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Sexual Behavior and Older Adults Scripted Lecture 

I.
Introduction [Slide 1]
The lecture today is about sexual behavior and older adults. The content includes defining sexuality, exploring the myths associated with sex in older years, describing physical changes associated with the aging human body and their impact on sexual expression, and concludes with a discussion on contributing factors to sexual dysfunction in older adults as well as assessment and treatment. 

II.
Sexuality


Ask the students: What does “sexuality” mean to you? [Write responses on board]

a. Definition [Slide 2]
Sexuality is:

Who we are- behavior, speech, appearance, male/female

How we see ourselves, and how others see us

Desire for physical closeness

Expression: way we dress, holding hands, kissing, masturbating, touching, and sexual intercourse [intercourse is only one component of sexuality]

[Show slides 3-5, read questions, and have participants write down the responses. This short T/F Quiz designed to assess their knowledge of sexuality and older adults, and to set the stage for the presentation. You can come back and give the correct responses at the end of the class.  Slide 3 answers: False, True, False; Slide 4 answers: False, False, True; Slide 5 answers: True, True, False]

a. Ask the students for their view of sexual behavior and older people – [if you want you can have the students complete the Sexuality Exercise, to help generate discussion]

b. [Discuss what society’s view of sexuality and older people is; ask how is sexual behavior among older people portrayed on television, greeting cards, and cartoons?]

One reason for a negative view by society is based on the reproductive bias – “only young people who have the ability to procreate should be the ones having sex” – “old people shouldn’t be doing that” (having sex).

Myths  [Read list of myths and discuss with students, Slides 6 and 7]

The seven hopeless myths about sex and old age (Butler and Lewis):

· Older people are incapable of sexual intercourse.

· One’s parents do not enjoy sexuality -- they’re asexual.

· Older people who have sexual fantasies and interests are lecherous and disgusting.

· Sexual satisfaction diminishes in old age.

· Older women have been “relieved of the burden” of sexuality after menopause.

· There is nothing that can be done by anybody to help deal with sexual problems in the later years.

· Not even a doctor can assist sexuality in late life (impotence).

For people over age 60-70 – sexuality has not been openly acknowledged. However, this is changing as the baby boomers are coming of age.

The reality is that many older people enjoy an active sex life that often is better than their sex life in early adulthood. The National Council on the Aging (1998) conducted a survey of 1300 older Americans about sexual behavior and attitudes

[The Executive Summary of this research is included in this teaching manual].

The NCOA research indicates:  [Slides 8 and 9]
· 48% are sexually active, at least 1x month

· 39%: satisfied with current amount; 39% want more frequent sex

· Men were more than twice as likely as women to report wanting more sex (56% of men vs. 25% of women).

· Only 4% want less frequent sex.

· 75% report sex life is more emotionally satisfying

· Men and women in 60s are more sexually active than men and women in their 70s.

· More older men than women said they are sexually active (may be attributed to longer life expectancy of women—more likely to be widowed).

· For those who are less active, reasons given included:

· Medical conditions

· Medications

· Less physical desire
III.
Physical Changes


a.
Women [Slide 10]
Physical changes in women include 

· Thinning of vaginal wall and less elasticity that may cause irritation during intercourse,

· Less lubrication or wetness, which can be alleviated with a lubricant such as KY Jelly, or other products on the market, 

· Diminished or slower orgasmic response, thus it takes longer time to become excited; the orgasm may be shorter or less strong; and, the contractions during orgasm may be uncomfortable.


b.
Men [Slide 11]
Physical changes in men include 

· Taking longer to achieve an erection and ejaculation

· An erection that may be less hard

· Increased ability to postpone ejaculation for longer period of time

· An increase in the interval between ejaculations 

· Orgasm may be less intense, and semen release less forceful.

Contributing Factors to Sexual Dysfunction [Slide 12]
There are a number of contributing factors related to sexual dysfunction. 

a. Physical Changes

The first is related to the physical changes listed on the last slide. If the person experiences pain or discomfort, he or she may cease sexual activity altogether. Another concern is erectile dysfunction that affects about 30 million American men. In addition, the use of alcohol and illicit drugs can cause sexual impairment. 

b. Personal and Societal Beliefs

Older adults usually cease sexual activity for the following reasons:

· The individual is infirm; unable to participate in behavior

· Someone told the person or couple they look ridiculous being intimate, or are called ‘dirty old man’ or ‘indecent woman.’
· The individual doesn’t have a “socially-sanctioned” partner, i.e. spouse, partner.

· Lack of knowledge about physical changes and how to modify or adapt behavior to continue meeting sexual needs

c. Medication 

Medications are associated with sexual dysfunction [Refer to list of medications and effects found on pages 48-49 in Messinger-Rapport article, included in teaching module], though sometimes it is difficult to know if the sexual dysfunction is associated with a disease process or with the treatment. As noted by Messinger-Rapport, et al, two examples are the medications for hypertension and depression because both the disease process and the treatments may cause sexual dysfunction. 

d.
Disease and disability (Messinger-Rapport, et al, p 47)

Chronic illness such as diabetes, stroke, and cardiovascular disease, and surgery such as prostatectomy or mastectomy are associated with sexual dysfunction. Risk of erectile dysfunction is higher in men with lower education, diabetes, heart disease, and hypertension. Surgeries that affect body image or that involve the sex organs may diminish self-esteem and reduce sexual participation. Pain from arthritis, particularly hip osteoarthritis, may affect position and endurance and cause significant sexual difficulty. 

e. Institutionalization

Many factors contribute to the lack of sexual expression in a nursing home. These will be discussed in a later slide.
VI.
Assessment/Treatment 

a. Sexual Response Cycle Phases [Slide 13]
· Desire

· Excitement

· Orgasm

· Resolution

b. Sexual Dysfunction [Slide 14]
Sexual dysfunction is defined as the absence of one or more phases of response cycle. 

There are 3 classifications of sexual dysfunction:

· Primary – sexual expectations have never been met, etiology: usually psychogenic

· Secondary – all phases functioned in the past, but one or more no longer do, etiology: organic or pharmacologic

· Situational – response cycle functions under some circumstances, but not others, etiology: psychogenic or relationship-related

c. Sexual Health Assessment (Gallo, et al) [Slide 15]
Sexual health assessment is an important component of assessment. An assessment includes:

· Asking about normal sexual patterns and interests

· Asking what has happened now that affects capacity or performance

· Reviewing biological factors, illness, medications

· Asking if client has any sexual concerns or complaints

It is important that the social worker understands whether the older adult perceives a problem, what the expectations are of normal sexuality in later life, and existing diseases or medications that can affect sexual functioning. 

[The Try This: Sexual Assessment by Wallace (2007) handout {in teaching manual packet} is useful to share with students. It discusses the PLISSIT model of approaching the topic and several questions to ask older adults for an assessment.]

d. Treatment [Slide 16]
Treatment is dependent upon the cause of the sexual dysfunction. Medical causes are reversed or treated with medications. Physical therapy or mechanical aides may help individuals with physical illnesses or disabilities. 

Sex therapy is a short-term form of counseling with a sex therapist. During the session, the counselor will give the patient "assignments" to do at home, such as reading books about sexuality, touching exercises that are designed to take away the pressure to perform during sex, and practicing better sexual communication skills (WebMD, 2007). Psychotherapy can address anxieties, fears, or issues regarding poor body image.


In addition to sex therapy, there are other treatment options for erectile dysfunction that can be initiated by the older man or primary care physician. External vacuum devices (EVDs) use may be limited by upper extremity arthritis. Self-injection of medication into the corpus cavernosum is also an option. Erectile dysfunction drugs such as Cialis, Levitra, and Viagra can be used in older men, but it is important for the man to discuss use with his physician. 

Vaginal dryness may be helped with lubricating gels, hormone creams, and

hormone replacement therapy. In some cases, women with androgen deficiency can be 

helped by taking testosterone.

Treatment also needs to include education on sexuality and aging. And, include education about unsafe intercourse and venereal diseases, and HIV/AIDS. 

VII.
Special Needs

a. STDs and HIV and Older Adults [Slide 17]
STDs and HIV are still concerns among older adults. They need to be given information on how to protect themselves against infection. 

· 10% of individuals with HIV are over age 65
· 11-15% of US AIDS cases occur in people over age 50

Transmission risks:

· Sexual activity: Chief risk is male-to-male unprotected sex. This accounts for 60% of cases
· Injection drug use 

b. Nursing Home Placement 

Sexual Desire and Expression [Slide 18]
Sexual expression and desire extend throughout an individual’s life span and are integral parts of an elder’s life including those who are in nursing homes; nursing home staffers often regard sexual interest or practice as a “behavioral problem,” rather than a natural occurrence or expression of need for loving contact. Managing residents’ expression of sexuality is an integral aspect of providing care.  For some LTC providers addressing or recognizing resident sexuality poses a dilemma, especially when compounded by the fact that many of the residents suffer some form of dementia.

Staff training on issues of sexuality and aging is a vital mission to enable residents to achieve the highest level of physical and emotional well being.  The training needs to focus on real-life concerns such as handling unwanted advances, understanding residents’ need for physical contact, dealing with inappropriate sexual behavior including public masturbation, and accepting the expression of sexuality.

Nursing home residents have cited a number of reasons for why they are no longer sexually active: [Slide 19]
· Absence of a suitable partner

· Lack of privacy

· Poor health

· Loss of interest

· Inability to perform

· Perception of being sexually unattractive 

Family members of nursing home residents who believe that older persons are or should be asexual, may pressure staff to forbid sexual contact. Nursing home staff may share the same ageist beliefs about the asexuality of older adults and discourage or forbid consensual sexual activity. 


c.
 Out and Aging: Older Gays and Lesbians [Slide 20]
[Out and Aging MetLife 2006 survey and the ASA Lesbian, Gay, Bisexual, and Transgender Older Persons handout are useful documents to read in preparation for this segment; they are included in this manual]


Between 1.75 and 3.50 million Americans age 60 and over are lesbian, gay, bisexual or transgender. The numbers are expected to increase as aging population grows. A major challenge to meeting the needs of older persons who are LGBT is the limited research on older persons, who are gay or lesbian, and much less on bisexual and transgender. 


[Slide 21] Concerns shared by older person who are LGBT are similar to other older adults. These concerns include family and social support, health including end of life wishes and advance planning, housing, income and employment, and discrimination related to aging as well as sexual orientation.
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