.3901429
https://doi.org/10.6118/jmm.2019.25.1.15
https://doi.org/10.2147/CIA.S48918
https://doi.org/10.2147/CIA.S48918
https://doi.org/10.1097/01.ju.0000067820.86347.95


8

22. Matthias RE, Lubben JE, Atchison KA, Schweitzer SO.  Sexual activity and satisfaction 
among very old adults: results from a community-dwelling Medicare population survey. 
Gerontologist. 1997;37(1):6–14. https://doi.org/10.1093/geront/37.1.6.

23. Schreiner-Engel P, Schiavi RC. Lifetime psychopathology in individuals with low sexual desire. 
J Nerv Ment Dis. 1986;174(11):646–51. https://doi.org/10.1097/00005053- 198611000- 00002.

24. Smith LJ, Mulhall JP, Deveci S, Monaghan N, Reid MC. Sex after seventy: a pilot study of sexual 
function in older persons. J Sex Med. 2007;4(5):1247–53. https://doi.org/10.1111/j.1743-6109. 
2007.00568.x.

S. Haider and I. Grabovac

https://doi.org/10.1093/geront/37.1.6
https://doi.org/10.1097/00005053-198611000-00002
https://doi.org/10.1111/j.1743-6109.2007.00568.x
https://doi.org/10.1111/j.1743-6109.2007.00568.x


9

2Levels and Trends of Sexual Activity 
in Older Adults

Guillermo F. López-Sánchez, José M. Oliva-Lozano, 
José M. Muyor, and Lee Smith

2.1  Introduction

Research in public health has found that sexual activity is associated with many 
aspects of life in older adults, such as well-being [1, 2], sleep quality [3], weight 
status [4], physical activity [5], alcohol consumption [6], smoking [7], health prob-
lems [8], chronic diseases [9], visual impairment [10], and cognitive decline [11]. 
However, although sexual activity can have multiple benefits and is a central com-
ponent of intimate relationships, some of the studies analyzed in this chapter have 
reported that there tends to be a decline of sexual activity with age.

Owing to the above evidence in relation to sexual activity in older adults, it is 
important to know what are the levels and trends of sexual activity in this population 
group. Therefore, the objective of this chapter was to do a narrative review of the 
literature about levels and trends of sexual activity in older adults of different coun-
tries, where data allows, paying special attention to differences between countries 
and differences in the instruments used to measure sexual activity.
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2.2  Levels and Trends of Sexual Activity in Older Adults

In this section we analyze levels and trends of sexual activity in older adults from 
ten different countries: United Kingdom, United States of America, Finland, India, 
Cuba, Mexico, Norway, Denmark, Belgium, and Portugal.

2.2.1  United Kingdom

In a population-based study including 6201 English adults (56% women) aged 50 to 
>90  years [12], sexual activity decreased substantially from 50–59  years to 
≥80 years in both men (from 94.1% to 31.1%) and women (from 75.9% to 14.2%). 
The percentage of men who reported any sexual activity in the past year was 94.1% 
in those aged 50–59, 84.5% in those aged 60–69  years, 59.3% in those aged 
70–79 years, and 31.1% in those aged ≥80 years; in women, the respective preva-
lence was 75.9%, 59.9%, 34.3%, and 14.2% [12]. In other studies carried out also 
in English adults aged ≥50 years, the percentage of any sexual activity in the past 
year was 76.9–77.7% in men and 53.7–57.8% in women [1, 2].

2.2.2  United States of America

A similar trend and magnitude of decline were also observed in a US population- 
based study that included 3005 US adults (1550 women and 1455 men) aged 
57–85 years [13]. In this study, the percentage of participants who reported any 
sexual activity was 73% in those aged 57–64 years, 53% in those aged 65–74 years, 
and 26% in those aged 75–85 years; women were significantly less likely than men 
at all ages to report sexual activity. This study analyzed also sexual problems by age 
groups, obtaining that 22–30% of men and 23–34% of women had experienced at 
least one sexual problem and, in consequence, they avoided sexual activity. A total 
of 31–45% of men indicated that they had difficulty achieving or maintaining an 
erection, while 36–44% of women reported difficulty with vaginal lubrication. 
Furthermore, 16–33% of men and 33–38% of women reported an inability to cli-
max, and 21–30% of men declared that they climaxed too quickly [13].

2.2.3  Finland

A study carried out in Finland [14] analyzed sexual activity in 375 men and 489 
women aged 55–74 years and it also observed a decline in sexual activity in the 
older age groups. In this study, the percentage of men who reported sexual inter-
course in the last year was 87% in those aged 55–64 years and 76% in those aged 
65–74 years. In the case of women, these percentages were lower: 75% in those 
aged 55–64 years and 48% in those aged 65–74 years. Regarding the average num-
ber of sexual partners over the lifespan, it was 18 for men of 55–64 years, nine for 
men of 65–74 years, and three for women of these two age groups [14].
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2.2.4  India

Frequency of sexual activity was analyzed in 60 older adults (30 men and 30 women) 
above the age of 50 years in a study conducted in Mumbai (India) [15]. A total of 
72% of participants below 60 years were sexually active, while only 57% above 
60 years were active. The involvement in sexual activity by gender was also ana-
lyzed, with higher levels of sexual activity in males. A total of 40% of men and 
36.7% of women reported sexual activity once per month, 36.7% of men and 6.7% 
of women reported sexual activity once per week, and 6.7% of men and 0% of 
women reported sexual activity daily [15].

2.2.5  Cuba

In Cuba, a study identified the sexual behavior in a population over 60 years of age 
in the health area of Tamarindo, Florencia Municipality, Ciego de Avila [16]. A total 
of 200 older adults (95 women and 105 men) participated in this cross-sectional 
descriptive study. A total of 23.2% women and 63.8% men reported to have sexual 
intercourse. Of those women who had sexual intercourse, the frequency of sexual 
activity was weekly in 18.2%, biweekly in 31.8%, and monthly in 13.6%. Of those 
men who had sexual intercourse, the frequency of sexual activity was weekly in 
29.85%, biweekly in 37.3%, and monthly in 16.4%.

2.2.6  Mexico

A cross-sectional study was carried out in 100 older adults (63 women and 37 men) 
≥60 years residing in Mexico City, Mexico [17]. In this study, 73% of the partici-
pants reported having sexual intercourse, 77% mentioned sexual activity as very 
important but only 40% considered it to be satisfactory [17].

2.2.7  Norway, Denmark, Belgium, and Portugal

An international study conducted in Norway, Denmark, Belgium, and Portugal 
evaluated the levels of sexual activity among older adults aged 60–75 years of these 
four countries [18]. The distribution of the sample was: Norway (676 men, 594 
women), Denmark (530 men, 515 women), Belgium (318 men, 672 women), and 
Portugal (236 men, 273 women). The percentage of sexually active men in the past 
year ranged from 83% in Portugal to 91% in Norway, while the percentage of sexu-
ally active women in the past year ranged from 61% in Belgium to 78% in Denmark. 
Regarding frequency of sexual intercourse in the past month, men in Norway, 
Denmark, and Belgium (23–24%) most often reported 2–3 times per month, whereas 
most men in Portugal (29%) reported 1–3 times per week. However, masturbation 
was most commonly reported among Norwegian men (65%) and women (40%), 
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and least commonly in Portugal (42% men and 27% women). Therefore, the authors 
of this study concluded that partnered sexual activity was more frequent in older 
adults of Southern Europe, and solitary sexual activity more frequent in older adults 
of Northern Europe [18].

2.3  Instruments Used to Measure Sexual Activity 
in Older Adults

The studies reviewed in this chapter used different questionnaires to measure sexual 
activity in older adults. All the questionnaires used to measure sexual activity were 
not validated, except the SRA-Q ELSA (Sexual Relationships and Activities 
Questionnaire of the English Longitudinal Study of Ageing), which is composed of 
items taken from validated instruments [19]. Details about this questionnaire can be 
found at the web of the English Longitudinal Study of Ageing [19]. Therefore, it is 
recommended that future studies use SRA-Q ELSA to evaluate sexual activity in 
older adults.

2.4  Conclusions

Considering the studies reviewed, levels of sexual activity decrease with increasing 
age. According to gender, sexual activity is more frequent in men than in women. 
These age and gender trends are similar in all the countries studied, although part-
nered sexual activity is more frequent in older adults of Southern Europe and soli-
tary sexual activity more frequent in older adults of Northern Europe. Most 
instruments used to measure sexual activity are not validated, apart from 
SRA-Q ELSA.

Future research should analyze sexual activity of older adults in countries where 
no data is available yet, using validated instruments such as SRA-Q ELSA. Moreover, 
intervention programs that inform older adults about the benefits of sexual activity 
are recommended, and these programs should focus on those older adults of higher 
age, on female older adults, and on older adults from Northern Europe.
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3Sexual Activity and Physical Health 
Benefits in Older Adults

Pinar Soysal and Esin Avsar

The World Health Organization defines sexuality as: “a central aspect of being 
human throughout life and encompasses sex, gender identities and roles, sexual 
orientation, eroticism, pleasure, intimacy and reproduction. Sexuality is experi-
enced and expressed in thoughts, fantasies, desires, beliefs, attitudes, values, behav-
iors, practices, roles, and relationships. While sexuality can include all of these 
dimensions, not all of them are always experienced or expressed. Sexuality is influ-
enced by the interaction of biological, psychological, social, economic, political, 
cultural, ethical, legal, historical, religious and spiritual factors” [1]. Factors related 
to sexuality are an important dimension of life satisfaction in adulthood, and life 
satisfaction is a key indicator of successful aging. While there is no single agreed 
definition of successful aging, the concept is often described in terms of an absence 
of disease, the presence of good physical and mental health, participation in social 
events, and satisfaction with life. In this regard, sexual aspects of aging are an 
unmined, significant fact which need to be addressed.

Sexuality, sexual behavior, and intimacy are important in every phase of adult 
life and are an important indicator of a person’s quality of life. Since the positive 
effects of sexuality on both mental health and physical health are well established, 
it has become important to understand sexual activity and functioning among the 
elderly and to explore this subject in people’s later years of life [2]. However, in 
clinical practice, the sexuality and sexual activity of elderly patients is not generally 
an area of consideration and is rarely explored with patients by clinicians during 
medical examination and anamnesis, and elderly patients are reluctant to raise the 
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issue themselves [3]. Personal and social beliefs and pressures, hackneyed remarks, 
and also neglect of sexuality in the elderly during medical education are the main 
reasons for this situation [3]. On the other hand, many comorbid diseases affecting 
both physical and mental health, the use of many drugs, and many geriatric syn-
dromes may make it difficult for physicians to evaluate the sexual activities of the 
elderly. However, sexual activity can have positive effects on a range of factors as 
people age improving physical health and reducing early mortality in the elderly.

3.1  Effects of Physical Health on Sexual Activity

Sexual functioning varies and changes across the lifespan [2]. Desire, arousal/
excitement, plateau, orgasm, and resolution/refractory period can be affected by 
age-related changes in the sexual response cycle occurring in both men and women. 
Menopause in women is associated with the most significant changes, when declined 
estrogen levels lead to vaginal atrophy, reduced vaginal lubrication, and diminution 
in sensitivity of the erogenous zones [2, 4]. In addition, decreased testosterone pro-
duction in women also contributes to reduction in libido and sensitivity of eroge-
nous zones [4]. Combined hormonal reductions can lead to decreased desire, 
decreased duration of sexual arousal, discomfort during vaginal intercourse due to 
dryness, and decreased orgasm intensity [2, 4, 5]. Gradually decreasing testosterone 
levels in older men are associated with decreased libido and sexual functioning, but 
the effect is variable and less temporally related than associations with hormone 
decline among women [6]. The time between sexual arousal and orgasm is pro-
longed. Erections require more physical stimulation to achieve and decrease in their 
frequency and durability. Ejaculate volume during orgasm is reduced, and the 
refractory period is prolonged [2].

In addition to these physiological changes, the frequency and severity of comor-
bid diseases, and geriatric syndromes increase as people age [7]. In a study in which 
2816 outpatients admitted to a geriatric clinic were evaluated regarding their geriat-
ric syndromes, the prevalence of polypharmacy was 54.5%, urinary incontinence 
47.6%, 9.6% for malnutrition, 9.6% depression, 35.1% dementia, 21.6% recurrent 
falls, 33.6% sarcopenia, and frailty 28.3% [7]. In the same study, it was shown that 
all geriatric syndromes, except depression, are more common over the age of 80 [7]. 
Approximately 20% of those aged 60–69 displayed no geriatric syndromes, while it 
has been reported that 48% of those over the age of 80 have four or more geriatric 
syndromes [7]. The situation appears similar for comorbid diseases. In a study in 
which 448,736 elderly people were evaluated in terms of 20 comorbid diseases, 
such as anxiety, osteoporosis, osteoarthritis, chronic renal failure, dementia, hyper-
tension, cancer, depression, cerebrovascular and cardiovascular diseases, 90% of 
the patients had at least one chronic condition [8]. The same study found that men 
and women showed similar overall patterns of comorbidity by age. Over 90% of 
both men and women had at least one comorbid condition, and more than 40% 

P. Soysal and E. Avsar



17

(46.0% of men and 40.8% of women) had five or more conditions. In the oldest age 
group, 85 years and older, 56.2% of men and 54.7% of women had five or more 
comorbid conditions [8]. Therefore, several diseases, geriatric syndromes, and men-
tal illnesses may have a huge impact on sexual desire, sexuality, and sexual func-
tioning in elderly.

Some of the most common disorders that can adversely affect sexual functioning 
are cerebrovascular and cardiovascular diseases, such as heart failure, hypertension, 
stroke, and diabetes [9, 10]. Elderly people with these diseases may fear that their 
illness may worsen due to increased heart rate and respiration during sexual activity 
or a new attack (heart attack or stroke). Sexual activity, including arousal, erection, 
ejaculation, orgasm, refractory period, and dissolution, develops due to changes in 
the autonomic nervous system. During sexual intercourse, the cardiovascular sys-
tem is stimulated by the sympathetic nervous system through signals originating 
from the thoracic spinal cord and transmitted to the brain [11]. In studies conducted 
during sexual activity in volunteers monitored in the laboratory, the highest heart 
rate during orgasm was found to be 140–180 per minute and the average increase in 
blood pressure was 80/50 mmHg. Respiratory rates and tidal volumes were mea-
sured close to values   seen with moderate physical exertion [12, 13]. However, the 
highest energy expenditure during sexual activity does not exceed the use of oxygen 
compared to climbing three flights of stairs or general housework activities [9]. 
Therefore, clinicians should be minded to convey to patients and their partners that 
sexual activity is not contraindicated.

However, because of this high cardiac activity, patients with stable angina may 
experience chest pain during or immediately after sexual intercourse [13]. In a study 
of 35 patients who were followed up during sexual intercourse at home, 65% of 
patients complained of angina and had to stop sexual activity [13]. Appropriate 
medical treatment, usually with beta-blockers and in some cases with prophylactic 
sublingual nitrates, can prevent angina and allow a normal sexual life in these 
patients. The relationship between erectile dysfunction and cardiovascular disease, 
which severely affects sexual activity, and which is particularly common over the 
age of 65, has been extensively studied [10, 14–16]. Like cardiovascular disease, 
advanced age, hypertension, diabetes mellitus, smoking, obesity, and dyslipidemia 
are important risk factors for erectile dysfunction [10]. Therefore, these two dis-
eases can be considered as different symptoms of the same systemic disorder. Based 
on this, it can be concluded that elderly individuals with good sexual activity have 
fewer comorbid diseases and their physical health is also good.

Many other medical conditions affect sexual activity. Although osteoarthritis, 
which is common in the elderly, does not reduce sexual desire, it can reduce plea-
sure during sexual activity due to joint pain and stiffness [17, 18]. Diabetes mellitus, 
Parkinson’s disease, and chronic kidney failure can cause impotence, and depres-
sion and anxiety can negatively affect sexuality in these patients [15]. Urinary 
incontinence can cause fear of a loss of bladder control during sexual activity, espe-
cially in women. Approximately 50% of women with stress incontinence 
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experience sexual dysfunction [19]. Sexual desire is not affected in patients with 
stroke, but sexual performance is likely to be affected (e.g., male erectile dysfunc-
tion because of physical or psychological reasons, anesthetic areas, or physical limi-
tations due to paralysis) [19].

In neurodegenerative diseases such as dementia, not only cognitive functions, 
but also a loss of social and behavioral control occur and disorders increase, all of 
which affect sexual function [20, 21]. Although discussing sexuality with elderly 
patients is often neglected, it seems even more controversial to discuss this issue in 
the case of dementia. Data on the frequency of sexual activity in dementia patients 
are limited, but the results show that sexual activity continues in about a quarter of 
dementia patients and their partners [22]. However, as we move from being cogni-
tive healthy to mild cognitive impairment (MCI) and from MCI to dementia, lack of 
interest in sex, climaxing, anxiety about ability to perform, having at least one sex-
ual problem increases [23]. In addition, previous surgeries such as mastectomy, 
hysterectomy, and prostatectomy can reduce the self-confidence of the patients 
regarding their own sexuality [19]. The components of physical health and their 
possible mechanisms that can affect sexual activity are shown in Table 3.1 [19].

Table 3.1 The components of physical health and their possible mechanisms that can affect sex-
ual activity

Comorbidities Effect on sexual activity
Cardiovascular disease
(coronary heart disease, 
heart failure)

Fear of bringing on another heart attack if patient resumes sexual 
activity
Dyspnea due to the pulmonary edema
Erectile dysfunction

Diabetes mellitus Erectile dysfunction
Hypertension Erectile dysfunction

Anti-hypertensive medications, such as β-blockers
Dementia A decrease or increase in libido

Inappropriate sexual behavior due to cognitive impairment
Sexual disinhibition

Stroke Sexual desire may not be impaired, but sexual performance is likely 
to be affected (e.g., male erectile dysfunction because of physical or 
psychological reasons, anesthetic areas, or physical limitations due 
to paralysis)

Incontinence Stress type incontinence can cause sexual dysfunction in women
Chronic pulmonary 
disease

Dyspnea during sexual activity

Chronic kidney disease Impotence, depression, anxiety
Parkinson disease Lack of sexual desire in men and women; impotence in men
Osteoarthritis Disability and pain may interfere with performance
Surgery
   – Mastectomy Emotional reactions such as depression, loss of sexual desire 

because of emotional reactions of patient and partner
   – Hysterectomy Depression, possible reduction in sensation during orgasm
   – Prostatectomy Impotence
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3.2  Effects of Sexual Activity on Physical Health

As established, sex, and sexuality, is a key aspect of healthy adulthood. Healthy 
sexual activity can play a role in improving the quality of life by positively affecting 
emotional, mental, and physical health. With the prolongation of human life and the 
increase in the proportion of sexually active elderly individuals, the number of 
patients over the age of 65 who present to clinicians with some form of sexual dys-
function or difficulty is increasing. Perspectives, beliefs, and attitudes regarding the 
role that having a healthy sex life in later life is changing day by day, and medica-
tions and other treatments are being developed that enable individuals to maintain 
successful sexual functioning regardless of their age [2, 14]. Such treatments and 
interventions help facilitate continued sexual activity in participants later life.

Physical health appears to be a factor of significant influence for older men, 
while the quality of the relationship is the most important factor for older women 
[24]. Several biological mechanisms have been proposed that reveal the relationship 
between frequency of sexual activity and survival [19]. In a study by De Baca et al., 
a positive relationship between sexual intercourse and telomere length was found 
[25]. Telomeres are repeating nucleoprotein sequences (TTAGGG) that stabilize the 
ends of chromosomes and protect DNA material from duplication and degradation, 
which may have positive effect on sexuality [25]. Another possible mechanism 
could be related to the testosterone hormone levels secreted. Overall, low testoster-
one levels have been found to be associated with low sexual desire and higher levels 
of cardiovascular disease [26].

A growing literature has documented associations between engaging in sexual 
activity and better health and well-being outcomes [27]. Studies have shown that 
a higher frequency of sexual activity is associated with a number of benefits for 
physical health, including a reduction in cardiovascular events in later life, 
reduced risk of fatal coronary events, prostate and breast cancer, and better 
reported quality of life [28–30]. While the cross-sectional design employed by the 
majority of these studies means it is not clear whether sexual activity promotes 
good physical health or whether good physical health promotes a higher frequency 
of sexual activity (or indeed, whether the relationship is bidirectional), there are 
plausible mechanisms by which sexual activity may be beneficial for health and 
well-being. First, sexual activity can be considered a form of physical activity and 
thus those who engage in regular sexual activity likely yield the physical health 
benefits acquired from a physically active lifestyle [31]. Secondly, during sexual 
activity or at the time sexual intercourse is at its peak, there is a release of endor-
phins, endogenous opioid peptides that function as neurotransmitters, which gen-
erate a happy or blissful feeling [30, 32]. Circulating endorphin levels have been 
shown to be associated with higher natural killer cell activity which may be asso-
ciated with a lower risk of cancer and viruses, and they have also been found to 
prevent against infections of the lungs and play an important role in improving 
asthma and many other conditions [33].
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The most important indicator of physical health in the elderly is frailty [34]. Age- 
associated decline in reserve and function may result in a reduced ability to cope 
with acute or external stressors faced every day, which is typically defined as frailty 
[7, 34]. Frailty is one of the geriatric syndromes that has been subject to significant 
academic inquiry and scrutiny over the last two decades. Physical frailty, often 
termed phenotypic or syndromic frailty, was developed in part to capture represen-
tative signs and symptoms (fatigue, low activity, weakness, weight loss, and slow 
gait) of community-dwelling older adults that were most vulnerable to adverse 
health outcomes [7]. According to a meta-analysis in which 32 cross-sectional stud-
ies were included, the prevalence of frailty was 13.9%, while the prefrailty fre-
quency was 49.4% [34]. Although there is no study showing how frailty, which as 
established is the most important indicator of physical health in the elderly, is 
affected by sexual activity, it may be considered that the factors responsible for 
frailty onset may be positively affected by sexual activity and that sustained sexual 
activity in later life may temper the onset of frailty and frailty type symptomology.

Despite the increasing interest in frailty, the underlying and preceding patho-
physiological changes are not clearly known. Inflammation is one such potential 
pathophysiological change that may be closely linked with frailty [35]. Pro- 
inflammatory cytokines may influence frailty either directly by promoting protein 
degradation or indirectly by affecting important metabolic pathways [36]. A direct 
association between frailty and elevated levels of inflammation, as marked by ele-
vated interleukin-6 (IL-6), C- reactive protein (CRP), fibrinogen, and factor VIII, 
independent of common chronic disease states has been observed [37]. Sexual 
activity, which is also considered as a form of physical activity, can help prevent 
frailty development by reducing inflammation. For example, it has been shown that 
inflammatory markers detected higher in ankylosing spondylitis patients compared 
to healthy controls may decrease with sexual function and sexual desire [38]. In 
another study involving 4554 elderly people, a negative correlation was found 
between the frequency of sexual activity and inflammatory markers (CRP, fibrino-
gen, and white blood cell count) [39].

Another hypothesis that is thought to cause the development of frailty is that sex 
hormones such as testosterone and estrogen decrease with age [40]. The most 
important hormone, which increases for sexual desire and during sexual activity in 
both women and men, is testosterone, which also has anabolic properties. Therefore, 
it has been shown that low testosterone levels are associated with frailty, especially 
in aging men [40]. A positive association of testosterone with physical performance 
has been reported up to a threshold of total testosterone of 15.6 nmol/L, lower free 
testosterone levels are associated with mobility limitation, and men with higher 
baseline total testosterone levels experience reduced loss of lean mass [41, 42]. In 
the Concord Health and Male Aging Project, low total and free testosterone were 
associated with frailty, and the reduction in total or free testosterone was associated 
with the predicted progression or increase in the severity of frailty in older men 
[43]. Therefore, observational data support a relationship between lower testoster-
one levels and increased risk of frailty in older men. Similar studies have shown the 
association of low testosterone levels with the development of sarcopenia in elderly 
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women [44]. Higher levels of testosterone in those with regular sexual activity than 
those without sexual activity can eliminate the above-mentioned negative effects 
and reduce muscle loss and frailty development (Fig. 3.1).

The factors that have the most impact on both physical health and frailty are the 
enjoyment of life and the presence of any forms of depression and depressive symp-
tomologies in the elderly. In numerous studies of the English Longitudinal Study of 
Aging working group evaluating the effects of sexual activity in the elderly it was 
found that among sexually active men, frequent (≥2 times a month) sexual inter-
course and frequent kissing, petting, or fondling were associated with greater enjoy-
ment of life and among sexually active women, frequent kissing, petting, or fondling 
was also associated with greater enjoyment of life, but there was no significant 
association with frequent intercourse [27]. Enjoying life is very important because 
enjoying life and sexual activity contributes to successful aging [45]. Palmore noted 
that the three strongest predictors of life satisfaction identified in the Second Duke 
Longitudinal Study were social activity, health, and sexual enjoyment [46]. Despite 
the recognition that sexual expression should be an integral part of healthy aging, 
research linking sexuality and successful aging is limited.

In a sample of 127 Israeli women aged ≥45 years (the majority of whom were in 
the 55–65 age group), Woloski-Wruble et al. explored the associations between life 
satisfaction and sexual activity and satisfaction with one’s sex life. Although their 
study was conceptualized using the Rowe and Kahn model, the authors did not 
operationalize successful aging, but used the Life Satisfaction Index as a proxy. 
After reporting that life satisfaction was significantly correlated with sexual satis-
faction, the authors concluded that women’s satisfaction with their sex life “is an 
important contribution to achieving successful aging” [47]. In a similar study, 
Thompson et al. explored the associations among self-rated successful aging, indi-
cators of physical and psychological health, sexual function, sexual activity, and 
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Fig. 3.1 Effects of Sexual activity on physical health
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sexual satisfaction [48]. In their community-based sample of 1235 women aged 
60–89 years, of whom 53% were married or in an intimate relationship, the authors 
found that their single-item measure of self-rated successful aging (a construct not 
defined in the questionnaire) was significantly correlated with sexual desire and 
sexual activity. Clearly, preliminary evidence suggests a relationship between sexu-
ality and successful aging in older adults [49]. Finally, a study conducted in four 
European countries (Norway, Denmark, Belgium, and Portugal) showed an associa-
tion between sexual activity and sexual enjoyment and successful aging in the past 
10 years in both genders [45].

3.3  Conclusion

Physicians should acknowledge their personal values and attitudes regarding sex 
and sexuality in later life, as well as the values and attitudes of older patients. They 
should integrate sexual functioning (history and current) during a medical examina-
tion or treatment because medical conditions can adversely affect sexuality. Sexual 
problems such as erectile dysfunction can also be an early warning sign of a medical 
condition. Most older patients are willing to talk about their sexual concerns but are 
reluctant to start the discussion. They should therefore be invited by the physician, 
who in turn needs to be able to talk about sex freely and in a comforting manner. 
Older patients are usually unaware of how sexual difficulties can be related to a 
medical condition and are often not informed about treatment possibilities or side 
effects of medications. As sexual activity has extremely important and positive 
effects on physical health, evaluation of sexuality should be a part of geriatric evalu-
ation. Clinicians should try to review and eliminate medical conditions that make 
sexual activity difficult, and inform their patients and partners about available treat-
ment options to relieve sexual dysfunction. In fact, the frequency and continuity of 
sexual activity in the aging process should be kept in mind as an important step to 
minimize sexual dysfunction in late old age.
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4Sexual Activity and Mental Health 
Benefits in Older Adults

Tobias Schiffler, Hanna M. Mües, and Igor Grabovac

Both the relative and absolute proportion of older persons in the global population 
are rapidly increasing [1]. Especially countries in Europe, Asia, North and South 
America are anticipated to be primarily affected by this trend and will have a pro-
portion of the population aged 60 years or older of above 30% by 2050. In this 
regard, the global population of people over 60 years of age will almost double with 
an estimated rise from 12% to 22% [2]. Additionally, the general pace of population 
aging also increased dramatically. This development is caused by two key drivers, 
namely growing life expectancy and a decrease in fertility rates globally [1].

4.1  The Relationship Between Aging and Sexuality

The process of aging can be described in several ways. From a biological point of 
view, it is characterized as a lifelong and gradual accumulation of cellular and 
molecular damage that leads to impairment in various bodily functions and contrib-
utes to a general vulnerability and an increase in risk of mortality and morbidity [1]. 
Beyond that, aging can also be viewed both from a psychological and a social per-
spective, which can be influenced by the biological changes. As aging is character-
ized by progressive metabolic and biochemical changes, these may exert an 
influence on mood, attitudes toward the environment, physical condition, and social 
activity [3]. This transition subsequently causes a change in the positions of older 
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people within the family and society. The extent to which persons of advanced age 
respond to these changes depends on their awareness and adaptability to the aging 
process. From a psychological perspective, advancing age can often cause problems 
in adapting to new situations as well as unfavorable changes on a cognitive level. In 
terms of social aspects, the process of aging can affect an individual’s position 
within the community. While these complex processes require a high degree of self- 
control and self-regulation on the part of older people, inadequate attempts at adap-
tation can be accompanied by deficits, which can subsequently have a negative 
impact on the quality of life of those affected. Eventually, these effects represent 
risk factors for impaired mental health. In terms of a personal life of high quality 
and meaningfulness, sexuality is considered pivotal [4]. Relating to the term “sexu-
ality,” it is described as the ability to experience sexual feelings and includes a 
variety of aspects, among which are gender identity, eroticism, intimacy, sexual 
orientation, and social aspects of sex [5]. In a broader context, sexuality can be 
viewed as a dynamic outcome of attitudes, motivation, physical capacity, opportu-
nity for partnership, and sexual conduct [6]. Also, it should be mentioned that sexu-
ality is not merely the act of sexual intercourse but may also comprise touching, 
caressing, fantasy, masturbation, physical closeness, and warmth arising from 
shared emotionality between human beings. Regarding quality of life, sexuality and 
intimacy are essential contributing factors and maintain meaningfulness over a per-
son’s entire lifespan. It must therefore be taken into account that sexuality is an 
important dimension of life satisfaction, where it is important in terms of expressing 
love and caring. This aspect is especially important for people of older age [7, 8]. 
Particularly in late adulthood sexual activity is vital on many levels. Not only is 
sexuality an expression of passion or affection, but also signals loyalty, trust, and 
mutual admiration. Beyond that, sexual activity is highly relevant for older adults in 
order to maintain higher energy levels, enhance their self-confidence, and further 
develop their capability to comply with their needs and wants [8]. It is a way to 
affirm physical ability and can therefore be seen as a mechanism to cope with the 
aging process. Moreover, a number of publications indicated that sexual inactivity 
is associated with poor health conditions, such as hypertension, diabetes, and car-
diovascular problems [9, 10]. A similar relationship can be seen between sexual 
inactivity and mental health, as the lack of sexual activity has been linked to a vari-
ety of problematic mental health outcomes, such as depression or poor self-reported 
quality of life [11].

4.2  Mental Health and Social Aspects of Sexuality 
in Older Adults

Sexual health refers to a constitutive part of reproductive health, which is defined as 
peoples’ ability to have a satisfying, responsible, and safe sex life [12]. Sexuality and 
mental health are linked in many ways. In particular, there is an association between 
mental health and overall sexual satisfaction. A range of mood, anxiety, and sub-
stance use disorders have been shown to be related with general sexual 
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dissatisfaction, while this link is independent of sociodemographic and experiential 
factors [13]. It is therefore important to keep in mind that people living with mental 
disorders are susceptible to experience further deficits in their mental well-being, as 
proper sexual functioning is a constitutive component of quality of life and maintain-
ing satisfying intimate relationships [14]. Mental health and the social environment 
of individuals appear to be determinants for the frequency of a person’s sexual activi-
ties [15, 16]. Based on data from the United States of America and the United 
Kingdom, many older adults have intimate relationships and consider sexuality as an 
important part of life that contributes to an overall emotional well-being. Although 
sexual activity and sexual fulfillment are ubiquitous parts of human life, stereotypes 
regarding the elderly typically ignore their significance for this population [17]. 
However, both the quality and quantity of sexual activities are highly important fac-
tors for the mental health of older adults [18]. In this respect, better mental health 
among older persons is associated with feeling satisfied with sexual activities and 
their frequency. Furthermore, it increases an individual’s satisfaction with their sex-
ual life, which is defined as the subjectively perceived quality of sexuality, sexual 
life, and sexual relationships and also refers to a person’s sexual well-being [19]. 
Also, the effects of sex on mental health can partially be explained by the quality of 
the relationship to the sexual partner. Not only exogenous but also endogenous fac-
tors exhibit an association between sexual activity and mental health. For example, 
sexual activities usually foster relaxation, social attachment, and a feelings of love, 
which lead to a release of dopamine, endorphins, and oxytocin causing a reduction in 
anxiety and stress [20]. Furthermore, subjective assessment of sexual activity can be 
seen as a determinant of mental health, especially for older persons who experienced 
a decrease in the frequency of sexual activities, whereby both the excess and depriva-
tion of sexual activities in comparison to the actual want of an individual are highly 
related with low interpersonal relationship quality and low mental health outcomes 
[18, 21]. As the impact of sexual activity is not solely limited to mental health out-
comes it should also be taken into account that on a physical level poor sexual activ-
ity shows an association with cardiovascular risk factors and conditions such as 
hypertension, cancer, high cholesterol, and diabetes for both women and men [22–
24]. Regarding physical outcomes, major surgery as well as conditions inducing 
pain, compromising mobility or energy reserve, or those directly interfering with 
partnered sex are also related to reduced sexual activity [11]. In terms of mental 
health, considering chronic physical outcomes is essential as mental health and phys-
ical health are fundamentally linked. Individuals living with chronic physical health 
issues experience depression and anxiety twice as often compared to the general 
population [25]. In further consequence these mental health issues can lead to an 
impairment of a person’s sexuality and sexual activity, which can additionally con-
tribute to a reduction of emotional, psychological, and social well-being.

Good sexual health does not merely imply the absence of impairment, dysfunc-
tion, or disease, but also premises an affirmative approach to sexuality. Moreover, 
sexual relationships as well as the possibility of having enjoyable and safe sexual 
experiences are essential components of sexual health. These sexual experiences 
must be free of coercion, discrimination, and violence. The sexual rights of an 
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individual have to be approached in a respectful, protective, and fulfilling way, in 
order to lead to good sexual health. Particularly as in the past, the issue of sexual 
health was viewed almost solely in terms of the possible negative consequences for 
physical and mental health [26], with attention being primarily focused on sexually 
transmitted diseases, unplanned pregnancy, sexual dysfunction, sexual assault, and 
sexual violence. However, a new discourse has developed in various disciplines 
concerning sexual health issues that focuses more on the positive aspects of sexual-
ity. Sexual, physical, and mental health, as well as overall well-being are positively 
associated with sexual self-esteem, sexual pleasure, and sexual satisfaction [27, 28]. 
The positive effects of sexual satisfaction should be addressed in programs that aim 
to improve these health outcomes. For that purpose, service delivery, prevention, 
and sexual education should be taken into account.

Evidence of the association between mental health and sexual health has been 
researched both in the general adult population and in older adults particularly [29]. 
This could potentially be due to the fact that an increasing number of older women 
and men experience the age period of 60–75 as a rather energetic and healthy time 
of their lives [30]. Furthermore, older adults who are sexually active show a higher 
frequency of petting, kissing, and fondling, which is associated with a higher enjoy-
ment of life [31]. In comparison with sexually inactive older adults, those who 
report higher sexual activity levels also report having higher scores for sexual and 
global life satisfaction [19, 32, 33]. These findings can be set against the general 
stereotypes of asexuality in older adulthood, as an increasing number of people 
remain sexually active in later life [17]. This progression can be explained by sev-
eral trends; first, there is a general increase in life expectancy and people reach the 
older age in better health, and secondly, social attitudes toward sex in later life are 
slowly shifting toward a wider recognition within society. More than ever is sexual 
expression recognized as an integral part of human life in terms of maintaining 
interpersonal relationships, the promotion of self-esteem, and the contribution to 
health and well-being even in older adults [34, 35]. In this context, sexual expres-
sion is an umbrella term for sexual behavior, sexual desire, wanted sexual behavior, 
arousal, and lust [36]. However, evidence shows that sexual expression changes 
during the course of life and with rising age as previously outlined in terms of 
activities and frequency [34].

The asexual stereotype of older adulthood is prominent within the general popu-
lation, where it is predominantly manifested in negative reactions and emotions, 
such as embarrassment, shame, and disgust against older persons’ sexual expression 
[37]. Many theories exist that try to explain how these stereotypes develop and 
where they are established. In this respect, among the most elaborated theories, 
there are two developmental theories which are based on evolution and disengage-
ment [38]. Evolutionary theory postulates that the act of sexual intercourse pursues 
a merely functional purpose, which aims at procreation. Based on this theory, older 
adults are not to be seen as fertile individuals and are therefore asexual beings. As 
another developmental theory, the disengagement theory suggests that individuals 
and whole societies reciprocally withdraw from each other in later life [39]. This 
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theory leads on to a reinforcement of ageism by theorizing that people of advanced 
age consciously conduct a shift of their interaction style from active to passive. 
According to this theory, asexuality occurs subsequently to social passivity.

Due to the aforementioned assumptions on asexuality in older adults, the research 
interest for this field has been underdeveloped and largely ignored by both the aca-
demic and clinical establishments. Only in the last few decades, with growing focus 
on health and active aging and developments in the field of gerontology and geriat-
rics and various pharmaceutical and technological advancements, have these topics 
been placed under somewhat larger focus [40]. However the preconceived notions 
are still largely dominant, even as several studies have outlined that many older 
individuals remain sexually active even in older age [23, 41, 42], even as activities 
move away from penetrative sex toward other types of activities such as masturba-
tion, petting, and fondling [30]. For older adults who also report not engaging 
actively in sexual activities, sexuality still remains an important part of their lives as 
sexuality and sexual desire remain vital components of close emotional relation-
ships in later life [37, 43]. Older adults also view sexual activities as a source of 
vitality and youthfulness, a way of staying emotionally connected to their partners, 
and a way to experience pleasure [44]. Some of the benefits of sexual activity on 
mental health in older adults based on the available literature are listed in Table 4.1.

Table 4.1 Benefits of sexuality on mental health of older adults

1 Sexual intercourse with one’s partner leads to a closer relationship between individuals, 
and closeness to a partner is associated with well-being

2 Emotional closeness between partnered persons during sexual intercourse is beneficial to a 
higher enjoyment of life

3 More frequent kissing, petting, and fondling are associated with greater life enjoyment
4 Sexual activity is beneficial to a person’s general health, which affects life satisfaction in a 

positive way
5 As the body releases endorphins during sexual activity or orgasms, a happy or blissful 

feeling is generated subsequently
6 As physical activity per se shows beneficial effects on a person’s mental health, and sexual 

intercourse is a form of physical activity, it contributes to an improvement of psychological 
aspects

7 Concerns about the sex life of older adults are negatively associated with life enjoyment, 
which is why a reduction of these concerns could lead to a higher quality of life. In this 
regard, an additional relation to the advantages of an active and problem-free sex life seems 
to be likely

8 Sexual activity in older adults is an adequate measure to prevent mental health 
complications, such as depression and anxiety, which is why other measures should focus 
on maintaining sexuality

9 Especially for men, a higher frequency of sexual intercourse is associated with greater life 
enjoyment, whereas life enjoyment of women shows a higher association with other sexual 
activities

10 Physical tenderness is an essential contributor to women’s mental health
11 Older adults whose sexual activity is on a higher level possess more positive aging 

parameters and fewer chronic conditions, which leads to a greater enjoyment of life, as a 
consequence
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4.3  Sexual Orientation, Gender Identity and Its Influence 
on Mental Health in Older Adulthood

People whose sexual orientation and sexual identity diverge from the heteronorma-
tive conception have had and still have to deal with a variety of barriers and dis-
crimination. Homosexuality has been associated with illness, sin, and immorality, 
and is considered illicit and punishable in many countries around the world even 
today [45–47]. These negative experiences are also shared by people with transgen-
der identities as they are also confronted with strong negative societal attitudes, 
discrimination, and a lack of understanding within their social environments [48, 
49]. In this regard, older persons who are lesbian, gay, bisexual, transgender, inter-
sexual, queer, and other minority gender identities and sexualities (LGBTIQ+) are 
in an especially precarious position, as they have usually been exposed to these 
negative experiences for longer periods of time [50]. In respect to the rapid global 
increase of aging populations, service providers and policy makers have to adapt to 
changing health and social care needs, which is why these needs, as well as their 
economic implications, have to be identified in order to be able to adequately 
respond to them [51]. In the United States of America, the number of LGBTIQ+ 
people above the age of 50 years is estimated to be approximately 2.4 million, and 
is predicted to elevate up to five million people until the year 2030 [52].

As a consequence of the negative societal attitudes, many LGBTIQ+ older indi-
viduals have been confronted with discrimination, heterosexism, homophobia, 
transphobia, and stigmatization during their lifetime [53]. These negativities lead to 
a number of other issues, such as social exclusion and worsening of physical and 
mental health [54, 55]. Moreover, due to the high levels of discrimination and hos-
tility in some communities, some LGBTIQ+ older adults may be forced into cisnor-
mativity, heteronormativity, and compulsory heterosexuality, which is further 
associated with a rise of discrimination and marginalization, disempowerment, and 
oppression, and can therefore compromise social well-being and mental health [56–
58]. Many LGBTIQ+ individuals have accommodated themselves to this heteronor-
mativity and cisnormativity, and adapted to societal prejudices. Based on this 
adjustment, a tension between needs and experiences is developed that may cause 
sexual minority stress [59]. Existing evidence shows that minority stress in general 
is related to mental health problems, emotional distress, and high-risk sexual behav-
iors, which can have significant implications for available support services for this 
population [60]. As a consequence of these societal issues, many LGBTIQ+ people 
experience further negative effects on their mental health. As studies have shown, 
the majority of LGBTIQ+ persons tend to be single, living alone, and childless [61, 
62], with more than half reporting loneliness and isolation. It must be kept in mind 
that these aspects are very likely to have a negative impact on the subjective well- 
being and mental health of the people concerned. As opposed to this, other studies 
identified better self-reported well-being among individuals who have strengthen-
ing relationships [63]. LGBTIQ+ people face discrimination, rejection, prejudice, 
and stereotyping in many cases. This circumstance often results in these individuals 
feeling exposed to hostile social environments for a lifetime, while this exposure is 
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linked to depression and low quality of life [64]. In this regard, it is particularly 
important for healthcare professionals to recognize signs of distress among those 
affected and respond to them in an adequate manner, as a positive view of one’s 
sexual and gender identity is associated with better mental health and higher quality 
of life [65, 66].

In order to be able to adequately work with this population in a professional 
healthcare setting, it is mandatory to recognize the lived experiences and needs of 
LGBTIQ+ older adults. Professionals must identify strategies to facilitate access to 
community resources and healthcare facilities. Also, general social support net-
works and those specified to LGBTIQ+ persons have to be regarded as these are 
highly relevant in terms of mental and physical health and possess a potential to 
influence those individuals in a strongly positive way [62, 67]. Healthcare profes-
sionals who work in the field of gerontology must recognize that some older 
LGBTIQ+ persons may experience a so-called triple stigma [60], the three compo-
nents being: (1) older age, which is also known as ageism; (2) prejudice regarding 
the gender identity and sexual orientation of LGBTIQ+ people; and (3) issues asso-
ciated with poor health conditions, such as mental illness, substance misuse, hepa-
titis, and HIV/AIDS [68]. This triple stigma further contributes to a higher risk of 
mental illness, isolation, and fragmentation of social networks and support. Given 
the impact of stigma on mental health, it is highly important to bear this in mind 
when it comes to the assessment of risk factors [69]. In order to be able to fully 
understand the well-being and life satisfaction of LGBTIQ+ individuals, consider-
ations regarding intersectional backgrounds as well as age and gender identities 
have to be made. Especially, the conduction of programs and development of poli-
cies are dependent on these considerations, in order to specifically target this group 
of persons and support their mental health [70].

4.4  A Professional Approach to Sexuality in Older Adults

Considering all above-mentioned issues, all older adults are a highly vulnerable 
group whose needs have to be met by healthcare professionals in an adequate way. 
As depicted before, mental health, quality of life, and well-being are strongly asso-
ciated with sexuality, sexual health, and the expression of sexual identity, which are 
important for the lives of older adults [37, 71]. Even as there are a number of articles 
and literature on the overall importance of sexuality in older adults and its benefits 
on mental health, this topic is still under-researched and there is a paucity of strong 
evidence. Healthcare professionals play a major role as gatekeepers, but frequently 
oversee the significance of sexual activity in people above the age of 65 [72]. Based 
upon available literature, healthcare professionals from different disciplines and set-
tings generally have little knowledge of sexuality in older adults and are therefore 
largely unable to address this matter appropriately [73]. In a systematic review of 
quantitative and qualitative evidence, Bauer et al. [73] synthesized five key elements 
out of their findings that summarize the main aspects of older adults’ recognition of 
sexuality in the context of healthcare settings (Table 4.2).
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Table 4.2 Older adults’ recognition of sexuality in healthcare settings [73]

1 Regarding the well-being of older adults, sexuality is a key component
2 When discussing sexuality in a professional healthcare setting, older people tend to use 

euphemistic language and assign a distinct connotation to certain terms
3 When sexuality is displayed in healthcare settings, older adults assume discretion
4 Due to the negative perceptions of older adults regarding the interest and attitudes of 

healthcare professionals toward sexuality and sexual health, they feel reluctant and 
uncomfortable coming up with these issues

5 Instead of communicating with a healthcare professional, older adults tend to experience a 
sexual problem in isolation, since it is common for them to be unknowing of their personal 
sexual health

Regarding sexuality in older adults, it is essential for healthcare professionals to 
approach this in a way in which patients feel understood and concerned, and are 
encountered with interest and empathy [74]. In order to accomplish this, profession-
als have to acquire a certain set of effective communication skills, especially regard-
ing sexuality and sexual health, as current evidence shows insufficient communication 
between older adults and healthcare professionals in these matters, although older 
persons affected may have the desire to express certain concerns, and have a wish 
for the consultation of physicians and other health experts [75]. Nevertheless, these 
issues must be approached in a careful way since the privacy of people has to be 
respected.

For a number of reasons, many people in older adulthood experience difficulties 
initiating a conversation about sexuality. For this reason, they have to be actively 
provided the opportunity to discuss their issues and concerns by healthcare profes-
sionals in a way that feels adequate to them, and does not raise negative emotions. 
Due to this sensitivity, professionals working in the healthcare setting are to adopt 
the needful role of a facilitator through an increased awareness for the desires of 
older adults [76]. In order to be able to fulfill this meaningful role, healthcare pro-
fessionals are required to possess a certain level of reflectivity, and are supposed to 
perform continuous monitoring of their personal comfort when it comes to discuss-
ing sexual health and sexuality. An essential aspect concerning this matter is their 
preparedness to raise these issues during sessions of consultation and their ability to 
provide specific care for older individuals [73].

The identification of actual needs of older persons that should lead on to positive 
outcomes is a main task of healthcare professionals. Raised attention to sexual 
activity among older adults is important in order to be able to efficiently support 
those individuals by identifying and properly addressing their actual needs. If this is 
conducted in a way that is suitable for older adults, these individuals are empowered 
to deal with their own sexuality and sexual health, which further contributes to an 
improved state of mental health. Especially, due to the fact that in some cases older 
people do not consider sexuality important, it is indispensable for healthcare profes-
sionals to close the gap within sensitization and training [77]. Sensitization and 
training should focus on the implementation of specific interventions that target the 
promotion of sexual activity in older aged individuals. Since this particular field 
includes several aspects that need to be considered, Silva et  al. [77] postulated 
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certain guiding principles for this type of interventions in the course of a qualitative 
research work that investigated the opinions of nurses who were experts in the con-
text of clinical practice and teaching (Table 4.3).

As sexuality must be seen as an essential aspect in terms of active aging, health-
care professionals are encouraged to proactively address this topic with their older 
aged patients. This proactivity may sometimes be necessary as some older adults 
may feel too ashamed or shy to actively seek help by themselves, which could be 
accounted for by a feeling of ridiculousness that leads on to a form of resignation 
[78]. Offering the opportunity for an esteeming talk about sexual activity within the 
process of aging could act as a supportive measure for older persons, since these 
frequently report a lack of information and open discussion around this issue, where 
healthcare professionals play a particular role [79].

People of advanced ages consider their sexuality and the manifestation of their 
sexuality as essential components for a high quality of life. Healthcare professionals 
are to handle issues related to sexuality in older ages in a sensitive way, as some 
older people prefer to keep their sexuality completely private, and others experience 
a distinct desire to discuss certain aspects of their sex life and their perception of it 
[73]. However, this desire can be eliminated if healthcare professionals show disin-
terest for their patients or their thoughts and feelings, as well as negative attitudes, 
shame, and embarrassment. In this regard, strategies should be implemented that 

Table 4.3 Guiding principles for interventions on sexuality in older adults

1 Interventions for the improvement of awareness and sensitization at the level of health 
promotion and disease prevention should focus on
   •  Raising awareness about the physical, psychological, and social changes of aging, and
   •  Achieving sensitization regarding typical characteristics of sexuality in older age and 

the influence of the aging process
2 Interventions should comprise defined priorities and contexts for them to be as efficient as 

possible
3 Interventions in the field of information should consider the concept of informotherapy, 

which implicates that information is given at the right dosage for the right person and at the 
right time

4 Interventions should aim at the identification of main barriers to sexuality, conditions that 
exacerbate sexual behaviors, drugs that hinder or help, myths, beliefs, and experiences of 
intimacy

5 Interventions aiming at the promotion of sexual health in the course of the aging process 
should approach this issue in a positive and respectful way

6 Interventions should promote safe and pleasant sexual experiences, free of coercion, 
discrimination, and violence, as this leads to an overall better mental health

7 Interventions should comprise different strategies with special adaptions for individuals, 
couples, groups, and communities at large

8 Interventions should integrate screenings of certain diseases and dysfunctions, as this could 
identify a need for sex therapy or other therapeutical interventions

9 Interventions that are related to counseling should focus on the level of permission, 
information, and suggestions, and should include discussing issues of sexuality

10 In order to elicit the outcome of a certain intervention, it is necessary to determine the 
indicators that are intended to be measured in advance

An adaption and extension of Silva et al. [77]
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contribute to a safe environment in which older adults can speak about their sexual-
ity and feel empowered. If this kind of setting is maintained, professionals and older 
adults can come together and discuss relevant issues regarding sexuality, because 
this may lead on to a situation in which older people feel enabled to be sexually 
active, which would further have a beneficial impact on their overall mental health, 
subjective quality of life, and life satisfaction.

4.5  Psychotropic Drugs and Their Negative Effects 
on Sexual Function

Healthcare professionals should be aware of the fact that not only mental disorders 
but also the psychotropic drugs used to treat them often have negative consequences 
on sexual desire. Sexual dysfunction (SD) is a common side effect of many psycho-
tropic drugs. A multitude of studies report a prevalence between 60 and 80% with 
certain antidepressants, as well as SSRIs and up to 60% risk on SD with the use of 
specific antipsychotics [80–82]. However, it is difficult to make an accurate state-
ment because the issue of sexual dysfunction in connection to psychotropic medica-
tion is characterized by high underreporting [83–85]. The importance of targeted 
inquiry using SD questionnaires is often emphasized to reduce this underreporting 
[83, 86]. The danger of not reporting is that high noncompliance can occur unno-
ticed, making the actual treatment less effective [86, 87].

The etiology of SD depends on several factors, as the extent to which SD is also 
influenced by mental illness and other factors must be considered [82]. Indeed, 
regardless of medication use, 50–70% of depressed patients also experience reduced 
interest in sexual activity [86]. Thus, the studying of its etiology is challenging. 
Moreover, many clinical case studies are difficult to compare, due to different meth-
odology, diverse clinical pictures, and individual patient characteristics. In addition, 
the clinical picture of SD describes a broad spectrum of different complaints, start-
ing with decreases in libido, problems with arousal and erectile dysfunction up to 
changes in orgasm and ejaculation disorders, issues with vaginal lubrication, pain-
ful intercourse among others. These different symptoms are sometimes based on 
different mechanisms and can be treated differently, which is why the comparability 
of groups is made even more difficult [87–89].

Through this, there are few well-done, evidence-based meta-analyses that can 
compare specific medications and identify which medications have the highest, or 
lowest, incidence of sexual side-effects. However, clear trends are evident, with the 
highest prevalence of SD consistently reported with serotonin-enhancing medica-
tions. Here, a 60–80% risk of SD is spoken of with the use of certain selective 
serotonin reuptake inhibitors (SSRIs) [80, 81].

The mechanisms of action for SD caused by antidepressants are thought to be 
based on the inhibitory effects of serotonin in the sexual cycle, such as inhibition of 
libido and orgasm, which is why the risk of sexual side effects is particularly high 
with SSRIs and selective norepinephrine reuptake inhibitors [90]. With regard to 
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antipsychotics, sexual side effects occur primarily with the so-called  classic/first-
generation antipsychotics. Here, the mechanism of action is mainly due to the 
increase of prolactin, which can lead to SD [91, 92]. For antipsychotic-induced SD, 
there is a reported incidence of approximately 16–27% for prolactin-independent 
antipsychotics as well as quetiapine, ziprasidone, perphenazine, and aripiprazole, 
and a 40–60% risk of SD for prolactin-increasing antipsychotics, e.g., olanzapine, 
risperidone, haloperidol, clozapine, and thioridazine [82].

The treatment of psychotropic drugs-induced sexual dysfunction is highly indi-
vidualized and determined by different factors and approaches. Again, there is little 
evidence-based knowledge and it is recommended to choose a treatment individu-
ally with regard to the patient’s preferences [85, 86]. Treatment options include 
adjusting the dose, switching the medication, augmentation by adding, for example, 
phosphodiesterase type five inhibitors, such as sildenafil, or bupropion to the ther-
apy, and a wide range of psychoeducational accompanying measures [85, 93, 94]. 
Some randomized controlled trials suggest a positive effect on sexual satisfaction 
from augmentation or switching to aripiprazole, or from adding mirtazapine to 
treatment [93, 95, 96]. Briefly interrupting SSRI use in the form of a “drug holiday” 
appears to work in some cases, but is controversial due to risks for withdrawal 
symptoms and should be further explored [93, 97].

Table 4.4 provides an overview of current psychotropic drugs and their specific 
sexual side effects.

Table 4.4 Psychotropic drugs and sexual side effects

Agent Sexual side effect
Antidepressants
SSRIs
Citalopram Common:

   –  Loss of libido
   –  Ejaculation disorders
   –  Erectile dysfunction

Escitalopram Common:
   –  Decreased libido
   –  Women: Anorgasmia
   –  Men: Ejaculation disorders, impotence

Fluoxetine Common:
   –  Loss of libido
   –  Ejaculation disorders
   –  Sexual dysfunction
Uncommon:
   –  Abnormal orgasm
   –  Anorgasmia

Fluvoxamine Uncommon:
   –  Delayed ejaculation

Paroxetine Very common:
   –  Sexual dysfunction

(continued)
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Table 4.4 (continued)

Agent Sexual side effect
Sertraline Very common:

   –  Ejaculatory failure
Common:
   –  Loss of libido
   –  Erectile dysfunction
Rare:
   –  Premature ejaculation

SNRIs
Duloxetine Common:

   –  Decreased libido
   –  Abnormal orgasm
   –  Erectile dysfunction
   –  Ejaculation disorders
Uncommon:
   –  Sexual dysfunction

Venlafaxine Common:
   –  Decreased libido
   –  Abnormal ejaculation/orgasm
   –  Anorgasmia
   –  Erectile dysfunction

TZAs
Amitriptyline Common:

   –  Loss of libido
   –  Impotence

Clomipramine Very common:
   –  Libido and potency disorders
Unknown frequency:
   –  Delayed ejaculation

Doxepin Unknown frequency:
   –  Sexual dysfunction

Nortriptyline Common:
   –  Libido and erectile dysfunction

Trimipramine Unknown frequency:
   –  Sexual dysfunction

Other antidepressants
Agomelatine Unreported
Bupropion Unreported
Mirtazapine Unreported
Moclobemide Unreported
Tranylcypromine Rare:

   –  Anorgasmia
   –  Erectile dysfunction
   –  Abnormal ejaculation

Trazodone Uncommon:
   –  Erectile dysfunction

Antipsychotics
First-generation antipsychotics
Haloperidol Common:

   –  Erectile dysfunction
Uncommon:
   –  Loss of libido
Rare:
   –  Sexual dysfunction
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Table 4.4 (continued)

Agent Sexual side effect
Perphenazine Common:

   –  Sexual dysfunction
Pimozide Common:

   –  Erectile dysfunction
Unknown frequency:
   –  Decreased libido

Zuclopenthixol Common:
   –  Decreased libido
   –  Erectile dysfunction
Uncommon:
   –  Increased libido
   –  Women: Orgasm disorder
   –  Vulvovaginal dryness

Atypical antipsychotics
Aripiprazole Common (“Maintena” only):

   –  Erectile dysfunction
Uncommon (“Maintena” only):
   –  Decreased libido
   –  Vulvovaginal dryness

Clozapine Unknown frequency:
   –  Retrograde ejaculation

Olanzapine Unreported
Quetiapine Uncommon:

   –  Sexual dysfunction
Risperidone Uncommon:

   –  Decreased libido
   –  Erectile dysfunction
   –  Ejaculation disorders
   –  Sexual dysfunction
Rare:
   –  Anorgasmia

Other psychotropic drugs
Antiepileptic/anticonvulsive drugs and mood stabilizers
Carbamazepine Very rare:

   –  Sexual dysfunction
   –  Decreased libido
   –  Erectile dysfunction
   –  Decreased male fertility and/or abnormal spermatogenesis (decreased 

sperm count and/or motility)
Gabapentin Common:

   –  Impotence
Unknown frequency:
   –  Sexual dysfunction
   –  Libido changes
   –  Ejaculatory dysfunction
   –  Anorgasmia

Lamotrigine Unreported
Lithium Unknown frequency:

   –  Sexual dysfunction
Phenytoin Unreported

(continued)
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Agent Sexual side effect
Pregabalin Common:

   –  Loss of libido
   –  Erectile dysfunction
Uncommon:
   –  Increased libido
   –  Sexual dysfunction
   –  Delayed ejaculation

Topiramate Uncommon:
   –  Erectile dysfunction
   –  Sexual dysfunction

Valproic acid Unreported
Benzodiazepines
Clonazepam Unknown frequency:

   –  Loss of libido
   –  Erectile dysfunction

Lorazepam Uncommon:
   –  Impotence
   –  Decreased orgasm

SNRI selective norepinephrine reuptake inhibitor, SSRI selective serotonin reuptake inhibitor, TZA 
tetracyclic antidepressant
Common: 1–10%; Uncommon: 0.1–1%; Rare: 0.01–0.1%; Very rare: 0.001–0.01%

Table 4.4 (continued)
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5Sexual Activity and Psychosocial 
Benefits in Older Adults: Challenges 
and Ways Forward

Siniša Grabovac and Radhika Seiler-Ramadas

5.1  Introduction

Human sexuality is a multidimensional and complex phenomenon that is predomi-
nantly influenced by biological, psychological, social, political, cultural, and spiri-
tual factors that constantly interact with one another. The World Health Organization 
considers sexuality and sexual health as “…a central aspect of being human, encom-
passing sex, gender identities and roles, sexual orientation, eroticism, pleasure, 
intimacy and reproduction…”. Throughout the human lifespan sexuality plays an 
important role in the lives of individuals, as “…sexuality is experienced and 
expressed in thoughts, fantasies, desires, beliefs, attitudes, values, behaviours, 
practices, roles and relationships…” [1, 2]. Nevertheless, despite sexuality embrac-
ing all of these aspects, not all of them are always felt or conveyed because they may 
change over time. For instance, desire, reproduction, and attachment are three inter-
related but different dimensions of sexuality that vary in importance and intensity as 
one age [3].

In its World report on ageing and health, the World Health Organization defined 
an older adult as a person who is at least 60 years old [4]. However, this definition 
differs from low to high income countries. In countries with gross national income 
per capita the definition of older adults tends to relate to the age upon retirement, 
which in most wealthier countries is around 65 years [5].
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5.2  Sexual Activity Experienced by Older Adults

5.2.1  Perceptions of Sexuality

Whatever the definition of older age may be, sexuality is an important aspect of 
healthy ageing [6]. There is a growing body of evidence on how older adults define 
sexual activity and sexual satisfaction. For older adults, the fulfilment of basic emo-
tional and attachment-related needs such as feeling safe, secure, and accepted, as 
well as becoming more engaged in sexual and intimate contacts turns out to be very 
important [3]. While healthy and satisfying sexual activity for older people may 
vary, it is as important for their quality of life as it is for the younger population 
[7–10]. Sexual activity in older adults is primarily influenced by their own health or 
illness as well as of their partners, but other aspects such as physical, psychological, 
and social factors also play a crucial role. Human sexuality is frequently misunder-
stood in the older population. There is a common worldwide misconception among 
young-, middle- and many old-aged people that individuals become asexual as they 
get older [7, 11, 12].

Some empirical studies have even indicated that older adults report less sexual 
activity, although this may not include cuddling, touching, hugging, and kissing. 
Sexual expression is however not just limited to sexual intercourse among older 
adults but can be more varied and diffuse [13]. While for some individuals, sexual-
ity means close companionship, for others it means to touch and be touched. Some 
older adults associate sexuality with body image, while others associate it with 
sexual intercourse and activity.

In general, sexual activity can be divided into physical and nonphysical aspects. 
However, the definition of sexuality in older adults is often broader than that for 
younger people. Physical aspects include the ability to have penetrative sexual inter-
course, while nonphysical aspects consist of positive emotions that are associated 
with intimacy such as joy, interest, amusement, love, and happiness. Even though 
sexual intercourse and sexual desire may decrease with age, the nonphysical aspects 
increase among some individuals [14–16].

5.2.2  Sexual Desire

Research shows that sexual desires persist in old age and there is growing evidence 
to confirm diverse responses to sexual behaviours among the elderly [17–20]. 
Sexual thoughts and desires are evident but reported levels of desire are lower than 
those of younger and middle-aged adults [3]. Yet, while some older adults welcome 
decreased sexual desire, others are still sexually active (or want to be) and find the 
physical aspects of sexual activities to be as important, pleasurable, and rewarding 
as the nonphysical aspects [6, 14, 21–25]. Unfortunately, the sexual well-being and 
sexual needs of many older adults are still being ignored or met with disdain, even 
though gender differences that influence sexual satisfaction among older adults 
appear marginal [20].
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5.2.3  Forms of Sexual Behaviour in Older Adults

Types of sexual behaviours differ in older adults. For many of them, penetrative sex 
may not be possible due to physical and psychological problems such as erectile 
dysfunction, difficulty in holding a sexual position, a slower response to becoming 
aroused, or increased anxiety that the sexual activity may for instance trigger 
another heart attack, depression, or sadness [7, 16]. However, those who are able 
and willing to participate in sexual behaviours and those who are interested in 
acquiring active sexual pleasure have other options such as touching, hugging, cud-
dling, kissing, or even mutual genital stroking and/or masturbation [26–28]. The 
majority of older adults still rely on physical tenderness through which the human 
touch plays an important role in communication, relationships, and the sharing of 
feelings between partners. Human touch is considered to be important for maintain-
ing or instigating interpersonal and intimate relationships. The lack of human touch 
leads to feelings of isolation, anxiety, insecurity, and decreased sensory awareness, 
all of which can negatively impact human health [5, 29–31].

5.3  Psychosocial Benefits of Sexual Activity in Older Age

Older people, especially those in their transition to retirement, are experiencing a 
time in which significant changes in their social, physical, and mental health are 
happening. It is during this time that they feel an acute need for a sense of belonging 
[32]. The recent Covid-19 pandemic has emphasized social distancing and height-
ened feelings of loneliness and fear among the older adults that became the most 
vulnerable part of our population, but also forcing them even further into isolation. 
It is especially during this time that older people need to feel and stay mentally and 
physically healthy.

For many elderly people, the ability to have and maintain a sex life as well as 
having a fulfilling and rewarding sexual experience is perceived to be important to 
their mental and physical health. Several studies have shown that older adults who 
had sexual desires were more physically active, reported the lowest number of med-
ical conditions, and took few or no medications [33–36]. This is extremely signifi-
cant, as it is around this period in life where people are faced with increasing health 
problems and challenges. It is important to emphasize and advocate the well-being 
of older people not just to prevent strain on our current healthcare system, but also 
to espouse comprehensive health among older individuals.

According to the World Health Organization (WHO), health is not merely an 
absence of disease or infirmity, but “a state of complete physical, mental and social 
well-being” [37]. While still being a relatively unexplored area of research, an 
increasing number of reviews and studies have nevertheless confirmed that sexual 
activity and expressions of intimate behaviour are associated with well-being, and 
that positive sexual activity is linked to a greater enjoyment of life, a higher quality 
of life in the social domain, higher levels of emotional and physical satisfaction, and 
greater health and life quality across the lifespan [35, 38–41]. Our psychological, 
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public health, and biomedical efforts to date are clearly focused on reducing risks of 
factors that are harmful to health and emphasizing prevention and treatment pro-
grammes, while health promoting psychosocial assets are under-navigated [42]. Yet, 
there are modifiable dimensions of psychological well-being uniquely associated 
with a reduced risk of chronic conditions, a crucial one being positive sexual behav-
iour [40, 42].

Positive sexual behaviours such as frequent emotional connections and/or enjoy-
ment of sexual intercourse, the ability to communicate well about the sexual aspect 
of a relationship, as well as enhancing romance and intimacy promote subjective 
well-being [40, 41]. Touching or holding hands, hugging and kissing, mutual strok-
ing and masturbation, as well as frequent sexual intercourse (bi-monthly or more) 
are modifiable factors that have been associated with low levels of stress, better 
health, and positive psychology [38–40]. Likewise, active sex life in older adults has 
been associated with higher levels of relaxation and reduced depression, increased 
self-esteem, feelings of being “normal, strong and alive” and also with higher rela-
tionship satisfaction. It has also been associated with decreased pain sensitivity, 
better cardiovascular health, lower incidences of chronic airway diseases, better 
recovery, better management of chronic diseases in general, and lower mortality 
[11, 38, 43–53]. Overall, a higher frequency of sexual activity is undeniably linked 
to better mental and physical health. Through greater enjoyment of life and higher 
levels of emotional and physical satisfaction, essential components of life quality 
and subjective well-being are realized.

5.4  Challenges Affecting Sexuality in Older Adults

5.4.1  Reasons for Sexual Inactivity

Increased life expectancy can lead to an increased number of health issues and 
chronic diseases in older adults, which inevitably affect their overall health as well 
as their sexuality [4, 54]. As human beings age, their bodies and biological func-
tions change. Their psychological, social, physical, and cultural aspects also shift, 
often negatively affecting their own perceptions of sexuality [55]. Sexual desire 
may be further impaired by hormonal changes and disease-specific medication [3]. 
For some older people, these significant life changes create a serious impact on their 
sexuality, satisfaction, and overall well-being [7].

However, the biggest barrier to being sexually inactive is not older age, but the 
lack of partner availability, and the presence of one or more health-related long-term 
and debilitating conditions. These conditions include arthritis, diabetes, fatigue, 
cancer, cardiovascular, neurological, and psychiatric problems, but may also involve 
the side effects of medications, relationship issues (e.g. lack of commitment or 
interest), one’s living environment (e.g. institutionalization, lack of privacy), and 
cultural differences (e.g. personal attitudes and beliefs towards engagement in sex-
ual activities) [5, 6, 11, 12, 55–59]. Many couples experience changes in their mari-
tal status during the course of their lives, resulting in individuals who are not 
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married, those who do not cohabit with their partner anymore, or those who are 
widowed [60, 61]. Older women are often faced with widowhood, and thus cannot 
have their emotional needs satisfied. Further physical, biological, and age-related 
changes make it conceivable that older adults engage in less sexual activity with age 
[3]. Other psychological factors such as concerns about body image, embarrass-
ment, fear, loneliness, diminished self-esteem, and self-consciousness regarding the 
ability to sexually satisfy their partners are also likely to affect interpersonal com-
munication and negatively influence sexual behaviours and sexual satisfaction [26, 
62–68]. Effectively addressing sexual behaviours among older adults and under-
standing their need to be sexually active can contribute to maintaining and improv-
ing their well-being and quality of life [5, 60, 69].

Some older adults will have minor health issues or none at all, while others will 
require full-time assistance on an everyday basis for their basic needs. Reduced 
sexual desire, behaviour, and participation in sexual activities are known to decrease 
with rapidly deteriorating health and can differ markedly among the elderly [51, 70, 
71]. Clearly, the health of one’s partner is important, and when considering health 
status among older adults, having a physically and mentally healthy partner goes 
hand in hand with more sexual activity [3].

5.4.2  Social and Cultural Contexts

Education, physical health, and psychosocial well-being are important personal 
resources that determine how people experience the various aspects of sexuality 
into and across old age [3]. However, attitudes, traditions, patterns, norms, and 
beliefs towards sexuality in later life especially with regard to older adults vary 
across different ethnic, religious, and cultural backgrounds. For instance, cultural 
stereotypes that older people are asexual or sexually inactive individuals may in fact 
make them feel more apprehensive about sexual activity [13]. Among older women, 
traditional views of sexuality such as beliefs that women are subordinate and should 
wait for the man to initiate sexual activity or that sex is linked to reproduction, mar-
riage, or prostitution may be factors that discourage them from sexual re- 
engagement [13].

There is very limited evidence and knowledge about the relationship between 
sexual satisfaction and religiosity in older adults [72]. However, some findings con-
firm that older men and women who are religious are typically more sexually con-
servative regardless of their educational level [73]. Religious teachings often place 
a strong emphasis on the procreative function of sex and seem to continuously dis-
courage the dissemination of accurate sexual knowledge within families as well as 
educational structures, thereby leading to de-sexualization, misinformation, preju-
dice, and stigmatization of sexual activity in older age. In societies where religious 
belief about sexual activity is based on procreation (e.g. the Catholic church), wid-
ows or widowers often view their sex life as being over and do not want to find a 
new intimate partner or husband.
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Hence for many older adults, the individual, structural, and social contexts in 
which they grew up may have negatively shaped their current beliefs about sexual 
behaviours. Sex may never have been discussed openly, sexual activity was thought 
to be reserved only for the young, sex for pleasure was perceived as unacceptable, 
and masturbation for both men and women was considered taboo and shameful in 
their culture [23, 74, 75]. These beliefs and perceptions still exist in many cultures.

Cultural factors play a significant role in people’s lives and it is very difficult to 
separate these from the individual or their social context. Culture and race can also 
influence help-seeking behaviour related to sexual health [76]. Thus, in order to 
understand sexual expression, sexual desires, behaviours, and sexual activities in 
older adults, an interdisciplinary and open discussion on sexuality together with 
cultural, ethnic, and religious sensitivity is needed [5].

5.4.3  Structural Challenges

Identity roles, lifestyle characteristics, and factors such as where one grew up affect 
one’s perceptions of sexuality as much as structural factors such as the lack of pri-
vacy [11, 23, 44, 77, 78]. For instance, the lack of privacy in nursing homes or 
assisted living facilities can be a major obstacle to sexual expression. Nursing 
homes and assisted living facilities are two types of senior centres that are different 
in the nature of care for their residents. The difference being that in nursing homes 
constant monitoring and a round-the-clock medical care are frequently required as 
their residents often have severe healthcare conditions. On the other hand, in assisted 
living facilities (also called retirement homes) only basic supervision or minimal to 
moderate care such as housekeeping, laundry, mobile transfers, or some guidance 
for their residents is all that is needed. In such facilities round-the-clock medical 
monitoring and medical staff are not always available.

Despite these differences, there still exists a lack of privacy in both structures, as 
rooms are usually always shared with sometimes two or more other occupants. 
Unsurprisingly, under these circumstances performing sexual activities or having 
intimate time with another person rarely happens [13]. Moreover, the structure of 
these facilities is primarily organized around healthcare provision (such as bathing, 
dressing, or the administration of medication), mealtimes, and numerous social and 
physical activities which discourage residents from staying in their rooms. Some 
studies have also reported that varying degrees of control from staff members such 
as regular and sudden room checks, no lock policies, and restrictive behaviours exist 
in such facilities, which significantly hinder their residents’ perceptions of privacy 
and naturally discourage or prevent them from sexual expression or sexual activity 
[79–83].
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Nonetheless, sexual behaviours do exist in nursing homes, the most common 
being handholding, hugging, kissing, and masturbation [84]. Despite common 
knowledge that sexual activity is a private act between consenting adults, the impact 
of institutional monitoring, rules, and policies as well as the attitude of staff towards 
residents on their sexuality is often negative [82, 85–90]. Such environments pres-
ent barriers to the sexual expression and sexual acts of residents. Hence, when pro-
moting sexual culture comfortably and safely, these facts must be taken into 
consideration. Findings such as these should initiate discussions in private homes, 
in nursing and assisted living facilities, as well as in other institutions that lead to 
strategies in facilitating better sexual health and recognizing sexual needs among 
older adults.

The United Nations’ principles for older persons clearly state that privacy is a 
fundamental right for all human beings regardless of their health and social back-
ground [91]. Thus, privacy needs must be acknowledged and offered to residents in 
the most appropriate and effective way [88]. Additionally, it is important to create a 
comfortable, safe, and supportive environment that permits sexual expression, pro-
motes sexual culture, and comfortably deals with concerns on sexuality. It is vital to 
adopt new policies or modify existing ones and educate family members as well as 
healthcare providers in using a holistic approach to the sexual rights, benefits, and 
possibilities for their elderly family member or resident. It is important to note that 
discriminatory or patronizing attitudes from family or staff members are often influ-
enced by their own levels of comfort as well as organizational policies where sexual 
expression and acts are seen as inappropriate. Frailty, illness, cultural and religious 
assumptions, the lack of education, and sexually related false information are fur-
ther reasons for hostile attitudes. A facility that is not tolerant towards the sexual 
needs of elderly or has strict rules to residents’ sexual needs will inevitably have a 
negative impact on the attitudes and behaviour of their staff. Studies have shown 
that a lack of sexual expression and interpersonal intimacy can lead to social isola-
tion, a lack of fulfilment in life, loneliness, and reduced self-esteem, but it can also 
subjectively constrain mental health. Nevertheless, few studies have stressed that 
educating family and staff members about sexual well-being in older adults can 
elicit supportive environments, generate positive attitudes, and effectively address 
their sexuality [92, 93]. Educating staff and family members should not only focus 
on the area of sexuality but should also acknowledge and understand basic human 
needs with regard to values, beliefs, traditions, culture, and religion. Figure  5.1 
addresses some of the ideas and practical recommendations that are necessary for 
promoting sexual well-being in older adults.
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Fig. 5.1 Holistic approach towards sexuality in residence facilities
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5.5  Strategies to Help Support Sexuality in Older Adults

5.5.1  Healthcare Practitioners

From the healthcare perspective, relationships between normative sexual values, 
practices, and beliefs that could prevent or enhance sexual life should be examined 
within specific contexts and circumstances in order to better understand the sexual 
behaviour of older people [94]. For instance, practitioners should be aware that 
there could be a mismatch between the desire for sex and physical barriers to enjoy-
ing sex among some of their patients and plan appropriate interventions. To describe 
the importance of this, in one study 13% of women between 67 and 71 years of age 
were reported to avoid sexual activity due to sexual problems. Although this group 
of women had the lowest lack of interest in sex rates, they had the highest rates of 
vaginal dryness and pain with intercourse [76].

Through understanding the social reality among older people, unmet needs in 
sexual healthcare services for later life can be better addressed. Prevailing evidence 
shows that assumptions of asexuality among older adults and clinicians’ lack of 
knowledge of sexual health issues for this age group add to communication gaps 
around sexual health between clinicians and older adults [95]. This is noteworthy, as 
healthcare professionals are known to avoid discussing sex with older adults. It is 
important for healthcare providers to provide more consideration to the sexual needs 
of older adults by recognizing the importance of sexual activity and its direct 
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relationship to life quality [96]. As sexual health was reported as a highly important 
aspect of life quality among people with both poor and good health, sexual health 
should be a routine part of clinicians’ assessments of their patients [97]. Due to 
personal, cultural, or religious beliefs, older adults do not always seek help for sex-
ual difficulties [98–100].

All healthcare professionals and staff who are taking care of older adults should 
encourage older individuals to seek help should they need it. It is important to prop-
erly acknowledge and address the sexual needs of older adults through open and 
safe discussions. This can be done by active listening and providing holistic and 
multidisciplinary professional advice and medical help. It can further be improved 
through developing sexual health programmes that encourage a lifestyle of empow-
erment, as studies have shown that such positive behaviours can contribute to the 
maintenance and improvement of individuals’ overall quality of life and their well- 
being [5, 17, 54, 60, 69, 101].

5.5.2  Sexuality Education, Sexually Transmitted Infections, 
and Condom Use

People with higher education may have more positive attitudes towards sexuality in 
the later stages of their lives. Although this evidence is not conclusive, more edu-
cated people have reported slightly more sexual activity, sexual thoughts, and sexual 
intimacy [3]. Furthermore, sexuality education interventions have been shown to 
increase knowledge, satisfaction, and sexual activity among older adults, while dis-
pelling negative myths, stereotypes, and self-fulfilling attitudes [13].

Older adults generally dislike condom use but are just as vulnerable to contract-
ing sexually transmitted infections (STIs) [94]. In fact, the rates of STIs have been 
increasing among older individuals globally for the last 20 years, hence underscor-
ing the importance of safer sex awareness and practices among them [95, 96]. 
Evidently, there is a gap in knowledge of STIs among older adults as well as that of 
the social contexts in which this knowledge is acquired [94, 95]. Many older adults 
have experienced limited information about sex as they were growing up or may 
have faced moral undertones and a lack of clarity about sexuality and sexual experi-
ences from their caregivers. Older people grew up at a time when comprehensive 
sexuality education was unavailable in schools, and sex was a taboo theme, while 
STIs were stigmatized [96]. Hence, there exists gendered stigma and marginaliza-
tion of risk groups among many older adults, as well as the perception that sexual 
activity is safe from STIs in long-term relationships [95].

There is the perception that using condoms reduces sexual pleasure, and is irrel-
evant to older adults, since condoms are generally targeted to people of reproductive 
age [94]. Cultural and generational differences where women are used to male- 
dominant sexual scripts may also make condom negotiation skills difficult and 
uncomfortable for women [96]. However, where risky sexual practices still continue 
in later life, or where re-partnering occurs after the death or divorce of a spouse, the 
use of condoms is ever more relevant to sexually active older adults [94, 96].
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5.6  Conclusion and Future Prospects

Although sexuality is very diverse, it represents an important aspect of active age-
ing. Sexual needs and behaviours are influenced by a constant interaction of indi-
vidual characteristics that are influenced by lifestyle, education, biology, and 
psychology, as well as social, political, cultural, and spiritual aspects. The fulfilment 
of basic emotional and attachment-related needs in older adults is as important as it 
is for the younger population. While not every older adult will wish to have sexual 
intercourse, there are many to whom being intimate is equally important for a 
healthy and inspiring life.

While communication, relationships, and the sharing of feelings between part-
ners play an important role for one’s well-being and quality of life, other types of 
sexual behaviours might be just as important. Physical tenderness, handholding, 
hugging, cuddling, kissing, mutual genital stroking, masturbation as well as pene-
trative sex are some types of sexual behaviours in older adults that are perceived to 
be important for mental and physical health.

Unfortunately, many older adults are seen as asexual, and thus their sexual well- 
being and sexual needs are still being ignored or met with disdain. The biggest bar-
rier is not the old age, but rather a number of other factors such as health problems, 
relationship issues, the lack of privacy in a living environment, as well as cultural, 
political, and social differences.

Acknowledging and addressing sexual behaviour among older adults and accept-
ing their need to be sexually active can contribute to maintaining and improving 
their well-being and quality of life. It is important to create a comfortable, safe, and 
supportive environment that permits sexual expression, promotes sexual culture, 
and comfortably deals with sexuality issues. It is also vital to adopt new policies or 
modify the existing ones as well as to educate family members, healthcare and other 
service providers about a holistic approach for the elderly and their sexual rights, 
benefits, and possibilities.
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6‘We’re Still Here, We’re Still Queer, We’re 
Still Doing It’: Sex and Sexual Health 
in Older LGBTQ+ Adults

Joshua W. Katz, Lee Smith, and Daragh T. McDermott

While a majority of older adults still identify as heterosexual or straight, in contem-
porary western society an increasing number of older adults identify as Lesbian, 
Gay, Bisexual, Transgender, Queer, or Questioning (LGBTQ+; [1–3]). For exam-
ple, according to Fleishman et al. [4] there are currently three million individuals 
over the age of 65 who self-identify as LGBTQ residing in the United States—a 
number, which is higher than the estimated one and a half million in 2010 [5] and is 
expected to grow to more than five million by 2060. Further, there is the additional 
possibility of there being another 15 million American adults over the age of 50 who 
do not explicitly identify as LGBT but who also engage in same-sex sexual behav-
iours and/or same-sex romantic relationships by that point [6]. Findings from other 
countries paint a similar picture; for example, as of 2016, there were more than 
60,000 adults over the age of 65 who identified as non-heterosexual living in 
Australia (i.e., 1 to 2% of the Australian adult population aged 65 or more; [7]). 
Despite such findings, the exact proportion of older sexual and gender minority 
(SGM) adults is not definitively known in most countries, however.1 Indeed, reports 
on the number of older LGBTQ+ adults are based largely on estimates and infer-
ences [9]. Canadian data, for instance, places the number of LGB adults aged 65 or 

1 LGBTQ+ people are generally grouped into one of two categories: sexual minority is a general 
umbrella term that is used to describe persons who do not identify as heterosexual (e.g., gay, les-
bian, bisexual) and gender minority, simply stated, is used as a term for someone who does not 
identify as cisgender (e.g., transgender, nonbinary, gender nonconforming; [8]).
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older at anywhere between 98,000 and 396,000 individuals [10]. Not only is this a 
very broad range based on arguably old data (i.e., the 2011 Canadian census), but 
the results of this study are also based on extrapolations made from a combination 
of Canadian and American data, which assumes that the two countries are equiva-
lent. Furthermore, this reliance on American data as a proxy for Canadian numbers 
highlights how accurate data on the proportion of older LGBTQ+ adults is not avail-
able in most (western) countries. Moreover, such estimates are incomplete in that 
they do not take into account gender minority persons—a common issue in much 
extant research. While there are any number of potential reasons why estimates and 
inferences are used to determine the exact number of older LGBTQ+ adults, in large 
part, the reliance on such methods is the result of SGMs’ lifelong experiences of 
discrimination and prejudice, which have, in turn, resulted in a hesitancy, in particu-
lar among older SGM adults, to ‘come out of the closet’.

Although attitudes towards LGBTQ+ persons have generally improved over time 
[11] and legislation has been put in place in certain countries (e.g., the United 
States) to protect members of the LGBTQ+ community [12], historically, SGM 
persons have been persecuted on account of their sexual orientation and/or gender 
identity. For an example of this that is relevant to sexual health, one needs look no 
further than the HIV/AIDS epidemic of the 1980s and 1990s. Originally termed 
gay-related immune deficiency (GRID) and thought to be an exclusively ‘gay dis-
ease’, the emergence of HIV/AIDS brought with it the increased stigmatization of 
gay and bisexual men as well as that of men who have sex with men (MSM; [13])—a 
stigma, which is still pervasive in certain parts of the world today [14].2 Further 
expanding upon such experiences of discrimination, in their report on LGBT older 
adults’ health, Fredriksen-Goldsen et al. [16] found that 82% of older LGBT adults 
had been victimized at least once on account of their perceived sexual orientation 
and/or gender identity and that internalized stigmatization got worse for LGBT 
adults the older they were—a likely result of older SGMs having lived in a time 
when their sexual orientation and/or gender identity had comparatively less societal 
acceptance and was even criminalized. For example, same-sex sexual behaviours in 
the Republic of Ireland were only decriminalized in 1993 [17]. In addition to 
‘obscuring’ older SGM adults from population counts, this perceived discrimina-
tion may also have negative implications with regard to older LGBTQ+ adults’ 
sexual health and functioning, as will be highlighted later in this chapter. However, 
this is not the only stigma that older LGBTQ+ adults experience with respect to 
their sexuality. Specifically, societal mores tend to desexualize older adults. For 
example, older adults are discouraged from discussing/expressing their sexuality 
[18]—it is almost as if older adults are expected not to be sexual at all. It is often 
only deemed appropriate for older adults to discuss sex and sexuality if it is done so 
in very specific ways; for example, it is deemed appropriate for older adults to make 
self-insulting ageist jokes about their lack of sex life and/or poor sexual functioning 

2 The AIDS epidemic of the 1980s and 1990s also resulted in the short- and long-term deaths of 
countless sexually active men who have sex with men [15], which may have resulted in a smaller 
number of older sexual minority men who are alive today.
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[19]. Further complicating older adults’ inability to discuss their sexuality, there is 
also a general infantilization of older adults that occurs within western societies 
[20]—a phenomenon that is perhaps best exemplified by the existence of ‘elder-
speak’, a form of speech that is directed to older persons and which mimics 
‘babytalk’ [21]. In turn, this general expectation that older adults should be treated 
like children and should not express their sexuality coupled with a lifelong history 
of LGBTQ+ specific stigmatization may have profound implications with regard to 
older SGM adults’ willingness to openly express not only their sexual orientation 
and/or gender minority status but also their willingness and confidence to be open 
about their sexual needs, desires, and sexual health. As such, older SGM adults may 
not have been as likely to ‘come out’ in previous years as a result of increased stig-
matization at the time and may not be as likely to ‘come out’ now that they are older 
due to stigmatization surrounding older adults’ expressions of sex and sexuality. 
Indeed, findings demonstrate how older SGM adults are less likely to be open about 
their sexual orientation and/or gender identity than are younger adults [22]. In turn, 
this unwillingness on the part of older SGM adults to outwardly identify as LGBTQ+ 
partially impacts researchers’ abilities to accurately determine the precise number 
of older adults who are LGBTQ+ or who engage in same-sex sexual activities and/
or same-sex relationships. Thus, many more older adults may not actively be ‘out’ 
about their sexual orientation and/or gender identity than are actively reported, 
especially in certain parts of the world in which there are still laws that prohibit and 
punish acts of homosexuality [23, 24].

And yet, in spite of the large number of older adults who do not openly identify 
as LGBTQ+, as has already been stated, the number of older adults who do identify 
as SGMs is on the rise in the western world [1–3]. In particular, the number of older 
adults who openly identify as LGBTQ+ is being bolstered by those younger adults, 
who may be more likely to be open about their SGM status on account of temporal 
differences with regard to the acceptance of SGMs [22], and who are now ageing 
past ‘middle age’ and into ‘young-old age’. Furthermore, the advent of treatment 
options for STIs like highly active antiretroviral therapy (HAART) for HIV/AIDS 
has resulted in more LGBTQ+ adults reaching old age in western countries where 
such treatment options are available and increasingly accessible via public health-
care systems [25]. As such, it seems logical to conclude that the number of older 
adults who openly identify as LGBTQ+ will continue to rise in the coming years.

Because of the increasing prevalence of older SGM adults in western societies, it 
has become exceedingly important for clinicians, medical professionals, care home 
residence workers, and others to hold a base understanding of older LGBTQ+ 
adults’ sexual and gender identities as well as their sexual health and functioning. 
As much as society may deem it inappropriate to hear these facts discussed in the 
context of older adults, many older LGBTQ+ adults are still sexually active today 
[26–28]. Indeed, some studies have even highlighted how a majority of older gay 
men report wanting to have more frequent sex [29], and how older gay and bisexual 
men may be likely to have multiple sexual partners [26]. Further, it has been argued 
that concepts like ‘lesbian bed death’ (i.e., the idea that sexual frequency rapidly 
declines in lesbian relationships; [30]) are largely dated and non-factual [30–32]. 
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Accordingly, given the prevalence and importance of LGBTQ+ older adults’ sex 
lives, it is the purpose of this chapter to provide a succinct, yet comprehensive over-
view of the research that exists on older LGBTQ+ adults’ sexual functioning and 
sexual health. While minimal research exists on this topic at present (see [33, 34]), 
the current research can be themed into three general categories, which will serve as 
the basis of this chapter: (1) the impact of SGM-related stigma and discrimination 
on older LGBTQ+ adults’ willingness to ‘come out’ to healthcare workers and other 
related professionals, which, in turn, negatively affects their sexual functioning and 
health; (2) the relative risk of sexually transmitted infections (STIs) and other sex- 
related issues that older LGBTQ+ adults experience; and (3) older SGM adults’ 
levels of sexual satisfaction. Following a discussion of these points, areas for future 
research will be provided, with emphasis placed on those specific domains, which 
feature a dearth of information.

6.1  The Impact of Stigma on Older LGBTQ+ Adults’ Sexual 
Functioning and Health

As has already been stated, older LGBTQ+ adults experience stigmatization by 
virtue of their SGM status. In particular, this stigmatization may be compounded 
for gender minority individuals that occupy a visible minority status. For example, 
research has demonstrated how transgender persons report experiencing increased 
levels of prejudice and discrimination—a fact that researchers have attributed to a 
phenomenon called stigma visibility (i.e., ‘the extent to which one holds a known, 
visible, conspicuous, and discredited stigmatized status’; [35], p. 812). Furthermore, 
transgender persons living in long-term care residences who require additional 
assistance with bodily functions and/or bathing may experience discrimination 
from workers on account of their inability to avoid disclosing their gender minority 
status [36]. In turn, the fear of discrimination that many older SGM adults feel may 
lead some of older LGBTQ+ adults to actively choose to avoid disclosing their 
sexual orientation and/or gender minority status to the relevant professionals. For 
instance, researchers have found that older sexual and gender minority adults liv-
ing in long-term care homes are more likely to expect to experience discrimination 
from long-term care workers on account of negative past experiences, and that 
those older adults who expect this discrimination are less likely to be open with 
care workers about their SGM status ([37]; see [38], for a systematic review of 
those studies that have assessed LGBT persons’ fears of discrimination in long-
term care home settings). Indeed, additional research has highlighted how older 
gay and lesbian adults would prefer to live in ‘gay-friendly’ or gay ‘exclusive’ 
retirement homes [39]; alternatively, participants claimed that educating long-term 
care staff and residents—who also serve as a potential source of discrimination—
about sexual and gender minority issues could serve to diminish discrimination in 
such facilities [39]. By electing to not disclose their LGBTQ+ status to care work-
ers, older SGM adults run the risk of not having their sexual needs addressed; 
however, disclosing one’s sexual orientation and/or gender minority status can also 

J. W. Katz et al.



63

result in discrimination from long-term care workers, which may lead to SGM resi-
dents’ sexual identities being ignored and their sexual health needs not being 
met [40].

In addition to long-term care workers, older LGBTQ+ adults may also choose to 
not disclose their SGM status to healthcare providers and medical professionals. 
Like with long-term care workers, this failure to disclose is often also the result of 
anticipated discrimination from healthcare professionals. To illustrate just how 
common nondisclosure is among older SGMs, in their recent study of 101 older 
LGB adults living in Lisbon, Portugal, Pereira et al. [28] found that 71.3% of par-
ticipants had not disclosed their sexual minority status to their healthcare profes-
sionals, and that this was more common for women than for men. Similar findings 
with regard to gender were also reported by Gardner et al. [41] whose study showed 
that lesbian women were more fearful about ‘coming out’ than were gay men—a 
finding that the authors partially attributed to the accumulation of multiple minority 
stressors that older lesbian women face (see [42], for a discussion of minority 
stress). Returning to the idea of nondisclosure, Rosati et al. [43] similarly found that 
Italian sexual minority older adults were unwilling to disclose their sexual minority 
status unless they were interacting with a healthcare worker who they also knew to 
be another sexual minority person, or it was strictly necessary for them to disclose 
their SGM status in order to receive proper treatment. Results from the United 
States paint a similar picture, as well, with 21% of older LGBT adults not disclosing 
their sexual orientation to their general practitioner [44]. Specific national differ-
ences may play a role in rates of disclosure, as SGM identities are more accepted in 
certain parts of the world than others [23, 24]. Thus, overall, it would appear that 
older SGM individuals are either reluctant to disclose their minority status on 
account of a fear of discrimination from healthcare workers or that they are not actu-
ally asked to do so by their healthcare provider(s) [45]. Importantly, this latter point 
emphasizes the role that heterosexism plays in the disclosure process; that is, most 
patients are assumed by their medical professionals to be straight until they ‘come 
out’ on their own terms [46, 47] or their identity is inadvertently disclosed. Brotman 
et al. [48] have highlighted how this lack of disclosure is the likely result of a dis-
trust with healthcare professionals on the part of SGM persons, as the healthcare 
system has historically attempted to ‘cure’ or ‘fix’ LGBTQ+ individuals. The role 
of heterosexism is further compounded by traditional conceptualisations of sex as 
occurring in monogamous dyads and primarily serving procreative purposes.

Demonstrating why SGMs are fearful of disclosing their sexual and/or gender 
minority status to healthcare workers, when older LGBTQ+ people do ‘come out’ 
to healthcare professionals about their SGM status, there is the potential that they 
will experience increased levels of discrimination and prejudice. For instance, 
according to Sharek et al. [49], less than half of older LGBT adults (43%) living in 
Ireland reported feeling that their healthcare professionals actively respected their 
LGBT status. Similar findings, which emphasize experiences of discrimination by 
healthcare professionals, have also been presented in a study of qualitative semi- 
structured interviews of older Canadian LGBT adults (some of whom were HIV 
positive):
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I remember the doctor telling, ‘I don’t deal with people like you, you’re HIV+, there’s a 
place that you need to go, and this is it.’ And I felt alone, depressed, didn’t have the resources 
until I was connected and I went to Dr. [redacted] and the amazing clinic, but to be told that 
was like heart-breaking. Totally awful. (Participant quote from [50], p. 27)

At its worst, this fear of discrimination from healthcare professionals may be so 
salient that it leads some older LGBTQ+ adults to avoid seeking healthcare options 
altogether. For example, findings from a survey of 6502 LGBTQ adults living in the 
southern United States revealed that almost half of participants avoided accessing 
treatment options on account of discrimination previously experienced from health-
care workers ([51]; see also [52]). Thus, it would appear that older LGBTQ+ indi-
viduals are faced with a difficult choice: (1) they may choose to avoid treatment 
altogether and thereby avoid discrimination; (2) they may elect to ‘come out’ to 
their healthcare providers and hope that they are not discriminated against on 
account of their SGM status; or (3) they may decide to seek treatment while not 
disclosing their LGBTQ+ identity to their healthcare professionals and hope that 
they still receive adequate and appropriate treatment.

While electing to not disclose one’s SGM status to healthcare professionals may 
potentially alleviate experiences of discrimination and prejudice, failure to do so 
can also have deleterious effects, especially if those minority statuses are directly 
related to medical concerns that would otherwise be addressed [53]. Specifically, 
physicians may not know what healthcare options are best for their patients without 
knowledge of their patients’ SGM status and, by extension, their patients’ sexual 
practices. For instance, healthcare providers may not know to recommend pre- 
exposure prophylaxis (PrEP) to their male patients who have sex with men as a 
preventative measure against HIV/AIDS if they are unaware of their patients’ status 
as MSM [54]. Adding to the issues surrounding a lack of patient education, there is 
also an absence of sex-related programming specifically designed for older 
LGBTQ+ adults. For example, Hillman [55] has highlighted how there is a need for 
specific HIV/AIDS education programming for older LGBT adults living in the 
United States. In large part, this lack of formal education opportunities is the result 
of a dearth of research, which is specific to older LGBTQ+ adults more generally. 
Indeed, most sex-related research on older adults assumes heterosexual monogamy 
[56]; which, in turn, ignores older SGMs, while, at the same time, highlighting ste-
reotypes surrounding older adults (i.e., that older adults must be heterosexual). 
Thus, taken together, older LGBTQ+ individuals may be less likely to be aware of 
their options with regard to sexual health and functioning than are older heterosex-
ual individuals for whom research, and practice guidelines, are more prevalent; in 
turn, and as will be highlighted later in this chapter, this may lead to unnecessary 
health complications that would otherwise be avoidable.

Acting to further complicate matters for older LGBTQ+ adults’ sexual health 
and functioning, medical diagnoses also tend to stigmatize SGM individuals in that 
such definitions are often also heterosexist. For instance, definitions of erectile dys-
function (ED) are centred around vaginal penetrative sex and do not take into 
account other forms of sex, which may be more common among certain SGMs [57]. 
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In particular, men who exclusively have sex with men do not engage in vaginal 
penetrative sex, instead tending to engage in anal and oral sex with another man, 
neither of which are properly accounted for by ED definitions. Further, traditional 
definitions of ED do not fully take into consideration the erectile capacities of those 
men who are not ‘active players’ in the sex process (e.g., those men who receive 
anal sex or who perform fellatio). Similar definitions also exist with regard to pre-
mature ejaculation (PE). Specifically, definitions of PE emphasize intravaginal sex-
ual activity, which, as is the case for ED, does not fully take into account the 
experiences of MSM [58]. Related to the idea of heterosexist definitions, research 
on sexual disorders among older LGBTQ+ adults is also limited and tends to focus 
on cisgender heterosexual individuals. As an example, in their structured literature 
review of research conducted on prostate cancer among gay, bisexual, and other 
men who have sex with men (GBM) populations, Rosser et al. [59] found very few 
studies conducted on the topic with GBM populations in spite of the fact that pros-
tate cancer is the most common type of cancer found among GBM persons. Thus, it 
would appear that LGBTQ+ older adults are inadvertently discriminated against by 
researchers vis-à-vis a lack of comprehensive research. In the following section, 
which focuses on the presence of STIs and other sex-related health concerns among 
older LGBTQ+ adults, some of the implications of this paucity will be highlighted.

6.2  STIs and Other Sex-Related Issues Among Older 
LGBTQ+ Adults

Much like with younger sexually active individuals, STIs also potentially pose a 
problem for older adults. However, STIs are often overlooked in older adult popula-
tions. For example, Tillman and Mark [60] highlight how the number of older adults 
with STIs is often underestimated. Demonstrating this, recommendations for safe 
sex practices are often worded such that they are specific to a younger population, 
thereby omitting older adults [60]. The U.S. Preventative Services Task Force [61], 
for instance, only recommends that persons between the ages of 15 and 65, as well 
as those who are at an increased risk level for STIs (i.e., those who have had unpro-
tected anal or vaginal sex or who have had sex with a new partner), receive screen-
ing for HIV/AIDS.3 Additionally, research also highlights how healthcare providers 
may dismiss or misdiagnose STIs like HIV/AIDS in older adults as signs of ageing 
[63]. Finally, upper age limits on national sexual health surveys are commonplace—
a trend, which does not take into account the experiences of the oldest adults [60]. 
Thus, it would appear that Tillman and Mark [60] are correct in their assertions that 
STIs are often underestimated within older adult populations.

Problematically, STIs may also pose a greater risk for LGBTQ+ older adults. 
Indeed, studies have highlighted how older SGM individuals may be at a particu-
larly high risk level for contracting/having already contracted specific STIs. For 

3 Some scholars have claimed that the definition of older adults with the “greatest social need” 
should be broadened to include LGBT elderly persons [62].
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example, Simone et al. [64] found that older transgender women were at an increased 
risk for contracting HIV/AIDS (see also [65]). Similarly, MSM have been shown to 
be 27 times more likely to contract HIV/AIDS than heterosexual men [65]—a prob-
lem for both younger and older MSM. This latter point is not particularly surprising 
as HIV/AIDS was stereotyped as a ‘gay disease’ [13]. Apart from HIV/AIDS, 
women who have sex with women may also be at an elevated risk for contracting 
human papillomavirus (HPV); findings demonstrate how 20% of older adult women 
who have never had heterosexual intercourse, but who may have engaged in same- 
sex intercourse, still have HPV, which is one of the leading causes of cervical cancer 
[57]. Finally, research also generally suggests that SGM individuals experience 
elevated levels of broader sex-related problems. For instance, in comparison to het-
erosexual men, gay and bisexual men report having increased levels of sex-related 
anxiety, a loss of interest in sex, more experiences of non-pleasurable sex, a greater 
inability to climax, and elevated levels of ED [66]. Similar findings have also been 
found for transgender women. Specifically, trans women individuals who have 
undergone intestinal vaginoplasty as part of vaginal reconstructive surgery have 
been shown to potentially experience increased levels of subsequent dyspareunia 
(i.e., vaginal pain during sex). One review study, for instance, found that 24.7% of 
trans women who had undergone intestinal vaginoplasty experienced dyspareunia 
during subsequent sexual encounters [67]. Conversely, other studies have found that 
the rate of dyspareunia is much lower trans women, though. Neto et al. [68], for 
example, found that only 2% of patients whose sex was assigned as male at birth 
who subsequently underwent gender confirmation surgery went on to experience 
dyspareunia. It is worth noting, though, that the patients in Bouman et al.’s [67] 
study had undergone intestinal vaginoplasty, whereas the patients in Neto et al.’s 
[68] study had undergone penile inversion vaginoplasty. The use of distinct types of 
vaginoplasty may, in turn, have implications with respect to subsequent health out-
comes like dyspareunia in trans women who have undergone gender confirmation 
procedures.

While there are any number of potential risk factors that may lead to elevated 
rates of STIs and other sexual-related problems among older LGBTQ+ adults, cer-
tain risk factors stand out as being particularly concerning. Principal among these 
reasons is a general lack of education about topics like STIs among older SGMs. 
For example, older trans persons reported how they tended to not utilize safe sex 
techniques after they first transitioned, on account of a lack of knowledge about the 
importance of such practices [69]. This, in turn, may have put them at an elevated 
risk of contracting STIs. Related to this, research has also demonstrated how a not 
insignificant proportion of gay and bisexual men lack information with respect to 
HIV/AIDS [28]—a serious problem given the increased risk of contracting the 
infection among MSM to begin with [65]. Worth noting here, as well, research con-
ducted by Cottrell [70] emphasizes how it is important for more than just MSM to 
receive screening for STIs like HIV/AIDS; this may not be a known fact among 
particular SGM and non-SGM older adults, though, given the conflation of HIV/
AIDS and sexual minority status [13]. Further problematizing matters, this general 
absence of education about STIs and other sex-related issues is often the result of 
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the discrimination, which as has been previously described, many older LGBTQ+ 
adults receive from healthcare workers. Specifically, the fact that many older 
LGBTQ+ individuals do not seek out assistance from doctors with regard to sexual- 
related issues on account of the fear of discrimination (e.g., [28, 43, 44]) may lead 
to these individuals’ having a greater paucity of information with regard to impor-
tant sexual health-related topics. This, in turn, may have negative implications in 
that these individuals may not receive enough information about the prevention and 
treatment of STIs and other sexual health-related issues to be able to take proper 
recourse when they are faced with such problems. For example, LGBTQ+ adults 
may not be aware of, or may not be willing to request, preventative and post- 
contraction treatment options for HIV/AIDS, such as HAART, if they are not will-
ing to disclose their SGM status, sexual practices, and/or symptoms to their doctor(s) 
in a timely manner.

And yet there are still other ways in which discrimination from the healthcare 
system can negatively influence older LGBTQ+ adults’ knowledge levels about, 
and ability to act on, sexual health-related issues. Specifically, older LGBTQ+ 
adults may have a harder time obtaining health insurance in select (western) coun-
tries such as the United States. For instance, Hillman [57] and Dibble et al. [71] 
have emphasized how lesbian women are less likely to receive sufficient health 
insurance, which may, in turn, result in an increased risk of certain types of cancer. 
Related to this, transgender individuals may also lack health insurance [72] and, 
even in those cases where they are insured, be unable to receive gender reassign-
ment surgery as quickly as they would like due to plans that do not cover such 
operations [73, 74]. Having health insurance has also been linked to positive out-
comes in the form of increased knowledge of STIs, as well. For instance, Brunsberg 
et al. [75] found that MSM who had health insurance were 28% less likely to have 
had unprotected anal intercourse, which may have been connected to their lower 
rates of HIV/AIDS. Thus, given the available evidence, it would appear that a lack 
of knowledge surrounding sexual health coupled with a lack of access to treatment 
options may lead some older LGBTQ+ adults to experience sexual health-related 
problems including but not limited to STIs. In the following section, we discuss 
another aspect of sexual health and functioning that can also potentially be influ-
enced by discrimination and prejudice; specifically, the next section focuses on 
LGBTQ+ older adults’ relative levels of sexual satisfaction.

6.3  Sexual Satisfaction Among Older LGBTQ+ Adults

According to scholars, maintaining an active and satisfying sex life is extremely 
important for a majority of older adults [76]. Further, there are multiple different 
ways in which individuals can ensure that they are maintaining as fulfilling and 
satisfying a sex life as possible. For example, older adults have been shown to be the 
most content sexually when they frequently engage in sex [77], consistently reach 
orgasm during intercourse [78], and participate in a variety of different sexual activ-
ities [76]. Overall, findings are mixed with regard to older adults’ experiences of 
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sexual satisfaction. For instance, 40–60% of a sample of predominately heterosex-
ual older European adults reported being sexually satisfied [79]. One group, in par-
ticular, that has the potential to be especially dissatisfied with their sex lives is older 
LGBTQ+ adults.

While research on the topic is generally limited (see [80]), those studies that do 
exist with regard to older LGBTQ+ persons’ sexual satisfaction generally tend to 
paint a mixed picture. For instance, according to Grabovac et al. [1], LGB older 
adults living in England reported having significantly less satisfaction with their 
overall sex lives when compared to heterosexual older adults. Similarly, according 
to Gillespie [76], LGB older adults were more likely to report being less satisfied 
sexually than were their heterosexual counterparts; worth noting, Gillepsie [76] 
found these results in spite of the fact that all of the participants in their study were 
in long-term relationships (i.e., participants were either cohabiting with a partner or 
were married). Research conducted by Lyons et al. [29] with older Australian gay 
men, in contrast, demonstrates how 60-year-old gay men are just as satisfied sexu-
ally as are 40-year-old gay men. Similarly, studies on transgender individuals who 
have undergone gender confirmatory surgery have generally emphasized how par-
ticipants are sexually satisfied following their sex reassignment operations [81, 82] 
and how sexual satisfaction is positively correlated with surgery outcomes like 
increased vaginal depth and increased clitoral sensitivity among trans women [82]. 
Worth noting, LeBreton et al. [82] also found that trans women were generally dis-
satisfied with their sex lives prior to undergoing vaginoplasty.

Studies have demonstrated how sexual dissatisfaction among LGBTQ+ older 
adults may be the result of factors, which are extraneous to the experience of sex 
itself. For instance, Grabovac et al. [1] highlight how older LGB adults’ sexual sat-
isfaction may be lower on account of unwanted social experiences such as rejection, 
ageism, and discrimination from others, which may lead to older LGB persons 
holding a more negative outlook on life (see also [83]). Similar findings are also 
presented by Gonçalves et al. [84], who found that older Portuguese gay and bisex-
ual men were often less sexually satisfied if they felt the need to conceal their sexual 
identity and internalized their experiences of stigmatization. In direct contrast to 
this, research has also shown how certain factors can also contribute to LGBTQ+ 
older adults having higher levels of sexual satisfaction. Lyons et al. [29], for instance, 
found that sexual satisfaction was positively correlated with self-esteem and subjec-
tive well-being in older gay men. Similarly, Fleishman et al. [4] found that older 
adults in same-sex relationships generally had moderate levels of sexual satisfaction 
and that sexual satisfaction was positively correlated with relationship satisfaction. 
Thus, overall, given the limited literature, it would appear that LGBTQ+ older 
adults have the potential to lead both satisfying and dissatisfying sex lives and that 
their satisfaction levels may be influenced both positively and negatively by extra-
neous factors like relationship satisfaction and/or perceived discrimination.

Overall, and as has already been stated, there is a general lack of research con-
cerning older LGBTQ+ adults’ sexual satisfaction, though [80]. In part, this is the 
result of national surveys directed towards older gay men and lesbian women, which 
ignore bisexual and transgender persons [57]. Further emphasizing how trans 
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populations are understudied in this regard, there is an assumption that medical 
intervention in the form of sex reassignment surgery is often necessary before trans-
gender persons can experience sexual satisfaction [85]. Accordingly, few studies 
have actually sought to investigate transgender persons’ levels of sexual satisfaction 
prior to medical intervention ([85]; c.f., [82]). Further highlighting the ways in 
which older LGBTQ+ adults’ sexual satisfaction levels are often ignored by 
researchers, a large proportion of the surveys utilized emphasize rates of sexual 
activity among older LGBTQ+ adults rather than their actual levels of sexual satis-
faction [57]. It is also worth noting how many of those studies that do attempt to 
assess SGMs sexual satisfaction are insufficient in that they have utilized measures, 
which have not been properly validated with LGBTQ+ populations. For instance, it 
has been shown that the Interpersonal Exchange Model of Sexual Satisfaction 
Questionnaire (IEMSSQ) is utilized in one fifth of studies on gay men’s sexual sat-
isfaction despite its not having been properly validated at the time (see [86], for a 
study that validates the IEMSSQ with gay men and lesbian women). Thus, taken 
together, it would appear that there is a need for increased research into older 
LGBTQ+ adults’ sexual satisfaction. In the following section, the dearth of research 
that generally surrounds ageing SGMs’ sexual health and functioning will be high-
lighted in more detail.

6.4  Areas for Future Research

Throughout this chapter, we have repeatedly highlighted the relative paucity of 
research that exists with respect to older LGBTQ+ adults’ sexual health and func-
tioning. For instance, Dai and Meyer [33] emphasize how there is a lack of research 
related to older LGBT peoples’ general health, despite government initiatives 
designed to address such knowledge gaps. In addition, and more specifically to the 
topic at hand, Slack and Aziz [34] claim that available studies on sexual health and 
functioning tend to have a heteronormative focus in that they exclude LGBTQ older 
populations (see also [56]). Accordingly, there is a clear need for additional research 
on all of the aforementioned components of older LGBTQ+ adults’ sexual health 
and functioning.

Moreover, much of the research that does exist with respect to older SGMs’ 
sexual functioning and health tends to focus on specific LGBTQ+ subpopulations 
such as gay men and/or lesbian women. As has been highlighted throughout this 
chapter, few studies actually place focus on bisexual individuals or gender minority 
persons (see [57]). Further demonstrating this point, Fredriksen-Goldsen [16] high-
lighted out how their study was ‘unique’ in that it included a substantial sample of 
transgender older adults. Furthermore, and problematically, a majority of the stud-
ies highlighted throughout this chapter are also characterized by the use of homog-
enous samples. Specifically, despite these studies placing focus on LGBTQ+ 
individuals, many of the participants in these studies are also white, to the exclusion 
of people of colour and other ethnic minority populations. For example, in Rosati 
et al.’s [43] qualitative study of 23 Italian sexual minority older adults, 100% of 
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participants were white. Kum [87] and Witten [69] highlight how older LGBTQ+ 
adults of colour may face additional racial and ethnic stressors (see [42], for a dis-
cussion of minority stress), and how additional research is desperately needed on 
the intersectionality between race/ethnicity, age, and SGM status. Accordingly, it 
would appear that there is a need to diversify our understanding of LGBTQ+ older 
adults with respect to sexual health and functioning, something which can be 
accomplished by including older SGMs of colour in future research studies.

6.5  Conclusion

The purpose of this chapter has been to synthesize and thematize research, which 
exists on older LGBTQ+ adults’ sexual health and functioning. In general, there is 
a lack of research on this area. However, research that does exist on older LGBTQ+ 
adults’ sexual health and functioning can be broken down into three general 
domains: (1) the role of stigmatization and discrimination in older SGMs’ willing-
ness to seek out treatment options related to sexual health; (2) the relative rate of 
STIs and other sex-related issues among LGBTQ+ older adults; and (3) older 
LGBTQ+ adults’ levels of sexual satisfaction. In addition, there is one common 
theme that exists across all of these categories: experiences of discrimination. 
Specifically, expected discrimination has the potential to influence older LGBTQ+ 
adults’ willingness to seek out treatment for their sexual health concerns, which 
may, in turn, lead to these individuals having an increased risk of certain STIs and 
other related sexual health issues. As well, internalized experiences of discrimina-
tion may contribute to older LGBTQ+ persons having less satisfying sex lives. 
Accordingly, additional research on older LGBTQ+ adults’ sexual health and func-
tioning should also take into account experiences of discrimination and stigmatiza-
tion in order to obtain a fuller picture of such issues. Only through learning more 
about older SGMs’ sexual health and functioning will health and care workers be 
able to properly address older LGBTQ+ adults’ sexual needs.
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7Risky Sexual Activity and Its Impact 
on Mental and Physical Health in Older 
Adults

Daragh T. McDermott and Igor Grabovac

7.1  Introduction

Physical and emotional intimacy, including sexual activities, are important compo-
nents and ways in which people show their affection throughout their lives. Research 
suggests that a large proportion of older adults remain sexually active well into their 
older age, usually contradicting the common fallacy of celibacy or asexuality in 
older age (for more information on the prevalence of sexual activities in older adults, 
please see Chap. 2 of this book). With technological and pharmaceutical advance-
ments, many of the age-related physiological changes that used to present an obsta-
cle to having and maintaining an enjoyable sex life among the elderly are addressable 
and no longer present as significant challenges, particularly for men. However, this 
change brings with it a variety of additional issues, for which healthcare providers, 
public health professionals and healthcare systems in general may not have appro-
priately planned for or developed services to support. This includes older adults 
engaging in risky sexual behaviours and the associated health outcomes of such 
behaviour such as increased vulnerability to sexually transmitted infections (STIs) 
and their physical and psychological impacts. Given the considerable contribution 
that STIs have on the global disease burden, understanding the reasons for this vul-
nerability is of great importance to public health and health and social systems 
worldwide.

The largest issue confronted by epidemiologists and other researchers examining 
risky sexual activities in older adults is the overall lack and heterogeneity of 
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published literature and available evidence, which mirrors the seemingly low inter-
est of healthcare providers in meaningfully engaging with older adults on issues of 
sex and sexuality. This is coupled with a failure to routinely assess the prevalence of 
sexual activities and behaviours in this population [1]. Furthermore, this paucity of 
literature is attributable to a seeming lack of understanding and recognition, by vari-
ous public health policy makers and researchers, that older adults continue to 
express themselves sexually. Instead, it is wrongly assumed that sexuality and issues 
concerning risky sexual behaviour are somehow reserved for the youth, young and 
middle-aged adult populations. For example, the World Health Organization contin-
ues to routinely report data on the prevalence of human immunodeficiency virus 
(HIV) among adults up to 49 years of age [2]. Many national questionnaires on 
sexual health do not provide stratified data among respondents beyond 45 years of 
age and only in recent iterations has the UK National Survey on Sexual Attitudes 
and Lifestyle begun to extend their cut-off age beyond 44 years [3]. Furthermore, 
Levy et al. reported that 73% of all clinical trials aiming at the risk reduction associ-
ated with STIs excluded people over the age of 50 and 89% excluded participants 
over the age of 65 years [4].

However, of the sparse literature that is available, there is evidence that does 
indicate that older adults have increased vulnerability to STIs and overall demon-
strate higher engagement in risky sexual behaviours. These may be the result of 
biological and physiological changes but are also linked to various social and psy-
chological factors as well as a range of systemic factors. In this chapter we will 
outline the available data on engagement in risky sexual behaviour, present reasons 
for the increased vulnerability of older adults for STIs and provide an overview of 
how the impact of risky sexual behaviours influence health outcomes in general 
among older adult populations. Finally, we will identify a range of suggested ideas 
as to how healthcare providers can meaningfully engage with such topics with their 
older adult patients and clientele (for more information on this, see Chap. 12).

7.1.1  Defining Risky Sexual Behaviour

Defining “high-risk sexual behaviour” or “risky sexual activities” is difficult as most 
authors focus on reporting proportions or trends of activities regarded as falling in 
these categories without providing clear and succinct definitions. This is also by no 
means an easy feat, as these behaviours are heavily dependent on the context in 
which they occur with this being compounded by the additional challenge of the 
underreporting of these behaviours. On the one hand, many people may feel shame 
and may not be forthcoming about their sexual experiences, particularly if the pre-
vailing perceptions are that people in this group are not expected to be sexually 
active and in circumstances where healthcare providers are reluctant or fail to ask 
the necessary questions regarding this topic. During epidemiological surveys, even 
if the questions are asked, participants tend to provide only socially desirable 
answers, which skew the data, which is especially true in older adults. Sexual behav-
iour includes a range of physical and emotional activities that gratify an individual’s 
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sexual needs, as such they have been studied in the context of sexual activities, 
practices, emotional relationships, transmission of sexually transmitted infections 
and unwanted pregnancies. Importantly, expression of sexuality is a normative phe-
nomenon; however within prevailing cultural contexts, different behaviours or 
activities are questioned and/or deemed “risky” (which may be equated with the 
term high-risk sexual behaviour) [5]. Generally, in the medical field as well as 
within public health, most questions regarding human sexuality have focused on 
either reproduction or transmission of sexually transmitted infections; therefore 
most researchers define high-risk sexual behaviour as that which may increase risk 
of exposure among individuals to contracting an STI or resulting in unwanted preg-
nancies. As such, this further influences their health outcomes and in part explains 
why most available academic literature has focused on unprotected sexual inter-
course or involvement in sexual activities with multiple partners [5].

Further, substance use and related abuse disorders have often been associated 
with high-risk sexual behaviours, with studies often highlighting that alcohol con-
sumption influences the decision-making abilities of those engaged in sexual activi-
ties while intoxicated. Sexual activities, while inebriated, can lead to risky sexual 
behaviour such as having unprotected intercourse or other risk-taking behaviours. 
Various theoretical models have been proposed to explain the reasons behind alco-
hol consumption and engagement in risky sexual behaviour, with the most common 
within the literature being the alcohol myopia theory, expectancy theory and cogni-
tive escape theory. Details on each of these are beyond the scope of this chapter; 
however they postulate that after consuming alcohol, individuals tend to focus on 
social cues which are rewarding and, in that way, instigate thoughts of the pleasur-
able aspects of having sex while distancing the thoughts of potential negative con-
sequences or impacts of risky sexual activities, overall reducing sexual inhibition 
[6–9]. While associations of the overall effects of alcohol consumption and engage-
ment in risky sexual behaviour have been well documented, it remains unclear to 
what extent is this also true for older adults. Grabovac et al. analysing data from 
1622 men and 2195 men older than 50 years participating in a nationally representa-
tive cohort in England reported that over an 8-year follow-up, binge drinking was 
positively associated with sexual activity, with the odds of being sexually active at 
follow-up 52% higher for men and 57% higher for women [10]. Another study by 
Schick et al. reported that almost one quarter of men and 14% of women who are 
50 years or older drank alcohol or had a partner who drank alcohol during their last 
episode of peno-vaginal intercourse [11].

Apart from use of alcohol, use of drugs (licit and illicit) in combination with 
sexual activities is receiving more and more attention from researchers. However, 
the vast majority of literature exploring this topic has focused mainly on gay and 
bisexual, and other men who have sex with men, within the confines of the so-called 
chemsex phenomenon. Emerging evidence indicates that a growing number of men 
and women, regardless of their sexual orientation, engage in use of drugs during 
sexual activities. As reported by Lawn et al. [12], in their analysis of the results of 
the Global Drug Survey, heterosexual as well as non-heterosexual men and women 
engaged in sex while under the influence of narcotic substances, with the most 
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common (next to alcohol) being cannabis and 3,4- methylenedioxymethamphetami
ne (MDMA) and mostly attributable to their desire to “enhance sex”. While the 
authors did report larger proportions of bisexual and gay men and women, they did 
show that in all groups more than 20% of participants reported having used drugs 
with the intent of enhancing sexual experiences. Further, in their conclusions, these 
authors noted that all men and women, irrespective of their sexual orientation or 
partner preference, should be considered when forming harm reduction and treat-
ment strategies. Unfortunately, most evidence from this field of research again only 
focuses on the young or middle age adults (for example, in the study by Lawn et al., 
the mean age is reported around 31 years of age). There is some evidence to suggest 
that age may be a protective factor against the use of drugs for “sexual enhance-
ment”; however this evidence is again limited to very specific subgroups such as 
men who have sex with men or people living with HIV [13, 14]. Due to this lack of 
evidence, more research in this area is warranted.

7.1.2  Engaging in Risky Sexual Behaviour in Older Adults

As discussed, there is a notable paucity of literature and evidence focused on sexu-
ally risky behaviour and sexual risk taking in older adults. A small number of stud-
ies have examined the knowledge and attitudes of older adults towards STIs, with 
most available literature focusing exclusively on their views and perceptions of 
HIV. In a 2015 study conducted among American Veterans aged over 60, using the 
“Knowledge of Sexually Transmitted Infections Survey”, Jennings reported that 
mean levels of perceived knowledge of STIs were extremely low for all STIs: 1.84/5 
for chlamydia, 1.94/5 for genital warts, 2.18/5 for gonorrhoea, 2.06/5 for hepatitis 
B, 2.24/5 for herpes, 2.69/5 for HIV/AIDS and 2.02/5 for syphilis [15]. Results in a 
larger survey of Australians older than 60, Lyons and colleagues analysed over 2000 
participants who reported overall good general knowledge on STIs. However, con-
currently, this same pool of participants reported poor knowledge in areas such as 
protection offered by condoms or the modes of transmission for STIs. Women as 
well as people who had previously been tested for STIs in general reported better 
overall knowledge scores [16]. With respect to HIV, older adults tended to have less 
knowledge regarding the transmission of HIV and the progression of the disease 
when compared to younger adults, with some studies reporting about a third of 
older adults demonstrated a complete lack of knowledge about HIV transmission. 
Zablotsky and Kennedy [17] reported that among women older than 50, 45% 
reported beliefs that HIV could be contracted through casual sexual encounters such 
as kissing. A study by Negin et al. [18] found that among a sample of 722 partici-
pants older than 50 years in sub-Saharan Africa, HIV knowledge was significantly 
lower than that of younger adults. Additionally, in the same sample, older adults 
were half as likely to be tested for HIV. Overall, this general lack of knowledge 
contributes to the misconceptions and inaccuracies associated with STI risk, which 
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is continued by the fact that older adults consistently report few opportunities to talk 
about sexual health with their healthcare providers, thereby limiting appropriate 
access to educational resources and medical interventions [19, 20]. For example, 
Bergeron et al. reported that after turning 50, only about 24% of older women dis-
cussed sex with their healthcare provider. Similarly, data from a US study of over 
3000 adults showed that only 38% of men and 22% of women between 57 and 
85 years old discussed sex with a physician after the age of 50 [21].

Access to knowledge on preventive strategies has been demonstrated to influence 
engaging in safe sex; therefore, with evidence showing poor knowledge among 
older adults regarding safe sex and transmission of STIs, we can also presume that 
levels of protected sex practices to be low. This lack of knowledge is also com-
pounded by the prevailing perception among older adults that they themselves are at 
no, or low, risk of contracting STIs. This has been demonstrated in a US data set 
collected from people older than 50 who received a positive HIV diagnosis, with 
most of them recorded as being without a known risk factor for contracting 
HIV.  Rose [22] conducted a survey among people older than 60 regarding their 
knowledge and belief about HIV and AIDS. Most respondents were aware of AIDS 
being a serious illness but at the same time, most were not aware that they were also 
susceptible to contracting the virus. Therefore, it should not be surprising that evi-
dence suggests overall use of sexual protection and contraception, such as condoms, 
among older adult populations is lower than other age groups. For example, even 
though a high proportion of older adults were found to have consumed alcohol or 
had a partner that had consumed alcohol during their last sexual encounter or epi-
sode of sexual intercourse, less than 25% reported having used a condom. This is 
despite more than 5% of the sample also revealing that their previous partner had 
been diagnosed with an STI. In the same study, the prevalence of condom use fluc-
tuated as a function of “partner type” and age group. The highest percentages 
reported among men reporting condom use was with a “transactional partner” and 
women with a “friend”; however rates of use were still very low with reported levels 
only at 66.7% and 44.4%, respectively. With respect to condom use as a function of 
age, the highest prevalence of condom use during the last episode of intercourse was 
within 50–59-year age bracket, at 24.3%, with rates continuing to decline as age 
increased, with condom usage reported as being 17.1% among those 60–69 and 
14.3% for those over the age of 80. Overall, prevalence of condom use in this study 
was recorded as being only 20% [11]. Further, a study by Cooperman et al., limited 
to men aged 49–80 years, reported that over the last 6 months only 18% of HIV 
negative and 58% of HIV positive men had used condoms consistently. In their 
foundational study, Lindau et al. used a national probability sample, which reported 
that more than 90% of men older than 50 years of age did not use condoms either 
with a date or a casual sexual partner. Concerningly, 70% reported that they did not 
use a condom when the partner was a stranger [21]. Evidentially, most of the afore-
mentioned studies and results stem from research conducted in either the US of UK, 
with other countries, particularly those in the global south, being represented on a 
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seldom basis, with data from Asian and African countries being especially scarce. 
However, of the data that is available, the situation seems to be similar or of greater 
concern. In a study of over 1700 individuals from the Chiang Mai region of Thailand, 
more than 90% of participants over the age of 30 reported not having used a condom 
during sexual intercourse in the preceding three months. Data were stratified by age 
and there was an unfortunate but consistent rise in the proportion of participants 
who had not used a condom by age category with the proportion being 94.2% in 
those 40–49 years old, 95.9% in 50–59 year olds and 98.1% in those over the age of 
60 [23]. Similarly, results emerging from South Korea showed that in adults aged 
above 60 years old, 0% of respondents, male and female, reported regular condom 
use. Of this sample, the highest proportion (28.6%) of respondents reported “some-
times” (42.6% for males and 10.8% for females) using a condom with never using 
a condom being the most prevalent at 26.2% [24].

Concordant with the evidence on condom use, studies have noted that 90% of 
samples older than 50 do not get tested for HIV, with older women particularly 
being less likely to be tested for HIV when compared to younger women. Overall, 
the rates of HIV and STI tests are low in older adults. Data from Adekeye et al. 
showed that only 25% of American over the age of 50 had had an HIV test, and less 
than 4% plan to have another within the next year. Further research, by Schick et al., 
reported that 29.8% of men and 27.3% of women over the age of 50 were tested for 
HIV within the past year (with 38.6% and 32.5% never being tested). A similar 
result was found for other STI tests, where only 35.6% of men and 31.1% of women 
over the age of 50 had been tested for STIs within the past year. Promisingly, how-
ever, a UK-based study reported that the number of older women seeking help or 
support for the first time, in two sexual health clinics, quadrupled between 1998 and 
2008 [25]. However, evidence on a pan-European basis is still lacking as there is 
currently no available data that allows for the aggregation of age groups after the 
age of 45 [26].

Despite the improvements of HIV therapy witnessed since the advent of the virus 
in the 1980s, emerging evidence highlights the rising incidence of HIV in older 
adults (see below). As such, it is imperative that we briefly outline available evi-
dence concerning risky sexual behaviours among older adults who live with 
HIV. Studies here report differences between men and women, with men living with 
HIV being more commonly sexually active compared with women living with 
HIV. It should be noted that than 50% of both genders making a decision to com-
pletely stop engaging in partnered sexual activities. The most common reason for 
this decision is linked to high levels of stigma, fear, anxiety and rejection following 
a HIV+ disclosure. Among this population differences in condom use were also 
apparent; the lowest frequency was prevalent among gay and bisexual older men 
when compared to heterosexual peers. However, both male and female older adults 
living with HIV reported engaging in unprotected anal or vaginal intercourse [27]. 
This has been linked to the already mentioned, poor level of knowledge on protec-
tion and transmission of HIV but also to the lower levels of reliability of condoms 
when used by older men with various degrees of erectile dysfunction.
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7.1.3  Sexually Transmitted Infections in Older Adults

Sexually transmitted infections (STIs), also referred to as sexually transmitted dis-
eases (STDs), are infections that can be transmitted though oral, anal and vaginal 
sex. Overall, there are more than 30 different pathogens that may cause STIs, with 
eight of these being associated with the highest incidence of STIs on a global scale. 
Out of these eight identified, four are viral infections (hepatitis B, herpes simplex 
virus, HIV and human papillomavirus), three are bacterial (gonorrhoea, chlamydia 
and syphilis) and one is parasitic (trichomoniasis). All STIs are preventable; how-
ever only four are currently considered curable: syphilis, gonorrhoea, chlamydia 
and trichomoniasis. It is possible that a person has an STI, without presenting any 
symptomology; however most symptoms include vaginal or penile discharge, pain-
ful urination, genital ulcers and abdominal pain. For a more detailed overview on 
clinical presentation of STIs as well as their treatment please consult external 
sources.

STIs are among the most prevalent infections in human, with an estimated one 
million newly acquired infections daily. According to estimates from the WHO, in 
2020 there have been more than 374 million new infections with one of the four 
STIs trichomoniasis being the most prevalent (with 156 million new cases), fol-
lowed by chlamydia (129 million new cases), gonorrhoea (82 million new cases) 
and syphilis (7.1 million new cases). Additionally, in 2016, estimates were that 
around 300 million women worldwide had an HPV infection and 296 million peo-
ple were living with a chronic hepatitis B infection (both infections being prevent-
able with vaccination). The healthcare burden attributable to STIs goes beyond the 
consequences of the primary infection as some of these diseases increase the risk of 
contracting HIV (for example, herpes simplex infection, syphilis and gonorrhoea) 
or may cause cancer (as in HPV and cervical cancer and hepatitis B and hepatocel-
lular carcinoma) [28].

Considering all this evidence, pointing to the significant public health concerns 
associated with STIs, data on their prevalence in older adults is seriously inade-
quate. As briefly mentioned in the introduction, rigorous epidemiological monitor-
ing of STIs for groups of older adults is still largely unavailable. Therefore, limited 
available evidence on the trends of STI diagnoses in older adults stems from smaller 
cohorts or meta-analyses of studies of varying design and quality.

Overall, recent evidence highlights an increase in the rate of sexually transmitted 
infections, with the most prominent increases in diagnoses occurring in the younger 
age groups. Monitoring data from the United Kingdom stemming from reports of 
diagnoses in sexual health clinics showed that STI rates in the group of “45+” seem to 
be stable, despite reports of a first recorded increase in “ano-genital warts” among 
those 45–64 years old. A report of STI distribution of older adult patients visiting 
sexual health clinics in the West Midlands region of the UK showed that the rate of 
STIs in older adults doubled between 1996 and 2003. Levels increased from being 
16.7 per 100.000 in 1996 to 36.3 per 100.000 in 2003. This trend was also observed 
for each of the selected infections including syphilis, gonorrhoea, chlamydia, 
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ano- genital warts and herpes. Overall, men accounted for two thirds of the diagnoses. 
The authors of this study also noted that the most common route of infection was 
heterosexual transmission, with only 6% being accounted for same-sex transmission 
[29]. In Australia, it was noted that new diagnoses of gonorrhoea, chlamydia and 
syphilis had increased in those older than 50 between 2006 and 2010 [3]. Despite rates 
being lower than those in the younger population, a report from the USA demon-
strated a rise in diagnosis rates of chlamydia in both men and women older than 55 
between 2006 and 2010. Further, a study by Wang et al. reported 242.115 new syphilis 
diagnoses among older adults in the Guangdong region of China. This increase reflects 
a marked increase in the rate of diagnoses from 13.8 per 100.000 in 2004 to 112.0 per 
100.000 population in 2019 (the average annual percent change being 16.5%). Finally, 
a study by Goddard et al., conducted in Australia, from data collected over a 36-month 
window, demonstrated an increase in the incidence of anal chlamydia, gonorrhoea and 
syphilis among older (35–79- year old) gay and bisexual men. During the 1428 per-
son-years of follow-up (PYFU), the incidence per 100 PYFU was 10.40 for anal chla-
mydia, 9.11 for anal gonorrhoea and 5.47 for syphilis.

As iterated above, national and international monitoring of STI provides us lim-
ited data as most health agencies limit the collection of data and subsequent segre-
gation of age groups in their reports. For example, when examining the reports on 
STI trends in Europe, published by the European Centre for Disease Prevention and 
Control (ECDC), data for older adults is only available as a 45+ group categorisa-
tion. However, an overall increase in this trend is visible with the proportion of new 
diagnoses of gonorrhoea in the 45+ age category rising from 5.3 per 100,000  in 
2000 to 8.9 per 100,000 in 2010 and from 12.9 to 22.4 for syphilis during the same 
time frame [30]. In 2020, 21% of new HIV diagnoses were found in people over the 
age of 50, with more than 25% of new diagnoses in this age group being reported in 
Austria, Denmark, Finland, Luxembourg, Italy and the Netherlands. The most com-
mon route of HIV transmission in this age group is through unprotected heterosex-
ual sex. These rates seem to be relatively stable in Europe [31]. However, Haddad 
reported an overall proportion of new HIV diagnoses in people older than 50 
increased from 15.1% to 22.8% between 2008 and 2017, suggesting a worrying 
increase in transmissions. Rates have been steadily increasing for both men and 
women, with a relatively higher increase apparent among women. This trend was 
also reported by Mahy et al. [32], who analysed UNAIDS data in people aged over 
50 years worldwide affirming the increasing trends in the prevalence of the virus. 
Despite these increases, however, pharmacological advances and improvements in 
therapy outcomes, including the inability to transmit the virus among those adher-
ing to a post-exposure prophylaxis treatment plan and who have undetectable viral 
loads, as well as the recent rollout of pre-exposure prophylaxis (PREP), will hope-
fully mitigate against these increases and reduce the noted rise in virus transmis-
sions. However, the primary target for many HIV awareness campaigns and the roll 
out of PREP has typically targeted men who have sex with men, gay and bisexual 
men and those considered clinically at risk. It is important that those responsible for 
such campaigns now include older populations and particularly older women in any 
ongoing or future interventions.
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7.1.4  Older Adults and Vulnerability to Sexually 
Transmitted Infections

There are various reasons why older adults may be more susceptible to STIs com-
pared to younger adults, and these may be biological and psychosocial in nature. In 
the following section, we will briefly outline some of the potential reasons as to why 
this may be the case.

7.1.4.1  Biological Issues
There are several physiological changes that occur across the lifespan and as people 
age, which may also affect the susceptibility of older adults to contracting STIs. 
Biologically, regardless of age, male-to-female transmission of HIV is more likely 
than female-to-male, which puts women under increased risks of HIV contraction 
regardless of the age group [33]. In addition, the lower levels of oestrogen that occur 
as a result of ageing and can coincide with the onset of the menopause may lead to 
less vaginal excretion during sex. The resulting vaginal dryness may lead to more 
micro-abrasions during sexual activity, which may facilitate the transmission of 
STIs [3]. Additionally, some studies have indicated that changes in the immunologi-
cal milieu in the cervix may play an important role in HIV-1 transmission in hetero-
sexual older women. It has been reported that CD4+ T cells in the cervix of older 
adult women had characteristics associated with elevated immune activation includ-
ing expression of both CCR5 and CXCR4 chemokine receptors, which make it 
possible for HIV-1 to enter the cell. These results suggest that postmenopausal 
women may be at a greater risk of contracting HIV-1 compared to premenopausal 
women [34]. This is coupled with an apparent decline in the use of contraception, 
such as condoms, by this population group. In explanation for this, there is a sense 
that as postmenopausal women can no longer get pregnant, they do not use birth 
control to prevent unwanted pregnancies, which may lead to the erroneous percep-
tion that condoms are no longer as essential or useful as they were prior to the onset 
of menopause [35]. Older men tend not to demonstrate significant physiological 
changes that increase the predisposition for STIs; however as some men experience 
erectile dysfunction and among those that have undergone a prostatectomy, they 
may face urinary incontinence, which can lead to overall less consistency in using 
condoms or their correct usage [36].

7.1.4.2  Psychosocial Issues
Additionally, some studies suggest that many older people, particularly women, are 
involved in so-called self-silencing strategies and do not ask male partners about 
their risk-taking or risky sexual behaviours so as to avoid conflict [37]. Further, 
other studies have demonstrated that men are also reluctant to disclose their past 
risky sexual behaviours, including having engaged in unprotected sex with other 
men [38]. A literature review of studies investigating the prevalence of testing for 
STIs in older adults conducted by Savasta [39] noted that 88% of articles contained 
in their analysis focused on systemic health system issues, such as a lack of com-
munication from healthcare providers and insufficient educational programmes. 
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Research has shown that older adults’ vulnerability towards STIs may be based on 
this lack of appropriate avenues for seeking sexual health information and guidance. 
More alarming is the lack of materials on STIs and HIV that are specifically tailored 
to older adult populations. Given these difficulties in communication as well as find-
ings that appropriate educational materials are lacking, it is speculated that older 
adults who have more social capital (i.e. higher socio-economic status and/or educa-
tion) may have more access to information on safe sex, leading to less engaging in 
risky sexual behaviour, especially as social capital was associated with a variety of 
positive health outcomes in older adults. However, in a study by Amin [40], social 
capital was not found to be significantly associated with safe sex.

7.1.5  Health Outcomes Associated with Sexually Transmitted 
Infections in Older Adults

As established in this chapter, late presentation and recognition of sexually trans-
mitted infections in older adults is common and may be associated with several etio-
logical factors. The increased burden of STIs is primarily linked to late diagnosis, 
which brings about late initiation of treatment among these populations which can 
mean that care only commences at advanced stages of the disease, which can detri-
mentally impact recovery rates and increase the rate of complications. Additionally, 
delayed diagnosis of STIs increases the risk for transmission, as patients may 
unknowingly engage in risky sexual behaviour while being infectious themselves 
[29, 41]. With respect to syphilis, some studies report on an increasing trend towards 
diagnosis of the disease in the tertiary stage in older people, suggesting that many 
patients may have been living with the disease for considerable periods of time and 
due to the late onset of treatment did not receive an adequate or timely diagnosis. 
Tertiary syphilis can manifest as gummatous, cardiovascular or central nervous dis-
ease and increases the risk for acquiring and transmitting HIV, thus representing a 
significant additional factor to the morbidity of older adults [42]. As outlined previ-
ously, between 1995 and 2013, HIV prevalence doubled in patients aged 50 years or 
older [32], whilst a decreasing trend of HIV infection rates was observed in the 
population under 50 years of age [43]. In addition, progression from HIV infections 
to Acquired Immunodeficiency Syndrome (AIDS) was reported as significantly 
higher in older patients than in 25- to 29-year-olds [26]. Both findings may partly be 
due to late recognition and proper interpretation of symptoms by physicians, in part 
due to a lack of awareness or understanding on the part of physicians that older 
adults continue to maintain an active sex life and engage with multiple sex partners. 
The prolonging of the diagnostic process for HIV infections is of concern as delayed 
treatment greatly increases the risk of a person infecting others and risking health 
complications associated with the disease including the potential for progression to 
AIDS. Antiretroviral therapy (ART) is a treatment designed to supress viral replica-
tion and reduce the viral load in patients, with current treatment guidelines 
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suggesting immediate initiation of therapy in order to achieve viral suppression 
[44]. Non-delaying ART is also important as proper treatment with ART reduces not 
only AIDS-associated mortality and morbidity but also reduces the risk for non-
AIDS- related chronic diseases in people living with HIV (coronary, liver and kid-
ney diseases, malignancies and neurologic disorders) [45]. A comparison of ART in 
patients aged 50 or older with a younger group revealed higher therapy adherence 
among the older population and accordingly lower viral loads [46, 47], but response 
rates to ART indicated by CD4 cell count were significantly slower in elderly 
patients [48]. These results suggest that, although the initial therapeutic benefit in 
older patients may be lower, high therapy adherence amongst the older populations 
still results in beneficial therapeutic outcomes. This is particularly important, as 
with the overall improvements in ART and prolonged survival of patients, the num-
ber of older HIV patients is expected to increase and may become a major public 
health concern [49].

7.1.6  Mental Health Outcomes Associated with Risky Sexual 
Behaviours in Older Adults

As previously noted, the literature associated with risky sexual behaviours in older 
adults is limited, in part attributable to the fallacy that older people are less likely to 
want to sustain an active sex life as they age. Despite this gap, there is a burgeoning 
set of literature that outlines the positive benefits of sustained sexual activity into later 
life. In a large cross-sectional study drawn from the English Longitudinal Study of 
Ageing involving near 6500 participants, L. Smith et al. [50] demonstrate that overall 
levels of well-being are higher among adults when they are engaged in sexual activi-
ties. Additionally, examinations of the effects of engaging in sexual activity in later 
life on both physical and mental health demonstrate associations with higher levels of 
motivations to engage in physical activity (e.g. walking), higher levels of social sup-
port, lower tobacco usage, use of fewer prescribed medications, engaging in social 
activities and overall greater psychological well- being [51].

However, this study does not indicate the extent to which the sexual behaviours 
that the respondents are engaged in are either classified as being safe sex or risky in 
nature with an evidence gap existing around the extent to which older adults are 
engaged in safe-sex behaviours. Of the available literature, a large-scale assessment 
by Foster et al. [52] showed that sexual self-efficacy was a key factor associated 
with older people’s confidence in engaging in safer sex. This self-efficacy is influ-
enced by participants’ knowledge and awareness of sexual health issues. These find-
ings are supported by work which explored both the socio-cultural and psychological 
factors associated with risky sexual behaviours. Their findings demonstrated that 
the propensity to engage in risky sexual behaviours can be explained by a lack of 
knowledge around sexual health matters, an increased perception of the importance 
of sex and for women, a lack of sexual self-efficacy and power in sexual deci-
sion making.
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This is in part explained by the lack of relevant sexual health discussions 
between an older person and their physicians. Part of the reason why this gap is 
apparent may be explained by feelings of anxiety, guilt and shame on the part of 
the older person when speaking about sex and sexual activities due to cultural 
associations of sex and shame. In a qualitative study conducted with older adults, 
aimed at exploring reasons why people were reluctant to seek sexual health ser-
vices, participants indicated that shame and embarrassment were a key factor as 
well as a sense that the increase in sexual difficulties or a decline in libido were 
all part of “normal ageing” [53]. An additional aspect cited by participants was an 
embarrassment of speaking about such topics with clinicians who were younger 
than them in age.

Taken together, these findings highlight that sexual activity among older adults is 
more common than might be assumed; however the extent to which the sex that is 
occurring is safe is questionable due to a lack of sufficient education and knowledge 
among these populations and the lack of relevant self-disclosure to their medical 
professionals. There is a clear need for healthcare providers to engage in open dis-
cussions about sex and sexual health with older people and to provide them with 
both clinical support for any sexual difficulties/dysfunctions that may emerge due to 
ageing, but also with the necessary sexual health information, such as the use of 
protection during sex, that can help mitigate against the spread of STDs. Further, 
there is a need for greater awareness by the full range of healthcare professionals, 
particularly those who work in residential community settings, around the benefits 
of sexual activity among the elderly, the importance of sexual health education and 
awareness for those engaged in sexual activity and the potential implications of 
unsafe sexual behaviours on long-term health outcomes.

7.2  Conclusion

Despite a paucity, increasing evidence demonstrates that there is a greater than 
previously observed level of sexual activity among the elderly. With this, there is 
a greater need for health professionals to be prepared to support older adults with 
their sexual health requirements. As demonstrated with our overview, levels of 
sexually transmitted infections are increasing among this demographic and this 
can have peripheral health impacts on a persons physical and mental health. 
There is a need on the part of medical professionals to be cognisant of older 
adult’s sexual health and to be proactive in their discussion of these topics with 
their patients so as to help ameliorate growing levels of sexually transmitted 
infections among this population. Further, the potential benefits of sexual activ-
ity among the elderly should not be underestimated as increasing evidence sug-
gests that sustained sexual activity has both physical and mental health benefits 
as people age.

D. T. McDermott and I. Grabovac



89

References

1. Maes CA, Louis M. Nurse Practitioners’ sexual history-taking practices with adults 50 and 
older. J Nurse Pract. 2011;7(3):216–22. https://doi.org/10.1016/j.nurpra.2010.06.003.

2. WHO.  The Global Health Observatory: HIV/AIDS. 2021a. https://www.who.int/
data/gho/data/themes/hiv- aids#:~:text=Globally%2C%2037.7%20mill ion%20
%5B30.2%E2%80%93,considerably%20between%20countries%20and%20regions.

3. Poynten IM, Grulich AE, Templeton DJ. Sexually transmitted infections in older populations. 
Curr Opin Infect Dis. 2013;26(1):80–5. https://doi.org/10.1097/QCO.0b013e32835c2173.

4. Levy BR, Ding L, Lakra D, Kosteas J, Niccolai L. Older persons’ exclusion from sexually 
transmitted disease risk-reduction clinical trials. Sex Transm Dis. 2007;34(8):541–4. https://
doi.org/10.1097/01.olq.0000253342.75908.05.

5. Chawla N, Sarkar S. Defining “high-risk sexual behavior” in the context of substance use. J 
Psychosex Health. 2019;1(1):26–31. https://doi.org/10.1177/2631831818822015.

6. Dermen KH, Cooper ML, Agocha VB. Sex-related alcohol expectancies as moderators of the 
relationship between alcohol use and risky sex in adolescents. J Stud Alcohol. 1998;59(1):71–7. 
https://doi.org/10.15288/jsa.1998.59.71.

7. McKirnan DJ, Ostrow DG, Hope B. Sex, drugs and escape: a psychological model of HIV-risk  
sexual behaviours. AIDS Care. 1996;8(6):655–69. https://doi.org/10.1080/09540129650125371.

8. Steele CM, Josephs RA.  Alcohol myopia. Its prized and dangerous effects. Am Psychol. 
1990;45(8):921–33. https://doi.org/10.1037//0003- 066x.45.8.921.

9. Stoner SA, George WH, Peters LM, Norris J. Liquid courage: alcohol fosters risky sexual 
decision-making in individuals with sexual fears. AIDS Behav. 2007;11(2):227–37. https://
doi.org/10.1007/s10461- 006- 9137- z.

10. Grabovac I, Koyanagi A, Yang L, López-Sánchez GF, McDermott D, Soysal P, Turan Isik 
A, Veronese N, Smith L.  Prospective associations between alcohol use, binge drinking 
and sexual activity in older adults: the English longitudinal study of ageing. Psychol Sex. 
2021;12(3):193–201. https://doi.org/10.1080/19419899.2019.1687581.

11. Schick V, Herbenick D, Reece M, Sanders SA, Dodge B, Middlestadt SE, Fortenberry 
JD. Sexual behaviors, condom use, and sexual health of Americans over 50: implications for 
sexual health promotion for older adults. J Sex Med. 2010;7(Suppl 5):315–29. https://doi.
org/10.1111/j.1743- 6109.2010.02013.x.

12. Lawn W, Aldridge A, Xia R, Winstock AR. Substance-linked sex in heterosexual, homosexual, 
and bisexual men and women: an online, cross-sectional “global drug survey” report. J Sex 
Med. 2019;16(5):721–32. https://doi.org/10.1016/j.jsxm.2019.02.018.

13. Blomquist PB, Mohammed H, Mikhail A, Weatherburn P, Reid D, Wayal S, Hughes G, Mercer 
CH. Characteristics and sexual health service use of MSM engaging in chemsex: results from a 
large online survey in England. Sex Transm Infect. 2020;96(8):590–5. https://doi.org/10.1136/
sextrans- 2019- 054345.

14. Grabovac I, Meilinger M, Schalk H, Leichsenring B, Dorner TE. Prevalence and associations 
of illicit drug and polydrug use in people living with HIV in Vienna. Sci Rep. 2018;8(1):8046. 
https://doi.org/10.1038/s41598- 018- 26413- 5.

15. Jennings A. Knowledge of sexually transmitted infections among older veterans. J Gerontol 
Geriatr Res. 2015;4(2):1–4. https://doi.org/10.4172/2167- 7182.1000203.

16. Lyons A, Heywood W, Fileborn B, Minichiello V, Barrett C, Brown G, Hinchliff S, Malta 
S, Crameri P.  Sexually active older Australian’s knowledge of sexually transmitted infec-
tions and safer sexual practices. Aust N Z J Public Health. 2017;41(3):259–61. https://doi.
org/10.1111/1753- 6405.12655.

17. Zablotsky D, Kennedy M. Risk factors and HIV transmission to midlife and older women: 
knowledge, options, and the initiation of safer sexual practices. J Acquir Immune Defic Syndr. 
2003;33;S122–30.

7 Risky Sexual Activity and Its Impact on Mental and Physical Health in Older Adults

https://doi.org/10.1016/j.nurpra.2010.06.003
https://www.who.int/data/gho/data/themes/hiv-aids#:~:text=Globally, 37.7 million [30.2–,considerably between countries and regions
https://www.who.int/data/gho/data/themes/hiv-aids#:~:text=Globally, 37.7 million [30.2–,considerably between countries and regions
https://www.who.int/data/gho/data/themes/hiv-aids#:~:text=Globally, 37.7 million [30.2–,considerably between countries and regions
https://doi.org/10.1097/QCO.0b013e32835c2173
https://doi.org/10.1097/01.olq.0000253342.75908.05
https://doi.org/10.1097/01.olq.0000253342.75908.05
https://doi.org/10.1177/2631831818822015
https://doi.org/10.15288/jsa.1998.59.71
https://doi.org/10.1080/09540129650125371
https://doi.org/10.1037//0003-066x.45.8.921
https://doi.org/10.1007/s10461-006-9137-z
https://doi.org/10.1007/s10461-006-9137-z
https://doi.org/10.1080/19419899.2019.1687581
https://doi.org/10.1111/j.1743-6109.2010.02013.x
https://doi.org/10.1111/j.1743-6109.2010.02013.x
https://doi.org/10.1016/j.jsxm.2019.02.018
https://doi.org/10.1136/sextrans-2019-054345
https://doi.org/10.1136/sextrans-2019-054345
https://doi.org/10.1038/s41598-018-26413-5
https://doi.org/10.4172/2167-7182.1000203
https://doi.org/10.1111/1753-6405.12655
https://doi.org/10.1111/1753-6405.12655


90

18. Negin J, Martiniuk A, Cumming RG, Naidoo N, Phaswana-Mafuya N, Madurai L, Williams 
S, Kowal P. Prevalence of HIV and chronic comorbidities among older adults. AIDS (London, 
England). 2012;26(1):S55–63. https://doi.org/10.1097/QAD.0b013e3283558459.

19. Bergeron CD, Goltz HH, Szucs LE, Reyes JV, Wilson KL, Ory MG, Smith ML. Exploring 
sexual behaviors and health communication among older women. Health Care Women Int. 
2017;38(12):1356–72. https://doi.org/10.1080/07399332.2017.1329308.

20. Lieberman R. HIV in older Americans: an epidemiologic perspective. J Midwifery Womens 
Health. 2000;45(2):176–82. https://doi.org/10.1016/s1526- 9523(00)00002- 7.

21. Lindau ST, Schumm LP, Laumann EO, Levinson W, O'Muircheartaigh CA, Waite LJ.  A 
study of sexuality and health among older adults in the United States. N Engl J Med. 
2007;357(8):762–74. https://doi.org/10.1056/NEJMoa067423.

22. Rose MA. HIV/AIDS knowledge, perceptions of risk, and behaviors of older adults. Holist 
Nurs Pract. 1995;10(1):10–7.

23. Pinyopornpanish K, Thanamee S, Jiraporncharoen W, Thaikla K, McDonald J, Aramrattana A, 
Angkurawaranon C. Sexual health, risky sexual behavior and condom use among adolescents 
young adults and older adults in Chiang Mai, Thailand: findings from a population based sur-
vey. BMC Res Notes. 2017;10(1):682. https://doi.org/10.1186/s13104- 017- 3055- 1.

24. Choe H-S, Lee S-J, Kim CS, Cho Y-H. Prevalence of sexually transmitted infections and the 
sexual behavior of elderly people presenting to health examination centers in Korea. J Infect 
Chemother. 2011;17(4):456–61. https://doi.org/10.1007/s10156- 010- 0191- 0.

25. Fish R, Robinson A, Copas A, Jungmann E, Lascar RM.  Trends in attendances to genito-
urinary medicine services by older women. Int J STD AIDS. 2012;23(8):595–6. https://doi.
org/10.1258/ijsa.2012.011426.

26. CDC. New HIV infections in the United States [CDC Fact Sheet]. 2012. https://www.cdc.gov/
nchhstp/newsroom/docs/2012/HIV- INfections- 2007- 2010.pdf.

27. Karpiak SE, Lunievicz JL. Age is not a condom: HIV and sexual health for older adults. Curr 
Sex Health Rep. 2017;9(3):109–15. https://doi.org/10.1007/s11930- 017- 0119- 0.

28. WHO.  Sexually transmitted infections (STIs). 2021b. https://www.who.int/news- room/
fact- sheets/detail/sexually- transmitted- infections- (stis).

29. Bodley-Tickell AT, Olowokure B, Bhaduri S, White DJ, Ward D, Ross JDC, Smith G, Duggal 
HV, Goold P. Trends in sexually transmitted infections (other than HIV) in older people: anal-
ysis of data from an enhanced surveillance system. Sex Transm Infect. 2008;84(4):312–7. 
https://doi.org/10.1136/sti.2007.027847.

30. ECDC.  Sexually transmitted infections in Europe 1990–2010. Surveillance Report. 
Surveillance report. Publications Office of the European Union; 2012.

31. ECDC. HIV/AIDS surveillance in Europe 2019: 2018 data. HIV/AIDS surveillance in Europe 
2019 [publications Office of the European Union]; WHO Regional Office for Europe; 2019.

32. Mahy M, Autenrieth CS, Stanecki K, Wynd S.  Increasing trends in HIV prevalence among 
people aged 50 years and older: evidence from estimates and survey data. AIDS (London, 
England). 2014;28(Suppl 4):S453–9. https://doi.org/10.1097/QAD.0000000000000479.

33. Padian NS, Shiboski SC, Glass SO, Vittinghoff E. Heterosexual transmission of human immu-
nodeficiency virus (HIV) in northern California: results from a ten-year study. Am J Epidemiol. 
1997;146(4):350–7. https://doi.org/10.1093/oxfordjournals.aje.a009276.

34. Meditz AL, Moreau KL, MaWhinney S, Gozansky WS, Melander K, Kohrt WM, Wierman 
ME, Connick E. Ccr5 expression is elevated on endocervical CD4+ T cells in healthy post-
menopausal women. J Acquir Immune Defic Syndr. 2012;59(3):221–8. https://doi.org/10.1097/
QAI.0b013e31823fd215.

35. Lindau ST, Leitsch SA, Lundberg KL, Jerome J.  Older women’s attitudes, behavior, and 
communication about sex and HIV: a community-based study. J Womens Health (Larchmt). 
2006;15(6):747–53. https://doi.org/10.1089/jwh.2006.15.747.

36. ACRIA. Older adults and sexual health: a guide for aging services providers. 2020. https://
www.health.ny.gov/diseases/aids/general/publications/docs/sexual_health_older_adults.pdf.

37. Jacobs RJ, Thomlison B.  Self-silencing and age as risk factors for sexually acquired 
HIV in midlife and older women. J Aging Health. 2009;21(1):102–28. https://doi.
org/10.1177/0898264308328646.

D. T. McDermott and I. Grabovac

https://doi.org/10.1097/QAD.0b013e3283558459
https://doi.org/10.1080/07399332.2017.1329308
https://doi.org/10.1016/s1526-9523(00)00002-7
https://doi.org/10.1056/NEJMoa067423
https://doi.org/10.1186/s13104-017-3055-1
https://doi.org/10.1007/s10156-010-0191-0
https://doi.org/10.1258/ijsa.2012.011426
https://doi.org/10.1258/ijsa.2012.011426
https://www.cdc.gov/nchhstp/newsroom/docs/2012/HIV-INfections-2007-2010.pdf
https://www.cdc.gov/nchhstp/newsroom/docs/2012/HIV-INfections-2007-2010.pdf
https://doi.org/10.1007/s11930-017-0119-0
https://www.who.int/news-room/fact-sheets/detail/sexually-transmitted-infections-(stis)
https://www.who.int/news-room/fact-sheets/detail/sexually-transmitted-infections-(stis)
https://doi.org/10.1136/sti.2007.027847
https://doi.org/10.1097/QAD.0000000000000479
https://doi.org/10.1093/oxfordjournals.aje.a009276
https://doi.org/10.1097/QAI.0b013e31823fd215
https://doi.org/10.1097/QAI.0b013e31823fd215
https://doi.org/10.1089/jwh.2006.15.747
https://www.health.ny.gov/diseases/aids/general/publications/docs/sexual_health_older_adults.pdf
https://www.health.ny.gov/diseases/aids/general/publications/docs/sexual_health_older_adults.pdf
https://doi.org/10.1177/0898264308328646
https://doi.org/10.1177/0898264308328646


91

38. Pilowsky DJ, Wu L-T. Sexual risk behaviors and HIV risk among Americans aged 50 years 
or older: a review. Subst Abuse Rehabil. 2015;6:51–60. https://doi.org/10.2147/SAR.S78808.

39. Savasta AM.  Hiv: associated transmission risks in older adults—an integra-
tive review of the  literature. J Assoc Nurs AIDS Care. 2004;15(1):50–9. https://doi.
org/10.1177/1055329003252051.

40. Amin I.  Social capital and sexual risk-taking Behaviors among older adults in the United 
States. J Appl Gerontol. 2016;35(9):982–99. https://doi.org/10.1177/0733464814547048.

41. Tillman JL, Mark HD. HIV and STI testing in older adults: an integrative review. J Clin Nurs. 
2015;24(15–16):2074–95. https://doi.org/10.1111/jocn.12797.

42. Chen Z-Q, Zhang G-C, Gong X-D, Lin C, Gao X, Liang G-J, Yue X-L, Chen X-S, Cohen 
MS.  Syphilis in China: results of a national surveillance programme. Lancet (London, 
England). 2007;369(9556):132–8. https://doi.org/10.1016/S0140- 6736(07)60074- 9.

43. Haddad N, Robert A, Popovic N, Varsaneux O, Edmunds M, Jonah L, Siu W, Weeks A, 
Archibald C. Newly diagnosed cases of HIV in those aged 50 years and older and those less 
than 50: 2008-2017. Can Commun Dis Rep (Releve Des Maladies Transmissibles Au Canada). 
2019;45(11):283–8. https://doi.org/10.14745/ccdr.v45i11a02.

44. Saag MS, Gandhi RT, Hoy JF, Landovitz RJ, Thompson MA, Sax PE, Smith DM, Benson 
CA, Buchbinder SP, Del Rio C, Eron JJ, Fätkenheuer G, Günthard HF, Molina J-M, 
Jacobsen DM, Volberding PA.  Antiretroviral drugs for treatment and prevention of HIV 
infection in adults: 2020 recommendations of the international antiviral society-USA panel. 
JAMA. 2020;324(16):1651–69. https://doi.org/10.1001/jama.2020.17025.

45. Giorgi JV, Hultin LE, McKeating JA, Johnson TD, Owens B, Jacobson LP, Shih R, Lewis J, 
Wiley DJ, Phair JP, Wolinsky SM, Detels R. Shorter survival in advanced human immunodefi-
ciency virus type 1 infection is more closely associated with T lymphocyte activation than with 
plasma virus burden or virus chemokine coreceptor usage. J Infect Dis. 1999;179(4):859–70. 
https://doi.org/10.1086/314660.

46. Frazier EL, Sutton MY, Tie Y, Collison M, Do A.  Clinical characteristics and outcomes 
among older women with HIV.  J Womens Health (Larchmt). 2018;27(1):6–13. https://doi.
org/10.1089/jwh.2017.6380.

47. Silverberg MJ, Leyden W, Horberg MA, DeLorenze GN, Klein D, Quesenberry CP. Older 
age and the response to and tolerability of antiretroviral therapy. Arch Intern Med. 
2007;167(7):684–91. https://doi.org/10.1001/archinte.167.7.684.

48. Balestre E, Eholié SP, Lokossue A, Sow PS, Charurat M, Minga A, Drabo J, Dabis F, Ekouevi 
DK, Thiébaut R. Effect of age on immunological response in the first year of antiretroviral 
therapy in HIV-1-infected adults in West Africa. AIDS (London, England). 2012;26(8):951–7. 
https://doi.org/10.1097/QAD.0b013e3283528ad4.

49. Smith RD, Delpech VC, Brown AE, Rice BD. Hiv transmission and high rates of late diag-
noses among adults aged 50 years and over. AIDS (London, England). 2010;24(13):2109–15. 
https://doi.org/10.1097/QAD.0b013e32833c7b9c.

50. Smith L, Yang L, Veronese N, Soysal P, Stubbs B, Jackson SE.  Sexual activity is associ-
ated with greater enjoyment of life in older adults. Sex Med. 2019;7(1):11–8. https://doi.
org/10.1016/j.esxm.2018.11.001.

51. Bach LE, Mortimer JA, VandeWeerd C, Corvin J. The association of physical and mental health 
with sexual activity in older adults in a retirement community. J Sex Med. 2013;10(11):2671–8. 
https://doi.org/10.1111/jsm.12308.

52. Foster V, Clark PC, Holstad MM, Burgess E.  Factors associated with risky sexual behav-
iors in older adults. J Assoc Nurs AIDS Care. 2012;23(6):487–99. https://doi.org/10.1016/j.
jana.2011.12.008.

53. Gott M, Hinchliff S.  Barriers to seeking treatment for sexual problems in primary care: a 
qualitative study with older people. Fam Pract. 2003;20(6):690–5. https://doi.org/10.1093/
fampra/cmg612.

7 Risky Sexual Activity and Its Impact on Mental and Physical Health in Older Adults

https://doi.org/10.2147/SAR.S78808
https://doi.org/10.1177/1055329003252051
https://doi.org/10.1177/1055329003252051
https://doi.org/10.1177/0733464814547048
https://doi.org/10.1111/jocn.12797
https://doi.org/10.1016/S0140-6736(07)60074-9
https://doi.org/10.14745/ccdr.v45i11a02
https://doi.org/10.1001/jama.2020.17025
https://doi.org/10.1086/314660
https://doi.org/10.1089/jwh.2017.6380
https://doi.org/10.1089/jwh.2017.6380
https://doi.org/10.1001/archinte.167.7.684
https://doi.org/10.1097/QAD.0b013e3283528ad4
https://doi.org/10.1097/QAD.0b013e32833c7b9c
https://doi.org/10.1016/j.esxm.2018.11.001
https://doi.org/10.1016/j.esxm.2018.11.001
https://doi.org/10.1111/jsm.12308
https://doi.org/10.1016/j.jana.2011.12.008
https://doi.org/10.1016/j.jana.2011.12.008
https://doi.org/10.1093/fampra/cmg612
https://doi.org/10.1093/fampra/cmg612


93

8Lifelong Sexual Practice and Its 
Influence on Health in Later Life

Benny Rana, Lin Yang, and Siniša Grabovac

8.1  Background

8.1.1  Life Expectancy and Aging

Life expectancy has been rapidly increasing across the globe due to various factors 
such as advances in medicine and medical technology, increases in public health 
expenditure, socioeconomic development, and increasing understanding of gender 
and genetics. This has led to individuals living longer, healthier, and productive 
lives. However, statistics show a dramatic increase in the aging population, with an 
expectation of two billion individuals being aged 60 years or older by 2050 [1, 2]. 
According to the World Health Organization (WHO), older adults are defined as 
individuals over the age of 60 [3]. As stated in the WHO reports on aging and health, 
between 2015 and 2050, the proportion of the world’s population over 60 years will 
nearly double from 12% to 22% [1].
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8.1.2  Definition of Sexuality and Its Forms

Sexuality, defined by the WHO and World Association for Sexual Health, is multi-
dimensional and encompasses multiple aspects, including sex, gender identities and 
roles, sexual orientation, eroticism, pleasure, physical touch, emotional intimacy, 
close companionship, and reproduction [4, 5]. Sexuality can be experienced and 
expressed in many ways; for example, through verbal expression including thoughts, 
fantasies, desires, beliefs, attitudes, values, as well as behaviors, practices, roles, 
kissing, mutual touching, masturbation, fondling, tenderness, and relationships [6, 
7]. Any sexual behavior that is expressed alone or with a partner is influenced by the 
interaction of biological, psychological, social, economic, political, cultural, legal, 
historical, religious, and spiritual factors [8]. Emotional and physical sexual plea-
sure as well as interest in sexual behavior does not diminish with age for most 
healthy individuals and is rated highly by older adults [9–11]. Even though several 
studies show that the prevalence of sexual activity decreases with increasing age 
[12–14], the frequency of other (noncoital) form of sexual expression does not 
change and to some individuals affection (emotional aspect of sexuality) is more 
important than sexual intercourse [12, 15].

8.1.3  Myths About Sexuality in Older Adults

Regardless of age, many individuals still have a desire to be close to others, which 
includes the want and need for intimacy, as well as having an active and satisfying 
sexual life [16–18]. Unfortunately, there are many different cultural myths, taboos, 
and preconceived ideas, combined with societal ignorance creating a source of mis-
information and stereotypes on sexuality in older individuals [11]. In many coun-
tries, older adults are still erroneously considered as asexual individuals who have 
lost their sexual drive as well as the sexual function [19, 20]. Even though sexual 
desire and enjoyment change over the lifetime [21, 22], physical and emotional 
pleasure of sexual intimacy is shown to be significantly related to overall happiness 
and is an important dimension of successful aging [23, 24]. Several population- 
based studies have shown that sexuality is an important part of life in many older 
adults [14, 25, 26].

A systematic review was conducted to examine the attitudes and concerns about 
sex and sexuality in later life. The review identified three main themes: social legiti-
macy for sexuality in later life; health, not age, is what truly impacts sexuality; and 
hegemony of penetrative sex [17]. The themes identified illustrated the complexity 
and how delicate the relation between aging and sexuality is. The first theme identi-
fied describes how older adults have the impression that most people assume they 
are asexual, leading to them feeling sexually invisible which is based on the idea 
that society values sexuality in youth and beauty. As individuals age, they internal-
ize these values and norms, leading to feelings of shame, and not wanting to express 
their sexual needs and desires in the fear of being judged or excluded [17, 27]. The 
second theme highlighted that health, not age, is what impacts sexuality.

B. Rana et al.



95

As individuals age, there can be physical limitations or certain health conditions 
that impact the ability to engage in sexual activity. Furthermore, when approaching 
healthcare providers to discuss sexual problems, older adults are confronted with 
stereotypical and narrow views leading to a lack of appropriate counseling and care 
[17, 27]. The last theme identified in the review is the definition of sexuality for 
older adults. Due to loss or decrease in sexual function, which leads to feelings of 
distress, disappointment, frustration, and despair, older adults tend to adopt broader 
definitions of sexuality and sexual activity [17, 27].

Even though stereotypes regarding sexuality of older adults persist, studies show 
that older adults regard sexuality as an essential component of life and are engaged 
in spousal or other intimate relationships [14, 28]. The prevalence of sexual activity 
may decline with age; however, a substantial number of men and women in their 
eighth and ninth decade of life still engage in vaginal intercourse, oral sex, and 
masturbation [14]. Sex and sexuality is an important aspect of life, especially for 
older adults as it influences their quality of life and the quality of their partnerships 
[28–30]. Studies indicate that sex in later life is predicted by age and the individuals 
view towards aging; furthermore, sex in later life has become an indicator of suc-
cessful aging [31–33]. Overall, there are many different ways to express one’s sexu-
ality and to be intimate, even as we age. It is important to address the influence of 
lifelong sexuality, which encompasses partnership, activity, behavior, attitudes, and 
function, on health in later life.

8.2  Sexual Practice and Influence on Health

8.2.1  Frequency of Sexual Activities in Older Adults and Its 
Influence on Health

Sexual practices change over the course of a lifetime, including the changes in fre-
quency of sexual intercourse, the number of sexual partners, and types of sexual 
activity as well as sexual behavior. Even though there are purported risks associated 
with sexual activity, studies show that having an active sexual life has been associ-
ated with various long-term health benefits [34]. For example, sexual activity and 
frequent sexual intercourse are positively associated with late-life happiness [7], 
greater quality of life, and life satisfaction [6, 35, 36]. Moreover, the frequency of 
sexual intercourse may be just as relevant to global life satisfaction as the subjective 
quality of the sexual intercourse [37–39]. Both men and women reporting sexual 
activity in the past years had a significantly higher mean scores of life enjoyment, 
compared to those who were not sexually active [35]. Furthermore, sexually active 
men, who had frequent sexual intercourse (greater than two times a month), com-
bined with frequent kissing, petting, or fondling, were associated with greater 
enjoyment of life [35]. Among sexually active women, frequent kissing, petting, or 
fondling were also associated with greater enjoyment of life [35]. The frequency of 
sexual activity varies among seniors around the world. In one study of 1216 older 
Americans with the mean age of 77.3 years, 30% of the studied participants were 
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sexually active in the past month [40], while in another study from the Netherlands, 
nearly half of 2374 community-dwelling adults older than 65 years had engaged in 
sexual activities [41]. Furthermore, in one literature review, some seniors preserved 
different forms of sexual behavior such as petting, masturbation, caressing, and 
sexual intercourse in the previous year, where some of them specified participating 
in everyday sexual practices [37].

8.2.2  Sexual Practice in Older Adults and Its Influence on Health

Scientific research has highlighted many benefits of sexual activity on human health 
in healthy individuals. Sexual intercourse, as well as foreplay, causes stretching of 
muscles, hormone fluctuation, and joint movements, which may promote cardiovas-
cular fitness [42, 43]. Moreover, partnered sexual relationship increases bonding 
(emotional closeness), social integration as well as different psychological and 
behavioral patterns [44–47]. Participation in sexual activities is also known to 
reduce stress levels since a cocktail of “happy hormones” (endorphins) is released 
during the intercourse, while the release of hormone oxytocin (especially while hav-
ing orgasm) promotes bonding [48].

After sexual intercourse, happy and elevated mood may linger for some time, 
having a positive impact on human health [49–51]. Such positive body-related feel-
ings of pleasure, happiness, relaxation, and excitement may also facilitate better 
internal body acceptance/image which inevitably changes as individuals age [52]. 
For these reasons, sexual activity and frequent sexual intercourse have also been 
associated with improved mental health, especially in terms of lower levels of 
depression [53]. The positive implications on mental health can be associated with 
the perceptions of belonging and intimate support as individuals age [53, 54]. 
Several studies demonstrated a positive association between sexual activity and 
increased levels of general cognitive function in older adults [55, 56] as well as 
satisfaction with their own mental health [54, 57]. Social experiences like sexual 
activity can have a strong influence on endocrine factors that affect adult neurogen-
esis; however, further research is needed to explore the role for sexual activity and 
brain health [54, 58, 59]. Benefits of life-long sexual activity also include heart rate 
variability, which presents a noninvasive index of the autonomic nervous system 
and is predictive of first fatal and nonfatal cardiovascular disease [60]. Other bene-
fits of sexual activity include having lower cardiovascular risk [45]. A healthy sex 
life can overall improve life expectancy where a greater frequency of sexual activity 
is associated with overall lower mortality [61].

The relationship of sexual practices on health often focuses on adolescents and 
young adults, not taking into consideration the influence on health for older adults. 
Several studies showed that sexual activity and sexual well-being in late adulthood 
is not just important for mental health, relationship satisfaction, and increasing self- 
confidence, but also proven to help maintain higher energy levels and increase phys-
ical activities in older populations [6, 62].
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8.2.3  Sexually Transmitted Infections in Older Adults

The Centers for Disease Control and Prevention (CDC) defines sexually transmitted 
infections (STIs) as infections that are passed from one individual to another through 
intimate sexual contact [63]. Sexual practices like the number of sexual partners are 
understudied in the older adult population. The number of sexual partners a person 
has in their lifetime has been correlated to STIs and other health risks [64]. Even 
though STIs could occur regardless of age, among older individuals, several STIs 
such as gonorrhea, syphilis, chlamydia, and HIV have been documented and likely 
to be underreported [65]. A higher number of lifetime sexual partners has been cor-
related with sociodemographic and behavioral factors [66]. One study described 
that the lifetime number of sexual partners is associated with STI acquisition, over-
all leading to health risks which may affect health in later life [64]. Evidence shows 
the number of lifetime sexual partners is associated with adverse health outcomes in 
older adults, where both men and women who had more than ten lifetime number of 
sexual partners had an increased risk of cancer, coronary heart disease, and stroke 
[64]. Another study examining the longitudinal analyses of sexual behavior noticed 
patterns of sexual risk behavior when measuring the number of sexual partners, 
number of incidents of sexual intercourse, and percentage of condom use. The 
results of the longitudinal analysis indicate those who have multiple sexual partners 
over time have an increased risk of having sex without protection against STIs, 
overall leading to health risks in later life [67].

8.3  Health Issues and Concerns on Sexual Health

Sexual activity and function are closely related to human health, which helps us 
understand sexuality in later life. In both men and women, normal aging is charac-
terized by physical, physiological, pathological, behavioral, and psychological 
changes, all of which affect sexual functioning and the ability to have and enjoy sex, 
especially in older age [14, 45, 68]. Some factors for reduced or stopped sexual 
activity include age, ill health, loss of job, financial crisis, loss of partner, and loss 
of family-close friend. In many older adults, aging includes adapting sexual activity 
to accommodate physical, health, and other life changing situations which can 
affect libido and sexual capacity [18, 27].

Sexual dissatisfaction and sexual well-being are associated with poor health and 
may be a warning sign or a consequence of a serious health condition [37, 69–71], 
such as diabetes, arthritis, urogenital conditions, chronic pain, heart disease, and 
cancer [72]. Such health conditions can have a negative effect on sexual behavior, 
resulting in decreased sexual drive, and thus affect an individual’s ability to become 
aroused and have an orgasm. Since sexuality is important for physical and mental 
health, when left undiagnosed and/or untreated, more problems may occur, such as 
depression and social isolation [73, 74]. Additionally, chronic illness is known to 
affect sexual desire as well as function, and the incidence of sexual dysfunction 
increases with age [14].
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In one study of sexuality and health among older adults in the USA, at least half 
of the sexually active older adults reported at least one sexual problem [14]. In that 
study, the most prevalent reported sexual problems in women were vaginal lubrica-
tion, inability to achieve orgasm, and pain while having sex; while men had prob-
lems with achieving and maintaining erection, anxiety about sexual performance, 
and orgasming disorder (inability to achieve, or achieving orgasm too quickly) 
[14, 69].

Stigma and the lack of positive attitude towards sexuality in older adults, in addi-
tion to being more open to discuss sexual issues, are seen as the biggest barrier for 
all sexes when approaching healthcare professionals [75–78]. A holistic, confident, 
and nonjudgmental approach towards sexuality among older age individuals is cru-
cial to empower and openly discuss sex-related issues without shame and fear 
[75–79].

8.3.1  Health Reasons in Older Women That May Affect Sexual 
Functioning and Satisfaction

Women’s sexual function and satisfaction may be affected by many physiological 
changes which increase with age. Such changes include and may be related to the 
endocrine, genitourinary, vascular, and musculoskeletal system [80]. Loss of estro-
gen, which occurs during menopause, may affect various aspects of women’s sexu-
ality causing vaginal dryness, changes in the vaginal bacterial flora, thinning of the 
labia, shortening of the vagina, and many others [22, 80–82]. Moreover, urogenital 
vascular changes may affect vaginal lubrication whereas the lack of estrogen pro-
duction may lead to urogenital atrophy and make sexual penetration painful [80].

8.3.2  Health Reasons in Older Men That May Affect Sexual 
Functioning and Satisfaction

In the course of aging, men also experience physiological changes which might 
affect sexual functioning and satisfaction [37]. The most common type of sexual 
dysfunction in older individuals is erectile dysfunction, with the prevalence ranging 
from 13.1% to 76.5% across the countries [83–86]. Even though erectile dysfunc-
tion is the most frequent cause of sexual dysfunction in older adults, it is not consid-
ered to be a normal part of aging and it is frequently a result of various risk factors 
or illnesses [69, 87]. Decreased levels of testosterones in older men, which is esti-
mated to be 20% in adults between 60 and 69 years old and up to 50% in adults 
above 80  years of age [88], may lead to erectile dysfunction, decreased sexual 
desire, slow physical reaction time to sexual arousal as well as more time for com-
pleting the sexual activity [80, 89, 90].
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8.3.3  Sexual Health Among Older Adults Who Identify as Sexual 
and Gender Minorities

Sexuality and sexual health are often associated as oppressive relating to shame, 
myth, judgment, and negativity. Culture and societal influence often categorize sex-
uality with negativity, describing it through disease, disaster, and dysfunction [31]. 
Sex negativity is more prevalent in discussions involving marginalized communi-
ties. Marginalized communities include sexual and gender minorities, individuals 
who identify as lesbian, gay, bisexual, asexual, transgender, Two-Spirit, queer, and/
or intersex (LGBTQIA2+) [32]. Sexual and gender minorities continue to experi-
ence health inequities due to stigma, discrimination, and criminalization, and are 
understudied and underrepresented in research [33, 34].

Sexual and gender minorities experience inequalities in sexual health, where 
individual behaviors, structural, socioeconomic, and legal factors play a huge role. 
Sexual health inequalities among sexual and gender minorities include increased 
susceptibility to bacterial vaginosis among Lesbian women [35, 36]. Studies also 
highlighted the prevalence of sexually transmitted infections (STIs) and human 
immunodeficiency virus (HIV) among sexual and gender minorities [36–41]. 
Transfeminine and gay and bisexual men have greater vulnerability to sexually 
transmitted infections and human immunodeficiency virus compared with cis- 
gendered heterosexuals [42, 43]. Furthermore, a study highlighted that transfemi-
nine individuals have an increased risk of human immunodeficiency virus with 49 
times greater odds of infection when compared to all adults [44, 45]. This increased 
risk can be associated with the stigma and discrimination that sexual and gender 
minorities endure as it can foster unhealthy coping mechanisms including sexual 
risk behavior, but also leads to decreased access to health care, especially screening 
and prevention [44].

8.4  Sexual Health and Chronic Conditions Among 
Older Adults

The burden of chronic diseases has increased due to the increased life expectancy 
and the growing aging population [91]. This burden has an adverse effect on the 
overall health of older adults, which may also influence their sexuality. Sexuality 
and sexual life are often overlooked in older adults. Furthermore, when combined 
with certain chronic conditions, sexuality may not be addressed and even ignored in 
society [92].

The prevalent chronic condition, cancer, has shown to have a complex impact on 
sexuality among older adults [93]. Older adults living with and beyond cancer can 
experience sexuality-related issues regardless of cancer type or treatment [46–48], 
significantly impacting sexual motivation, sexual behavior, and sexual pleasure [49, 
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50]. Unfortunately, sexual health among individuals living with and beyond cancer, 
regardless of age, is overlooked. Sexual dysfunction is known to be a common side 
effect of cancer treatment [51–53] and there appears to be a large gender disparity 
in how physicians discuss sexual health with their patients [54]. Past research shows 
that individuals living with and beyond cancer experience unmet sexual health 
needs, which includes lack of communication and information from healthcare pro-
viders about sexuality [55, 56, 58]. A current survey conducted on individuals living 
with and beyond cancer provided insight that suggests providing information 
regarding sexuality as standard cancer care to enhance communication is needed 
and wanted by individuals [46]. According to the survey, individuals, especially 
older adults, want to see practical tips and information about sexuality to meet indi-
vidual preferences [46]. When considering the growing population of older adults, 
many barriers are present. Schaller et al. highlighted the barriers for seeking help for 
sexual issues among older adults and categorized them into five themes: dynamics 
in communication, understanding of sexuality, knowledge and competence, atti-
tudes, and structural conditions [54].

Older adults, who have been diagnosed with chronic conditions such as cancer, 
find it difficult to gain information about sexuality through their healthcare provid-
ers. Sexual health conversations between healthcare providers and their patients, 
especially patients who are older in age, need to become normalized within can-
cer care.

8.5  Conclusion

Sexuality is important for human health and well-being. As the aging population 
worldwide increases and people live longer and healthier lives, the ability to remain 
sexually active is a major concern in the lives of many older individuals. There are 
many forms of sexual behavior and types of sexual activity. When communicating 
and/or working with older individuals, it is essential not to assume that older indi-
viduals are indifferent to intimacy and sexual pleasure, as well as leading a satisfy-
ing sexual life. Sexuality and its forms have been known to positively influence 
physical, emotional, social, and cognitive aspects of human health. Among the older 
population, sexual dissatisfaction and decreased sexual-related well-being may be a 
warning sign or consequences of serious health conditions. Sexual health-related 
problems in older adults are frequent; however, they are scarcely brought to the 
attention of physicians and other healthcare professionals. Thus, it is important to 
integrate a safe and nonjudgmental system within healthcare professionals where all 
sexually active older individuals have access to education, counseling, and treat-
ment on and about sexual risks and safe sexual practices.
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9Medication Use and Sexual Activity 
in Older Adults

Damiano Pizzol, Petre Cristian Ilie, and Nicola Veronese

9.1  Introduction

Medication prescribed for different conditions can affect sexual activity, especially 
in older adults. The effects can cause sexual dysfunction or can enhance the sexual 
function [1]. To establish whether medication use is a cause of sexual dysfunction, 
one needs to find out if the presence of symptoms was prior to medication com-
mencement, if the persistence had a constant duration even after stopping the intake 
of the medication and if there are other factors that can explain the dysfunction. 
Such information can be obtained from medical history, physical examination and 
laboratory tests. It should also be taken into consideration that the dysfunction can 
sometimes be directly attributable to the diseases for which the patients are being 
treated, as in the case of depression, which in itself can negatively modify the sexual 
response [2]. In this chapter we discuss the main drugs affecting sexual activity or 
prescribed to enhance the sexual function both in older men and women.
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9.2  Men

9.2.1  Medication Affecting Sexual Function

Several types of drugs can have various consequences on sexuality. Men, on whom 
most of the studies have been conducted, are mainly affected by decreased libido 
and erectile dysfunction (ED).

One of the main pathophysiologic mechanisms is related to the increase of pro-
lactin hormone [3]. Hyperprolactinaemia would lead to hypogonadism by inhibi-
tory effect on the hypothalamic-pituitary-gonadal axis. The increase in prolactin 
secretion can be produced by antipsychotics, tricyclic antidepressants, dopamine 
receptor blockers, some antihypertensives (alfa-methyldopa, Reserpine), oestro-
gens, opioids, calcium channel blockers (Verapamil) anxiolytics and blockers of H2 
histamine receptors [3]. If the antipsychotics cause hyperprolactinaemia by dopa-
mine receptor blockade, serotonin reuptake inhibitors, the most common cause of 
drug-induced hyperprolactinaemia, do not have a clear mechanism and it seems to 
be caused by the serotonin indirect effect. Before starting antipsychotics, a baseline 
prolactin level should be measured. The possible consequences are hypogonadism, 
gynecomastia, galactorrhoea and low levels of serum testosterone, as well as a 
decrease in libido, infertility and decrease in the sperm volume and quality (oligo-
spermia) [4]. The loss of libido can be caused by a multitude of drugs, including 
barbiturates, benzodiazepines, lithium, neuroleptics, tricyclic antidepressants, 
monoamine oxidase inhibitors, lipid lowering agents, serotonin reuptake inhibitors, 
anticholinergics, antihistamines, progesterone and oestrogen, anorectic agents as 
fenfluramine and diethylpropion, glucocorticoids and antifungal ketoconazole [5, 
6]. Among the antihypertensives, two diuretics have the greatest effects on sexual 
desire: chlorothiazide, which induces mainly impotence due to its vasodilating 
action and the alteration of blood pressure in the penis, and spironolactone, which 
causes a decrease of libido, impotence and gynecomastia [7]. Interestingly, also 
clonidine, an α2-adrenergic receptor agonist, can cause a decrease in desire, but it 
seems that this is more a consequence of the difficulties in erection and ejaculation, 
which are the main effects of the substance [8]. Even further, some antihistamine 
drugs may also decrease libido due to their sedative effect and can also cause ED 
due to their further action on autonomic nervous system receptors [9].

Antidepressant drugs have real inhibitory effects on sexuality and, in particular, 
tricyclic derivatives raise prolactin rates while lithium carbonate causes a decrease 
of sexual desire. Furthermore, MAOIs and “second generation” antidepressants also 
have negative effects on sexuality, which, however, generally tend to diminish or 
disappear after the first weeks of treatment [6]. Anti-epileptics can lead to a drop in 
libido, but it is not clear whether this is a direct effect of the drugs [10]. The adren-
ergic receptor blockers, which are used as antihypertensives, for some particular 
heart ailments and for asthma, affect the male sexual response, both with ED and 
ejaculation disorders [11]. In particular, prazosin can cause impotence and rare 
cases of priapism [11]. Priapism, a persistent and often painful erection not accom-
panied by sexual desire, can also be caused by other drugs, such as chlorpromazine, 
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thiothixene, fluphenazine, clozapine, and thioridazine [12]. Thioridazine, clomip-
ramine and imipramine can also cause painful orgasms [12].

Antipsychotic drugs, due to their antiadrenergic and/or anticholinergic and anti-
dopaminergic effects, can induce both decreases in desire and inhibition of erection 
and ejaculation: some phenothiazines affect the latter, while thioxanthenes and, in 
particular, benzamides increase prolactin rates, decreasing libido [13].

ED may also be due to: (a) antihypertensive drugs such as digoxin, which lowers 
testosterone levels and elevates those of oestrogen causing gynecomastia; (b) met-
ronidazole antibiotic; (c) histamine H2 receptors blockers; (d) natural alkaloids 
(atropine); (e) other anticholinergics such as bantine, probantine and compounds 
ammonia; and (f) steroidal anti-inflammatories, which, if used for prolonged treat-
ments together with cortisone derivatives, can cause a libido decrease [14, 15].

Finally, ED may also be determined by barbiturates, benzodiazepines, tricyclic 
antidepressants, and endocrine drugs, such as progestins, when used in the treat-
ment of benign prostatic hyperplasia, and anti-androgens [15].

9.2.2  Enhancing Sexual Activity

Advanced age often leads to a condition called late-onset hypogonadism (LOH) 
characterised by low levels of testosterone (T) in men [16]. Low level of T may 
cause many symptoms including fatigue, loss of energy, depressed mood, decreased 
libido and ED [17]. Thus, T replacement therapy is able to significantly mitigate 
these symptoms. Moreover, T treatment may also augment the benefits of lifestyle 
interventions: T treatment of middle-aged obese men with low T level subjected to 
a weight loss programme prevented the diet-associated loss of lean mass, while 
maintaining the loss of body fat [18]. Furthermore, T therapy is associated with 
multiple benefits highly relevant to the patient including amelioration of sexual 
function, depressive mood, muscle function, anaemia, vertebral and femoral bone 
mineral density (BMD), and body composition [19]. Different formulations of T are 
available, including oral, buccal, nasal, subdermal, transdermal and intramuscular, 
for replacement therapy to relieve symptoms and signs of androgen deficiency in 
men with LOH [20].

ED is considered an age-related disease, affecting 20% of men aged >40 years 
and with prevalence across age groups as follows: 20% before age 30, 25% at age 
30–39, 40% at age 40–49, 60% at age 50–59, 80% at age 60–69, and 90% at age 70 
or more [21]. Various first-line treatment options are available, including lifestyle 
modification, testosterone supplementation, psychosexual and couple therapy, 
phosphodiesterase type 5 inhibitors (PDE5Is), vacuum erection devices and topical 
or intra-urethral agents (alprostadil) [22]. Lifestyle modification looks at addressing 
the modifiable risk factors associated with ED: lack of exercise, smoking, diabetes 
mellitus, dyslipidaemia, obesity and metabolic syndrome. More better quality stud-
ies are required to prove the value of this approach. Recent evidence showed that all 
PDE5Is were superior, when compared to placebo, in treating ED and that lower 
dosages had comparable effects to higher dosages [22]. Different PDE5Is seem to 
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have comparable efficacy but they appeared more efficacious when used in combi-
nation with alpha blockers or psychological interventions [23]. Despite their high 
effectiveness, many issues should be considered before their administration includ-
ing etiologic considerations, performance status, safety, adverse effects, bad experi-
ences with previous treatment, cost and satisfaction [24]. The most common adverse 
effects of PDE5i are headache, flushing, dyspepsia and upper respiratory tract 
symptoms [25]. Moreover, especially some clinical conditions should be taken into 
account before administration. First of all, from a cardiological point of view there 
are clear cautions and contraindications for PDE5Is in patients with unstable angina, 
severe congestive heart failure, or uncontrolled hypertension, those at high risk for 
arrhythmias, and those receiving nitrates or any other form of nitric oxide donors 
[25]. In addition, PDE5Is undergo extensive tubular reabsorption in the kidney, thus 
leading to minimal renal clearance and excretion. Thus, in men with chronic renal 
insufficiency (creatinine clearance <30  mL/min), it is recommended to initiate 
PDE5I therapy at a lower dose and titrate up as tolerated because of decreased drug 
clearance [25]. Finally, PDE5Is undergo rapid metabolism and excretion in the liver 
primarily through the CYP3A, CYP2C9, CYP2C19 and CYP2D6 pathways. 
Considering that mild and moderate hepatic impairments significantly decrease oral 
clearance and increase maximum concentration, it is recommended to initiate ther-
apy at lower doses and titrating up as tolerated [25].

Vacuum erection devices might have an efficacy in achieving an erection of 90%, 
but satisfaction rates are between 27% and 94% and they could be associated with 
tissue damages [26]. Prostaglandins intracavernous injections can be an option for 
patients not responding to previously described treatment options. The success rate 
for achieving an erection can be as high as 85% and, considering the topical action, 
there are few side effects [26].

9.3  Women

9.3.1  Medication Affecting Sexual Function

As described above for men, the increase in prolactin secretion may affect the sex-
ual health also in women. In fact, it can cause amenorrhea and galactorrhoea, with 
a decrease of libido and it can be produced by tricyclic antidepressants, by some 
anxiolytics and by drugs blocking the histamine H2 receptors [27, 28]. As reported 
for men, antidepressant drugs affect sexual activity deeply and, in particular, tricy-
clic derivatives raise prolactin rates while lithium carbonate causes decrease of 
sexual desire [29, 30]. Furthermore, as for men, MAOIs and “second generation” 
antidepressants also have negative effects on sexuality, which, however, generally 
tend to diminish or disappear after the first weeks of treatment [6]. Anti-epileptics 
can lead to a drop in libido, but it is not clear whether this is a direct effect of the 
drugs [10].
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In some cases a decreased libido and vaginal dryness have been reported in 
women taking oral contraceptives: the pill produces a reduction in androgen levels, 
but these symptoms are not experienced by all women and, therefore, the data can-
not be completely generalised [31].

Finally, steroidal anti-inflammatories, especially if used for prolonged treatments 
together with cortisone derivatives, can cause a libido decrease as described also for 
men [14, 15, 32].

9.3.2  Medication Enhancing Sexual Activity

Oestrogen treatment in women has been shown to lead to increased frequency of 
sexual activity and improved sexual interest and arousal. Moreover, they can help 
also in terms of vaginal dryness or pain during intercourse [33]. Long-term safety, 
optimal types, doses and routes of therapy, however, remain unclear [34]. 
Considering that hormone replacement therapy is not without potential risks such as 
the increased probability of breast cancer and stroke, currently, it is only recom-
mended for short-term use [35].

In addition to these treatments, acute exercise as exercise manipulation improves 
physical sexual arousal in women taking antidepressants by increasing sympathetic 
nervous system activity and vaginal sexual arousal [36].

9.4  Conclusions

A wide range of drug categories are well known in affecting sexual activity both in 
women and men as summarised in Table 9.1. In contrast, efficacious active ingredi-
ents are studied and utilised in order to improve the sexual life and, thus, the quality 
of life especially in older people. In addition to the medicaments reviewed in this 
chapter, alcohol and nicotine are two widespread substances to consider regarding 
sexual health. On one side, alcohol, which in small quantities increases desire and 
decreases inhibitions, when taken for a prolonged period of time and in high doses, 
can decrease libido, causing ED, poor lubrication, arousal dysfunction and orgasm 
inhibition. Nicotine, maybe due to its vasoconstricting effects, can induce ED.

To date, studies have focused more on the effects of different substances on men, 
although many drugs affect the performance and sexual behaviour of both sexes 
depending on the type of drug, the amount consumed, the length of the period of 
use, environmental factors and individual expectations.

Regardless of the availability of safe and effective drugs, the first-line treatment 
of sexual dysfunction should remove the causing conditions such as treating obe-
sity, type 2 diabetes (T2DM) or metabolic syndrome and the promotion of healthy 
lifestyle and diet.
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Table 9.1 Main drugs affecting sexual functioning

Drug category Active ingredient
Possible effects of 
active ingredient

Possible 
effects of drug 
category

Antihypertensives Spironolactone digoxin Gynecomastia Libido 
decrease
Erectile 
dysfunction

Clonidine methyldopa Erectile dysfunction, 
gynecomastia in men
Orgasm delay or 
absence in women

Reserpine hydralazine
Hydrochlorothiazide
Chlorothiazide

Adrenergic receptor 
blockers
(Alpha-blockers)
(Beta-blockers)

Phenoxybenzamine Dry ejaculation Libido 
decrease
Erectile 
dysfunction

Prazosin Priapism
Propranolol

Antidepressants
(SSRI)
(Tricyclics) (MAOIs)
(“Second generation”)

Sertraline paroxetine Libido 
decrease
Erectile 
dysfunction
Orgasmic 
difficulties

Fluoxetine Spontaneous erections, 
priapism, penile and 
vaginal anaesthesia

Amitriptyline, doxepin 
Isocarboxazid, Phenelzine, 
tranylcypromine
Trazodone Priapism (including 

clitoral), spontaneous 
erections

Antipsychotics
(Phenothiazines) 
(Thioxanthenes) 
(Benzamides) 
(Butyrophenones)

Thioridazine, 
chlorpromazine

Inhibition of erection 
and ejaculation, 
priapism

Libido 
decrease
Orgasmic 
difficultiesChlorprothixene, Sulpiride, 

Levosulpiride, Sultopride, 
Tiapride haloperidol

Amenorrhea and 
galactorrhoea in 
women; gynecomastia 
and erectile deficits in 
men

Anxiolytics
(Benzodiazepines)

Clonazepam, diazepam, 
Flurazepam, lorazepam, 
Chlordiazepoxide

Libido 
decrease
Erectile 
dysfunction
Orgasm delay 
or absence

Legend: MAOIs monoamine oxidase inhibitors, SSRI selective serotonin reuptake inhibitor

References

1. Lindau ST, Schumm LP, Laumann EO, Levinson W, O'Muircheartaigh CA, Waite LJ.  A 
study of sexuality and health among older adults in the United States. N Engl J Med. 
2007;357(8):762–74.

2. Yaqoob S, Yaseen M, Abdullah H, Jarullah FA, Khawaja UA. Sexual dysfunction and associ-
ated anxiety and depression in female hemodialysis patients: a cross-sectional study at Karachi 
Institute of Kidney Diseases. Cureus. 2020;12(8):e10148.

D. Pizzol et al.



111

3. Kennedy SH, Rizvi S. Sexual dysfunction, depression, and the impact of antidepressants. J 
Clin Psychopharmacol. 2009;29(2):157–64.

4. Werneke U, Northey S, Bhugra D. Antidepressants and sexual dysfunction. Acta Psychiatr 
Scand. 2006;114(6):384–97.

5. Sanchez C, Hyttel J. Comparison of the effects of antidepressants and their metabolites on 
reuptake of biogenic amines and on receptor binding. Cell Mol Neurobiol. 1999;19:467–89.

6. Yamada M, Yasuhara H.  Clinical pharmacology of MAO inhibitors: safety and future. 
Neurotoxicology. 2004;25:215–21.

7. Morrissette DL, Skinner MH, Hoffman BB, et al. Effects of antihypertensive drugs atenolol 
and nifedipine on sexual function in older men: A placebo-controlled, crossover study. Arch 
Sex Behav. 1993;22:99–109.

8. Calabro RS, Bramanti P. Intrathecal clonidine administration and erectile dysfunction: what is 
the link? Pain Physician. 2013;16(2):E119–20.

9. Hosseinzadeh Zoroufchi B, Doustmohammadi H, Mokhtari T, Abdollahpour 
A. Benzodiazepines related sexual dysfunctions: A critical review on pharmacology and mech-
anism of action. Rev Int Androl. 2021;19(1):62–8.

10. Najafi MR, Ansari B, Zare M, Fatehi F, Sonbolestan A. Effects of antiepileptic drugs on sexual 
function and reproductive hormones of male epileptic patients. Iran J Neurol. 2012;11(2):37–41.

11. Scharf MB, Mayleben DW. Comparative effects of prazosin and hydrochlorothiazide on sex-
ual function in hypertensive men. Am J Med. 1989;86(1B):110–2.

12. Hsu JH, Shen WW.  Male sexual side effects associated with antidepressants: a descriptive 
clinical study of 32 patients. Int J Psychiatry Med. 1995;25(2):191–201.

13. Montejo AL, Montejo L, Navarro-Cremades F. Sexual side-effects of antidepressant and anti-
psychotic drugs. Curr Opin Psychiatry. 2015;28(6):418–23.

14. Drobnis EZ, Nangia AK. Cardiovascular/pulmonary medications and male reproduction. Adv 
Exp Med Biol. 2017;1034:103–30.

15. Ricci E, Parazzini F, Mirone V, Imbimbo C, Palmieri A, Bortolotti A, Di Cintio E, Landoni M, 
Lavezzari M. Current drug use as risk factor for erectile dysfunction: results from an Italian 
epidemiological study. Int J Impot Res. 2003;15(3):221–4.

16. Braga PC, Pereira SC, Ribeiro JC, Sousa M, Monteiro MP, Oliveira PF, Alves MG. Late-onset 
hypogonadism and lifestyle-related metabolic disorders. Andrology. 2020;8:1530.

17. Hijazi RA, Cunningham GR. Andropause: is androgen replacement therapy indicated for the 
aging male? Annu Rev Med. 2005;56:117–37.

18. Bhasin S, Brito JP, Cunningham GR, et al. Testosterone therapy in men with hypogonadism: an 
endocrine society clinical practice guideline. J Clin Endocrinol Metab. 2018;103(5):1715–44.

19. Grossmann M, Matsumoto AM. A perspective on middle-aged and older men with functional 
hypogonadism: focus on holistic management. J Clin Endocrinol Metab. 2017;102(3):1067–75.

20. Barbonetti A, D'Andrea S, Francavilla S.  Testosterone replacement therapy. Andrology. 
2020;8(6):1551–66. https://doi.org/10.1111/andr.12774.

21. Cheng JYW, Ng EML, Chen RYL, et al. Prevalence of erectile dysfunction in Asian popula-
tions: a meta-analysis. Int J Impot Res. 2007;19:229–44.

22. Chen L, Staubli SEL, Schneider MP, et al. Phosphodiesterase 5 inhibitors for the treatment of 
erectile dysfunction: a trade-off network meta-analysis. Eur Urol. 2015;68:674–80.

23. Choi H, Kim HJ, Bae JH, et al. A meta-analysis of long-versus short-acting phosphodiesterase 
5 inhibitors: comparing combination use with a-blockers and a-blocker monotherapy for lower 
urinary tract symptoms and erectile dysfunction. Int Neurourol J. 2015;19:237–45.

24. Bakr AM, El-Sakka AA, El-Sakka AI. Considerations for prescribing pharmacotherapy for the 
treatment of erectile dysfunction. Expert Opin Pharmacother. 2021;22:821–34.

25. Yafi FA, Sharlip ID, Becher EF. Update on the safety of phosphodiesterase type 5 inhibitors for 
the treatment of erectile dysfunction. Sex Med Rev. 2018;6(2):242–52.

26. European Association of Urology. Male sexual dysfunction. https://uroweb.org/guideline/
male- sexual- dysfunction/#3. Accessed Jan 2021.

9 Medication Use and Sexual Activity in Older Adults

https://doi.org/10.1111/andr.12774
https://uroweb.org/guideline/male-sexual-dysfunction/#3
https://uroweb.org/guideline/male-sexual-dysfunction/#3


112

27. Chen LW, Chen MY, Lian ZP, Lin HS, Chien CC, Yin HL, Chu YH, Chen KY. Amitriptyline 
and sexual function: A systematic review updated for sexual health practice. Am J Mens 
Health. 2018;12(2):370–9.

28. Pontiroli AE, De Castro e Silva E, Mazzoleni F, Alberetto M, Baio G, Pellicciotta G, De 
Pasqua A, Stella L, Girardi AM, Pozza G. The effect of histamine and H1 and H2 receptors on 
prolactin and luteinizing hormone release in humans: sex differences and the role of stress. J 
Clin Endocrinol Metab. 1981;52(5):924–8.

29. Ghadirian AM, Annable L, Bélanger MC. Lithium, benzodiazepines, and sexual function in 
bipolar patients. Am J Psychiatry. 1992;149(6):801–5.

30. Montejo-González AL, Llorca G, Izquierdo JA, Ledesma A, Bousoño M, Calcedo A, Carrasco 
JL, Ciudad J, Daniel E, De la Gandara J, Derecho J, Franco M, Gomez MJ, Macias JA, Martin 
T, Perez V, Sanchez JM, Sanchez S, Vicens E. SSRI-induced sexual dysfunction: fluoxetine, 
paroxetine, sertraline, and fluvoxamine in a prospective, multicenter, and descriptive clinical 
study of 344 patients. J Sex Marital Ther. 1997;23(3):176–94.

31. de Castro Coelho F, Barros C. The potential of hormonal contraception to influence female 
sexuality. Int J Reprod Med. 2019;2019:9701384.

32. Genazzani A. Sex steroids impact on female sexuality: peripheral and central effects. Theol 
Sex. 2008;17suppl1:S18.

33. Potter N, Panay N. Vaginal lubricants and moisturizers: a review into use, efficacy, and safety. 
Climacteric. 2020;24:19–24.

34. Dennerstein L, Alexander JL, Kotz K. The menopause and sexual functioning: a review of the 
population-based studies. Annu Rev Sex Res. 2003;14:64–82.

35. Warren MP, Halpert S. Hormone replacement therapy: controversies, pros and cons. Best Pract 
Res Clin Endocrinol Metab. 2004;18:317–32.

36. Lorenz TA, Meston CM. Acute exercise improves physical sexual arousal in women taking 
antidepressants. Ann Behav Med. 2012;43(3):352–61.

D. Pizzol et al.



113

10Barriers to Sexual Activity in Older 
Adults

Nicola Veronese and Damiano Pizzol

10.1  Introduction

In a seminal paper, Langer proposes that all people are sexual beings, and that 
sexuality continues through the lifespan, even if expressions and attitudes of sexu-
ality change over time [1]. In several industrialized countries, it is known that older 
people are living longer and longer [2]. Furthermore, many older people report 
greater feelings of solitude and loneliness [3]. It was reported that privacy, consid-
ering that families are smaller than previously and adult children are less likely to 
cohabit, permits older people to express their feelings for each other [4]. However, 
in  modern culture, where youth and sexual activity are synonymous with a good 
quality of life, the sexual activity of older people is under-researched, under-dis-
cussed, and poorly understood and several barriers are present for sexual activity 
in older persons [5].

In this chapter, we will report and describe the most important barriers to sexual 
activity in older adults, considering some suggestions to overcome them.

10.2  Barriers to Sexual Activity in Older People

10.2.1  Lack of Positive Social Policy

The topic of sexual activity is of relevance in the world. For this reason the World 
Health Organization (WHO), one of the most authoritative organisations in health 
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care, produced two reports on sexual activity: Measuring Sexual Health and A 
Framework for Action [6, 7]. Unfortunately, neither investigates or reports anything 
on sexual activity in older people [5]. In this sense, only some bulletins of the WHO 
were proposed for older people [8]. A similar statement can be proposed in national 
settings. Given this background, our suggestion is to practically develop some 
guidelines/indications for sexual activity, specific for older people with an interna-
tional resonance and, then, to implement these indications in national settings.

10.2.2  Partner Availability

Partner availability is an important topic among the possible barriers to sexual activ-
ity in older persons, particularly in the case of women over 75 years who are single, 
divorced, or widowed [4]. This figure is counterbalanced by an increased availabil-
ity of partners for single older heterosexual men, due to the differences in life expec-
tancy between the genders [5]. The lack of partner availability is probably the 
greatest barrier to sexual activity in older people [9]. It is reported that the loss of a 
partner or lack of partner during advanced age has a relevant effect on an individu-
al’s desire to engage in sexual intimacy. For example, in a study of 44 older partici-
pants, the authors found that people who felt sex had no importance to them did not 
have partners and, additionally, felt they would not have another partner [10]. The 
issue of availability of a partner in advanced age does have a relevant effect on older 
people, since sexual deprivation reduces quality of life, but choosing to become 
celibate is likely to cause less unhappiness than enforced celibacy [11].

The best intervention for overcoming the problem of lack of a partner is, prob-
ably, to increase the possibility of social interactions among older people. It is, 
in fact, reported that older people have a greater need compared to younger sub-
jects of tenderness and care and eroticism, while sexual intercourse itself is less 
important and, therefore, the possibility to increase social moments is of impor-
tance [12].

In our opinion, some words should be spent for sexual minority older people that, 
as expected, have significantly more barriers (such as discrimination) to sexual 
expression [13, 14]. Sexual activities in this population for gay men, most com-
monly include oral sex and kissing, as for lesbian women, mutual masturbation, oral 
sex, and vaginal penetration with fingers are most common [15].

10.2.3  Psychological Factors

After the lack of a partner, psychological factors are probably the most important 
barriers to sexual activity in older people. Interestingly, a survey made about 
20 years ago reported that a consistent part of older people think that sex is less 
important as they age, but they did not agree that sex is only for younger 
 people [16].
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In older people who had liberal and positive attitudes, a sense of self-worth, and 
psychological well-being there was a greater interest in sexual activity and in sexual 
satisfaction [15, 17].

Desire is frequently mentioned in the studies present in the literature. 
Unfortunately, there is little clarity in definition, but older women are less likely to 
report sexual desire and there is a positive relationship between desire and engaging 
in sexual behavior [4]. This feeling is supported by other studies finding that a 
reduction in sexual interest and desire is associated with aging, being reported more 
frequently in women than men [5, 18]. The reasons for this is unclear, but probably 
current stress, life changes, and previous negative experience may influence sexual 
desire and satisfaction [9].

In Western culture, it is widely thought that sex is only for the young [19]. The 
specter of the stereotypical “dirty old man” and “frigid older woman” unfortunately 
remains with this type of ageism being a form of societal prejudice as it is not based 
on biological facts of aging [5]. These beliefs remain, despite a better understanding 
of sexuality and effective treatment for sexual dysfunctions [11].

In an important work, Weeks et al. suggest that society’s normative evaluation of 
the retained capacity for sex, despite older age, is a relevant determinant in sexual 
activity [11]. It is likely that ageism, an increasing sensation in modern societies, 
has an impact on what is taboo and its restrictions also focus on what people should 
not imagine, resulting in some negative feelings, making sexual activity less enjoy-
able for older persons [20].

Given this background, it appears important to overcome psychological barriers 
to sexual activity in older subjects. A first attempt could be to discuss with a pre-
pared person this aspect, e.g., with a psychologist. Some research, in fact, has 
reported that this intervention can improve sexual satisfaction, particularly reducing 
the shame and the possible barriers to sexual activity in older people [21]. A second 
option could be to fight against ageism, a relevant problem in current geriatric medi-
cine that often leads to wrong ideas and perceptions in society [22]. 

10.2.4  Difficulties Interacting with Health Professionals

It is recognized that sexuality and sexual health needs are under-assessed in gen-
eral healthcare practice as well as geriatric medicine [10]. One study reported 
that nurses are often the first health professionals that older people talk to and the 
attitude of the nurse may affect the outcomes of a consultation [23]. For example, 
some difficulties may occur if the patient has known the health professional for 
a number of years [23]. Other research reports that nurses’ discomfort with the 
subject may cause them to unconsciously limit interactions that would promote a 
discussion of the person’s sexual needs [24]. Some health professionals should 
acknowledge their difficulties about discussing sexuality, particularly in older 
people, and realize that we are all influenced by societal and cultural messages 
about sexuality [9].
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Some other authors reported that we are not raising the issue of sexual needs with 
older adults suggesting that issues of sexuality have been included as specialist 
clinical interventions or obscure research topics [10]. Of importance, even when a 
specialist is consulted, much of the sex therapy literature tends to focus on deper-
sonalized and goal-orientated models of sexuality, which may not be appropriate for 
older people [25]. Moreover, talking to older people about sex is a challenge for 
many health professionals, indicating that discussions should be undertaken when 
the person is fully clothed using softly phrased open-ended questions [18, 26].

There is evidence that older people are less likely to use condoms [10] and that 
the prevalence of sexually transmitted diseases is increasing in later life further 
indicating that the need for education on safer sex is needed across all ages [27].

Moreover, health professionals should know that older patients may use termi-
nology in imprecise ways. Besides, confidentiality is a crucial issue in order to 
establish a trusting doctor-patient relationship and to include sexuality as a basic 
aspect of health [10]. In this regard, health professionals are required to have an 
understanding about the evidence base to support sexual activity [5].

Several strategies are proposed by the literature for better discussing with older 
patients regarding sexuality. For example, Zeiss and Kasl-Godley report that health 
professionals should use information sensitively to guide discussions about sexual-
ity [17]. Similarly, Peate reports that attitudes to sexual health can play an influen-
tial and significant role in older people’s sexual identity [23]. While a good medical 
history is of importance, discussions on sexual activities and sexuality should be 
less about the details and more about the beliefs/ideas related to sexual activity, 
encouraging a large definition of and considering a range of sexual behaviors and 
not concentrating only on sexual intercourse [5]. However, it is important to remem-
ber that experiencing sexual dysfunction, is not part of healthy aging, but a complex 
set of medical conditions (including medications), that is further impacted by cul-
ture, expectations, definition of problems, and recognition by healthcare pro-
viders [5].

The difficulty to discuss sex in older age is, finally, dramatical in nursing homes 
or other similar long term care facilities. Sexuality is overall increasing among nurs-
ing home residents, but several factors preclude its discussion with healthcare pro-
fessionals including stigma and presence of cognitive impairment [28, 29].

10.2.5  Physical Conditions

Physical weaknesses and disability both in terms of pain in different parts of the 
body and neurological disorders and diseases could represent major obstacles to 
sexual desire [30]. Moreover, older women may verify a decline in sexuality due to 
menopause and vaginal dryness that represent a natural phenomenon that impede 
sexuality in aging women. On the other side, the loss of libido and/or sexual potency 
in males is a major concern that can undermine men’s quality of life. It is particu-
larly frustrating when, in presence of libido, erectile dysfunction does not allow 
sexual satisfaction. The best-case scenario for a couple is the achievement of 
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menopause and andropause at the same time to avoid a couple imbalance but it 
rarely occurs. Also, for this, improvements in terms of social and health assistance 
with adequate professionals are needed.

10.3  Conclusions

Barriers to sexual activity in older people are several, including lack of positive 
social policy, partner availability, and psychological factors. Healthcare profession-
als have a pivotal role in discussing barriers to sexual activity in older adults and, in 
this sense, more knowledge and education should be undertaken by those assisting 
older people.
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11Lifestyle Factors Supporting 
and Maintaining Sexual Activity in Older 
Adults

Sandra Haider, Angela Schwarzinger, 
and Thomas Ernst Dorner

11.1  Introduction

In older age, sexuality is often a taboo topic or focused on treating sexual dysfunc-
tion. Sexuality is seldom seen as something healthy that contributes to one’s general 
well-being. Sex should not only be understood as a pleasurable practice either with 
a partner or alone, but also within the broader context that includes partnership, 
trust, physical contact, and intimacy. Scientific evidence clearly shows that sexual 
activity is closely linked to good health. For example, an Austrian study has shown 
that dissatisfaction in one’s sexual activity and discomfort in one’s partnership or in 
one’s family are factors that are most strongly associated with physical symptoms 
such as joint and muscle pain or subjective decline in strength or endurance [1]. This 
can be interpreted in two ways: that problems with sexuality or partnership lead to 
worse health and quality of life, or that physical problems and a lower fitness lead 
to problems in sexuality and partnership.

Either way, lifestyle factors seem to play an important role and seem to facilitate 
and modify sexuality. Lifestyle is mostly understood as a behavioural pattern and 
includes physical activity (PA), diet, smoking habits, and alcohol consumption. In 
the broader context lifestyle factors are influenced by behavioural factors like per-
sonal values, beliefs, personal space, health literacy, sexual orientation, and social 
factors such as social capital, partnership, or common values and ideologies. In this 
chapter we focus on classical lifestyle factors and on body weight as direct conse-
quences of PA and nutritional behaviour.
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11.2  Lifestyle Factors and Sexuality

The association between lifestyle factors and sexuality is depicted in Fig. 11.1. In 
this figure we hypothesise a causal direction from lifestyle factors that facilitate 
changes in different levels. The most important classical lifestyle factors are PA, 
healthy diet, non-smoking or having quit smoking, and adequate alcohol consump-
tion. Those factors are interconnected (e.g. sufficient PA requires non-smoking and 
a healthy diet) to allow the body to maintain or gain muscle mass.

Optimisation of lifestyle factors leads to positive physiological effects and 
changes the somatic or mental physiological functions. Lifestyle optimisation can 
contribute to lower inflammation and better endothelial function and can therefore 
improve the function of blood vessels and the perfusion of all organs. This is a pre-
requisite for sexual activity and also improves cardiovascular health. Additionally, 
lifestyle factors trigger changes in the endocrine and nervous systems. These include 
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changes in hormones, neurotransmitters, or immune defence factors like sex hor-
mones, oxytocin, adrenaline, serotonin, or dopamine. The physiological task of 
these hormones is to prepare for reproduction and to ensure interpersonal bonds. 
Apart from reproduction, these endocrine factors have positive effects on health 
such as the anabolic effect on muscles and bones and improved wound healing. 
They also have a beneficial effect on mental health, including mood and cognitive 
function. Furthermore, lifestyle factors enhance physical fitness and physical per-
formance, which are beneficial for sexual activity, but also for general health and 
well-being.

Lifestyle factors influence various health dimensions through which sexuality 
improves in the following ways:

• Firstly, lifestyle factors increase overall health and well-being on the physical, 
mental, and social health dimensions. Lifestyle factors increase physical fitness, 
quality of life, body image, and self-esteem and can increase social capital and 
social support. All these factors are important for sexuality and show how life-
style factors improve sexual life.

• Secondly, lifestyle factors contribute towards the prevention of chronic diseases. 
Some preventable chronic diseases include obesity, cardiovascular diseases, 
stroke, cancer, chronic back pain, arthritis, incontinence, dementia, or depres-
sion. These chronic diseases either physically or mentally lead to sexual dysfunc-
tion or decrease sexual interest and sexual desire. Therefore, lifestyle factors that 
prevent chronic diseases also increase sexual health.

• Thirdly, the ageing process is associated with some changes in men and in 
women, which influence the sexual function. Some of them are common like 
erectile dysfunctions (ED) in men or difficulties relating to arousals, orgasm, 
and lubrication in women [2]. Lifestyle factors can have a direct effect on the 
function of sexual organs and therefore can contribute to sexual dysfunction 
therapy.

Summing up, lifestyle optimisation improves sexual function, prevents sexual 
dysfunction, and increases sexual interest, sexual desire, and sexual satisfaction. 
Additionally, lifestyle factors enable sexual actions and sexual behaviour. As can be 
seen, the positive effects of lifestyle factors on sexuality are manifold.

11.2.1  The Lifestyle Factor: Physical Activity

The following pages outline the association of PA with sexuality. Some training 
methods including practical inputs are subsequently presented.

11.2.1.1  More PA-Better Sexuality/Better Sexuality-More PA
The association between the amount of PA and sexual activities has been shown in 
some studies. For example, data from the English Longitudinal Study of Ageing, 
including 3112 people with a mean age of 64.4 (9.8) years, have demonstrated that 
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men doing moderate PA at least once a week have a 1.64 higher chance of having 
any sexual activity, with a confidence interval (95% CI) of 1.24–2.15 [3]. Also, men 
doing vigorous PA have an even higher chance of sexual activity, presented by a 
higher odds ratio (OR) of 2.06 (95% CI: 1.50–2.84). In women performing vigorous 
PA at least once a week, the chances of being sexually active had an OR of 1.42 
(95% CI: 1.09–1.85), which is also higher in comparison to women doing no vig-
orous PA.

There was also a positive association between fitness levels and frequency of 
sexual activity, as shown by a cross-sectional study (n = 1039; ≥50 years) [4]. In 
this analysis, 30% of females with the lowest fitness level, 38% with middle fitness, 
and 66% with the highest fitness level have one or more occasions of sexual inti-
macy per week. In men, sexual activity was also higher in older adults with better 
fitness levels, while the corresponding percentages were 46%, 60%, and 63%, 
respectively. Additionally, a strong positive correlation between fitness levels and 
degree of sexual satisfaction was seen among men [4].

There are also studies looking at the association between the amount of PA and 
ED. One of these examinations (n = 3112 men; aged >50 years) has shown that men 
doing vigorous PA at least once a week had a 0.58 lower chance for ED (95% CI: 
0.44–0.77) compared to inactive men [3]. Comparable results have been seen in a 
cross-sectional analysis including health professionals (n  =  31,742 men; age: 
53–90) [5].

11.2.1.2  Effects of PA on Sexuality
As stated in the introduction section, it is well proven that regular PA improves 
overall fitness (aerobic and musculoskeletal capacity), quality of life, mental health, 
body image, and general well-being [6, 7]. Additionally, regular PA affects the sym-
pathetic nervous system, endocrine factors, and prevents many non-communicable 
diseases [8]. These positive effects of regular PA can also influence sexuality, as 
illustrated by the following studies:

• Quality of life/well-being/enjoyment: Data have proven that regular PA is related 
to a better quality of life [7]. This quality of life has also been associated with 
better sexual function [9]. In a study conducted by Flynn and colleagues on 139 
independently living participants with or without a partner (mean age 74 years), 
a moderately positive correlation was found between quality of life and the fre-
quency and importance of sexual behaviour [9]. Some reasons for the association 
might be that during sexual activities, endorphins and endogenous opioid pep-
tides are released [10]. Additionally, results of the English Longitudinal Study of 
Ageing have shown through a four-year follow-up of 2577 men and 3195 women 
aged ≥50 years that men who reported a decline in the frequency of sexual activ-
ities had a higher chance for deterioration in self-rated health (OR = 1.47, 95% 
CI: 1.04–2.08) [11]. In women, a decline in frequency of sexual activities was 

S. Haider et al.



123

also connected with deterioration in self-rated health (OR  =  1.64, 95% CI: 
1.07–2.51).

• Longstanding illness: It is indisputable that PA is a protective factor for chronic 
illnesses such as type 2 diabetes mellitus, hypertension, obesity, and cardiovas-
cular events [7]. Additionally, PA positively influences low-grade chronic inflam-
mation, whereas the exact mechanism is still unclear [12, 13]. Furthermore, 
studies have explored an association between longstanding illnesses and sexual-
ity. This association has been shown by the above-mentioned English Longitudinal 
Study. In this study, men with long-standing illnesses had a higher chance for 
less sexual activity (OR = 1.69, 95% CI: 1.20–2.37) compared to men with no 
long-standing illnesses [11]. Another US community-based cross-sectional study 
including 22,654 people with an age of ≥55 years has found that cancer, bladder/
bowel problems, major surgery, poor vision, mental health conditions, cardiovas-
cular diseases, and their risk factors have been related to sexual inactivity [14]. 
However, poor cardiovascular health has not been shown to be a predictive factor 
for low sexuality after 5  years (population-based longitudinal investigation 
n = 1046 men & 1158 women; 57–85 years) [15].

• Cognitive function: It has increasingly been shown that regular PA has a positive 
effect on cognitive function, functional capacity, and dementia [7]. Furthermore, 
better cognitive function was related to more sexual activities, as shown by 
Wright and colleagues in a cross-sectional study including 73 participants aged 
50–83 years with no history of dementia [16]. A further cross-sectional investi-
gation (n = 6833; 50–89 years) has found significant associations between num-
ber sequencing and recall, as well as any form of sexual activity in men, whereas 
in women only an association between recall and sexual activities was shown 
[17]. Within the same data set but through a longitudinal design (n  =  4476), 
Smith and colleagues were also able to show that sexually active men at baseline 
had better immediate and delayed recall over a 4-year follow-up, but no such 
association was found in women [18].

11.2.1.3  Training Methods
As can be seen from the previous chapter, PA affects many health conditions. 
Nonetheless, the effects of PA depend on the type of PA (aerobic PA, muscle- 
strengthening activities, stretching, etc.). For example, aerobic PA has effects on 
physical endurance whereas muscle-strengthening activities mainly aim at increas-
ing muscle mass. Proven training methods including practical methods that facili-
tate sexual health are presented below.

 Aerobic Physical Activity
Aerobic activities (e.g. Nordic walking, cycling, swimming) make the body’s 
large muscles move in a rhythmic manner for a period of time and cause a per-
son’s heart rate to increase [19, 20]. When these activities are performed regu-
larly, aerobic activities have a positive effect on physical endurance measured 
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by maximum oxygen uptake (VO2max) and make the cardiorespiratory system 
stronger. Additionally, aerobic activities influence hormones (e.g. testosterone, 
oestrogen, oxytocin), glucose metabolism, blood pressure, and serum lipid as 
well as reduce fat mass [20–22]. Older adults doing regular aerobic activities 
have a reduced risk of age-related loss of physical function [19].

Aerobic training has direct effects on sexual function as well. A systematic 
review of interventional studies in men with ED (mean age 55 years) revealed 
that aerobic exercises of 160 min per week over 6 months decreased ED, espe-
cially when the ED was caused by physical inactivity, obesity, hypertension, 
metabolic syndrome, and/or cardiovascular diseases [23]. A reason why PA is 
especially effective when cardiovascular risk factors are present might be that 
ED is often a sign of poor vascular function [24]. Another study that included 
22 hypertensive men with a mean age of 62.1  years has shown that interval 
training (60–79% VO2max for 8  weeks duration: 45–60  min/day) reduced 
ED [25].

In women, literature suggests that aerobic activity at moderate to vigorous inten-
sity has been linked to better sexual arousal, as it increases sympathetic nervous 
system activity and endocrine factors [8], as well as changes mood through hor-
mone and neurotransmitter levels [26, 27]. Another study (n = 36) demonstrated 
higher vaginal blood circulation and vaginal pulse amplitude after 20 min of ergom-
eter training with 70% of the VO2max when combined with watching an erotic film, 
compared to just watching an erotic film [27]. However, this study was done in 
younger women between 18–45 years of age.

Due to these positive effects, it is recommended that older people perform 
150 min of moderate or 75 min of vigorous PA or an equivalent combination of 
both each week. Additional health benefits can be achieved when doing 300 min 
of moderate intensity activities. If older adults cannot achieve the required amount 
of activity because of chronic conditions, they should do as much of it as possi-
ble [19].

 Practical Input
This PA programme follows the actual PA guidelines for older adults [19].

• Activity: Aerobic activities can be performed in various ways (e.g. walking, hik-
ing, running, swimming, cycling). Choose the method which seems to be most 
appropriate for you!

• Duration: 150 min of moderate intensity or 75 min of vigorous intensity should 
be spread through the week.

• Intensity: Do moderate or vigorous PA or a combination of both.
 – Moderate intensity: Moderate intensity is a level of effort of 5–6 on a scale 

ranging from 0 to 10, where 0 is the level of sitting, and 10 is maximum effort. 
A level of 5–6 demands a noticeable increase in breathing and heart rate.

 – Vigorous intensity: Vigorous intensity begins at 7 till 8. A level of 7–8 demands 
a significant increase in breathing and heart rate.
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 Muscle-Strengthening Exercises and Pelvic Floor Training
Muscle-strengthening exercises (e.g. resistance bands, own body weight, climbing 
stairs, carrying heavy loads) have substantial effects on various health dimensions 
and is known to increase skeletal muscle mass, have effects on bone mineral density, 
glucose metabolism, serum lipids, blood pressure, and basal metabolism [22]. 
Additionally, muscle-strengthening exercises have effects on sex hormones (testos-
terone, oestrogens, growth hormone(s), and insulin-like growth factor-1), inducing 
endogenous hormonal elevations.

As mentioned, muscle-strengthening exercises have a significant effect on mus-
cle mass, which is important when considering that the ageing process is associated 
with a progressive loss of muscle mass with approximately 30% between 30 and 
80 years [28]. This age-related decrease in muscle mass in combination with a loss 
in muscle strength or function [29], called sarcopenia, is often associated with 
frailty [30]. Frailty, a geriatric syndrome, is defined as exhaustion, loss of appetite, 
weakness, functional difficulties, and low PA and is characterised by an increased 
vulnerability to external stressors [30]. Both sarcopenia and frailty lead to physical 
disability, dependency, falls, institutionalisation, decreased quality of life, and social 
isolation [29, 31]. As such, it is obvious that these two phenomena might also influ-
ence sexuality in older adults. Consequently, muscle mass and especially muscle 
strength is a key factor in maintaining functional independence in older adults.

When thinking of sexual function, strengthening the pelvic floor muscle (PFM) 
seems of special importance as its strength, power, and endurance are important for 
maintaining urinary continence and may have benefits for sexual satisfaction [32]. 
For example, in a multicentre study of middle-aged women (n  =  585 women, 
54.9 years) a strong pelvic floor was a predictor for sexual activities, and women 
with a strong pelvic floor had a 1.89 higher chance of engaging in sexual activities 
(OR = 1.89, 95 CI: 1.18–3.03). It has also been shown that pelvic floor training 
resulted in a reduction in problems with their sex lives [33]. In this context it must 
be mentioned that urinary incontinence is a factor affecting sexual desire and satis-
faction [34]. Dissatisfaction with sexual life was strongly correlated to worries 
about urinary leakage during intercourse (n = 147; 18–74 years) [35]. Based on data 
from a Cochrane systematic review including 31 trials (n = 1817 women), PFM 
training can cure or improve symptoms of all types of urinary incontinence. It may 
reduce the number of leakage episodes and the quantity of leakage, consequently 
improving the quality of life [36]. In men, evidence suggests that the pelvic floor 
muscles play a crucial role in penile rigidity [37]. A systematic review (7 studies, 
478 participants; 43–69 years) has revealed that PFM training in combination with 
aerobic activities improves patient-reported erectile function [26]. The findings of 
PFM training and its association with sexuality were mainly from younger popula-
tions. Nonetheless, the PFM training method could also be applied for older people.

Addressing frailty and sarcopenia, it is recommended to do muscle- strengthening 
activities of moderate or higher intensity for the major muscle groups, two or more 
days a week [19]. Additionally, strengthening the pelvic floor muscles might 
improve sexual activity in older adults.
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 Practical Input for Muscle-Strengthening in General
This PA programme followed the actual PA guidelines for older adults [19].

• Activities: Muscle-strengthening exercises can be performed in various ways 
(e.g. weight-lifting; elastic bands, own body weight). Choose the method which 
seems to be most appropriate for you!

• Frequency: The major muscle groups (legs, hips, back, abdomen, chest, shoul-
ders, and arms) should be trained at least 2 days a week.

• Sets and repetitions: Do 1–3 sets of 8–12 repetitions for each exercise.
• Intensity: Exercises should be performed to a point at which it is difficult to do 

another repetition.

 Practical Input for Pelvic Floor Training Based on Olliver [38]
• Activity

 – Lying down, stomach and thigh muscles are relaxed. Focus on PFM. (Squeeze 
the PFM and lift them inside up. Imagine an open flower, which closes.)

 – Contract PFM for 5 s and relax.
 – Repeat it 10 times.

• Frequency
 – Week 1: 10 cycles, 3 times.
 – Week 2–5: increase up to 50 cycles, 3 times.
 – Maintain 30 consecutive cycles daily.

 Stretching
Stretching exercises lengthen shortened tissue and enhance the ability of joints to 
move through their full range of motion. They also relax hypertonic muscles and 
thus allow older adults to perform daily activities more easily. Since improved flex-
ibility reduces the risk of injury, older adults should maintain their flexibility, mak-
ing stretching exercises part of their PA programme [19].

When thinking about sexuality, flexibility might also play a relevant role, espe-
cially in older age. However, to the authors’ knowledge there has been no study 
investigating the effect of stretching exercises alone. However, research has inves-
tigated the effectiveness of combined psycho-physiological therapy, including 
stretching and breathing exercises, as a new alternative therapy for sexual satisfac-
tion. In this context one study was found in middle-aged heterosexual men, mar-
ried for a minimum of 6  months, and recruited in a hospital (n  =  80 men; 
20–55 years). The study showed that men who practiced combined psycho-physi-
ological therapy including stretching and breathing for 20 sessions with a duration 
of 90–120 min had improved sexual satisfaction, whereas the intervention group 
did not have significantly better scores than the control group continuing their daily 
routine [36]. Looking at the intervention in detail, each session started with a 
10-min warm-up, followed by rhythmic breathing and a stretching therapy while 
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each muscle was stretched separately. Each lesson was finished by rhythmic 
breathing.

Summing up, there are only single studies with small sample sizes of younger 
people looking at the effect of stretching on sexuality. Hence, no clear recommenda-
tion can be given at this point. However, when bearing the above-mentioned general 
benefits in mind, it might be hypothesised that stretching can positively affect sexu-
ality in older adults. Therefore, some practical input is given below.

 Practical Input
• Stretching and breathing based on Bay et al. [36].

 – Start rhythmic breathing as a warm-up to harmonise the body and mind. You 
can use the following breathing technique: Breath slowly and deep four times 
per minute.

 – Then stretch muscle slowly and passively for the full range of motion. The 
major muscle groups should be stretched.

 – For maximum gain, remain in stretching position for about 20–30 s or until 
the muscle relaxes.

 – Exhale when a muscle is stretched; inhale when a muscle is relaxed.
 – Finish session with rhythmic breathing.
 – Note: It is important to take time, breath, and relax; therefore a session of 

60–90 min is advised.

 Yoga
Yoga—literally meaning “union”—might be another facilitator to healthy sexuality, 
also in older adults. Yoga comprises aerobic training, muscle strengthening, mind-
fulness exercises, and stretching, depending on the type of yoga and the practiced 
postures. Additionally, yoga includes breathing exercises [32, 36].

Generally the health effects of yoga have been proven on multiple physical func-
tion outcomes in older adults such as strength, balance, flexibility, and mental well- 
being [33]. Consequently, authors demanded the addition of yoga to the PA 
guidelines for older adults.

Concerning the impact of yoga on sexual health, research is limited. One pilot 
study was found where sexually active young men with no clinical diagnosis partici-
pated in a 12-week yoga camp doing Yoga Asanas (n = 65; 40 (8.3) years) [34]. 
Results showed a significant improvement in sexual function measured by the Male 
Sexual Quotient (before: 66.4 (10.9); after: 78.2 (6.1)). The same authors performed 
the same intervention in healthy women (n = 40; 34.7 (8.5) years). The participants 
were also able to improve sexual function, measured by the Female Sexual Function 
Index (before: 23.7 (8.5); after: 30.4 (3.1).

To sum up, the effects of yoga on the general health of the elderly population 
have been proven. However, studies looking at the effect of yoga on sexual health 
are missing to a great extent. When bearing the above-mentioned general health 
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benefits in mind, it might be hypothesised that yoga can positively affect sexuality 
in older adults.

11.2.2  Lifestyle Factor: Healthy Diet

A healthy diet is another lifestyle factor which influences the sexual behaviour of 
older adults. As mentioned before the prevention of sarcopenia and frailty in the 
older population plays a role, as these factors are relevant to maintain mobility and 
avoid independency. There is also a body of studies looking at various diets and 
nutritional supplements which might influence overall health and sexual activity as 
well. An overview of the potential effect of nutritional habits is given above.

11.2.2.1  Sarcopenia and Protein Intake
Sarcopenia is a major problem associated with the ageing process. Based on the 
definition of the “European Working Group on Sarcopenia in Older People” sarco-
penia is the age-related decrease in muscle mass in combination with a loss in mus-
cle strength or function [29]. This decline in muscle mass comes up to approximately 
30% between the age of 30 and 80  years [28]. Additionally, muscle strength 
decreases significantly, making up a decrease of 20–40% in men and 50% in women 
older than 80 years [35]. Sarcopenia and geriatric syndrome frailty [30] are associ-
ated with an increased risk of falls, fractures, cardiovascular disease, dependence, 
hospitalisation, and all-cause mortality [29, 39]. Due to these serious health out-
comes, sarcopenia and frailty should be avoided [37], a consequence of which sex-
ual ability can be maintained.

Modifiable factors that can prevent sarcopenia and frailty are enough PA and a 
healthy diet, whereas special attention should be paid to protein intake [29, 40]. As 

Take-Home Message
To sum up the literature concerning PA, studies suggest to perform…

• … aerobic exercises for 150 min of moderate intensity or 75 min of vigor-
ous intensity or an equivalent combination of both every week.

• … muscle-strengthening exercises with moderate or greater intensity 
involving the major muscle groups for two or more days a week. When 
thinking of sexual health, strengthening the pelvic floor muscle seems of 
special importance.

• … stretching exercises of the major muscle groups.
• As yoga has been shown to improve physical functioning in older adults, it 

might be hypothesised that yoga can improve their sexual health as well. 
However, studies are broadly missing.
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such, a protein intake for at least 1.0–1.2 g/kg body weight/day is suggested for 
healthy older adults [41–43]. For older adults with acute or chronic illnesses, 
1.2–1.5 g/kg body weight/day may be indicated. In some publications up to 2.0 g/
kg body weight/day are recommended and should be individually adjusted depend-
ing on the nutritional status, PA level, disease status, and tolerance [43, 44].

Summing up, the nutritional recommendations for older adults should be 
achieved to avoid an excessive loss of muscle mass, which can lead to restrictions in 
daily life and reduced sexual ability.

11.2.2.2  Fruits and Vegetables/Mediterranean Diet
According to the above-mentioned nutritional recommendations, the diet should 
also be rich in fruits and vegetables, where variety is as important as quantity [45]. 
This diet was shown to reduce blood pressure and the risk of cardiovascular disease, 
as well as prevent some types of cancer and premature mortality [46, 47].

There are also studies looking at the direct effect of fruits and vegetable intake 
on sexual function. In a longitudinal study of 1564 men older than ≥65  years, 
recruited in housing estates and community centres, it has been shown that high 
levels of fruits and vegetable consumption (>350 g/1000 kcal/day) were associated 
with a reduced International Prostate Symptoms Scale, but not with less ED or 
sexual activities after 4 years [48].

Concerning various diet styles the Mediterranean diet, which is rich in fruits, 
vegetables, whole grain, legumes, walnut, and olive oil, was shown to improve 
physical performance and to protect against muscle wasting [49]. As it also reduces 
cardiovascular risk factors, cognitive decline, the risk for breast cancer, and all- 
cause mortality, it was recommended for menopausal women [50].

Additionally, a systematic review including observational and interventional 
studies has shown that ED was less prevalent in men sticking to the Mediterranean- 
style diet compared to men with the Western diet [51]. The fact that the 
Mediterranean diet is a protective factor for ED was also confirmed by a recent 
review [52]. Additionally, a Mediterranean diet in combination with regular exer-
cise can even help to regain sexual activity [53]. In women with obesity, diabetes, 
or metabolic syndrome, the same diet was also shown to increase sexual function, 
alleviate sexual dysfunction, change metabolic markers, and reduce inflammatory 
cytokines [54].

To sum up, while one’s fruit and vegetable intake is relevant to absorbing suf-
ficient micronutrients, the literature suggests adhering to a Mediterranean 
diet style.

11.2.2.3  Supplements
In addition to a balanced diet, there are also supplements which might facilitate 
sexual activity in two ways. While supplements are relevant to avoid malnutrition 
and sarcopenia and to enhance one’s health status, they directly influence sexual 
function.
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In general, current evidence does not support routine supplementation for well- 
nourished older people [55]. Older adults should eat food with high energy density 
and achieve the nutritional recommendations whenever possible. However, when 
wanting to prevent malnutrition and sarcopenia, supplements might be used to avoid 
or minimise functional limitations and to maintain physical function [43, 55], as a 
consequence of which sexual activity can be improved or maintained. As mentioned 
before the uptake of proteins is especially relevant in this age group.

There are also studies looking at the effect of supplements on sexual function per 
se. In the majority of these studies supplements are used as a therapy to treat 
ED. Micronutrients are potentially important for sex hormone synthesis, particu-
larly during the age-related decline in the endocrine system [37]. A systematic 
review has looked at the effect of these micronutrients on the hormone system. 
Authors have found no significant effects of micronutrients (vitamins A, C, D, or E; 
carotenoids; iron; copper; zinc; magnesium; selenium; and potassium) on sex hor-
mones. However, authors have stated that the data are limited and that the included 
trials have significant methodological limitations [37].

It has also been discussed that amino acids can positively influence sexuality. 
Theoretically, L-arginine helps the blood vessels to relax and to promote good blood 
flow by using nitrous oxide. L-citrulline is another amino acid, which is converted 
to L-arginine. As studies have shown that patients with ED have low L-arginine and 
L-citrulline level, increased levels might reduce problems [56]. The recent system-
atic review and meta-analysis of Rhim et  al. [57] has concluded that L-arginine 
supplements should be recommended to patients with mild to moderate ED. However, 
they have stated that the dosage and the duration vary among studies, making the 
conclusion limited. This was confirmed by Koolwal and colleagues [58]. There are 
also studies stating that there is no scientific evidence for L-arginine [59]. Compared 
to L-arginine there are only some small studies of L-citrulline making a recommen-
dation of its effects even more difficult [60].

Panax ginseng is another frequently used product for ED [61]. The physiological 
effect is that Panax ginseng may increase NO and reduce homocysteine at the same 
time [62]. Although a systematic review and meta-analysis has showed a possible 
effect on ED, a definite answer to this is needed through further studies with larger 
sample sizes [63].

Summing up, there is no scientific evidence that directly supports the effects of 
supplements (micronutrient, amino acid, panax ginseng) on sexual function. 
However, supplements can operate indirectly, when they are used to avoid sarcope-
nia, malnutrition, or frailty.

Take-Home Message
Studies suggest…

• … to meet the nutritional recommendations for the healthy elderly.
• … to have a protein intake of at least 1.0–2.0 g/kg body weight/day.
• … to have an adequate energy intake rich in nutrients.
• … no clear recommendations can be given for supplements.
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11.2.3  Lifestyle Factor: Alcohol

Alcohol consumption is associated with various short- and long-term health risks 
including high blood pressure, liver disease, and various cancers (e.g. breast cancer) 
among others, whereas the risk of these harms increases with intake [64]. In this 
context it has to be considered that recent studies question the protective health 
benefits (e.g. reducing risk of heart disease) of even moderate alcohol consumption 
[65]. Additionally, it has to be taken into account that alcohol contains a lot of calo-
ries, which can increase body weight.

When looking at the direct effect of alcohol on women’s sexual functions, litera-
ture indicates opposing views [66]. On the one hand there are studies that show no 
effect of alcohol on sexual arousal, pleasure, or orgasm, while on the other, investi-
gations show positive effects. Additionally, it was shown that older women who 
frequently drink alcohol perceived sex as more important, and have sex-related dis-
cussions with a physician more often. To this, higher risky sexual behaviours and a 
higher prevalence of depression are mentioned as possible reasons [66].

In men, studies suggest that alcohol consumption and sexual function are associ-
ated in a J-shaped manner, where moderate alcohol consumption has a protective 
effect on ED [67]. This is confirmed by a further prospective cohort study in the 
general population (n = 31,742 men; age: 53–90) [5]. Moderate alcohol consump-
tion was also a protective factor for ED in diabetic men, treated in 26 diabetes clin-
ics in Israel (n  =  1040; mean age 57  years; OR: 0.7; 95%CI: 0.51–0.97) [68]. 
Additionally, a cross-sectional study (n = 1.580 men, >20 years) has shown that 
current drinkers have a 25–30% reduced probability for ED [69]. Authors assume 
that these beneficial effects may be due to the long-term effects of high-density 
lipoprotein cholesterol and other variables, leading to a higher bioavailability of NO 
[70]. Of note, literature generally agrees that out of control drinking has negative 
effects, as behaviour and relationships with other people are affected. Consequently, 
it is recommended to avoid excessive alcohol consumption for good erectile func-
tion, where one to two drinks have been mentioned as the maximum amount to be 
consumed per day (level B evidence) [70].

11.2.4  Lifestyle Factor: Non-smoking

It is well known that smoking is one of the leading preventable causes of death, as 
it represents a great risk for cardiovascular diseases, stroke, and lung diseases (e.g. 
COPD, asthma, cancer), affecting a person’s overall health [71, 72]. As such and 

Take-Home Message
Studies suggest…

• … none to moderate alcohol consumption facilitates good sexual function 
and sexual satisfaction.
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when bearing in mind that longstanding illnesses are associated with worse sexual 
function, non-smoking has positive effects on sexuality.

Additionally, there is a positive effect of non-smoking and ED, when compared 
to direct and second-hand smoking exposure [73, 74]. For example, a meta-analysis 
of four prospective cohort studies has shown that the risk for ED was 51% higher in 
current smokers, and 20% higher in ex-smokers compared with people who never 
smoked [75]. There are also examinations assessing the effects of smoking cessa-
tion, showing that cessation significantly enhanced both physiological and self- 
reported indices of sexual health, irrespective of baseline ED [76]. The positive 
effect of smoking cessation was also confirmed by Pourmand and colleagues, who 
recruited smokers (n  =  281; aged 30–60  years) requesting nicotine replacement 
therapy and who complained about ED [77]. In this study ED status improved in 
25% of ex-smokers but in none of the current smokers after 1 year of follow-up.

As smoking is one of the leading preventable causes of death and literature also 
revealed a direct effect on ED, smoking cessation is suggested to maintain sexual 
satisfaction [70].

11.2.5  Lifestyle Factor: Body Weight

As mentioned in the introduction, PA and healthy diet influence body weight, hav-
ing effects on various health dimensions and as a consequence influencing sexuality. 
In older adults in general, a body weight of 23.0–29.9 kg/m2 is recommended, as it 
is associated with the lowest all-cause mortality [78]. As such, in older adults a BMI 
typically categorised as “overweight” is not related to adverse mortality outcomes 
[79]. However, obesity is associated with an increased risk for non-communicable 
diseases and should therefore be avoided [80].

Exploring the association between body weight and sexual activity, results of the 
population-representative English Longitudinal Study of Ageing (n = 2220 men & 
2737 women; mean age 68.2 years) have showed that men with overweight had a 
1.45 higher probability of engaging in sexual activities, with a confidence interval 
of 1.15–1.81 compared to men with normal weight. Also, men with obesity had a 
higher chance of engaging in sexual activities (OR = 1.38, 95% CI: 1.07–1.77) than 
those with normal weight [81]. In women, the results were comparable in that 
women with overweight had a higher chance of engaging in sexual intercourse 
(OR = 1.34, 95% CI: 1.05–1.71) compared to women with normal weight.

However, there are studies on the association between body weight and sexual 
dysfunction revealing that obesity is associated with ED. For example results of a 

Take-Home Message
Studies suggest…

• … to remain a non-smoker or to quit smoking.
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review reported a 30–90% higher risk in overweight or men with overweight or 
obesity [82]. This might be due to the fact that obesity and ED share similar patho-
logical pathways [83]. The same above-mentioned review has summarised that 
women with metabolic syndrome have an increased prevalence for sexual dysfunc-
tion as compared with women with normal weight [82]. However, these results do 
not especially apply to older adults.

From the results of longitudinal studies, the Health Professionals Follow-up 
Study including 31,724 men free of ED at baseline (age 53–90 years) deserves men-
tion. This investigation has revealed that men with a BMI >28.7 kg/m2 had a 1.3 
higher relative risk (95% Cl: 1.2–1.4) for developing ED than men with a BMI 
<23.2 kg/m2 after 2 years [5]. In a further study, authors reported a 70–96% higher 
probability for developing ED in men with obesity compared to men with normal 
weight with follow-up between 5 and 25 years [70]. As such, in older men with 
obesity a negative energy balance through increasing PA and reducing energy intake 
might be an effective intervention for ED, as it reduces body weight, which also 
reduces pro-inflammatory state and the available NO [84, 85].

Summing up, despite having a higher chance of engaging in sexual activity, obe-
sity in older adults should be avoided to prevent chronic disease and sexual dysfunc-
tion through following a healthy diet and enough PA.

11.3  Summary

As can be seen from the cited studies, a healthy lifestyle consisting of an adequate 
amount of PA, a healthy diet, the absence of smoking, and none to moderate alcohol 
consumption can be seen to facilitate better sexuality in older adults. This lifestyle 
has positive physiological effects and influences health in various dimensions, 
improving general health, preventing chronic diseases, as well as preventing sexual 
dysfunctions.
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12Promotion of Sex in Older Adults

Hanna M. Mües, Kathrin Kirchheiner, and Igor Grabovac

By the year 2050, 22% of the world’s population is expected to be aged 60 years and 
older [1]. The proportion of people over 60 years of age is therefore expected to 
nearly double from 900 million in 2015 (12% of the world’s population) to a total 
of 2 billion in 2050. The so-called population aging was primarily observed in high- 
income countries and has now reached low- and middle-income countries as well 
and can hence be seen all around the world. For healthy individuals, more longevity 
can provide additional opportunities not only for one’s own benefit but also for their 
family and society at large. In order to benefit from a longer life, however, physical 
and mental health are of utmost importance [1].

A central factor throughout human life that substantially contributes to health is 
sexuality [2]. Various studies have shown that sexual activity has a number of posi-
tive effects on the health and well-being of older adults. These include both physical 
(better cardiovascular health, improved immunity, lower incidence of some cancers) 
as well as mental health (lower depression, more satisfaction with mental health, 
greater quality of life). However, even though sexuality continues to be of impor-
tance in older adults, it is often underestimated in this age group. This is not only 
due to low research interest in this topic but also due to the surrounding social 
stigma that perpetuates the commonly adopted social image of a completely asexual 
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older person [3]. These issues may be even more prominent in older lesbian, gay, 
bisexual, transgender, intersex, and queer (LGBTIQ) people that often experience 
additional invisibility, given the usual societal perceptions of sexual orientation 
being connected with youth [4, 5]. These societal and cultural views perpetuate 
stereotypic views on sexuality and sex in older people, which further prevents 
research, education, and policies and in a way sustains the cycle of ill-information 
and misunderstanding.

There are particular challenges to sexuality and sexual health that are unique to 
aging adults [6]. Going into retirement, for example, might be accompanied by 
financial constraints and decreased healthcare access, which has a detrimental effect 
on the overall increased need for health care in older age. In addition, declines in 
physical and mental health can lead to an increasing need of support as well as a 
decrease in privacy either at home or in a retirement residency [6]. Living under 
such aggravated conditions can make it difficult for older adults to live out their 
sexuality freely and without constraints. Additionally, retirement, but also aging in 
general, is associated with a reduction in the size and quality of the social network 
which may further influence sexual activities and sexual health of older adults. In 
this context it is also important to note that losing one’s partner is one of the most 
common factors associated with not reporting sexual activity in aging adults [7, 8].

In addition to the surrounding circumstances, aging involves physiological 
changes associated with drops in hormonal levels that may also affect sexual health. 
These include the decrease of estrogen, thinning and dryness of the vagina (atrophy 
of the vaginal mucosa), decreased vaginal lubrication, dyspareunia, and anorgasmia 
in women [6, 9, 10]. Aging-associated issues of sexual functioning in men include 
erectile dysfunction, decreased sexual desire, and anorgasmia. These issues are 
associated with a number of potential etiological factors [10, 11]. Overall, a certain 
degree of health is necessary to maintain sexual activity and as multimorbidity is 
also more prevalent in older adults, these also influence sexual health [12, 13]. For 
example, arthritis, rheumatism, and other health problems that limit mobility and 
cause pain may reduce sexual activity and show additional effects on mood and 
overall desire [14, 15]. Various chronic illnesses have been found associated with 
sexual dysfunction including obesity and diabetes, cardiac disease, prostate and 
ovarian cancer, stroke, renal disease, and lung disease [12, 13, 16, 17].

The advent of pharmaceuticals, marked by sildenafil citrate (Viagra) in 1998, and 
devices aiming for treatment of sexual dysfunction have been followed by constant 
and immense market growth, which further underlines the need for more attention of 
sexuality in older age by healthcare professionals and researchers [18]. Undoubtedly, 
these advances have provided much needed help to the people affected. However, 
they may have also increased unrealistic expectations of sexual functioning at almost 
any time and any age. These may lead to a vicious circle of added stress and pressure, 
increasing anxiety and creating additional problems causing further decline of sexual 
health and activity [19]. This anxiety may be amplified by assumptions of what is 
considered appropriate by society (also see Table 12.1) as well as assumptions that 
aging has negative effects on sexuality which, in women, could also decrease desire 
and increase the likelihood of non-pleasurable sex [10]. Moreover, female sexual 
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Table 12.1 Common sexual myths and misconceptions

1 Older adults do not engage in sex
2 Sex is best for younger adults
3 Individuals with disabilities, chronic pain, or in palliative care do not engage in sex
4 Only men are interested in sex and are always interested in and ready for sex
5 Sex is defined as penile-vaginal intercourse
6 Masturbation is not normal or continued in older age
7 Only gay men want anal sex
8 Orgasm is the only goal of sex
9 Satisfying the sexual partner does not need communication about sex
10 Risk of sexually transmitted infections and HIV among older populations is low

dysfunction is often related to their partner’s desire. For example, some studies 
reported that when erectile function in male partners improved, so did sexual satis-
faction and arousal in female partners [20]. These results are not to be generalized, 
and one should be aware that sexual desire is also closely related to emotional satis-
faction, emotional closeness and intimacy as well as psychological factors. Given the 
myriad of positive aspects of sexuality in older adults as outlined in this book, it is 
necessary for healthcare workers to adequately address issues concerning sexuality 
when working with older adults. In particular, healthcare workers should be aware of 
challenges older adults face in the context of sexuality and consider the barriers when 
approaching these subjects working with this population.

12.1  Barriers to Communication on Sexual Health 
in Older Adults

There are a number of barriers in the form of sexual myths and misconceptions that 
prevent open and direct communication on sexual health with older adults as out-
lined in Table 12.1.

Older adults do not engage in sex. This and other sexual myths remain firm, but 
are false beliefs. Sexuality is often still treated as a taboo topic and not openly talked 
about. This is especially the case for older generations even though sexual satisfac-
tion has been shown to be a predictor of life satisfaction in older adults [21]. 
Epidemiological research however shows that more than 80% of men and 65% of 
women aged 40–69 reported sexual intercourse in the past year [22]. Moreover, 
among studies on adults aged 85 to 95, one third reported sexual activities in the 
past year and 54% of men and women aged 75–85 reported having sex 2–3 times a 
month [3, 23]. Patients are often reluctant to start a conversation on sexuality, to ask 
any questions they might have on the topic or to talk about their sexual problems. 
Patients might feel ashamed of a lack of knowledge, including a lack of terminol-
ogy, in this area or of any sexual problems they might have and might be afraid of 
being judged by the healthcare workers they confide in. Open communication about 
sexuality, however, is key to help correct wrong assumptions that might also prevent 
an individual from fully enjoying their sexuality. In a clinical context, the most com-
mon question asked by patients seems to be “Is this normal?” and the most common 
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intervention therefore seems to be normalizing certain aspects of sexuality. 
Healthcare workers play a crucial role concerning the topic of sexuality and may 
serve as role models, as will be outlined further below.

Sex is best for younger adults. As has been stated above, various studies have 
shown a number of positive effects of sexual activity on the physical and mental 
health and well-being of older adults. Also, a 25-year follow-up study noted that 
frequency of sexual activity in men and enjoyment of sexual intercourse in women 
were associated with improved quality of life [24–31]. For more information, please 
see Chaps. 3–5.

Individuals with disabilities, chronic pain, or in palliative care do not engage in 
sex. Sexual needs and overall sexuality in people with disability, chronic pain, or 
those in palliative care are often overlooked, averted, or ignored by healthcare pro-
fessionals as a vital part of holistic care. Data on these populations seems to be 
scarce, but the little research that is published shows that sexuality and intimacy 
remain important issues for a very large population [32–34]. For people with vari-
ous degrees of disability, sexuality remains an important issue and is usually adapted 
by finding out the appropriate assistive devices or adequate positions. In chronic 
pain issues such as rheumatoid arthritis, studies reported between 31% and 76% of 
sexual dysfunction, which was also most associated with pain, joint stiffness, and 
fatigue [35]. Synthetized data from 44,750 participants showed a 1.7-fold and a 1.9- 
fold increased risk of sexual dysfunction in men and women with rheumatoid arthri-
tis, respectively [36]. Similar results are seen in patients with chronic lower back 
pain. For patients receiving palliative care, there are some indices of high preva-
lence of sexual dysfunction in the palliative care population. Moreover, the preva-
lence also seems to vary among different underlying illnesses; for example 52% of 
patients with advanced cancer reported no sexual intercourse and only 12% 
described sexual satisfaction as “good” [34]. According to a study by Kelemen et al. 
[37], almost 92% of palliative care patients reported never having been asked about 
sexuality and intimacy but 48% considered that their illness significantly impacted 
intimacy in a negative way. This is concerning as 86% of patients at a palliative care 
unit claimed this topic to be important enough to want to talk to a knowledgeable 
expert about it [34]. Most authors conclude that sexual counseling and open dia-
logue with healthcare professionals are key. As part of a routine first assessment 
questionnaire, questions on intimacy and privacy with the partner could be included 
and updated regularly. Furthermore, handing out room keys or “do not disturb” 
signs for single rooms or, if single rooms are not available, offering an extra room 
could provide opportunities for patient privacy.

Only men are interested in sex and are always interested in and ready for sex. 
Many men experience a lack of sexual desire that may be associated with a lack of 
testicular function and low testosterone levels. On the whole, lower sexual drive or 
desire may be caused by a variety of endocrine, organic, or psychological factors 
that may be more closely related to declining overall health rather than aging itself 
[38]. However, lower sex drive might result in relational distress due to the cultural 
expectations of men as always being interested in or ready for sex. It should be 
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added that many men do retain interest in sex even if their desire is lower and that 
sexuality also remains important to many women in later life [32, 39].

Sex is defined as penile-vaginal intercourse. Sexuality is broad and sexual activi-
ties may be defined in various ways, with most research on older adults usually 
focusing on a variety of activities. This is usually necessary as penile-vaginal sex 
activities decline in frequency with physiological changes. In addition to penile- 
vaginal sex, studies that describe sexual activities include displays of affection such 
as kissing, masturbation, petting, fondling, oral sex, and anal sex [29, 40]. However, 
studies report that more than 80% of men and women over the age of 65 report regu-
lar penile-vaginal intercourse [41]. Such results should be interpreted with caution 
given the high variability among different geographical areas and study meth-
ods [42].

Masturbation is not normal or continued in older age. A cross-sectional interna-
tional study found that in adults aged 60–75 years most masturbation was reported 
among Norwegian men (65%) and women (40%), while the lowest was found in 
Portugal with 42% and 27% in the past month (where most intercourse was reported) 
[42]. A Scottish study of a convenience sample showed that 15% of people older 
than 65 reported engaging in masturbation in the past month but also only 2% of 
participants said that this activity was important or very important [29].

Only gay men want anal sex. In general, data on nonpenetrative sexual activities 
and non-vaginal intercourse is very rare and almost nonexistent in older adults. Anal 
sexual activity in heterosexual adults in general is not rare, and the overall lifetime 
prevalence (i.e., the proportion of individuals who report anal sexual activity at 
some point in their life) reported in an extensive systematic review was 22%. 
Furthermore, the authors stated that in studies on frequencies of different sexual 
activities including anal sexual activity, between 3% and 24% of all sexual activities 
reported were anal intercourse, with great differences among studies and method-
ologies used [43].

Orgasm is the only goal of sex. There are several reasons for engaging in sexual 
activities, including but not limited to orgasms. Meston and Buss [44] found the 
following four main factors for undergraduate students to engage in sexual inter-
course: physical reasons, goal attainment reasons, emotional reasons, and insecurity 
reasons. Out of 237 most frequently named items, women ranked the achievement 
of an orgasm as the 14th and men as the ninth most important reason to engage in 
sexual intercourse [44]. In another study, Mark et al. [45] found that men were more 
likely to desire orgasm, sexual release, and to please the partner, while women were 
more likely to want intimacy, emotional closeness, love, and to feel desirable [45]. 
In a study by Kalra et al. [46], 83% of adults aged 60 years and older reported worse 
orgasms than when they were at a younger age. At the same time, a reported decrease 
in orgasm intensity, which was higher in individuals with illness, did not distress 
71.4% of individuals. Healthy and working individuals adjusted best and expected 
age-related orgasmic change [46]. Other studies however found that the ability to 
reach orgasm remains important to older adults, especially to men [47]. Nevertheless, 
it has also been reported by men that the focus of experiencing sexuality in older age 
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shifts from intercourse to touch, sensuality, and intimacy, thereby opening up new 
possibilities [48].

Satisfying the sexual partner does not need communication about sex. Sexual 
communication has been repeatedly shown to be associated with both higher rela-
tionship satisfaction and sexual satisfaction [49, 50]. In older adults open communi-
cation about sex, including talking about and seeking help for sexual issues, can 
enhance an active and satisfying sexual life [51]. Sexual communication therefore 
keeps playing an important role for this age group.

Risk of sexually transmitted infections and HIV among older populations is low. 
Contrasting the myth of the asexual older adult, sexually transmitted infections 
(STIs) such as primary and secondary syphilis (2008: 0.8 cases per 100,000; 2018: 
2.5 cases per 100,000), early latent syphilis (2008: 0.8 cases per 100,000; 2018: 3.0 
cases per 100,000), chlamydia (2008: 5.5 cases per 100,000; 2018: 16 cases per 
100,000), and gonorrhea (2008: 4.5 cases per 100,000; 2018: 15.5 cases per 100,000) 
have increased among adults over 55 years of age in the USA [52]. While HIV 
prevalence (2008: 173.9 cases per 100,000; 2018: 380.4 cases per 100,000) has also 
increased in this age group, HIV diagnoses have decreased (2008: 5.7 cases per 
100,000; 2018: 4.0 cases per 100,000) [52]. Risk factors may include age-related 
physiological changes, psychosocial changes such as loss of partner, and risky sex-
ual behavior [53]. However, opportunities to test for HIV and STIs, which could 
help prevent further spreading and increase quality of lives, seem to be missed [54]. 
Sexual history taking, which could help to identify individuals at risk, is not carried 
out frequently even though most older adults would be open to discussing sexual 
health with their healthcare professional, and many preferring their healthcare pro-
fessional to take the initiative [54].

Healthcare workers play an essential role in creating the necessary conditions for 
older adults to entrust themselves and to enable open communication about their 
sexuality. However, general practitioners often do not seem to proactively discuss 
sexual health with older patients [55]. One issue is time availability for such a careful 
discussion in a busy clinical routine. Furthermore, talking about sexuality is some-
times perceived as inappropriate and potentially harmful to the doctor-patient rela-
tionship, and related issues such as STI prevention are not viewed as relevant to this 
population. In addition, many general practitioners feel uncomfortable discussing 
sexual health with this age group and have little knowledge and training on this [55].

12.2  Healthcare Worker’s Knowledge on and Experience 
with Sexuality in Older Adults

An important aspect of the Sexual Rights is the right to “the highest attainable stan-
dard of sexual health, including access to sexual and reproductive health care ser-
vices” ([2], p. 5). A prerequisite to fulfill this right is appointing healthcare workers 
with sufficient knowledge of the subject and of appropriate treatment and care, and 
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who have the ability and willingness to share and discuss sexuality-related informa-
tion appropriately and comfortably [2]. However, healthcare workers often do not 
have the necessary education on sexuality in older adults, assuming their asexuality 
and low risk of sexually transmitted infections [6]. Furthermore, sexual health 
issues are often addressed with an “easy and quick fix”, such as a prescription. 
While this may solve some, but not all problems for male patients, there is a lack of 
such options for female patients. This may lead to the false assumption that other 
sexual problems cannot be treated in older adults and instead have to be accepted as 
a part of aging even though, with special training, evidence-based interventions are 
available.

Sexual health as an important part of everyday functioning and quality of life 
should also be one of the tenets of a holistic approach to patient health. This means 
that questions of sexual health (treatment of dysfunction as well as promotion of 
sexual health) should be viewed from a multidisciplinary angle, with various experts 
from health and health allied fields such as medical doctors, psychologists, psycho-
therapists, occupational therapists, nurses, and pharmacists being consulted. A gen-
eral issue is the overall lack of training among health and allied health professionals, 
which is also reflected in the paucity of studies dealing with knowledge and atti-
tudes of healthcare workers on sex and sexuality. A Turkish-based study reported 
limited knowledge and information on sexuality in older adults by medical doctors, 
while a study of nurses in Flemish homes for the elderly showed rather positive 
attitudes towards sexuality in older people and moderate levels of knowledge 
[56, 57].

12.2.1  Education of Healthcare Professionals in the Context 
of Sexuality

Education of professionals relevant to the healthcare system should include several 
aspects in the context of sexuality. Knowledge of the term sexuality is required, 
which includes “sex, gender identities and roles, sexual orientation, eroticism, plea-
sure, intimacy and reproduction. Sexuality is experienced and expressed in thoughts, 
fantasies, desires, beliefs, attitudes, values, behaviors, practices, roles and relation-
ships. While sexuality can include all of these dimensions, not all of them are always 
experienced or expressed. Sexuality is influenced by the interaction of biological, 
psychological, social, economic, political, cultural, ethical, legal, historical, reli-
gious and spiritual factors” ([2], p.  5). A basic knowledge of sex organs, sexual 
feelings, sexual activities and sexual problems as well as language and terminology 
should therefore be acquired to enable healthcare workers to talk openly and eas-
ily [58].

Furthermore, depending on the profession, techniques, tools, treatment options, 
and evidence-based sexual health interventions should be taught as part of health-
care worker’s training [58]. For example, an exploration of the patient’s sexual 
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history should be a natural part of a careful anamnesis (for more details see 3. 
Discussing sexuality-related topics in a professional context). Education on sexual-
ity should also take into account the background and characteristics of patients, 
including their age, which also become apparent during the anamnesis.

In addition to knowledge and practical tools on the topic, healthcare workers 
who personally feel comfortable with the topic of sexuality show congruence 
between nonverbal and verbal communication in contrast to incongruence which 
hinders support (for more details see 3. Discussing sexuality-related topics in a 
professional context). The role sexuality plays in the healthcare worker’s life could 
be explored in order to experience it as an enriching part of life and to take on a 
reflective attitude. For example, for psychotherapists in training this could be done 
as part of their encounter groups [58]. Medical doctors might be able to use Balint 
groups as an opportunity to discuss and reflect on this topic [59]. These and similar 
possibilities could help healthcare workers to feel more comfortable with this topic.

12.2.2  Evaluation of Sexual Health Services

A more detailed evaluation of factors that are important in the context of sexuality 
for healthcare workers working with older adults is shown in Table 12.2. Based on 
the WHO’s Guiding principles for successful programme interventions in sexual 
health (2006, p. 20), Barrett [60] suggested 17 dichotomous statements that can be 
used to evaluate sexual health services for older adults. The authors of this chapter 
adapted and extended Barrett’s statements to 23 statements. A high total number of 
statements answered with “yes” indicate greater compliance with the WHO princi-
ples [60]. The statements relate to the following themes: healthcare workers’ knowl-
edge and willingness, the right to sexual health, affirmative approach and autonomy, 
comprehensive understanding, cultural diversity, equity, addressing sexual violence 
and abuse, privacy and confidentiality, non-judgmental services, and accountability 
and responsibility.
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Table 12.2 Evaluation of sexual health services and healthcare workers (HCWs) for older adults. 
An adaptation and extension of Barrett ([60], p. 36) based on WHO [2]

Instruction: Please tick yes or no to each statement

Item Statement
Response
Yes No

1 Strategies promoting sexual health are in accordance with evidence-based and 
up to date practice.

2 HCWs have sufficient knowledge of the subject and of appropriate treatment 
and care [2].

3 HCWs have the ability and willingness to discuss sexuality-related 
information appropriately and comfortably [2].
HCWs recognize all rights of others, including the Sexual Rights ([2], p.5), 
and as such, among others, recognize the rights of older adults to:
   (a)  The highest attainable sexual health standard and access to sexual and 

reproductive healthcare services and education on sexuality.
   (b) Bodily integrity#[2].
   (c) Choose their partner(s).
   (d) Decide to be sexually active or not.
   (e) Consensual sexual life and marriage#[2].
   (f) A satisfying, safe, and pleasurable sex life.

4 HCWs take an open-minded and positive approach to sexual health and sexual 
expression, and address pleasure and safety.

5 HCWs recognize their patient’s right to make free and informed decisions 
about their lives, including their sexuality.

6 HCWs understand the biopsychosocial changes that occur in the course of a 
life span, incorporate their knowledge into their work, and, if appropriate, 
share it with older adults.

7 HCWs understand that information patients share on their sexuality is private 
and sensitive information that patients share solely voluntarily and for which 
confidentiality rules apply.

8 HCWs advocate for and actively engage in sexual health promotion.
9 HCWs take into account their patient’s factors such as sexual orientation, 

illness, culture, age, and disability#[2].
10 HCWs are supported to self-reflect on their own culture, values, and beliefs 

and their possible impact on patient care.
11 Procedures for sexual health promotion actively consider the inclusivity of 

gay, lesbian, bisexual, trans, and intersex people.
12 Cultural sensitivity actively accounts for gender imbalances and stereotypes in 

provision of services that focuses on the needs specific to male, female and 
transgender older people.

13 HCWs are acutely aware of potential sexual abuse issues of older adults 
including unwanted sexual acts, sexual contact, rape, language, or other 
exploitative behavior where the consent was not given or was obtained 
through coercion.

14 HCWs understand their duties and responsibilities when it comes to 
mandatory reporting of sexual abuse and their role in the prevention of 
sexually abusive behaviors.

15 HCWs respect their patients’ preferences, views, and values without judging 
them or forcing their own views upon them.

16 HCWs understand the importance of accessibility, affordability, 
confidentiality, high-quality, and age- and culture-appropriateness of sexual 
health programs#[2].

17 Health care services ensure the compliance with the abovementioned 
principles through continuous monitoring and iterative processes that maintain 
the quality of services for promotion of sexual health of older people.
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12.3  Discussing Sexuality-Related Topics 
in a Professional Context

Enquiring about a patient’s sexual health should be self-evident as it is an important 
aspect of health. However, the topic is often neglected by healthcare workers. 
Approaching the topic of sexuality in older people requires an understanding of the 
barriers that have been discussed above as well as sufficient knowledge and the abil-
ity and willingness to talk about sexuality appropriately und comfortably [2]. Before 
starting a conversation on sexuality in a professional context, a few basic rules of 
communication need to be pointed out.

12.3.1  Basic Rules of Communication

While the content of a conversation is of importance, nonverbal communication 
also plays a critical role to establish trust as well as a successful patient-healthcare 
worker relationship. As the first of five axioms of communication by Watzlawick 
et al. [61] states, it is not possible to not communicate. Healthcare workers should 
therefore be aware of their body language, speaking speed, tone of voice, use of 
pauses, and other forms of nonverbal communication as they influence a conversa-
tion. Furthermore, as the second axiom states, communication has a content aspect 
as well as a relationship aspect, and the relationship aspect determines the content 
[61]. The content aspect will be discussed further later. The role of a good relation-
ship between healthcare workers and their patients should not be underestimated. In 
the case of psychotherapists for example, the patient-therapist relationship explains 
30% of the variance in patient outcome and is therefore the most significant factor 
of therapist activities to contribute to therapy outcome [62]. According to the fifth 
axiom by Watzlawick et  al. [61] there are two different kinds of relationships: a 
symmetric and a complementary one. While symmetric relationships are based on 
the equality of the individuals involved, complementary relationships are based on 
differences due to the fact that one person has a superior position to the other [61]. 
The patient-healthcare worker relationship classifies as the latter, as for example, 
the healthcare worker knows much more about the patient than does the patient of 
the healthcare worker. Healthcare workers should be aware of the inequality of their 
relationship and handle it responsibly.

According to Carl Rogers [63], congruence, acceptance, and empathy provided 
by the therapist are necessary conditions for a successful relationship between a cli-
ent and a therapist. According to Rogers, a therapist shows congruence, genuine-
ness, and integration if “within the relationship he is freely and deeply himself, with 
his actual experience accurately represented by his awareness of himself. It is the 
opposite of presenting a facade, either knowingly or unknowingly” ([63], p. 97). 
Authenticity is an important key term. The aim is to be aware of one’s own feelings, 
while not necessarily sharing them with the patient, and not to deceive the patient as 
to one’s self. It means to be a real and genuine person, consistent in verbal and non-
verbal communication, without presenting an empty professional role but being 
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based on values and ethics. By acceptance, the next condition, Rogers describes 
unconditional positive regard “of each aspect of the client’s experience as being a 
part of that client” ([63], p. 98). Furthermore, “it means a caring for the client as a 
separate person, with permission to have his own feelings, his own experiences” 
([63], p. 98). The patient is therefore met without judgment of aspects of the patient 
being “good” or “bad”. It is possible to disagree with or even reject certain behav-
iors of the patient, while still fully accepting the person itself. The third condition, 
empathy, means “experiencing an accurate, empathic understanding of the client’s 
awareness of his own experience. To sense the client’s private world as if it were 
your own, but without ever losing the ‘as if’ quality” ([63], p. 99). It describes shift-
ing the perspective and seeing the world through the patient’s eyes or walking a mile 
in their shoes without losing one’s own self in the process and with the ability to 
switch back at any time. These three factors, congruence, acceptance, and empathy, 
can also be helpful for a conversation between a healthcare worker and a patient. 
Further useful conversational skills are provided by the technique of active listen-
ing, which goes back to Rogers and Farson [64], as it demonstrates empathy, respect, 
and understanding. It requires the listener to listen from the patient’s point of view 
and to convey this to him or her. The active listener is attentive of the total meaning 
of the message including underlying feelings, and notes nonverbal cues, as has been 
described earlier [64]. Picking up emotional cues in patients and mirroring them 
through facial expressions may lead to the patient seeing their own grief in the 
active listener’s face, which may increase the feeling of being understood. 
Furthermore, the active listener reacts nonverbally with behaviors including nods, 
eye contact, and a facing posture, and verbally including paraphrasing, verbalizing 
feelings, and asking questions [65]. The verbal reactions will be described further in 
the following sentences. Paraphrasing, which means repeating or describing what 
the patient has communicated using one’s own words, can be used to ensure true 
understanding of the patient and to avoid misunderstandings. Verbalizing feelings, 
which means reflecting on the conveyed feelings of the patient and verbalizing them 
carefully, may allow patients to be more aware of their feelings, and carefully offer-
ing them an interpretation may help patients to reach a higher level of awareness. 
However, it is important to keep in mind that the patient is the expert of his or her 
feelings and that the listener should, if uncertain, rather ask the patient how he or 
she felt about something. Fast interpretations or insensitive confrontations should 
be avoided [65]. When asking questions, the following hints should be considered. 
First, open questions are preferred to closed questions as they invite the patient to 
open up and give more elaborate answers instead of short, desirable (in the case of 
leading questions) or simple yes/no answers. Furthermore, questions starting with 
“why…?” might imply criticism and judgment and should therefore be avoided. At 
the beginning of a conversation, it is recommended to start with general questions 
and questions about facts and to later go on to more specific and personal ques-
tions [66].

During the conversation, pauses might occur which can have different causes. 
When a pause occurs, it is advised to consider the cause of the pause and the previ-
ous content of the conversation to, if necessary, be able to help the patient to 
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continue, rather than to think about the pause itself. The patient might want a pause 
to think, e.g., about how much to open up to the healthcare worker or to try to find 
the right words, in which case it is suggested to wait patiently, while staying in an 
active listening pose. A pause might also indicate that the patient has trouble remem-
bering or it might have emotional causes. If the patient seems to look for help or 
avoids eye contact, it can be appropriate for healthcare workers to offer help to the 
patient by, e.g., repeating or summarizing parts of the previous conversation, by 
telling the patient to take their time, or by verbalizing that it seems to be hard for the 
patient to talk about the topic. It can also be appropriate not to continue with a topic 
that, e.g., is stressful for the patient to talk about and therefore to offer this option to 
the patient [66].

As has been noted previously, the second axiom by Watzlawick et al. states that 
communication has a content aspect as well as a relationship aspect, and the rela-
tionship aspect determines the content [61]. Since the relationship aspect has already 
been discussed, the content aspect will now be focused on further using the com-
munication square by Schulz von Thun [67]. The communication square postulates 
that a message that is sent by a sender and received by a receiver has four facets 
which might be perceived with different emphasis. The four facets are factual infor-
mation, self-revelation, relationship, and appeal. The factual information includes 
the objective information stated in the message (which information is given?). Self- 
revelation describes the information that a message (willingly or unwillingly) pro-
vides on its sender (what does the message show about the sender?). The relationship 
facet gives information on the sender’s thoughts and feelings towards the receiver 
and the relationship between sender and receiver (what information is given on the 
receiver and the relationship between the sender and receiver?). The appeal describes 
what the sender intends to achieve regarding the receiver (e.g., advice; what does 
the sender want from the receiver or what does the sender expect the receiver to 
do?). As a receiver, the aim is to be aware of all four facets of a message and to 
consciously decide on the reaction to the message, depending on the situation [67].

In summary, healthcare workers are advised to be aware of their verbal as well as 
their nonverbal communication. Furthermore, they should keep the content aspect 
as well as the relationship aspect of communication in mind and be aware of their 
complementary, not symmetric, relationship to their patients and the possibly ben-
eficial effect of congruence, acceptance, and empathy on their relationships with 
their patients. Techniques of active listening and awareness of pauses as well as of 
the four facets of a message may be of further use for healthcare workers.

12.3.2  Initiating a Conversation on Sexuality

Now that some basic communication rules have been established, the question of 
how to initiate a conversation on sexuality rises. Patients themselves are often 
ashamed or afraid of bringing up this topic. It is therefore helpful to provide oppor-
tunities for patients while keeping them comfortable and at ease. Possible approaches 
strongly depend on the professional background of the healthcare professional and 
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the circumstances. In a general setting, such as general practitioner consultation 
without any obvious relation to sexuality, the topic could be introduced as follows: 
“In medicine, we regard sexual health as an important part of physical health and 
general quality of life. Would you be comfortable if we address some questions?” If 
possible, sexual health can be assessed after establishing a solid rapport with the 
patient rather than at the first consultation. In a gynecologic-oncologic setting with 
obvious relation to sexuality, the conversation is more straightforward as treatment 
might cause damage to the vagina, which might lead to sexual dysfunctions. In this 
context, patients also receive information about vaginal changes after treatment and 
are taught basic interventions to prevent consequential problems.

The patient is thereby free to choose whether he or she wants to talk about their 
sexuality or decline the invitation politely by not going into the topic. Depending on 
the healthcare worker’s profession and the importance of the issue with a particular 
patient, healthcare workers can emphasize the importance of discussing sexual 
health as part of, for example, a medical examination.

When a patient chooses to talk about their sexuality or sexual problems, health-
care workers are advised to listen carefully, keep an open mind, and be empathic. 
Depending on their training and qualification, they might ask further questions, sug-
gest an appropriate treatment, and answer any questions that come up. They could 
also suggest a contact point at which the patient can find answers and help.

12.3.3  Exploring Sexual History

As mentioned above, exploring the sexual history should be a natural part of an 
anamnesis. The following guide is based on the Guide to Taking a Sexual History 
[68] as well as experiences of the authors. It should be taken as a framework that 
needs to be adapted to the specific cultural setting and amended according to indi-
vidual patients. Some patients may not feel comfortable to talk about sexuality or 
sexual activities and it should be clearly stated that this is a normal part of their 
exam and important for their health.

 1. Please outline your intentions clearly: “I will ask you some questions about sex-
ual activities and your sexual health. These may be very personal and private, but 
they are important for your overall health and well-being. I ask these questions 
to all my adult patients regardless of their age, gender identity, sexual orienta-
tion, or marital status. Please be assured that everything discussed is treated with 
strict confidentiality”.

 2. Never assume the sexual orientation or gender identity of your patient. When 
asking questions on the number of sexual partners, keep in mind that if only one 
partner is noted in the past year, ask about potential risk behavior of the partner 
(length of the relationship, current or past sexual partners, drug use). If more 
partners are noted, explore individual risk factors additionally (such as condom 
use). Some questions examples: “Are you currently sexually active?”, “Do you 
share intimacy with another person?”, “Do you integrate sexual self-care in your 
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private life? (Are you sexually active with yourself?)”, “Are you currently in an 
exclusive relationship (monogamy) or any other kind of relationship that is more 
loose?”, “In recent months how many sexual partners have you had?”, “What 
genders were the sexual partners?”.
If the patient states no partners skip the next step.

 3. If the patient reported more than one sexual partner in the past year, you should 
explore the sexual practices in more detail. These are important to assess risk and 
also to guide further steps you may need to take (such as sample collection). 
Keep in mind that in assessing sexual activities in older adults, questions regard-
ing nonpenetrative sexual activities may be especially important. Again, ask 
questions clearly: “Now I may be a bit more explicit with you, asking you about 
the kind of sex you had in the past 12 months. Please keep in mind that sexual 
activity is not exclusively defined as intercourse. What kind of sexual activities 
have you had?”. If necessary, you should clearly ask about specific sexual activi-
ties: “Have you engaged in any…” (a) “kissing?”, (b) “cuddling?”, (c) “caress-
ing?”, (d) “petting?”, (e) “mutual masturbation?”, (f) “manual, oral or sex toy 
stimulation?”, (g) “vaginal intercourse?”, (h) “anal sex?”, or (i) “other 
activities?”.

 4. Be sure to assess signs or symptoms of sexual problems or dysfunctions. Again, 
try to ask open questions, when possible and be more specific, if necessary. 
“Have you noticed any difficulties when having sex (with yourself or with your 
partner(s))?”, “Have you noticed any problems with your libido/a lack of sexual 
desire or the inability to initiate sexual activities that bother you?”, “Are there 
any problems with your reactions of arousal that bother you (erectile functioning 
or lack of lubrication)?”, “Are there any changes in reaching an orgasm that 
bother you?”, “Have you experienced any discomfort or pain during sex?”, 
“Have you experienced any mental or psychological distress during sexual activ-
ities?” If you identify any potential issues and problems, please continue with a 
more detailed clinical examination and history to create a working differential 
diagnosis and plan a diagnostic and treatment plan.

 5. When it comes to protection used, be aware that older adults may be less 
informed about the need for safe sex and you should individually assess the level 
of risk. It is important not only to assess the risk but also the patient’s own per-
ceptions of risk. This step is also an important step in risk reduction and preven-
tion and advice on safe sex practices should be given and reinforced in all 
patients. Examples “How would you estimate your personal risk for sexually 
transmitted diseases?”, “Have you used any protection when having sex? If not, 
could you tell me the reason? If yes, what sort of protection have you used?” 
“How often do you use this type of protection?” If not always: “Could you tell 
me about some situation when you did not use protection and with whom?”. Be 
sure to assess the history of sexually transmitted diseases: “Have you ever been 
diagnosed with a sexually transmitted disease?”, “Have you had any recurring 
symptoms?”, “Have you ever been tested for an STD?”, “Would you like to be 
tested today?”.
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 6. Be sure to allow enough time for patients to ask you additional questions and 
directly ask: “Do you have any questions for me?”, “Is there anything else you 
would like to discuss with me today?”.
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13Future Directions for Research 
and Practice in Sexual Health for Older 
Adults

Igor Grabovac

13.1  Introduction

As the world’s population is aging, older adults have become the fastest growing 
subpopulation. Between 1950 and 2017, the number of people aged 60 or older 
quadrupled. With further doubling projected over the next few decades, the world 
would see an estimated 2.1 billion people over the age of 60 by 2050 [1]. This 
demographic shift will create specific new challenges for policy makers given its 
expected impact on health and social systems. This was already made evident in the 
United Nation’s report on an aging world in 2017, which promoted concepts such 
as active and healthy aging and mostly focused on prevention of noncommunicable 
diseases as well as mental and cognitive issues [2]. Despite ever-louder calls for a 
substantial “life course approach” [2], sexual health remains a so-called “topic of 
minimal interest” [3, 4]. Policy makers and health researchers tend to consider the 
topic taboo and often neglect the role that sexuality and intimacy play in quality of 
life in older adults and maintaining good health in older age [3]. Various chapters in 
this book detail both the role of sexuality, sexual activities, and intimacy as well as 
the reasons why they are neglected in research and healthcare of older adults. In this 
chapter, we will instead outline some of the foci that should be prioritized in the 
coming decades for better and broader inclusion in both research and practice of the 
sexual health of older adults. The following is an incomplete list of topics, which 
existing research and practice have brought to the forefront.
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13.2  Prevention of Sexually Transmitted Infections 
in Older Adults

There is a considerable gap in the literature on epidemiological trends of sexually 
transmitted infections (STIs) in older adults. This is mostly connected to the fact 
that most national and international data gathering efforts do not extend after the age 
of 45 and also to the lack of routine assessments of sexual health in older adults by 
healthcare professionals [5]. However, the literature that does exist highlights higher 
vulnerability of older adults towards STIs. While the overall prevalence and inci-
dence of STIs still seems to be low in older adults (compared to younger adults), 
some recent literature in the field suggests that overall numbers in this particular 
population group are indeed rising [5–7]. This may be due to lack of knowledge on 
measures for protection and prevention of STIs, or physiological issues such as 
vaginal dryness and erectile dysfunction (for more information see Chap. 7).

Setting “Prevention of sexually transmitted infections” as a priority for research 
in the field of sexual health in older adults is important not only from the point of 
establishing a good epidemiological overview of the situation, which will aid in 
creating the appropriate preventive programs targeting this population (and their 
evaluation), but it will also improve the visibility of these issues among healthcare 
practitioners which is urgently needed. Late presentation and recognition of STIs in 
older adults is well established as a problem for public health, leading to late thera-
peutic intervention detrimental for recovery as well as increasing risk of complica-
tions in individuals and spread of disease in the population. With regard to infections 
with the human immunodeficiency virus (HIV) and its treatment, more research is 
necessary on the effects of antiretroviral therapy (ART) in older patients, as some 
studies have recently shown slower response rates in patients over the age of 50 [8]. 
More so, even though ART has shifted HIV to a chronic lifelong condition, the 
effects of ART on the aging process is severely understudied and healthcare provid-
ers require more data to aid in prescribing the appropriate therapies to their older 
and aging patients [9].

13.3  Effects of Noncommunicable Diseases and Medication 
on Sexual Health of Older Adults

Chronic noncommunicable diseases show a rising prevalence in older adults, with 
multimorbidity—defined as having two or more chronic diseases concurrently—
also rising with age. More than 60% of people over the age of 65 have two or more 
chronic diseases [10, 11]. Yet, good health is an important factor in maintaining 
sexual activity during the life course. Chronic physical and mental illness has an 
obvious effect on sexual activity in a large number of older adults. On the other 
hand, maintaining sexual activity throughout the life course also contributes to bet-
ter health in later life [12, 13].

Policy makers should feel incentivized to focus more on the health issues of 
older adults given the demographic shift and the rising pressures it creates on health 
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and social systems. However, the influence of chronic diseases and multimorbidity 
on sexual health and well-being in older adults is largely ignored in various policy 
work and international calls for active and healthy aging. While overall research in 
this field is lacking, existing studies have shown that chronic diseases and multimor-
bidity mediate sexual function by limiting physical function, reducing mobility, 
increasing pain, influencing mood and desire, as well as reducing self-esteem (for 
more information see Chap. 10). Chronic diseases and conditions such as arthritis, 
type II diabetes mellitus, cardiac disease, obesity, renal disorders, lung diseases, as 
well as prostate and ovarian cancer and more have all been associated with sexual 
dysfunction in older adults [14–16].

The rise in multimorbidity is usually followed by a rise in prescription medica-
tion. While these are often needed to maintain the health status and quality of life, 
older adults are under particularly high risk of receiving more than one prescription 
medication, often resulting in polypharmacy [17]. Prevalence of polypharmacy var-
ies between countries and studies, but most studies report between 30% and 50% of 
older adults being prescribed 5 or more medications [18]. Some reports also note 
between 10% and 15% of older adults showing excessive polypharmacy (meaning 
the concomitant use of more than 10 medications) [19, 20]. While polypharmacy is 
a major public health concern as it may lead to dangerous therapeutic combinations 
and side effects, it may also pose a problem for the sexual health of older adults tak-
ing the medication (for more information see Chap. 9). While most healthcare prac-
titioners are aware of this problem, the evidence on the effects of medication and 
their combinations on sexual function in older adults are largely anecdotal [21]. 
Sexual dysfunction is most commonly precipitated by the use of antihypertensive 
medication (beta-blockers and diuretics), antiandrogens, antipsychotics, and antide-
pressants, but more research in this field is crucial [21–23].

Given the virtual lack of evidence on the effects of chronic illness and medica-
tion use on sexual function in older adults, older adults need to be considered and 
included in clinical trials for new medication in a first instance [24]. However, ques-
tions on sexual activities, including experience of potential sexual dysfunction but 
also sexual satisfaction, are also paramount. Doing so will not only develop this 
field of research but will also be important for healthcare providers. Older adults do 
want and need information on sexual activity from their healthcare providers and 
show much of the same concerns as other patients in younger age groups (informa-
tion on how to promote a positive atmosphere when talking to older adults on mat-
ters of sexual health in the clinic see Chap. 12).

13.4  Research Focusing on Sexual Satisfaction as Well 
as Positive Effects of Sexual Activity on Health 
of Older Adults

Overall, the majority of literature on the sexual health of older adults focuses on 
physiological and negative effects such as vaginal dryness, painful intercourse, 
anorgasmia, or erectile dysfunction. Only few studies focus either exclusively or 
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additionally on sexual satisfaction. However, the topic of sexual satisfaction is of 
key importance for older adults as changes in physical functioning will also affect 
views and experiences of sex and sexuality. Sexual satisfaction is a highly individ-
ual concept that may be difficult to generalize. Overall, it may include positive feel-
ings about one’s body, arousal, pleasure, openness, and orgasm, but may also 
include relational factors such as intimacy, romance, creativity, and emotions among 
others [25]. Therefore, sexual health and having a “positive sex life” do not relate 
only to medical issues. Sexual health is personal; it has social, mental, and emo-
tional aspects. More so, even though older adults still report relatively high activity 
in penetrative sex (vaginal and oral), considerations of sexual activity in older adults 
must also involve questions on kissing, fondling, (mutual) masturbation, and other 
activities. There are also differences in how men and women define having a “posi-
tive sex life,” with men focusing more on the frequency of sexual intercourse and 
women more on enjoyment of intercourse. These factors have also been found to act 
as protective factors for premature mortality [26–31].

As noted above, good health is important for sexual activity, but sexual activity 
is also important for good health. Various studies have established that “frequent 
sexual intercourse” (equal to or more than twice a month) is associated with 
improved mental and physical health outcomes. Also, sexual activity—both in 
terms of intercourse and other activities such as kissing, fondling, and petting—has, 
for instance, been found to be associated with greater enjoyment of life in older 
adults in England [32].

It is important to create a safe environment with patients so sexuality can be 
openly discussed without stigmatization or stereotyping (for more see Chap. 12). 
This means likewise that future generations of healthcare practitioners need to be 
taught how to not only retrieve important medical information but also establish 
meaningful dialogue with their patients and provide them with enough and appro-
priate information so they can make informed decisions themselves. Such informa-
tion will have to go beyond preventing or treating sexual dysfunction and include 
maintaining positive and satisfactory sexual lives far into older age.

13.5  Diversity Aspects in Research and Practice of Sexual 
Health of Older Adults

With the evidence base on various aspects of sexual health in older adults lacking 
overall, original research on diversity issues regarding the sexual health of older 
adults is no exception. The bulk of available research focuses almost exclusively on 
heterosexual cisgender older men. Moreover, most research in sexual health so far 
has focused on sexual dysfunction rather than salutogenetic aspects of sexual activ-
ity for overall health and well-being. Together, these foci have resulted in an over- 
representation of issues around erectile dysfunction in the literature.

More recently and in light of aspirations for more gender inclusivity in research, 
a number of articles and meta-analyses have focused on female sexual health—
albeit, again, mostly on dysfunction rather than satisfaction. With regard to the latter, 
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researchers have highlighted the effects of gender inequality in their reports on wom-
en’s sexual satisfaction. For example, within the Global Study of Sexual Attitudes 
and Behaviours (2004) and an extensive dataset from 29 countries covering 27,500 
men and women, researchers focused on four components of sexual health: satisfac-
tion, physical pleasure, emotional pleasure, and importance of sex. The analyses 
exposed three different clusters or “sexual regimes”: gender equal, mixed, and male-
centered [33, 34]. These “regimes” highlighted differences in the way women rate 
their overall sexual satisfaction with their sexual function across regimes, with satis-
faction being highest in “gender equal” regimes (median satisfaction 78%), moderate 
in “mixed” regimes (median satisfaction 56%), and lowest in “male-centered” 
regimes (median satisfaction 45%). Similar trends were also seen for other compo-
nents analyzed. Even more interestingly, women had consistently lower scores across 
all three regimes compared to men, with differences being larger in more male-cen-
tered regimes [33]. These results were further validated by a meta-analysis in 2016 
by McCool et al. [35], where a positive correlation between the prevalence of level 
of gender inequality and sexual dysfunction in women was also demonstrated. Upon 
further stratification, the authors also found that regions mostly situated in the Global 
North reported prevalence levels of female sexual dysfunction below 40%, with 
developing regions reporting rates higher than 62%. In light of the “regimes” identi-
fied in the 2004 Global Study, McCool et al. did not find significant differences with 
regard to sexual satisfaction. However, they did note lower rates of dyspareunia, dif-
ficulties with lubrication, and anorgasmia in “gender equal” regimes compared to 
“male-centered.” In 2018, McCool-Myers [36] performed a systematic review update 
and a qualitative analysis of the results, and reported specific risk factors associated 
with sexual satisfaction in women in relation to the previously established “sexual 
regimes.” Risk factors in countries with “gender equal sexual regimes” included car-
diovascular disease, taking antidepressants, sleep problems, and polypharmacy, 
while in the “mixed” and “male-centered” regimes risk factors were mostly associ-
ated with early partnership and reproduction: young age at marriage, having an older 
partner, being in an arranged marriage, high number of births, but also nulliparity. 
They also reported unique predictors including genital mutilation, rural living, diet-
ing, and restrictive upbringing. The study also found that most of the research from 
European and Western countries reveals a significant gap in the literature. Overall, 
older age, poor health, and relationship dissatisfaction were found to be significant 
predictors for female sexual dysfunction across all “sexual regimes.” Even as more 
evidence is being gathered on the experiences of women and female sexuality, much 
more research is still needed that seriously takes into account socio-medical aspects 
of gender inequality that is context-specific.

Notably, none of the studies mentioned above include issues of sexual and gen-
der diversity. While we could assume that all study participants are simply hetero-
sexual cisgender men and women, the more likely explanation is that questions of 
sexual and gender diversity are not even posed during data collection. The reasons 
for this are multifaceted and may be due to prevalence of heterosexual participants 
in community-based studies or the reluctance of sexual and gender minorities to 
disclose their sexuality and gender identity to researchers. Yet, research must also be 
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assumed to be inherently biased towards assuming heterosexuality and cisgender-
ism in participants [37, 38].

Lesbian, gay, bisexual, transgender, intersex, and queer people (LGBTIQ+) as a 
whole report worse physical and mental health outcomes compared to heterosexual 
and cisgender people [39]. Reasons for this vary, but one of the most prominent is 
minority stress due to stigma experienced for being nonheterosexual and/or trans-
gendered. Minority stress is caused by (unwilling) nondisclosure of one’s identity, 
as well as having experiences of discrimination, but also having internalized and 
anticipating discrimination [40, 41]. Living in hostile environments has been shown 
to be associated with worse health outcomes. A 2019 study by Grabovac et al. [42] 
analyzed cross-sectional data from the nationally representative English Longitudinal 
Study of Aging and reported that lesbian, gay, and bisexual older adults in England 
had lower quality of life scores and lower levels of sexual satisfaction compared to 
their heterosexual counterparts. Given the lack of data, however, no analyses were 
possible for transgender, nonbinary, or intersex individuals. Overall, some studies 
also report that gay men experience more ageism, and LGBTIQ+ people may be 
more at risk for loneliness and isolation due to their inability to live in legally rec-
ognized unions in most parts of the world. The ability to live in a legally recognized 
union has indeed been associated with less psychiatric morbidity and psychological 
distress [43–45]. In 2020, a cross-sectional study by Fleischmann et al. [46] reported 
that men and women aged 60–75 living in same- sex relationships showed high lev-
els of relationship satisfaction and resilience, moderate levels of sexual satisfaction, 
and low levels of internalized homophobia. No other studies focusing on sexual 
activity or sexual satisfaction/dysfunction in older lesbian gay or bisexual individu-
als could be identified.

Older transgender individuals are even less present in the literature, with no stud-
ies at all available on aspects of sexual health in transgender older adults. However, 
a 2022 study using data from 325 participants of the ENIGI (European Network for 
the Investigation of Gender Incongruence) study did report, using the Amsterdam 
Sexual Pleasure Index, that younger age (as well as current happiness and genital 
body satisfaction) was associated with more sexual experiences of sexual pleasure, 
indicating that older adults experience less sexual pleasure [47]. Additionally, in a 
2014 study by Friedriksen-Goldsen et al. [48] transgender older adults were found 
to be at a significantly higher risk for poor physical health, disability, depression, 
and stress compared to their cisgender counterparts. We may hypothesize that given 
the data indicating overall poorer health in transgender older adults, there is also a 
significant prevalence of sexual health issues and low sexual satisfaction. Finally, 
nonbinary and intersex people are virtually invisible in the literature concerning 
sexual health. With their experiences in the healthcare system being reportedly 
mostly unsatisfactory and problematic (high levels or stigmatization and discrimi-
nation), it is highly likely that the levels of dissatisfaction and poor health outcomes 
for intersex and nonbinary people are similarly high.

Beyond gender and sexual orientation, the relationship of physical disability and 
sexual health is significantly understudied. As levels of physical disability rise with 
age and multimorbidity, it is crucial to investigate the experiences of non- ablebodied 
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older adults, and to create environments and techniques that would allow for satis-
factory sexual activities. In a 2003 study by McCabe and Taleporos [49], 1196 peo-
ple aged 18–69 were interviewed (60% having a physical disability). The authors 
report that people with more severe physical impairments experienced much lower 
levels of sexual self-esteem and satisfaction compared to those with milder forms of 
disability or no disability at all. A study on the use of aids for sexual activity in 
middle-aged adults with long-term physical disability did show that use of aids was 
generally associated with better sexual function, but this result varied by type of 
disability. Overall, the lowest levels of sexual satisfaction were found in men with 
spinal cord injury [50]. In 2003, Onder et al. [51] analyzed data from 980 women 
with moderate to severe disabilities aged 65 and older, using data from the 1992/1995 
Women’s Health and Aging Study. Their report showed that around 50% of women 
who lived with a spouse describe being satisfied with their sexual activity. Older 
age, being Caucasian, and having higher levels of physical functioning were shown 
to be associated with more sexual satisfaction. It is important to note that disability 
does not reduce desires for intimacy. However, due to harmful portrayals in the 
media and overall underrepresentation in research, stereotypes are created which 
often infantilize people with disability and propagate views of them as “asexual” 
[52]. Such stereotypes and biases need to be challenged by increasing, both in media 
and in research, the presence of people with disability. Only such, safe environ-
ments can be created where topics of sexual functioning and activity can be dis-
cussed with healthcare providers and the evidence is there to provide adequate care.

13.6  Making Sexual Health of Older People a Health 
Policy Priority

The demographic shift and rise of older adults as a subgroup within the world popu-
lation have already incentivized international policy change that voices the needs of 
healthy aging. However, sexual health remains a “topic of minimal interest” for both 
researchers and practitioners. Where there is interest, it is usually focused on experi-
ences of heterosexual and cisgender older men—less so, but also on women—and 
focuses mostly on medical issues and dysfunctions connected to penetrative sexual 
intercourse. This means that older adults rarely get the type of help they need from 
a healthcare system not designed for their sexual health needs and concerns.

The introduction of the Millennium Development Goals and Sustainable 
Development Goals, which both aim to ensure healthy lives and promote well-being 
of all ages, provided opportunity for the promotion of age-inclusive health and 
social systems that would provide a holistic view of older adults as patients [53, 54]. 
Ideally, this would include the sexual health needs of older adults, especially as they 
were recognized as significantly excluded from accessing appropriate sexual health 
services. However, little has changed so far [55].

To achieve change, effective strategies for large-scale epidemiological studies 
need to be created, with questions on both sexual health and practices routinely 
assessed. Beyond that, more qualitative work still needs to be done on the meaning 
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of sex and sexuality, and so as to investigate both facilitators and barriers experi-
enced by older adults. Furthermore, researchers, practitioners, and policy makers 
alike need to actively work to diminish the cultural stereotyping of older adults as 
being “asexual” or “celibate,” and to promote healthy and positive views of sexual-
ity in older age. This societal shift dovetails recent research showing that older 
adults today are much more open on topics of sex and sexual activity than the gen-
erations before them. Such changes might be expedited if researchers, practitioners, 
and policy makers took a clear stance.

13.7  Final Remarks

There is much work to be done in research on the sexual health of older adults. More 
attention needs to be afforded to the life experiences of older adults, and how sexu-
ality and sexual activity fit into them. This means both the experiences of sex and 
sexuality of older adults with multimorbidity and chronic illness, but also an under-
standing of older adults as a very diverse group. Older adults are people of various 
gender identities and expressions, sexual orientations, ethnicities, socioeconomic 
status, religious beliefs, and more. All of it affects sexual activity and sexual health. 
More research should result in more advocacy work and policy change to reflect the 
needs of older adults, provide appropriate access, and assure that they get the help 
they need from their healthcare providers. The sexual health of older adults must 
therefore be included as a key topic in the training of future healthcare professionals 
and in courses for the continuous education of practitioners already working.

The above list is neither exhaustive nor complete and presents only the opinion 
of its author and his limited research experience. The list should be viewed as sign-
posts to highlight the areas where more work is desperately needed, while keeping 
in mind that the sexual health of older adults is, as a whole, still underresearched or 
not properly understood.
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14Concluding Summary

Igor Grabovac and Lee Smith

People are living longer. While differences in life expectancy still exist between 
countries, older adults make up a group of growing numbers, both relative and abso-
lute, all around the world. Recent projections suggest that 2.1 billion people will be 
over the age of 60 in 2050, which is already twice the number of 2022 [1]. Aging, 
as a process, is associated with a variety of biological changes and their buildup, 
which lead to increased risk for various diseases and death. Beyond the biological, 
aging is also associated with a variety of social and psychological changes such as 
retirement, the death of friends and partners, taking on a less active role in society, 
and so on. An aging population also delivers new challenges to health and social 
systems given a rise in multimorbidity and increased healthcare utilization. However, 
aging can also be an opportunity, as the availability of more time to spare can pro-
vide older adults with a chance to pursue new activities often neglected while part 
of the active workforce or due to familial obligations. To live full and engaged lives 
far into older age, older adults need the support from their political, medical, and 
social environments. Barriers need to be removed and opportunities created to facil-
itate healthy activities that promote good health and well-being in older age [1].

One of the most important and most neglected aspects inextricably linked to 
good health and well-being is sexuality. Sexuality is complex and encompasses a 
number of different dimensions, such as partnership, behaviors, attitudes, identity, 
orientation, and activity [2]. Culturally, sex and sexuality are often seen solely as 
means for reproduction, associated with youth and fertility. This often leads to mis-
conceptions of sex and sexuality of older adults and a general lack of positive 
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representations of sex among older adults. On the other hand, such stereotypes are 
coupled with a significant rise in the production and marketing of pharmaceuticals 
aimed at managing sexual dysfunction for both older men and women. Even if not 
commonly discussed in either communities, clinics, or among researchers, this fact 
does indeed suggest that older adults are sexually active and considered to be sexu-
ally active—at least by the market. The field of research on sexual activities and 
sexual health in older adults is still small, but a growing international push is pal-
pable for more original studies to elucidate the question: what is needed for good 
sex in older age, and how do people have good sex in older age?

In defining sexual health, the World Health Organization (WHO) notes that “it is 
a state of physical, emotional, mental, and social well-being in relation to sexuality 
and not only an absence of disease, dysfunction or infirmity.” Furthermore, the 
WHO emphasizes the need of an open and positive approach focused on safe and 
pleasurable sexual experiences, free of discrimination and coercion, which can only 
be achieved if sexual rights of people are respected, protected, and fulfilled [3]. This 
can only be achieved through policy changes based on scientific evidence and good 
clinical practice, to which this book is making a small but significant contribution.

Across its chapters, the book has established that sexual activity persists during 
the life course. While a marked decline is noticeable in the frequency of sexual 
activities with age, sexual activity is still maintained. In an influential epidemiologi-
cal study of over 27,000 men and women aged 40 to 80, more than 80% of men and 
65% of women reported being sexually active in the past year [4]. Even studies with 
very old adults, those aged between 85 and 95, showed that almost one third still 
engaged in sexual activities [5, 6]. Most common activities include vaginal sex, 
which remains the most frequent form of sexual activity reported among 80% of 
older men and 75% of older women [2, 7]. It is important to note that sexual activity, 
and especially sexual activity in older age, encompasses more than penetrative sex 
and does also involve touching, petting, (mutual) masturbation, sharing phantasies, 
and emotionality overall. Additionally, data on sexual activities and sexuality in 
older adults provides almost exclusively insights on heterosexual and cisgender 
people, limiting the generalizability of these results and their consideration of diver-
sity aspects.

Overall, studies have demonstrated the link between sexual activity and physical 
health [8–10]. As aging is associated with a range of physiological changes, these 
also include changes in the reproductive system, mostly associated with hormonal 
changes more expressive—from a physiological standpoint—in women rather than 
men. These changes may lead to sexual dysfunction both physiological—such as 
decreased vaginal lubrication, dyspareunia, or erectile dysfunction—and also psy-
chological, including reduced libido, changes in mood and in self-esteem. Age also 
increases the prevalence of chronic illness which mediates sexual function through 
limited physical function, pain, or by lowering self-esteem. Health is important to 
maintain sexual activities in older age, but sexual activity is also associated with 
better health in later life. For example, a study from the English Longitudinal Study 
of Aging reported that those older adults, who reported a decline in frequency of 
sexual activities, had higher chances of also experiencing limited long-standing 
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illness and reported overall deterioration of self-reported health [11]. In a cross- 
sectional study in the United States of 22,654 adults over the age of 55, results 
indicated that sexual inactivity was associated with cancer, bladder or bowel issues, 
major surgery, poor vision, mental health conditions, but also cardiovascular disease 
and more [12].

An active sexual life has also been connected to better mental health and quality 
of life. A 2019 study done in the United Kingdom found that men and women, who 
reported having had any sexual activity in the past year, also had significantly higher 
scores for enjoyment of life compared to those who did not report any sexual activ-
ity [13]. Similar studies have also noted the relationship between sexual activity and 
quality of life as well as overall well-being [14, 15]. Just as with physical health, the 
relationship between mental health and sexual health in older adults appears to be 
bidirectional. Studies have confirmed that older adults with better mental health also 
report more satisfaction with sexual activities [16]. Mental health disorders, such as 
depression, are associated with reported sexual problems among older adults [17]. 
The same can be said for anxiety, especially the anxiety about the ability to perform 
sexually, as well as body image issues and low self-esteem [18].

Sexuality in older age is also influenced by social conditions and characteristics 
of the community in which one lives. For example, some studies have shown that, 
as people age, their social networks change. This may influence their sexual lives, 
as the most important factor for engaging in sexual activities is being able to find a 
partner. Therefore, it is not surprising that one study reported that 70% of older 
women and 38% of older men reported that the main reason for their sexual inactiv-
ity was the lack of a partner [19]. Beyond diminishing social networks, social forces 
also shape sexual experiences of older adults through stigma and the image of the 
“sexless” older person. A study by Waterman in 2012 [20] showed that college stu-
dents showed more surprise and disgust when reading a text on sexual activity 
between people who were 70–75 compared to protagonists 30–35 years old. They 
also found sexual activity between people in their 70s to be less acceptable and 
appropriate. Also, as previously noted, almost all studies on sexual activities and 
sexuality in older adults stem from data on cisgender and heterosexual participants. 
However, some more recent studies have already highlighted that older lesbian, gay, 
and bisexual people report lower levels of sexual satisfaction compared to their 
heterosexual counterparts [21]. As far as we can assume, the situation of transgen-
der and nonbinary individuals may even be worse. There is virtually no literature on 
their sexual health or satisfaction, but selected studies have indeed suggested that 
older age is associated with less sexual satisfaction in transgender people. Even 
more worryingly, few healthcare professionals exhibit the cultural competence and 
are trained to navigate diversity issues in order to offer adequate counseling and 
treatment to lesbian, gay, bisexual, transgender, intersex, and queer (LGBTIQ+) 
older adults [22].

Given the myriad of positive effects of sex and sexuality on overall health and 
well-being, it is necessary for healthcare practitioners to adequately address poten-
tial negative issues and corresponding factors. More specifically, healthcare provid-
ers need to be acutely aware of the barriers that older people face and which are 
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unique to this population. Basic knowledge and evidence about the sexual activity 
and sexuality of older adults is required so as to enable healthcare professionals to 
openly and easily talk about sex and sexuality with their older patients [23]. 
Sexuality is multifaceted and complex. Broaching topics of sexual function and 
sexual lives in older patients demands the capacities of an interdisciplinary team 
composed of physicians and psychologists, as well as physiotherapists and occupa-
tional therapists to provide a holistic and well-rounded approach to older patients 
and clients.

14.1  Concluding Remarks

This book is a small contribution to a slowly growing field on sexual health in older 
adults. It is our hope that it will provide readers a good overview of the current evi-
dence base and future generations of interested researchers a place from which to 
launch new ideas and future projects. As such, it will be interesting to students of the 
health sciences and medicine, as well as researchers focused on aging or sexuality. 
Moreover, the authors of individual chapters were asked to give, where available, a 
practical overview. The book should therefore also lend a hand in approaching top-
ics of sexuality with older patients for those working in the clinical field—geriatri-
cians, urologists, gynecologists, general practitioners, and mental health experts 
alike. Lastly, given that many chapters focus on community and societal aspects of 
sexuality in older adults, the book encompasses dimensions of sexuality that would 
be equally interesting to professionals working in disease prevention, health promo-
tion, and gerontology.

We thank all the authors for their selfless contributions. We would especially like 
to express our gratitude to Professor Daragh T. McDermott, who provided invalu-
able input and feedback as the associate editor for this book.
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15Glossary

Lisa Lehner and Charlotte Rösel

The following glossary provides an overview and short definitions of key terminol-
ogy used in this book. It is meant as an accessible on-hand reference for the reader. 
For more information and details, please consult appropriate textbooks and up-to- 
date scientific literature.

Term Definition
Ageism Ageism refers to the stereotypes [see stereotype], prejudice, and 

discrimination [see discrimination] towards others or oneself on the basis 
of age

Anabolism Anabolism is the building-up mechanism of the metabolism in living cells 
and organisms. Anabolic processes are enzyme-catalyzed reactions by 
which relatively complex molecules are formed from smaller and 
relatively simple molecules. Opp. catabolism

Anorgasmia Anorgasmia describes the absence of attaining orgasm after sufficient 
sexual stimulation. Anorgasmia is associated with significant personal 
distress and sexual dissatisfaction [see satisfying sex, sexual fulfillment]

Arousal (sexual) Arousal (sexual) refers to the physiological and psychological processes in 
the body when exposed to sexual stimuli (e.g., touch, mental stimuli, 
physical stimuli, internal fluctuation of hormones)
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Term Definition
Asexuality An asexual person is someone who does not experience sexual attraction. 

A person who is asexual can experience attraction that can be romantic, 
aesthetic, or sensual; they might experience arousal [see arousal (sexual)], 
desire [see desire (sexual)], or seek romantic relationships. The split 
attraction model helps to express both sexual and romantic attraction of 
people who identify as asexual and experience romantic attraction to 
different genders [see gender]. If people identify as asexual and 
experience romantic attraction to the same gender, they might identify as 
asexual homoromantic or asexual and lesbian or gay [see homosexual, 
gay, lesbian]. Asexuality describes a spectrum of disinclination towards 
sexual behavior or sexual partnering

Bisexuality Bisexuality describes a person’s capacity to form romantic, sexual, or 
emotional attraction towards people presenting both as male [see male] 
and female [see female], or to more than one gender [see gender]. People 
who identify as bisexual need not experience equal attraction across 
genders

Cisgender Cisgender (or cis*) describes a person whose gender identity [see sexual 
and gender identity] corresponds to their gender [see gender] assigned at 
birth. Opp. transgender [see transgender]

Cisnormativity Cisnormativity describes the implicit and systemic assumption that all, or 
almost all, people are cisgender [see cisgender]

Comorbidity Comorbidity describes the presence of one or more additional conditions 
often co-occurring (concomitant or concurrent) with a primary condition

Cultural setting A cultural setting describes a place, space, or institution in which a social 
group can be said to share a set of (implicit and explicit) values, ideas, 
concepts, and rules of behavior. Culture cannot be said to be present or 
absent, but such values, ideas, rules, and concepts are dynamic, evolving, 
and socially constructed by the members of a social group

Desire (sexual) Sexual desire describes a conscious impulse towards someone or 
something that promises (sexual) enjoyment or satisfaction in its 
attainment

Discrimination Discrimination is the unfair or prejudicial treatment of individual people 
or groups based on characteristics such as gender identity [see sexual and 
gender identity], race, age, dis/ability, sexual orientation, mental health, 
and others

Disempowerment Disempowerment describes processes by which individual people or social 
groups are actively or structurally denied, deprived of, or inhibited in their 
agency, authority, influence, or ability to make choices and succeed

Dysfunction Dysfunction describes impaired or abnormal functioning (e.g., of 
biochemical bodily responses during sexual intercourse)

Dyslipidemia Dyslipidemia refers to an elevation of plasma cholesterol, triglycerides, or 
both, or a low high-density lipoprotein cholesterol level that contributes to 
the development of atherosclerosis; causes may be primary (genetic) or 
secondary

Dyspareunia Dyspareunia refers to painful intercourse for physiological and/or 
psychological reasons that occurs just before, during, or after sex

External stressors External stressors refer to stress-inducing processes that occur in a 
person’s surroundings or environment. Opp. internal stressors

Female Relating to or characteristic of behaviors, appearances, interests, etc. 
traditionally associated with the biologically female sex; having a gender 
identity [see sexual and gender identity] that is the opposite of male [see 
male]
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Term Definition
Fondling To touch gently and in a loving way, or to touch in a sexual way
Frailty; pre-frailty Older adults with chronic conditions, decreased physical function, and 

cognitive impairment are more likely to become frail, which negatively 
affects their quality of life [see quality of life] and life expectancy. Frailty 
is a multifactorial syndrome resulting in increased vulnerability [see 
vulnerable group] to adverse outcomes that is associated with 
malnutrition, inadequate physical activity, hormonal imbalance, 
multimorbidity, and detrimental socioeconomic conditions. Frailty is 
associated with a prodromal stage called pre-frailty, a potentially 
reversible condition before onset of established frailty

Gatekeeper Gatekeeper describes a person who has the power to actively or implicitly 
decide or inhibit access to opportunities, resources, or spaces for another 
person or group

Gay Gay describes the sexual orientation, attraction, and self-identification [see 
self-identification] of people who are emotionally, romantically, and/or 
physically attracted to people of the same gender [see gender]. Gay often 
refers specifically to the attraction of people who identify as male [see 
male] to people who also identify as male. Lesbian [see lesbian] is often a 
preferred term for attraction between people who identify as female [see 
female]

Gender A social combination of identity, expression, and social elements related 
to masculinity and femininity. Gender includes different aspects, such as 
sexual and gender identity [see sexual and gender identity] (self- 
identification [see self-identification]), gender expression (self- 
expression), social gender (social expectations), gender roles [see gender 
role] (socialized actions), and gender attribution (social perception)

Gender minority Gender minority generally refers to groups with gender identities [see 
sexual and gender identity] and expressions which differ from the 
numerical majority. Being in the gender minority often relates to the 
gender binary. The gender binary refers to the cultural insistence and idea 
that there are only two genders [see gender], either male [see male] or 
female [see female], and the assumption that gender is biologically 
determined. People who identify as neither male or female, both, or 
something else are generally considered to be in the minority. The status 
of being in the minority is often related to marginalization [see 
marginalization], discrimination [see discrimination], and stigma [see 
stigma] (minority stress [see minority stress])

Gender 
reassignment 
surgery

Gender reassignment surgical procedures help people transition [see 
transition] to their self-identified gender [see gender, self-identification] 
and may include facial surgery, top surgery, or bottom surgery. Today, 
reassignment surgeries are also often referred to as gender affirmation or 
gender confirmation surgeries

Gender roles The behaviors, attitudes, values, beliefs, etc. which a social group or 
culture consider appropriate for a male [see male] or female [see female] 
person

Global life 
satisfaction

Global life satisfaction is the cognitive component of subjective well- 
being and is defined as an individual’s appraisal of their overall quality of 
life [see quality of life]

Hegemony Hegemony is the political, economic, social, and/or cultural predominance 
of one state or group over others
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Term Definition
Heteronormativity Heteronormativity describes the implicit and systemic assumption that all, 

or almost all, people fall into distinct genders (male [see male] or female 
[see female]), and naturalizes heterosexual [see heterosexual] coupling of 
a man [see man] with a woman [see woman] as the norm

Heterosexism Heterosexism describes prejudice against people and groups who display 
non-heterosexual [see heterosexuality] behaviors or identities, combined 
with the majority power to impose such a prejudice

Heterosexuality Heterosexuality describes a person’s romantic, emotional, and sexual 
attraction towards a different gender [see gender] than their own

Homophobia Homophobia refers to an implicit or express aversion to people who 
identify as homosexual [see homosexuality], gay [see gay], or lesbian [see 
lesbian] which often manifests as prejudice, bias, discrimination [see 
discrimination], stigma [see stigma], or violence [see sexual violence]. 
Similarly, biphobia might refer specifically to an aversion against people 
who identify as bisexual [see bisexuality]. Collectively, these attitudes are 
referred to as anti-LGBTIQ+ bias [see LGBTIQ+]

Homosexuality Homosexuality describes a person’s same-gender romantic, emotional, 
and sexual attraction; primary use of the term is clinical, and use of more 
specific terms is preferred, such as gay [see gay], lesbian [see lesbian], or 
queer [see queer]

Internalization Internalization refers to a process of socialization into a given society or 
culture, through which external norms, rules, attitudes, values, and biases 
become (implicitly) accepted by an individual and thus internal. Terms 
such as internalized homophobia [see homophobia] or internalized stigma 
[see stigma] describe a person’s acceptance of dominant biases against 
their own (minority) sexual or gender identity [see sexual and gender 
identity], which might be exhibited as self-hatred or self-denial

Intimacy Intimacy refers to physical and/or emotional closeness, or feelings of 
closeness (e.g., during sexual intercourse)

Lesbian Lesbian describes the sexual orientation, attraction, and self-identification 
[see self-identification] of people who are emotionally, romantically, and/
or physically attracted to people of the same gender [see gender], whereby 
the term specifically refers to the attraction of people who identify as 
female [see female] to people who also identify as female

LGBTIQ+ An acronym that collectively refers to people who identify as lesbian [see 
lesbian], gay [see gay], bisexual [see bisexuality], trans* [see 
transgender], inter*, or queer [see queer], or questioning [see 
questioning]. Different versions of the acronym exist that include or 
exclude certain sexual and gender orientations and identities [see sexual 
and gender identity]. The plus sign aims to create greater inclusivity and 
represents any non-heterosexual [see heterosexuality] and non-cis* [see 
cisgender] identity not expressly included

Libido Libido describes a person’s overall sexual drive or desire [see desire 
(sexual)] for sexual activity [see sexual activity]

Lust Lust usually refers to intense or unbridled sexual desire [see desire 
(sexual)]

Male Relating to or characteristic of behaviors, appearances, interests, etc. 
traditionally associated with the biologically male sex; having a gender 
identity [see sexual and gender identity] that is the opposite of female [see 
female]

Man Man generally describes a human person who currently identifies as male 
[see male], lives as a man, or identifies predominantly as masculine
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Term Definition
Marginalization Marginalization describes an implicit or express social process by which a 

person or group are considered or made to be insignificant or peripheral to 
the norm or numerical majority

Minority stress The minority stress model was first theorized in the context of research on 
the mental health of people who identify as LGBTIQ+ [see LGBTIQ+]. It 
intends to express the greater social stresses faced by people who identify as 
a sexual or gender minority [see gender minority], such as homophobia [see 
homophobia] and discrimination [see discrimination]. Such stresses leave 
numerical minorities at higher risk for substance use and negative mental 
health outcomes, including depressive symptoms and suicide ideation

Monogamy Monogamy is the practice or state of having a sexual relationship with 
only one partner

MSM Men [see man] who have sex with men
Nondisclosure Nondisclosure is used to refer to the (intentional) act of not revealing 

one’s own queer identity [see queer, gender identity] in a particular 
context. Nondisclosure is often a person’s choice and does not mean they 
are deceiving anyone

Partnered sex Partnered sex involves one or more partners for the purpose of sexual 
pleasure [see pleasure (sexual)]. Sexual activity [see sexual activity] and 
sexual behaviors can, but must not, involve partners (auto-eroticism)

Penile inversion 
vaginoplasty

Penile inversion vaginoplasty is a technique of gender reassignment 
genital surgery [see gender reassignment surgery] that uses primarily 
genital skin to construct the vulva and neovagina for patients assigned 
male [see male] at birth

Petting Engaging in sexually stimulating caressing and touching
Plateau (sexual) The plateau phase of sexual bodily response describes the highest point of 

sexual pleasure [see pleasure (sexual)] and continues to grow, lasting 
several seconds to minutes. A person may feel physical and emotional 
excitement and have physical sensations of sensitivity and warmth

Pleasure (sexual) Noun: a feeling of happy satisfaction and enjoyment, also in the context of 
sexual intercourse or auto-eroticism; verb: give sexual enjoyment or 
satisfaction to someone [see satisfying sex] or to oneself

Polypharmacy Polypharmacy is often defined as the routine use of five or more 
medications; includes over-the-counter, prescription, and/or traditional and 
complementary medicines used by a patient

Quality of life Quality of life (or QOL) refers to the standard of health, comfort, and 
happiness experienced by a person or group; different measures and 
measurements are used to assert quality of life

Queer An umbrella term representative of the vast matrix of identities outside of 
the cisgender [see cisgender] and heterosexual [see heterosexuality] 
majority; reclaimed after a history of pejorative use, starting in the 1980s; 
may also be used as a term for self-identification [see self-identification]

Questioning Questioning refers to a process of exploration by a person who might be 
unsure, still exploring, or concerned about their sexual or gender 
self-identification [see sexual and gender identity, self-identification], 
expression, or sexual orientation

Reproductive 
health

Reproductive health is a state of complete physical, mental, and social 
well-being and not merely the absence of disease or infirmity, in all 
matters relating to the reproductive system and to its functions and 
processes. Reproductive health implies that people are able to have a 
satisfying [see satisfying sex] and safe [see safe sex techniques] sex life, 
and that they have the capability to reproduce and the freedom to decide 
if, when, and how often to do so
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Term Definition
Safe sex 
techniques

Safe sex techniques refer to acts or behaviors that reduce the risk of 
infection with a sexually transmitted disease [see STIs] (e.g., the use of 
condoms)

Sarcopenia Sarcopenia is a type of muscle loss (muscle atrophy) that occurs with 
aging and/or immobility. It is characterized by the degenerative loss of 
skeletal muscle mass, quality, and strength

Satisfying sex Satisfying sex or a satisfying sex life will vary from person to person. 
Sexual satisfaction may refer to or include quality and frequency of sexual 
activity [see sexual activity], arousal [see arousal (sexual)], or orgasm, 
mutual pleasure [see pleasure (sexual)], acting out of desires [see desire 
(sexual)], or partnership satisfaction

Self-identification Self-identification refers to the assigning of a particular characteristic or 
categorization to oneself, often used to describe self-identification with a 
particular gender [see gender] or sexual orientation. Self-identification is 
the key measure by which sexual and gender identity [see sexual and 
gender identity], attraction, and sexual orientation can be asserted

Self-revelation Self-revelation refers to the process by which a person’s gender identity 
[see sexual and gender identity] or sexual orientation become known to 
themselves over time. The term assumes the self to be fluid and socially 
constructed; it supplants the negatively connotated term self-deception

Sexual activity; 
sexual conduct

Sexual activity describes the manner in which people experience and 
express their sexuality

Sexual and gender 
identity

Sexual and gender identity describes an individual’s internal sense of 
being male [see male], female [see female], both, neither (agender), or 
something else (genderqueer, genderfluid, gender non-conforming, etc.)

Sexual assault Sexual assault is an act of intentionally touching another person, or 
coercing or forcing another person to engage in a sexual act without that 
person’s express and repeated consent. Sexual assault is a form of sexual 
violence [see sexual violence]. Legal definitions of sexual assault may 
differ across countries and settings

Sexual culture Sexual culture may refer to a set of rules, norms, values, and behaviors 
shared by a social group or subgroup related to sexuality, sexual activity, 
and sexual conduct [see sexual activity]

Sexual expression Sexual expression is used to refer to the expression of sexual desire [see 
desire (sexual)] and sexual acts with a diverse and expansive 
understanding of human sexuality that goes beyond cisnormative [see 
cisnormativity] and heteronormative [see heteronormativity] assumptions 
of penile-vaginal intercourse among male-female dyads [see male, 
female]. Continued sexual expression in older age is increasingly 
researched and connected to greater sexual and overall health

Sexual fulfillment Sexual fulfillment refers to the state of satisfaction with one’s sexual life 
[see satisfying sex] and sexuality

Sexual function Sexual function is how the body reacts in different stages of the sexual 
response cycle, or as a result of sexual dysfunction [see dysfunction]

Sexual health Sexual health requires a positive and respectful approach to sexuality and 
sexual relationships, as well as the possibility of having pleasurable [see 
pleasure (sexual)] and safe [see safe sex techniques] sexual experiences, 
free of coercion, discrimination [see discrimination] and violence [see 
sexual violence]
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Term Definition
Sexual rights Under international human rights law, all persons have the right to control 

and decide freely on matters related to their sexuality; to be free from 
violence [see sexual violence], coercion, or intimidation in their sexual 
lives; to have access to sexual and reproductive healthcare information 
[see sexual health, reproductive health], education, and services; and to be 
protected from discrimination [see discrimination] based on the exercise 
of their sexuality

Sexual violence Sexual violence is defined as a sexual act that is committed or attempted 
by another person without freely given consent or against someone who is 
unable to consent or refuse. Sexual violence is a comprehensive term that 
may refer to different forms of violence, such as rape, sexual assault [see 
sexual assault], sexual abuse, intimate partner sexual violence, incest, 
sexual harassment, elder abuse, and more. Sexual violence can also occur 
when a perpetrator forces or coerces someone to engage in sexual acts 
with a third party. Sexual violence can occur to anybody at any age

SGM Sexual and gender minority (SGM) communities include, but are not 
limited to, individuals who identify as lesbian [see lesbian], gay [see gay], 
bisexual [see bisexuality], asexual [see asexuality], transgender [see 
transgender], Two-Spirit, queer [see queer], inter*, or, more generally, any 
sexual and gender identity [see sexual and gender identity] that does not 
fit into cis* [see cisnormativity], hetero [see heteronormativity], or 
monogamous [see monogamy] social norms

Social attachment Within attachment theory, attachment means an affectional bond or tie 
between an individual and an attachment figure (usually a caregiver); 
different attachment styles formed during childhood are generally 
assumed to be expressed as distinct patterns in adult relationships

Social background Social background generally refers to the totality of socially transmitted 
behaviors, attitudes, values, beliefs, institutions, and biases that a person 
has grown up in and belongs to; background may refer more specifically 
to a person’s social class, education, cultural and ethnic belonging, 
nationality, or similar

Social passivity Social passivity refers to persons’ passivity in the initiating, forming, and/
or maintaining of social relationships

Social well-being Social well-being describes a person’s—especially an older person’s—
good health related to the presence and quality of their social 
relationships, their social networks, their social participation/loneliness, 
sexuality, social support, caregiver burden, and general social environment

Societal 
acceptance

Societal acceptance refers to the implicit and express mechanisms of 
inclusion, especially of minority groups [see gender minority] into the 
social majority; societal acceptance can be considered on a spectrum 
ranging from tolerating to active inclusion

SRA-Q ELSA Sexual relationships and activities questionnaire (SRA-Q) of the English 
longitudinal study of ageing (ELSA)

Stereotype Stereotypes refer to a widely held but fixed and oversimplified image or 
idea of a particular type of person, group, thing, or concept

Stigma Stigma refers to a social mark of disgrace associated with a particular 
circumstance, quality, or person; stigmatization describes the process by 
which or state of a person who is stigmatized for a particular 
characteristic, identity, or quality by society or a group

STIs Sexually transmitted infections, such as HIV (human immunodeficiency 
virus), syphilis, or herpes simplex virus; STIs are spread predominantly by 
sexual contact, including vaginal, anal, and oral sex
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Term Definition
Successful aging Successful aging has become an important concept to describe the quality 

of the aging process. It is a multidimensional concept with the main focus 
on how to expand functional years during the later life span. The concept 
has developed from a biomedical approach to a wider understanding of 
social and psychological adaptation processes in later life

Taboo Prohibited or restricted by social custom
Transgender Transgender (or trans*) describes a person whose gender identity [see 

sexual and gender identity] does not necessarily correspond to their 
gender [see gender] assigned at birth and may be used as an umbrella term 
to denote the wide variety of identities within the gender variant spectrum. 
The asterisk is representative of the widest notation of possible trans* 
identities. Other terms commonly used are female-to-male (or FTM), 
male-to-female (or MTF) [see male, female], assigned male at birth (or 
AMAB), assigned female at birth (or AFAB), genderqueer, nonbinary, 
genderfluid, or gender expansive. A person who identifies as transgender 
may choose to alter their bodies hormonally and/or surgically to match 
their gender identity through gender affirmation surgery [see gender 
reassignment surgery], or by socially transitioning [see transition] in 
various ways. Opp. cisgender [see cisgender]

Transition The process by which some people strive to more closely align their 
self-identified gender [see self-identification, gender] with its outward 
appearance. Some people socially transition, whereby they might begin 
expressing, dressing, using names and pronouns, and/or being socially 
recognized as another gender. Others undergo physical transitions in 
which they modify their bodies through medical interventions (e.g., 
through gender affirmation surgery [see gender reassignment surgery])

Transphobia Transphobia refers to an implicit or express aversion to people who 
identify as transgender [see transgender] which often manifests as 
prejudice, bias, discrimination [see discrimination], stigma [see stigma], 
or violence, sexual and otherwise [see sexual violence]

Vaginal atrophy Vaginal atrophy (atrophic vaginitis) describes the thinning, drying, and 
inflammation of the vaginal walls that may occur when the body has less 
estrogen. Vaginal atrophy occurs most often after menopause. For many 
people with vaginas, vaginal atrophy not only makes intercourse painful 
[see dyspareunia] but also leads to distressing urinary symptoms

Vulnerable group A group of persons may be more or less vulnerable to shock, ill-health, 
social and biological risks, social and natural hazards, and death due to a 
variety of social, natural, political, and economic conditions. A group’s or 
person’s state of vulnerability can be assessed across different dimensions: 
e.g., the initial level of well-being, the degree of exposure to risk, and the 
capacity to manage risk effectively. Vulnerability can be considered as 
both a condition and a process. Dynamic interactions between material 
and social deprivation, poverty, powerlessness, or health impacts may 
change, alleviate, or reinforce each other over time

Woman Woman generally describes a human person who currently identifies as 
female [see female], lives as a woman, or identifies predominantly as 
feminine
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