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Understanding Intimacy And Sexuality In The Third Age 
Introduction 

 

 
Sexuality is an important element of one’s identity. 
However, up until today, the social environment of 
most Western cultures has rarely allowed for the 
discussion of sexual behaviour. This secretive 
environment continues for seniors. Gerontologists 
and other medical experts generally agree that 
continued sexual interest and activity can be 
therapeutic for older men and women. However, 
we do not give enough attention and respect to 
sexuality when considering the lives of older adults. 
There are many false expectations regarding the 
effects of ageing and sexuality. The societal 
emphasis that links sexuality almost exclusively to 
young people can make older people feel ashamed 
of their continued sexual interest and may 
consequently discourage them from seeking sexual 
advice.   

Knowledgeable professionals are key to older 
people being able to recognise and express their 
sexuality without stigma or discrimination. They 
can give permission, provide information, and 
offer specific suggestions that enable people to 
overcome barriers to one’s health and happiness. 
But it is not easy for health and social care 
professionals to access reliable, interdisciplinary, 
low-barrier and easy-to understand state-of-the-art 
information on ageing and sexuality.  

Ageing plays an important role in sexuality, and the 
generations subsequent to the era of sexual 
revolution of the 1960s and 1970s have 
considerably modified their sexual values and 
behaviour patterns. This transition will apparently 
continue in subsequent generations. In most 
Western cultures, discussing personal sexual 
behaviours and practices can be uncomfortable at 
best. When turning the focus to discuss sexual 
relations among older adults, reactions can range 
from discomfort to horror. Studies of health 
professionals have identified substantial staff 
discomfort about sexual expression among seniors, 
with the only sexual behaviours viewed as 
acceptable being hugging and kissing on the cheek. 
The topic of sex among seniors is often dismissed 
as a non-issue, a joke, or a conversation that many 

would rather avoid altogether, and information on 
solutions to typical changes and on coping with 
common ailments such as diabetes or erectile 
dysfunction is largely lacking for educators and 
senior citizens. Existing and available data in that 
field have demonstrated that individuals who have 
enjoyed an active and healthy sex life throughout 
adulthood are likely to continue doing so well into 
their later years. It is not only important that 
caregivers (health and social care professionals) 
understand that sexuality plays also an important 
role at 70 or 80 years of age, but that also older 
people themselves are informed and become more 
self-confident in this matter. 

 

Objectives 
 
 

The special challenge of the complex interaction 
between physiological factors, cultural factors and 
the psychology of ageing and sexuality identified by 
recent research are at present not sufficiently 
addressed by any major EU project. The specific 
objectives of the project are to develop and 
implement new and effective tools that reinforce 
sexual health and personal well-being of all older 
people, and a flexible, efficient and sustainable 
model to raise health and social care professionals’ 
awareness and understanding of intimacy and 
sexuality in older people. The main outputs are 
 

Guidelines  

for health care and social professionals to use in 

the assessment and interventions addressing the 

improvement of  intimacy and sexuality  in senior 

clients.  They  will  draw  attention  to  existing 

barriers  and  identify  strategies  that  health  and 

social  professionals  can  implement  to  help 

improving their practice in this area; 
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Toolbox  
with  materials,  based  on  a  psycho‐social 

approach, which  cover  an  important  topic  that 

does not lose its power with age. 

 

The assumption that sexuality is the province of 
the young is more than just an outdated idea 
relegated to media clichés; it is simply wrong. 
Sexuality is a constant in all people’s lives. It does 
not turn on or off at a given moment or age, but 
rather continually matures alongside us, changing 
and shifting course with each passing year. Our 
sexual wellness and fulfilment can be integral to 
general health, life satisfaction and well-being, and 
is something that many of us will explore and enjoy 
with age. 

 

 

 

Target Groups 
 

 

The project targets at  

(1) professionals who are in contact with this age 
group, such as general practitioners and family 
physicians, mobile nurses and community health 
workers, social workers, and the teams working in 
retirement and nursing homes, and  

(2) older people, of all sexual orientations, to 
whom appropriate learning materials about sexual 
wellness and fulfilment will be offered.  

The modular structure of the materials will allow 
these two target groups to receive information 
about aspects of age and sexuality that are 
complementary to their work or life situation; i.e. 
health and care professionals will receive better 
insight into social and medical aspects, and the 
older generation will receive information on how 
to become active citizens, also in the field of 
personal fulfilment, if so desired.  
 

 

 

 

 

 

Why Is This Project Needed Now? 
 
 

In the next years, baby boomers who reach the 
pension may prove a powerful force in driving the 
cultural and social changes that can enable ‘super 
ageing’. Many researchers in the field of ageing and 
geronto-psychology are convinced that baby 
boomers will change the ‘paradigm of healthcare’ 
with innovative and alternative forms of care, to 
maintain and improve their physical and emotional 
health. Further, we are witnessing an increasing 
older generation of people who identify as lesbian, 
gay, bisexual, transgender and queer (LGBTQ). 
Older LGBTQ may face additional barriers to 
seeking and receiving sexual health and well-being 
care based on a lifetime of prejudice or 
discrimination that may affect their willingness to 
access mainstream services. This project will help 
to address that by better informing service 
provision.  

Europe is in need of innovative new solutions to 
prepare for the unprecedented ageing of its 
population, reflecting a number of factors 
including the increasing life expectancy and access 
to health care. The need for healthy ageing is a 
challenge to all European countries. At the start of 
the 2012 European Year of Active Aging and 
Solidarity between Generations, the EU 
Commission had presented a new Eurobarometer 
survey demonstrating that 71% of Europeans are 
aware that Europe’s population is getting older, but 
only less than 40% are concerned about this 
development. This is in stark contrast with the 
perceptions of policy makers, who regard 
demographic ageing as a major challenge. Eurostat 
projections (see Europop2012) show that by 2025, 
around 1/3 of the population will be aged 60 years 
and over. The need to improve and increase the 
exchange of knowledge on healthy ageing and the 
challenges raised by the increasing number of older 
people is a major task for all EU countries. 

Further, active Ageing Policy is a common EU 
strategy. The active ageing approach is grounded in 
the UN-recognized principles of independence, 
participation, dignity, care and self-fulfilment. It 
acknowledges the importance of gender, earlier life 
experiences, and culture on how individuals age. 
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Most European countries have policies and 
strategies for healthy ageing, which are either 
separate or included in general health policies. The 
majority of the policies have been based so far on 
health and promoting the health, as well as the care 
of older people. Also the European Union 
responds to the complexity of an ageing population 
with new strategies. The legal mandate of the EU 
supports Member States policies through 
stimulation of innovative action and exchange of 
experience and good practice. Several levels of 
action involve European Commission officials, 
members of the European Parliament (MEPs) and 
the European Council (national ministries). The 
theme ‘health’ is aligned with fundamental 
objectives also of EU research policies and 
contributes to the realisation of the active ageing 
and a quality of live in keeping with the overall 
development.  

The IntimAge project is an educational model that 
addresses an interdisciplinary range of factors in an 
understandable way that supports educators and 
can be used to guide teaching in older target groups 
of all sexual orientations. It provides low-barrier 
tools that can be used in everyday work, which are 
comprehensive and evidence based 

 

 

 

 
The medical and social expert organisations were: 

 University College of Health Sciences Slovenj Gradec (Slovenia): Dr Danica Železnik 
 Institute of Psychogerontology, University Erlangen (Germany): Professor Frieder Lang; Mr 

Marcel Plechaty 
 Irish Centre for Social Gerontology, National University of Ireland Galway (Ireland): Dr Martin 

Power; Dr Jane Sixsmith 
 School of Nursing & Midwifery, University of Sheffield (United >KIngdom): Dr Sharron 

Hinchliff; Dr Tony Ryan  
 
The group of vocational education specialists consisted of:  

 

 INTEGRA Institute for  Development of Human Potentials (Slovenia: Ms Sonja Bercko 
Eisenreich 

 E-C-C Association for Interdisciplinary Education and Consulting (Austria): Dr Wolfgang 
Eisenreich 

 Università dselle LiberEtà (Italy): Giuseppina Raso; Alessia Fabbro; 
 Greek Academic Network - GUNET (Greece): Dr Pantelis Balaouras 
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Sexuality In The Third Age (Module 1) 

 
 
 

 

The importance of sexuality and intimacy in the lives of older people is now 

being recognised. 

Older people’s approach to sexuality and what it means to them may change 

over time, dependent on a range of physical, social and psychological factors. 

Health & social care professionals require the skills and knowledge to provide 

the right support to older people they support and care for. 
 

 

The asexual stereotype of later life is slowly 
breaking down with the recognition and acceptance 
that older people engage in sexual activity and find 
it pleasurable. Research studies which previously 
did not include anyone older than age 50 have 
begun to recruit people of this age and older. 
Policies that neglected to mention older people in 
the context of sexual health have also started to 
consider their sexual health needs. Indeed, these 
changes are in line with societal shifts that have 
taken place over the last half of the 20th century to 
now (2016) around relationships, sexuality, gender 
identity and older people.  

The World Health Organisation plays a significant 
role in the way that health, including sexual health, 
is addressed and worked with in many countries. 
They recently stressed that sexual health was 
applicable throughout an individual’s lifespan 
(WHO, 2010), and that it should be viewed within 
a human rights framework. This includes the right 
to: 

 equality and non-discrimination 
 be free from torture or to cruel, inhumane 

or degrading treatment or punishment 
 privacy 
 the highest attainable standard of health 

(including sexual health) and social security 
 marry and to found a family and enter into 

marriage with the free and full consent of 
the intending spouses, and to equality in 
and at the dissolution of marriage 

 decide the number and spacing of one's 
children 

 information, as well as education 
 freedom of opinion and expression, and 
 an effective remedy for violations of 

fundamental rights 

The majority of these rights will be relevant to 
older people. However, we add the right to not be 
sexually active. This is something that researchers, 
practitioners and policy makers should note to 
avoid making the assumption that all older people 
want to, or should, be sexually active.  

Indeed, there has been a shift over the past 10 
years where sexual activity in later life is positioned 
and talked about as something that is ‘essential’ to 
ageing well. The benefits of sexual activity for 
ageing health are emphasised with little or no 
thought to the fact that not all older people wish to 
be sexually active or are able to be sexually active. 
The absence of a sexual partner, or a lack of sexual 
desire, may be part of life. No one will become ill if 
they do not engage in sex. So, we need to be 
mindful that in challenging the stereotype of the 
asexual older person that we do not create another 
one – the ‘sexy oldie’ (Gott, 2005). 

Whether or not an older person is sexually active 
can depend on a number of factors: their own or 
their partner’s health status, physical or mental 
health, the sexual side-effects of medications taken, 
sexual difficulties related to age or illness, and as 
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above the availability of a sexual partner. Getting 
older can mean that sexual activity changes in type 
and frequency.  

It is useful to provide definitions of the key sex, 
sexuality and sexual health to help guide the reader: 
 

Sex 

“Sex  refers  to  the biological  characteristics  that 

define  humans  as  female  or male. While  these 

sets of biological characteristics are not mutually 

exclusive,  as  there  are  individuals who  possess 

both, they tend to differentiate humans as males 

and females.”  

Sexual health 

 “…a  state  of  physical,  emotional,  mental  and 

social well‐being in relation to sexuality; it is not 

merely  the  absence  of  disease,  dysfunction  or 

infirmity.  Sexual  health  requires  a  positive  and 

respectful  approach  to  sexuality  and  sexual 

relationships, as well as the possibility of having 

pleasurable and safe sexual experiences, free of 

coercion, discrimination and violence. For sexual 

health to be attained and maintained, the sexual 

rights  of  all  persons  must  be  respected, 

protected and fulfilled.” 

Sexuality 

“…a  central  aspect  of  being  human  throughout 

life  encompasses  sex,  gender  identities  and 

roles,  sexual  orientation,  eroticism,  pleasure, 

intimacy  and  reproduction.  Sexuality  is 

experienced  and  expressed  in  thoughts, 

fantasies,  desires,  beliefs,  attitudes,  values, 

behaviours,  practices,  roles  and  relationships. 

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,  legal, 

historical, religious and spiritual factors.” 

(Definition by WHO: 
http://www.who.int/reproductivehealth/topics/se
xual_health/sh_definitions/en/) 

Sexuality provides the framework from which 
sexual health is defined, understood and 
operationalised. 

 

 

Target Groups 
 

 

Growing older is not just a biological process. 
While our bodies age physiologically, how we 
understand this and take meaning from it is 
influenced by the social and cultural contexts 
within which we live.  As Margaret Cruikshank 
writes in her book ‘Learning to be Old’: 

“Learning to be old means fully experiencing the physical, 
bodily changes that accompany aging while at the same time 
recognizing that those changes occur in a particular social 
setting, influenced by our ethnicity, class, and gender, and by 
the political and economic climate.” (Cruikshank, 2013:1) 

Ageing is indeed socially constructed which means 
that how it is understood and experienced can 
differ depending on where an individual lives at a 
given point in time. It can also mean that some 
older people are more likely to experience prejudice 
and discrimination because of their age, commonly 
referred to as ageism. 

 Social stereotypes of older age as decline and 
disease which we find in many European countries 
can influence our views and behaviours. Issues 
such as retirement from work, while positive to 
many as it frees up time and space, can also have a 
negative impact as retired people may be seen as a 
burden to society. The way that society overall 
‘views’ older people has implications for the ways 
that older people might view themselves.  

The predominant focus of ‘sexiness’ in many 
Western societies has been young people: the firm, 
slim, wrinkle free, agile body is the sexy body, 
particularly the female sexy body. Indeed, while the 
sexual agency of older people is beginning to be 
represented in popular culture, the sexy naked 
older body, when it does appear on television 
programmes, remains hidden: covered by 
bedsheets, or just out of the screen shot (Hinchliff, 
2014). Furthermore, we rarely see representations 
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of sexually active older people who identify as 
LGBTQ. 

The omission of older people from ideas about 
sexuality, and the connotations of being older as 
powerless and dependent on others for care can be 
damaging to the health and well-being of older 
people. For example, negative stereotypes like the 
asexuality of older people can prevent individuals 
from seeking help if they experience a sexual 
difficulty. They may worry that their doctor will 
think that they should not be interested in sex ‘at 
their age’ (Gott and Hinchliff, 2003). Such 
stereotypes can also prevent an older person from 
receiving appropriate sexual health and well-being 
care (Mellor et al., 2013). Again this can be 
exacerbated for older people who are LGBTQ, and 
who may have not disclosed their sexual 
orientation to care providers for fear of 
discrimination. It is unlikely that health and social 
professionals will have received training in the 
sexual health care of older people in general, and 
older people who are LGBTQ.  

 

 

 

Active Ageing 
 

 

Negative stereotypes of ageing are beginning to be 
broken down by approaches that change the way 
we view ageing and being an older person. The 
active ageing approach has developed across 
Europe since the turn of the 21st Century, building 
on the concept of ‘successful ageing’. It aims to 
make the best and most effective use of 
opportunities for health, as well as security and 
participation in everyday life (WHO, 2002). A key 
feature of the active ageing approach is that 
‘activity’ is defined by the older person themselves. 
Indeed, the pursuits that older people choose 
should be actively supported; diversity should be 
recognised and respected; and involvement in 
decision-making should be maximised. Continuity 
is central to a lot of active ageing, on the basis that 
people should be enabled to maintain the values, 
beliefs and practices with are consistent with their 
life as lived.  

What this means in health and social practice is 
that the well-being of all older people should be 
promoted, but particularly those who require a 
high level of support. To this end, professionals 
who work in health and social care should 
recognise the physical, social and psychological 
needs of older people, including the maintenance 
of personal relationships, humour, pleasure, and a 
sense of self. Furthermore, the active ageing 
agenda promotes the continuity of intimate and 
personal relationships, making sexuality and 
intimacy central components.  

 

 

Changes In Sexual Practice 
 

 

Changes to sexual function can occur with 
increasing age. For example, erectile dysfunction 
(ED) is more likely to occur in men aged 50+ than 
it is in men who are younger than 50 (Feldman et 
al, 1994). Women can experience vaginal dryness at 
the time of menopause, which can interfere with 
sexual desire and activity. For men, a longer 
refractory period (the recovery period after 
orgasm), a decreased ability to delay ejaculation and 
increased time to achieve an erection (Schlesinger, 
1995). The changes women can experience include 
shorter and less intense orgasms, an increased time 
taken to become sexually aroused (Schlesinger, 
1995). However, not everyone will experience a 
sexual difficulty as they age, and not everyone who 
does will consider it to be a problem.  

It is important to recognise that sexual difficulties 
can be experienced at any age and relate to the 
quality of the relationship, psychological well-being 
and physical health. A physical health problem may 
affect whether or not a person can hold a sexual 
position (e.g. in the case of stroke) or express their 
sexual feelings (e.g. dysphasia). Sexual desire can be 
affected by carer-burden, fatigue, depression and 
an altered body image (e.g. in the case of invasive 
treatment for cancer). Medications which are 
prescribed to manage a long-term health condition 
or mental health can impact sex too by reducing 
sexual desire, preventing erections, or stopping 
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orgasms. These include anti-hypertensives, and 
anti-depressants including SSRIs. 

Sexual difficulties can have a negative impact on 
intimate relationships, particularly when sexual 
activity is important to the couple. They can also 
have an impact on an individual’s self-esteem, and 
sense of themselves as feminine or masculine. It is 
important, therefore, to not assume that sexual 
activity is unimportant to older people and to 
provide appropriate support when required. (See 
Entre Nous, 2013 for further information.) 

Ways to help people overcome sexual difficulties - 
if they are a cause of distress - include trying 
different sexual positions. For a detailed 
infographic for those with limited mobility see 
http://www.xsandos.net/off-limits-the-best-
sexual-positions-for-people-with-limited-
mobility.html).  

If it is suspected that the sexual difficulty is a side-
effect of medication, the best action to take is talk 
to a health professional. Sexual and relationship 
therapists are specially trained to provide help and 
guidance, and may be particularly useful when the 
sexual difficulty has been experienced long-term. 
Also, changing our ideas about what sexual activity 
is, and trying different sexual activities or acts of 
physical intimacy, may also help and can be suited 
to some couples when for example erection 
difficulties prevent penetrative sex from taking 
place.  

 

 

 

Sexually Transmitted Diseases  
In The Third Age 

 
 

Sexually transmitted infections (STIs) or diseases 
(STDs) tend to be thought of as problems which 
affect only young people. However, there are 
increasing diagnoses of STIs in people aged 45 and 
older in many industrialised countries. STIs are 
passed are passed from person to person usually 
through sexual contact and through different types 
of sexual activity (vaginal, anal, oral). For detailed 
information about the categories and types of STIs, 
see the World Health Organisation resource page: 

http://www.who.int/topics/sexually_transmitted_i
nfections/en/ 

High figures of STI diagnoses in older people have 
been reported in the UK, USA, Australia, and 
China. While research on the awareness and 
knowledge of STIs in older age groups is lacking, 
anecdotal evidence suggests that STIs are 
increasing due to psychological and social factors. 
For example, not perceiving oneself to be at risk 
due to STIs being seen as something that affects 
only young people; a message that health 
promotion campaigns inadvertently send (Kirkman 
et al , 2013). Other reasons include associating 
condom use with the prevention of pregnancy 
rather than transmission of diseases (MacDonald et 
al, 2015). And associating sexual diseases only with 
specific groups of people e.g. sex workers, gay men 
(Olivi et al, 2008). 

Indeed, many health campaigns are directly 
targeting gay men and young people because this is 
where the highest incidence of STIs has been 
recorded. A consequence of this is that other 
groups do not see themselves as at risk. Another 
consequence is that symptom recognition may be 
delayed, and studies have reported that older 
people tend to present late to sexual health 
(including genito-urinary medicine) clinics due to 
not thinking that they have a STI. A late diagnosis 
is associated with poorer outcomes for older 
adults, particularly in HIV (Davis et al., 2013), 
where it can make them ‘twice as likely to die’ than 
their younger counterparts (von Simson and 
Kulasegaram, 2012, p. e688). 

Having a STI at any age can affect psychological 
well-being and quality of life for a number of 
reasons but the stigma associated with STIs can be 
particularly difficult for older people who have 
grown up during a time when STIs were associated 
with ‘deviant’ behaviours such as marital affairs or 
sex workers. Stigma can also delay help seeking 
(Hood and Friedman, 2011).  

The negative health consequences of STIs include 
some cancers (e.g. penile, mouth, throat, cervical, 
vulval) (Centers for Disease Control and 
Prevention, 2015a), and consequences such as 
brain damage from long-term untreated of 
untreated syphilis (Centers for Disease Control and 
Prevention, 2015b) and liver damage from hepatitis 
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B (Centers for Disease Control and Prevention, 
2015c).  

One of the most effective ways to prevent STIs 
being transmitted from one person to another is 
correct use of condoms (male and female) and 
dental dams. However there remains a serious need 
to incorporate older people into education 
programmes and health promotion campaigns that 
focus on STIs.  Not only do older people require 
age-appropriate information about how STIs are 
spread and how they can be prevented, health and 
social professionals also need to be aware that 
older people are not immune to STIs. 
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Relationships And Intimacy (Module 2) 

 
 

The  importance of sexuality and  intimacy  in the  lives of older people  is now 

being recognised. 

Older people’s approach to sexuality and what it means to them may change 

over time, dependent on a range of physical, social and psychological factors. 

Health & social care professionals require the skills and knowledge to provide 

the right support to older people they support and care for 

 

 

A central element of social integration in Health & 
social care professionals require the skills and 
knowledge to provide the right support to older 
people they support and care for.any phase of one's 
life pertains to positive and meaningful social 
relationships. Close relationships are known to 
contribute importantly to the wellbeing in old age. 
Being satisfied with given support and realized 
strength of social networks are factors of 
significant influence for happiness in life (Bennett, 
Riedel 2013). 

The quality of social relationships with at least one 
confidant being present is important for the 
wellbeing of older people. A good social net with 
emotional and instrumental support has a positive 
effect on health and is a successful treatment in 
case of socio-medical interventions (Meyer 2000). 
Positive social relationships are of utmost 
importance for the availability and impact of social 
support, for example, when an older individual 
needs help and care. 

 

 

 

Social Relationships In Later Life  
 

 

Four main criterions (Höpfinger 2014) characterize 
social relationships in later life: 

 Most spouses share one household, thus acting 
as first supporters for each other in everyday 
life. All other social relationships to relatives 
and friends are subject to the "distant 
intimacy" principle. Friends, children, 
grandchildren, brothers and sisters etc. they all 
have own households. 

 Familial relationships versus non-familial ones: 
relatives are considered more worthy than 
friends. E.g.: elderly have more intensive 
contacts to own grandchildren than to other 
children or adolescents. 

 Relations to family are given, to friends freely 
chosen. 

 Belonging to older, respectively younger age 
groups or generations. 

A fulfilling and positive relationship plays an 
important role in daily life and for the maintenance 
of functioning, especially in old age. Clearly, most 
wives and husbands do not just stay together from 
sheer force of habit, or because they consider this 
to be the right thing to do. Rather, older couples 
like younger generations in modern societies see 
themselves as less strongly depending on norms, 
and are consequently, less strongly bound to 
obligations and conventions as compared to 
former generations in history.  

Whereas in general the number of divorces falls 
slightly, older people separate more often. One 
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reason could be the growing life expectancy and, 
resulting therefrom, the desire to start a new life 
once again. Lifestyle individualization could be 
another factor for the background (Riehl-Emde 2). 
In contrast, though, there is also convincing 
evidence suggesting that “surviving” long-term 
marriages that have lived together for decades of 
continuity and stability, in old age often experience 
a lively, even more deeply experienced intimacy, 
tenderness, and belongingness in their respective 
partnerships (see work of Carstensen, Levenson, 
and others). 

 

 

 

Bodily Intimacy 
 

 
 

Bodily intimacy means sympathy and empathy; it is 
physical nearness or contact mostly between two 
persons. Differences of bodily intimacy: 
 

 Bodily nearness means sympathy-based 
contacts, e.g. arming, a kissed cheek or 
welcome hugging and holding hands. 

 

 Familiar bodily intimacies are e.g. caressing, 
feeding, cuddling, and patting (and all above 
activities). 

 

 Sexual intimacy means e.g. exchange of ‘sweet 
nothings’, kisses, and all kinds of sexual 
practices (and all above activities). 

 

It is necessary to remove taboos within sex 
education in reference to intimacy and sexuality 
and further deal with the subject and development 
of robust concepts workable in societies that are 
getting continually older. Dealing professionally 
with intimacy and sexuality as a fundamental 
necessity as part of being human is a must in 
nursing homes. We need an atmosphere where the 
elderly can live freely with intimacy and sexuality as 
guaranteed in article 1 of the German constitution - 
the right to a life in human dignity-. 
 
 

 

Key definitions 

Partnership 

Partnership  means  both,  a  sexual  and  social 

relationship  of  two  humans,  thus  all  long‐

standing  sexual  relationships.  The  chosen  legal 

form of  the  relationship,  the  sexual orientation 

of  the  partners  involved  or  conditions  of 

household and domicile don't matter. 

Intimacy 

Intimacy  (Latin  intimus;  literally  most  distant 

from the outside, closest to the  inside) means a 

relationship  of  profound  closeness.  Today  the 

word  intimacy  in  colloquial  language  is 

considered  equivalent  to  sexual  contacts. 

Intimacy,  however,  includes  physical  as well  as 

social,  emotional, mental,  and  spiritual  aspects 

of our life. 

Same sex issues 

Homosexuality  means  a  sexual  orientation 

where  the  erotic  and  romantic desire  is mainly 

directed  to  persons  of  the  same  sex.  The 

respective  identities  are  called  lesbian  or  gay. 

Gay  is  the  synonym  of male,  lesbian  of  female 

homosexuality.  The  sexual  orientation  of  a 

human is part of his/her personality and identity. 

 
 

 

Sexuality With/Without Partner 
 

Sexuality in the third age means the sexual emotion 
of humans and sexual activity in later life. 
Especially the target group “old people” calls for a 
broader understanding of the meaning of sexuality. 
Other sexual activities beyond sexual intercourse 
are more important here, such as masturbation or 
caressing each other. 
Sexuality in later life is determined by biological 
(physical state, diseases), psychological (cognitive 
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efficiency, personality, behaviour), social (social 
relations, partnership, family), and ecologi-
cal/contextual (housing conditions, infrastructure, 
finances) factors (Gatterer 1994). 
 

Sex life of older people, especially older women, is 
a taboo subject. Our western society with a view of 
“eternal” youth is still influenced by a “double 
standard of ageing”, which means that women – 
contrary to men – are sooner regarded as 
unattractive, old and asexual. Yet, for older people 
sexuality can be a pleasurable, rewarding and 
enriching experience for a fulfilled age. The 
opinions and views of sexuality which we have 
acquired throughout our lives are distinctive for us 
even in the 3rd age. Especially when getting older 
we are confronted by other persons, society or 
even by ourselves with contradictory opinions and 
ignorance with regard to sexuality. 

Especially the phase after working years offers the 
chance to put new life into sexuality. The children 
are grown up and have left home, couples may 
have more time for each other, being more at ease. 
For heterosexual couples, there are no longer any 
worries of an unwanted pregnancy, contraception 
does not play an important role in a close 
relationship. Changes in older age can definitely 
lead to a more satisfying and fulfilling sex life. 

Studies show that sexual activity of women as well 
as men decreases in later life. While women 
between 18 and 40 years are sexually more active 
than men, this development changes in later life in 
favour of the men. In case of persons older than 60 
years twice as many men as women are sexually 
active (Unger & Brähler 1998). The most important 
influence on sexual activity is the presence or 
absence of a relationship. Besides a missing 
relationship any social disadvantage such as early 
unemployment, little income and questions of 
domicile have a negative influence on sexual 
activity in men.  Sexual activity in later age can also 
decrease due to physical and hormone changes. 

The ILSE study “Interdisziplinäre Längs-
schnittstudie des Erwachsenenalters” (interdis-
ciplinary longitudinal study of adult age) running 

since 1993 and dealing with questions about the 
importance of sexuality and intimacy in later life  

identifies tenderness as the decisive factor for a 
satisfied relationship (Müller, 2014). 91 per cent of 
men and 81 per cent of women aged 74 years said 
that tenderness in their relationship is of prime 
importance. It is the key to a satisfied relationship 
in later age. 

Sexuality played an important role in 61 per cent of 
the men and 21 per cent of the women. ILSE’s 
main objective is to explore the conditions of 
ageing in a healthy, self-responsible and satisfying 
way. Any individual, social and financial 
circumstances of elderly persons are being 
considered. Tenderness proved to be the only 
relevant factor for a satisfied relationship in old 
age. The five aspects examined in the ILSE study 
were: level of education, physical state of health, 
duration of relationship, importance of sexuality as 
well as tenderness. 

One of the main reasons for a reduced frequency 
of sexual activities in later age is the missing 
relationship. Particularly for heterosexual women 
this is an obstacle to sexual activity. Finding a 
partner proves to be difficult, as on average men 
die sooner, and only one third of the women who 
are single are ready to enter into a new relationship. 
General problems in a relationship, disease or the 
loss of the partner can reduce sexual desire 
(Schultz-Zehden 2004). 

Self-stimulation or masturbation is a variety of 
sexuality of its own, particularly when there is no 
partner. According to Butler and Lewis (1996) 
masturbation is practised up to very old age. Some 
people start regular self-masturbation only in later 
age, e.g. because they do not have a partner or they 
are physically impaired. 

Older persons should not be discouraged by 
negative social age stereotypes to live a positive and 
sexually active life. In every phase of life new 
experiences and encounters can lead to an enriched 
sex life. 
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Same Sex Issues  
 

 

Many older lesbian women and gay men still lead a 
double life and their sexual identity is hidden 
within society. Also in institutions of old-age care 
they may hide their sexual identity for fear of not 
being accepted. Older homosexuals may live in 
social isolation, and have the potential to be lonely. 

With growing acceptance of the different sexual 
identities of society, older people LGBT who are 
beginning to demand that their rights are accepted. 
In this generation, German women and men for 
the first time openly stand up for their sexual 
identity. Homosexual couples can be registered as 
long-term relationships since 2001. They request 
the same rights as heterosexuals, and want their 
desires to be considered as well. However, a 
disapproving attitude towards sexual desires of all 
persons who need care or need being looked after 
is often maintained. In case of persons in the 4th 
age who live in nursing homes, and therefore lose 
their social autonomy, sexual feelings are less 
accepted (Bozon 2002 

For the study of the American Pew Research 
Center (2013) 38,000 persons in 39 countries were 
asked their opinion about the subject of 
homosexuality. In Western Europe gay and lesbian 
persons are generally well accepted; however the 
acceptance decreases heavily towards the East. 

 

 

 

Relationship Changes Due To Age 

 
 

In the course of a relationship intimacy must be 
balanced again and again, especially if relations 
change, e.g. due to a new event in life. One of it is 
retirement – “inevitable”. When retiring the 
existing role models at home and in a partnership 
must be adapted or organized anew. Any such 
changes in life due to increasing age, like disease or 
the loss of the partner, children’s moving out or 

change of domicile always entail alterations in the 
relationship.  

The model of selective optimization and 
compensation (SOK-model, see annex) describes 
the competence that older people can achieve a 
maximum of life quality (e.g. in social relationships) 
by using their remaining resources and abilities the 
best way possible (Baltes et al. 1998). The phase 
after working life calls for a longer period of 
adaptation for all persons involved. The new more 
intense closeness can emphasize existing problems 
and conflicts, but can also be stimulating for the 
relationship. Couples have more time and are more 
relaxed to carry out new projects together, and 
there are also new possibilities with regard to 
sexuality. 

Separation and divorce are radical changes in a 
relationship. German statistics show that fewer 
marriages are dissolved. This reveals that fewer 
marriages are contracted. With regard to older 
persons the figures show that the divorce rate after 
the silver wedding anniversary (25 years of 
marriage or a quarter century with one and the 
same partner) has doubled within the last 20 years. 
Besides, separation without a divorce is being 
practiced in order not to lose the rights to a 
pension under German law when the partner dies. 

With increasing age the probability rises to lose 
one’s partner by death. Loss and mourning must be 
overcome and accepted. It can be hard for the 
surviving partners to build up a new (love) 
relationship. People choose different ways when 
trying to come to terms with the loss. Whereas 
some look for a new (sexual) partner rather fast, 
others lose their desire for a new relationship and 
intimacy. Sexuality in a new relationship is often 
not discussed with the partners, e.g. due to 
embarrassment. On the whole, the ways of 
overcoming grief and mourning have not been 
greatly explored. 

Another change in a partners’ relationship can be 
the moment when children move out of the 
common household. The “Empty nest-Phase” 
does not only bring structural changes in the family 
system. For parents this new situation includes 
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emotional, psychological and social challenges 
which can have a positive as well as a negative 
effect on their lives and relationship. Formerly the 
post-parental phase was to be found in the medium 
adult age (40-60 years), whereas now it has been 
shifted due to a later first birth and the prolonged 
educational phase of the children. With the 
predicted prolonged life expectancy it can last up 
to 30 years. 

It is a difficult (partner-) decision to find the right 
time for moving into an old people’s or nursing 
home. Very often older persons wish to stay in the 
home they are used to as long as possible. Persons 

are regarded to be in need of permanent care, if 
due to a physical, mental or psychological disease 
or handicap as to personal hygiene, mobility, 
nutrition and housekeeping they are in considerable 
need of help for a longer time (at least 6 months). 
If care at home has reached its limits it has to be 
discussed with the partner, or if no longer possible 
(e.g. due to dementia) with close relatives or the 
family doctor, how to proceed and where to 
accommodate the person. 
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Long Term Care (Module 3) 

 
 

 

Older residents of care homes should be enabled to express their sexuality 

and be provided with the opportunity to experience intimacy. 

The issue of training care staff in the field of sexuality is of immediate 

importance. 

 

 

For many older people, entering a long-term care 
facility means giving up their independence, their 
homes and many of  their favourite possessions. 
Often adding to these losses is the perception that 
the freedom and privacy to express their sexuality 
has also been lost. Because society tells us that sex 
is for the young and healthy, it is mistakenly 
assumed that sexual desire dwindles after a certain 
age. Sexual expression by residents in long-term 
care facilities is often misinterpreted as a 
behavioural problem, but it may be a sign that an 
important basic need—the need for human touch, 
closeness, and intimacy—has been overlooked. 
(Sisk, n.p.) 
.  
 

 

The Right To Privacy  
 

 

As you grow older and may depend on others for 
support and care, you continue to have the right to 
respect for- and protection of- your privacy and 
intimacy. European Charter of the rights and 
responsibilities of older people in need of long-
term care and assistance (2010) Article 3 states: 

Right to private life in old age 

1. You are entitled to respect for your need for 
privacy. You should have the opportunity for time 
and space alone, or with persons of your choice, if 
you so wish; 

2. Your personal space must be treated with 
respect regardless of where you live and the degree 
of care and assistance that you require. It should be 

the goal of all involved in your support, care and 
treatment to avoid any restrictions to your privacy 
or respect for your right to intimate relations; 

3. Respect for your privacy is also reflected in the 
consideration given to your feelings of modesty. 
You have the right to be treated by caregivers with 
sensitivity and discretion. 

Right to private information and communi-
cation 

4. You have the right to privacy of correspondence. 
Your letters or electronic mail may not be received, 
opened or read by third parties without your 
consent. You have the right to make telephone 
calls in private; 

5. Your right to privacy must also be reflected in 
the confidential handling of your data and 
documents. Your personal data is protected by law; 

6. You have the right to expect that discussions 
about your condition, care and treatment – 
whether held with you or between appropriate 
third-parties not - are handled with sensitivity and 
discretion, and with respect for your privacy. 

 
 

Why Is Sexuality An Issue? 
 

 

Care homes are communities where people live, 
work or visit. Although residents should be able to 
enjoy privacy, choice and fulfilment in all aspects 
of  their lives, the realities of  facilitating this are not 
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always straightforward. Addressing issues related to 
intimate relationships, sexuality and sex can be 
particularly complex. Sexuality is not generally 
considered to be a priority for older people and the 
topic is rarely addressed in training. Most staff  
think that sexuality and physical sex are the same 
and that people over 70 cease to be sexually active 
(RCN, 2011). 
 
In our everyday lives, whatever our age or 
circumstances we are surrounded by images and 
stereotypes of  how we should look or behave, and 
these can influence our views. One such stereotype 
suggests that certain groups of  people in society, 
particularly those who are older or have health 
problems or disabilities, are not interested in 
relationships or sex. But it is normal that the 
elderly express an interest in sex or intimate 
relationships. 
 
 

Barriers  for  older  people  to  express 

sexuality,  intimate  relationships  or 

sex  

Attitudes,  myths  and  stereotypes  surrounding 

sexuality and ageing 

Loss  of  a  partner  and  limited  opportunities  to 

form new relationships 

Ill  health  or  disability,  general  tiredness, 

weakness and malaise leading to reduced energy 

available for self‐care or social activities 

Common  health  problems  –  such  as 

constipation, bladder weakness or chronic pain – 

which  can  affect  everyday  functioning  and 

intimate relationships 

Loss  of  independence,  reliance  on  others  for 

help  leading  to  lack  of  privacy  in  everyday 

surroundings 

The  impact of moving  into a  care home and all 

the factors that can surround this 

Concern  for  how much  time  or  care  residents 

can reasonably expect from the staff 

Nursing practice should demonstrate an awareness 
of these barriers and that they are being addressed.  
 
 

Barriers for the staff in long term care 
Inadequate  training or education  in  sexuality or 

sexual health 

A lack of relevant experience 

Personal  or  religious  beliefs  about  sexuality, 

including when people  should or  should not be 

sexually  active,  on  homosexuality  (Staff  in  long 

term  care  presume  that  gay  and  lesbian 

partnerships  exist  in  the  older  generation  and 

they think that they should be treated the same, 

but  they don’t know how  they’d deal with  this) 

or  on  the  appropriateness  of  various  types  of 

relationships, for example an older person with a 

younger  person  or  between  people  from 

different backgrounds 

The culture of the home or care environment, its 

care  regimes, or  the  style of management may 

not regard sexuality issues as either important or 

appropriate to address in care 

Embarrassment  or  lack  of  confidence  that 

prevent  staff  raising  the  issue,  for  example 

alerting  a  resident  to  the  fact  that  some blood 

pressure  medicines  affect  libido  and  sexual 

performance 

Fear they might offend an older person 

Education is not always readily accessible to staff 

working in long term care of elderly 

 
It is vital to acknowledge these barriers so that 
these can be addressed. Exploring feelings and 
difficulties within supportive colleague 
relationships can be helpful in developing an 
effective team approach. 
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Family Caregivers 
 

 

 
Services for older people in need of care and 
assistance should address in a timely and flexible 
manner the changing needs of each individual, fully 
respecting his/her personal integrity with the aim 
of improving their quality of life as well as of 
ensuring equal opportunities in access to care 
(Nagode et. al., 2011; Železnik, 2014). 

 
Each individual has her/his own character, 
interests, life history and family circumstances; and 
his/her own social and health needs, capacities, 
and preferences. These characteristics should form 
the basis for service planning, care management, 
staff development and quality monitoring. Services 
should take into account the physical, intellectual, 
cultural and social perspectives of older persons, 
their families or others significant to them in their 
lives. In addition services should ensure that they 
give staff the necessary support, resources and 
facilities to work in this way. Person-centred 
services should be driven by the needs of the older 
people and, when appropriate or necessary, of their 
relatives or carers (Železnik, 2014). 
 
What does it mean? 
 
 Take into account and respect the free will and 

own life choices of the older person. 
 Take into account and respect the older 

person’s ethical, religious and social 
background, beliefs and needs. 

 Help and empower the person to express their 
wishes in all phases of their lives for the short 
and longer term. 

 
 

 

Medication: Drugs, Addictions, 
Alcohol 

 
 

Substance Abuse and Intimacy 

If people are abusing alcohol and drugs 
(medication) then it can be almost impossible for 

them to maintain intimate relationships. This is 
because these substances become their obsession, 
and there will be no room for anyone else. As the 
individual falls further into addiction they may even 
lose all interest in sex completely. Alcohol and drug 
(medication) abuse can have a devastating impact 
on a person’s sexual health. Some drugs have the 
reputation for increasing sexual performance but 
such effects are short lived. Over any length of 
time the abuse of these substances will lead to 
decreased sexual functioning. As the individual falls 
further into addiction they may completely lose all 
interest in sex and intimacy (DARA Thailand, n.p.) 
 
 

Intimacy In Recovery 
 

 

 
Once people give up an addiction they will be able 
to begin rebuilding their life. One of the areas that 
they will need to focus on will be intimacy and 
sexual relationships. For some people this will 
prove to be the hardest area of their life to fix, but 
things will improve if they give it time and make a 
serious effort to improve things. 
 
Dangers of Loneliness in Recovery (DARA 
Thailand, n.p.) 
 
 The individual may struggle with life in 

recovery because of a feeling of lack of 
support. 

 Loneliness can easily lead to depression. 
 Life can appear meaningless and the individual 

may consider suicide. 
 Loneliness is s common relapse trigger. 
 Loneliness can suck all the joy out of life. 
 
 

Polymedication 
 

 

 
The problem with advanced age is the occurrence 
of polymedication. Over the last few years the 
number of prescribed drugs has drastically 
increased as have the sales of over the counter 
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drugs. Mostly, the elderly are unaware of the side 
effects. For example, Camacho and Reyes-Ortiz 
(2005) state that medications that affect the 
nervous system will have some effect on sexual 
function. Selective serotonin reuptake inhibitors 
are commonly associated with sexual difficulties in 
men and women, mainly decreased libido.  

 

While older people, living at home, can control the 
intake of medicine, people living in long term care 
facilities sometimes do not have a choice. Although 
the RCN (2011) states that “medicines should 
never be used to control sexual expression with the 
exception of crisis situations where there is threat 
to people’s safety and when all possible supportive 
interventions, including multi-professional and 
specialist advice, have been tried and failed”, 
instances of covert administration of medicines are 
quite frequent.  

 
One of the aims of a study conducted by Haw and 
Stubbs (2010) was to determine: the frequency and 
reasons for mixing medication with food or drinks. 
The results show that of the 110 patients, 34 
(30.9%) were receiving medication mixed with 
food or drink, although for only 52.9% was the 
procedure documented in the patient’s care plan 
and for 64.7% was it documented on the 
medication chart. The number of documented 
covert administration is even lover in Norway. 
According to Kirkevold and Engedal (2005) the 
practice was documented in patients’ records in 
40% (96/241) of cases. 
 
 

 

Changes In Sexual Practice And 
Intimacy 

 
 

 
Intimacy, particularly physical intimacy, may be lost 
because of the following: 
 

 Loss of a partner: Loss or absence of a partner 
is probably the most common age-related 
barrier to intimacy. 

 Disorders: Various disorders that become 
more common with ageing can interfere with 
physical intimacy. Vascular disorders and 

diabetes can cause erectile dysfunction; arthritis 
can limit movements and make them painful. 
The pain, discomfort, drugs, and worry 
associated with a disorder can dampen the 
desire for intimacy. For the partner, the stress 
and demands of caregiving may interfere with 
intimacy. 

 Use of drugs: The elderly are more likely to 
take medication (eg, antihypertensives, 
psychoactive drugs) that can cause problems 
affecting intimacy (eg, erectile dysfunction, 
reduced libido). 

 Age-related changes: Levels of sex hormones 
decrease, causing changes (eg, vaginal atrophy) 
that make sexual intercourse uncomfortable or 
difficult. Libido may decrease. 

 Reluctance to discuss effects of ageing: If 
elderly people develop problems that interfere 
with physical intimacy or if they feel 
embarrassed about changes in their body (eg, 
wrinkles, sagging flesh), they may not want to 
discuss these changes with their partner or 
with a health care practitioner, who may be 
able to suggest solutions. 

 Negative stereotypes about sexuality in the 
elderly: Even healthy elderly people may have 
internalized negative stereotypes and think 
sexuality is inappropriate or abnormal after a 
certain age. 

 Discrepancy in expectations of partners: One 
partner may want certain physical expressions 
of intimacy, but the other does not. 

 Lack of privacy: Elderly people who live with 
family members or in a long-term care facility 
have fewer opportunities for privacy, which are 
necessary for physical intimacy. 

 Shift to other forms of intimacy: Passions may 
mellow after years of living together. Sexual 
intercourse may become less frequent or stop. 
Many couples—most without paying much 
attention to it—grow comfortable with other 
forms of intimacy (eg, touching, massaging, 
kissing, verbal expressions of affection) that 
express familiarity, caring, or engagement with 
their partner. 

 
Nonetheless, many elderly people continue to have 
a healthy sexual relationship. Intimacy, particularly 
physical intimacy, can help prevent depression and 
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improve self-esteem and physical health. If elderly 
people have a new sex partner, they should practice 
safe sex. Acquiring sexually transmitted diseases, 
including AIDS, is a risk, regardless of age, and 
physicians should discuss safe sex measures with 
elderly patients (Kaplan & Berkman 2013). 
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Professional	Practice:	Ethics	And	Care	(Module 4) 

 
 

 

Health & social care professionals should provide the relational context 

where sexuality and intimacy can be discussed openly with older clients and 

within their teams. 

Good communication is essential for effective work in the field of ageing and 

sexuality. 

Sexual abuse of older people is often underreported. Health and social care 

agencies should have developed systems which enable older people to report 

abuse of this nature in a safe and supportive way. 
 

 

 

Communication	About	Sexuality	
 

 

Lack of communication between health and social 
care practitioners and their older clients is one of 
the greatest barriers to achieving good sexual 
health in later life.  These barriers are shaped by a 
complex range of factors including cultural and 
social influences, and tend to manifest in avoidance 
of the topic in health and social care settings. By 
improving communication, a practitioner can help 
empower a client to take control over their sexual 
health.  

 
 
 

Discussing Sexual Health Matters 
With The Older Client 

 
 

Many older adults want to discuss their sexual 
health concerns with their health and social care 
practitioner, but are often too embarrassed or 
afraid to bring it up. By taking a proactive attitude, 
a health and social care practitioner can make the 
client/patient feel at ease, address any of the 
concerns that they may have, while also involving 

them in the decision-making process. Here, the 
PLISSIT model of communication is a useful tool 
to help a health and social care practitioner broach 
the topic of sexual health. The model offers an 
approach to initiating and engaging in conversation 
and PLISSIT is an acronym for the four stages of 
the model. Each step requires increasing skill and 
knowledge from the health and social care 
professional. 
 

 
 
 
Permission 
Seeking permission to discuss the topic of sexual 
health will help set the client/patient at ease and 
allow them to feel a sense of control over the 
conversation. Moreover, it gives a sense of 
permission and confidence to discuss an issue they 
might not otherwise have raised. Once permission 



 

IntimAge
 

Guidelines 

 

 
24 

 

has been granted, the health and social care 
practitioner may proceed with a sexual health 
assessment.  

Limited Information - Once the client/patient has 
explained his or her concerns, the health and social 
care practitioner should provide limited 
information about age-related changes to sexual 
health. This can include giving general information 
about physical changes and the client/patient can 
be reassured that these changes are completely 
normal. Suggestions on how best to address the 
concerns of the client/patient can then be offered. 
This may also be an opportune moment to 
acknowledge and affirm the person’s continuing 
sexual needs. 

Specific Suggestions - If the client/patient has a 
specific issue that needs to be addressed, the health 
and social care practitioner can offer specific 
suggestions on how to best address these. 
 

Examples: 

•  If  a  female  client/patient  is  experiencing 

painful intercourse (dyspareunia), the health and 

social care practitioner might  recommend using 

a  topical oestrogen  cream and practicing pelvic 

floor exercises. 

•  Where  a  male  client/patient  is  experiencing 

problems  with  erectile  dysfunction,  the  health 

and  social  care  practitioner  can  have  a  look  at 

what  medications  the  client/patient  may  be 

taking  to see  if changes could be made  to  their 

regime which might reduce the problem. 

 

Intensive Therapy - In some cases the specific 
problem of the client/patient may be beyond the 
expertise of the health and social care practitioner. 
Here, a referral to another practitioner might be 
warranted, for example to a sex therapist, 
psychotherapist or gynaecologist. 
 
For more information about the PLISSIT model 
and to view a video by Meredith Wallace PhD and 
the Hartford Institute for Geriatric nursing on the 
management and assessment of the sexual health 

of older clients visit: http://consultgeri.org/try-
this/general-assessment/issue-10 
 
 

Self-Esteem and Empowerment  
 

Self-Esteem and Sexuality  

Sexuality is not entirely about sexual function but 
includes the way we feel about ourselves, our self-
esteem, sexual self-esteem, body image and how we 
are perceived by others (Sheils 2003). Significant 
barriers exist for older people in accessing care and 
information in relation to their sexual health needs 
such as a lack of communication between health 
and social care practitioners and their older clients. 
This in turn, may interfere with the development of 
a positive sexual self-esteem.   
 

Sexual self‐esteem refers to the “value that one 

places  on  oneself  as  a  sexual  being,  including 

sexual  identity  and  perceptions  of  sexual 

acceptability” (Mayers et al. 2003) 

 

A patient/clients’ sexual self-esteem may be 
affected by the manner in which others 
communicate about or to them regarding their 
views. Health and social care practitioners can 
facilitate a positive sexual self-esteem in their 
clients by providing a sense of personal control. 
This can be done by including the client in the 
decision making process, empowering them to take 
control over and improve their own sexual health.   

Empowerment and Sexuality 

Within the context of Health Promotion, the 
World Health Organization defines empowerment 
as ‘...a process through which people gain greater 
control over decisions and actions affecting their 
health’ (WHO, 1998, p. 6). At an individual level 
this means having the information, the means and 
the capacity to make decisions and to take control 
over one’s personal life. 

Good communication between the health and 
social care practitioner and their client is essential 
for the promotion of health across all ages. By 
involving the client in the decision making process, 
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a practitioner can help empower a client to take 
control over their sexual health. This is important 
as a means of enabling the clients to address and 
fulfil their sexual needs and to maintain their sexual 
health generally. Health and social care 
practitioners should therefore promote positive 
attitudes towards their patient/clients sexuality in 
order to enhance empowerment and improve 
sexual self-esteem. 
 

Health  and  social  care  professionals 

should: 

•  Enhance  their  awareness  of  sexuality  as  an 

issue in later life. 

• Create a  safe environment where people  feel 

free to discuss their concerns. 

•  Be  knowledgeable  and  skilled  in  offering 

support. (Sheils 2003). 

 

 

 

Multicultural Issues 
 

 

Over the years, European societies have become 
increasingly more culturally diverse. This has 
created new challenges for our health systems, 
which have to adapt in order to remain responsive. 
One such challenge is that health and social care 
practitioners are more frequently encountering 
clients and patients from diverse cultural, ethnic 
and linguistic backgrounds. It is crucial therefore 
that health and social care practitioners have the 
skills to help them communicate with older people 
from diverse cultural backgrounds about their 
sexual health.   

 
Even in the absence of language barriers, 
communicating across cultures can be challenging. 
This is especially true when communicating about 
sensitive personal issues such as sexuality. Good 
communication skills are therefore an increasingly 
important tool for fostering trust and openness 
between the health and social care practitioner and 
their client. Consequently, empowering clients and 
patients to take control of their sexual health 

requires good communication skills on the part of 
the health and social care practitioner (Bridget M. 
Kuehn, 2008).   
 

Impact  of multiculturalism  on  ageing 

and sexuality: 

•  Cultural  and  linguistic  differences  between 

health  and  social  care  practitioners  and  their 

client can have an impact on the effectiveness of 

communication  and  can  facilitate  or  hinder 

shared‐decision  making  (Suurmond  and 

Seeleman, 2006).  

• Differing  cultural  attitudes  to  ageing  and  sex 

may  further  complicate  the  communication 

process and can impact on interactions between 

care‐providers  and  their  patients  (Roach  2004). 

This in turn can have a negative impact on health 

outcomes  for  the  patient/client  (Schouten  and 

Meeuwesen). 

 
 

Aside from language barriers, difficulties in 
communicating can arise between two people from 
different cultural backgrounds as a result of 
unacknowledged differences in: 
 Beliefs  
 Norms  
 Values  
 Emotional responses  
 Communication styles  
 Patterns of verbal and non-verbal 

communication.  
 
A health and social care practitioner can overcome 
these barriers by:  
 Becoming more culturally self-aware and 

exploring their own cultural position 
 Adopting an open mind 
 Displaying empathy 
 Being aware of their own culturally 

acquired set of beliefs and values 
 Engaging in a person centred approach in 

communicating with patients/clients 
(Epner and Baile 2012). 
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A Cross-Cultural Communication 
Approach 

 
 
 
 

The need for cross-cultural communication skills 
increases as health and social care practitioners 
encounter more culturally diverse patients/clients. 
As it would be impractical for a health and social 
care practitioner to learn about the cultural norms 
and attitudes of every patient/client in their service, 
best practice guidelines recommend a person-
centred cross cultural communication approach in 
communicating about health-related matters, 
including sexual health. This approach can be 
integrated into the PLISST model as outlined in 
section 1 of these guidelines. 

 
Much like the PLISST model, the Culture and 
Health Assessment Tool (CHAT) involves asking 
the client/patient open ended questions and 
negotiating communication styles.      
 
 

Culture  and  Health  Assessment  Tool 

(CHAT): 

•  Can  be  used  in  a  wide  variety  of  clinical 

settings,  with  patients  from  any  cultural 

background.  

• Will help a health and social care practitioner 

elicit information about a client/patient’s health‐

belief system. 

• Will aid a health and social care practitioner in 

understanding their client/patient’s views about 

later‐life sexuality and sexual health.   

 

By respectively and sensitively inquiring into a 
client/patient’s beliefs and views about sexuality 
and sexual health generally, a health and social care 
practitioner can foster support and trust in an open 
and non-judgemental fashion and offer advice that 
is culturally appropriate and suited to a client’s 
particular needs.  
 

Sexual Violence Against Older 
People 

 
 

 
The World Health Organisation defines sexual 
violence as: ‘any act, attempt to obtain a sexual act, 
unwanted sexual comments or advances...against a person’s 
sexuality using coercion, by any person...in any setting’ 
(WHO 2015, p. 35). Older people can be 
particularly vulnerable to sexual violence, especially 
those with cognitive impairments. Moreover, 
sexual violence and abuse of older people is 
frequently under-reported. Health and social care 
practitioners therefore need to be acutely aware of 
the possibility of sexual violence or abuse against 
older people.  

 

Older Women and Sexual Violence 

 

Women of any age are more likely to be victims of 
sexual violence then men. Older women, 
particularly those living alone or in a care facility 
and women living with dementia are especially 
vulnerable to abuse or violence. Older women with 
a history of mental ill-health are also at 
considerable risk, with one longitudinal study 
finding that 51% of post-menopausal women who 
presented at an accident and emergency service 
following a violent sexual assault had a history of 
mental ill-health issues. Moreover, that same study 
also found that: 

 

• Older women were more likely to be assaulted 

in a  care  facility or  in  their own homes  than  in 

the street 

•  Older  women  are  more  likely  than  younger 

women to be assaulted by a care giver or service 

provider than an intimate partner  

•  Older  women  are  more  likely  to  require 

hospitalisation following a sexual assault 

• Older women are more  likely to suffer genital 

trauma due to decreased elasticity and thickness 

of the vaginal tissue 

• Higher  rates of dementia and disability mean 

that sexual assault and abuse of this population 
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are  likely  under‐reported  (Eckert  and  Sugar 

2008). 

 

The problem of under-reporting of sexual abuse 
and sexual violence of older women can be 
compounded by generational differences in attitude 
to sexual violence, which can lead to feelings of 
guilt, shame and/or feeling a sense of blame for 
“inviting” the attack (Vierthaler 2008). 
Additionally, where sexual abuse of an older person 
occurs at the hands of a family member and/or 
intimate partner, there may often be reluctance on 
the part of the victim to report the crime out of a 
desire to protect the family member from 
prosecution (Chihowski and Hughes, 2008). 

Sexual Abuse of Older People in Care and 
Older People with Dementia 

Older people who are dependent on care and those 
living with dementia are at increased risk of sexual 
abuse. In part, because such older people are likely 
to be more frail and are therefore less likely to be 
able to defend against unwanted advances by an 
assailant or abuser. Indeed, it has been found that 
offenders often seek out such vulnerable 
individuals because they ‘least likely to resist, mock 
or report the assault’ (Pisani and Walsh 2012, p. 
197).  

Older people in care and/or with dementia are 
furthermore less likely to report sexual abuse 
and/violence, often for fear of retaliation by their 
abuser.  For older patients living with dementia, 
there is the added complication that the victim may 
be unable to verbalise their experience and thus 
detecting and proving that a crime has occurred 
can be difficult (Benbow and Haddad 1993; 
Burgess and Phillips 2006). 

Recognising the Signs 

In cases where an individual may have a cognitive 
impairment, health and social care practitioners 
should be mindful of behavioural cues that can 
indicate that abuse may be occurring. Older people 
with a cognitive impairment are frequently 
accompanied by carers, who may be an abuser. 
Behavioural cues from suspected abusers include: 

 Excessive and frequent personal touching of 
the older person. 

 Intrusive personal care like bathing or 
changing of an older person.  

Changes in patterns of verbal, physical or mental 
status should be monitored as such changes can be 
indicative of and used to support allegations of 
sexual abuse.  

Addressing Sexual Abuse of Older People 

The most important first step to tackling sexual 
abuse of older people is for health and social care 
practitioners to be aware that it is far more 
prevalent than is often assumed. Indeed, it is 
worthy of note that amongst older people 
vulnerability to sexual abuse is often not 
considered and is largely only ‘associated with 
being robbed by people who had taken drugs or 
alcohol’ (Taylor et al. 2014, p. 235). Where 
possible, health and social care practitioners should 
conduct assessments with suspected victims 
independent of carers and should employ direct, 
sensitive and appropriate questioning of the older 
person.  
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