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ABSTRACT 
 
Overview: Remaining sexually active into later life has health benefits and risks, but middle-

aged and older adults (MOAs) receive virtually no sex education. Unprecedented spikes in the 

prevalence of later-life sexual dysfunction and disease notwithstanding, no study to date has 

conceptualized a framework for an evidence- and needs-based sex education program for adults. 

Using the biopsychosocial and sexual health models as guiding theories, this research 

conceptualized one such program.  

Methods: A key component of analysis assessed physicians’ and adults’ lived experiences, 

needs, and recommendations directly, integrating findings into a usable framework. The 

purposive sample included 17 adults, ages 53 to 77 (M = 65; SD = 7.63; 64.70% female) and six 

physicians, including two family medicine providers, two geriatricians, and two 

urogynecologists (M = 56.16; SD = 13.34; 50% female). All participants provided basic 

demographic information and completed a measure of late-life sexual knowledge. MOAs 

participated in three separate focus groups to determine their needs, interest in, and suggestions 

for an educational intervention, while providing additional insights into their lived experiences 

with aging and sexuality. Physicians completed semi-structured interviews to describe their 

experiences discussing sexual health, identify the perceived facilitators and barriers to those 

discussions, and elicit their program recommendations. Constructivist grounded theory oriented 

qualitative coding techniques.   

Results: Late life sexual knowledge appeared suboptimal among MOAs and physicians alike. 

Both groups agreed on the value of an adult sex education program. Of the 21 separate 
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educational modules proposed, physicians and MOAs shared six, including (a) sexual changes 

with aging, (b) the spectrum of sex, (c) STDs, (d) health and sexuality, (e) sex and dementia, and 

(f) dating. Adults reported receiving and internalizing ageist messages about their sexuality. 

Though MOAs and physicians considered sexuality important to successful aging, both 

identified individual, dynamic, and environmental barriers to clinical sexual health discussions, 

including (a) time and other logistical barriers; (b) ageist assumptions, attitudes, and beliefs 

about sexuality; (c) physicians’ perceived lack of knowledge or experience; and (d) avoidance 

and discomfort. However, they agreed on five facilitators, including (a) bedside manner, (b) 

rapport, (c) privacy, (d) standardized sexual health assessment, and (e) a comfortable clinical 

setting.  

Discussion and Implications: Findings conceptualize a framework for an adult sex education 

program, establish the perceived value of and need for such a program among community 

stakeholders, and identify actionable targets for improving sexual health education for physicians 

and adults.  

 
Keywords: aging, sexuality, adults, health promotion, program development  
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LIST OF ABBREVIATIONS AND SYMBOLS 

α Cronbach’s alpha, a measure of internal consistency  

CI Confidence interval: proportion of intervals that contain the true value of the 
parameter  

 
df  Degrees of freedom: number of values free to vary after certain restrictions have 

been placed on the data  
 
F  Fisher’s F ratio: A ratio of two variances  

M  Mean: the sum of a set of measurements divided by the number of measurements 
in the set  

 
N Sample size 

p  Probability associated with the occurrence under the null hypothesis of a value as 
extreme as or more extreme than the observed value  

 
r Pearson product-moment correlation  

R2  Squared multiple correlation coefficient, fraction of the variability of the response 
that is fitted by the model   

 
SD Standard deviation: amount of variation or dispersion of a set of data values 

t  Computed value of t-test  

<  Less than  

>  Greater than 

≥ Greater than or equal to 

=  Equal to 
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GLOSSARY OF TERMS 
 

Acronym  Term 
AIDS Acquired immunodeficiency syndrome  

ED Erectile dysfunction 
HIV Human immunodeficiency virus 

OA/MOAs Older adult/middle-aged and older adults 
STD/STDs Sexually transmitted disease/diseases 
STI/STIs Sexually transmitted infection/infections  
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CHAPTER 1 
 

INTRODUCTION 
 

Overview of Later-Life Sexuality 
 

Science has started to explore what happens between the sheets after 50, especially as 

medical advances permit adults to live longer and healthier lives (DeLamater, 2012). Growing 

evidence supports that many adults remain sexually active into later life (Addis et al., 2006; 

Nicolosi et al., 2004), particularly if partnered and in good health (Karraker, DeLamater, & 

Schwartz, 2011); though, the expression of that sexuality may change (McAuliffe, Bauer, & Nay, 

2006). Seminal research findings from the National Social Life, Health, and Aging Project 

revealed that while the prevalence of sexual activity declines with age, a more substantial 

number of men and women remain sexually active, engaging in vaginal intercourse, oral sex, and 

masturbation into the eighth and ninth decades of life (Lindau et al., 2007). Most importantly, 

regular sexual activity contributes to physical and psychological well-being and may reduce 

physical and mental health challenges associated with aging (Burgess, 2004; Edwards & Booth, 

1994). Extensive reviews (DeLamater, 2012; Brody, 2010) found that sexual activity in later life 

correlates with better intimate relationships, lower rates of depressive symptoms, improved 

cardiovascular health, and lower body mass index in both older men and women, supporting 

sexual functioning as an important component of successful aging (Ports, Barnack-Tavlaris, 

Syme, Perera, & Lafata, 2014; Rowe & Kahn, 2015).  
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Changes in Sexual Functioning with Aging 
 

Normative physical changes accompanying aging, however, may impact sexual 

functioning (e.g., arousal, desire, satisfaction; DeLamater, 2012), particularly among adults with 

chronic medical conditions (Basson & Schultz, 2007). Although, sexual dysfunction appears to 

affect 25% of older men and 47% of women (Laurmann et al., 2005; Lindau et al., 2007; Ports et 

al., 2014;), illness, medication, and surgery explain greater variance in sexual dysfunction than 

aging alone (McCarthy & Pierpaoli, 2015; Nussbaum, Lenahan, & Sadovsky, 2005;). The most 

common issues—difficulties with vaginal lubrication in women and erectile dysfunction (ED) in 

men—often stem from gradual, systemic reductions in estrogen and testosterone (Lindau et al., 

2007). For women, the consequences of this decline vary a great deal, from none to severe; 

though, the presence of serious symptoms (e.g., dyspareunia, or vaginal pain) seems relatively 

uncommon (DeLamater, 2012). Men, who show more gradual declines in testosterone than 

women experience in estrogen, may experience slower and less firm erections, fewer orgasms, 

and longer refractory periods (Aubin & Heiman, 2004).  

 Educating adults about normative sexual changes has value, especially because most of 

these issues respond readily to treatments (DeLamater, 2012) and can cause significant 

psychological distress and dysfunction without context (Clay, 2012). For example, noticing that 

her partner requires more time for physiological arousal or has briefer, less firm erections, an 

older woman may perceive her partner’s ED as a sign of sexual disinterest in or lack of attraction 

(Clay, 2012). Women experiencing vaginal dryness and discomfort during intercourse may 

reduce or stop having sex or continue using quickly drying, water-based (versus silicone) 

lubricants, thereby exacerbating dryness (Clay, 2012). 
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 Because aging itself leads to increased susceptibility to contracting sexually transmitted 

diseases (STDs; Gott, Hinchliff, & Galena, 2005; Laurmann et al., 2005), acknowledging normal 

changes in sexual functioning may help to interrupt cycles perpetuating avoidance, dysfunction, 

and STD increase in later life (DeLamater, 2012).  In addition to lessening lubrication, for 

example, systemic hormonal reductions also thin the vaginal and anal mucosae (Kaas, 1981; 

McBride & Fortenberry, 2010; Yu & Rao, 2014), leaving many older women and men 

vulnerable to tears during sexual activity that can facilitate infection. Underlying immune 

efficiency also changes with aging, reducing the number and maturity of T-cells (white blood 

cells that help to fight infection), thereby depressing overall immune responsiveness to viruses 

(DeLamater, 2012). 

The Rise of Sexually Transmitted Diseases in Later Life 
 
Epidemiology  
 

Though rates of infection remain highest among people ages 15 to 24, adults account for 

an increasing—and once exceedingly rare— proportion of STDs in the United States (Centers 

for Disease Control and Prevention [CDC], 2013; Gott et al., 2004; Ports et al., 2014). Data from 

the CDC (2013) reflect this, reporting that between 2010 and 2014, adults 65 and over 

experienced a nearly 52% increase in chlamydia infections, 65% rise in syphilis, and a nearly 

90% growth in gonorrhea. Most strikingly, adults over 50 represent 17% of new HIV infections 

and account for roughly 45% of all existing HIV diagnoses in the United States (CDC, 2013). By 

2020, that number will exceed 70% (CDC, 2013; Emlet, Shiu, Kim, & Fredriksen-Golsen, 2017).  

 The literature offers two explanations for these data. First, treatment advances, such as 

those in antiretroviral therapy (e.g., highly active antiretroviral therapy [HAART]) have 

transformed diseases like HIV from a terminal disease to a chronic condition that can be 
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managed successfully (Kirk & Goetz, 2009; Porter, Brennan-Ing, Burr, Dugan, & Karpiak, 

2017), permitting seropositive adults to achieve life expectancies similar to those of their 

uninfected counterparts (Nightengale et al., 2015). This inflates prevalence (CDC, 2013; Emlet, 

Harris, Furlotte, Brennan, & Pierpaoli, 2017a). Second, the number of new infections (incidence) 

among adults continues increasing (Emlet, Harris et al., 2017).  

A Biopsychosocial Explanation  
 

Complex interactions of biological (e.g., aging), psychological (e.g., attitudes, 

knowledge, behavior), and sociocultural (e.g., ageism) factors underlie the incidence of STDs 

and other adverse sex outcomes among adults (DeLamater & Karraker, 2009; Engel, 1977). 

Appendix A summarizes these interactions, as described below.  

Psychological factors. While well-documented physiological changes with aging can 

increase susceptibility to STDs (Gott et al., 2005), adults also engage in behaviors that may 

increase their risk of infection (Gott et al., 2005; Ports et al., 2014). For example, sexually active 

older adults report the lowest rate of condom use among all other age groups (Herbenick et al., 

2010) and know less about sexually transmitted infections (STIs) than younger adults, which 

may explain their sexual risk taking (Ports et al., 2014). In a study comparing actual and 

perceived sexual risk among adults, Syme, Cohn, and Tavlaris (2017) found that risk accuracy 

decreased as actual sexual risk level increased; older adults with the greatest risk for contracting 

infection also indicated the least awareness of their vulnerability.    

Cohort differences. Cohort effects, or differences due to the time period in which 

persons were born, socialized, and lived, may also underlie adults’ skewed identification with 

risky sexual behaviors, such as low condom use (DeLamater, 2012; Gott et al., 2005). Many 

older adults, particularly Baby boomers, socialized during the sexual revolution of the 1960s, 
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developed during a time of recreational sex and drug use, the rise of penicillin treating STDs like 

syphilis, and the growing availability of oral contraception to safeguard unwanted pregnancy 

(Eig, 2014). While few consider the men and women of this generation homogeneous in their 

characteristics and values, many recognize them as the first generation in Western culture to cast 

off traditional values, including those relating to marriage and sexuality (Gilleard & Higgs, 

2008). Corroborating this characterization, data from four cross-sectional studies revealed 

increases in the proportion of adults reporting sexual intercourse between 1971 and 2000 and 

spikes in positive attitudes toward sex among younger (versus older) cohorts of adults 

(DeLamater, 2012).  

These attitudes and beliefs have accompanied many adults into their older age (Fileborn, 

Thorpe, Hawkes, Minichiello, & Pitts, 2015; Rowntree, 2014). Compared to previous 

generations, the prevalence of casual relationships and dating in later life has grown (Alterovtiz 

& Mendelsohn, 2011), particularly as adults 50 and older, who account for 1 in 4 divorces, re-

partner after divorce, the rate of which has nearly doubled among adults between 1990 and 2010 

(Brown & Lin, 2012). Combined with the widespread availability of ED medications (e.g., 

Viagra, Cialis) in a climate of internet-facilitated dating in later life when menopause starts and 

pregnancy ends, more opportunities for unsafe sex and infection have intersected in 

unprecedented ways (DeLamater, 2012; Fileborn et al., 2015).  

Sociocultural factors. Consistent with the biopsychosocial model of health (BPS; Engel 

1977), the onus, of course, does not fall on adults entirely. Stereotypes, taboos, and biases about 

aging and sexuality can perpetuate misconceptions surrounding late-life sex, trickling down into 

clinical practice (Kaas, 1981; Lindau et al., 2007; Ports et al., 2014).   The Geriatric Sexuality 
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Breakdown Syndrome (GSBS) proposes mechanisms through which these sociocultural 

processes unfold to influence late-life sexual functioning (Kaas, 1981). 

Derived from Zusman’s (1966) Social Breakdown Syndrome, the GSBS describes a 

negative cycle of events in which adults internalize ageist attitudes about sexuality (Kaas, 1981). 

It assumes that sexual expression depends on several factors, including prevailing mores 

concerning sexual behavior, actual physical capacities, the individual’s past history of sexual 

response, and available partners. In later years, when relationships among these contributing 

factors change, so does sexual expression (Kaas, 1981).  Because few role models exist for 

adults, they may depend on sociocultural cues regarding their sexual behavior—cues signaling 

late-life sexuality as taboo, non-permissible, and shameful (Kaas, 1981). These cues emerge 

from myths about the unnaturalness and amorality of later-life sexuality, stemming from 

biological reductionist ideas about the fading procreative potential in later life coupled with 

visceral reactions to imagining parentalized/grandparentialized adults as sexual (Kaas, 1981). As 

with other modes of stereotyping, these cues may color what adults and their health providers 

perceive as appropriate within social parameters, stifling communication, and in turn, 

perpetuating sexual dysfunction (Ports et al., 2014; Wimberly, Hogben, Moore-Ruffin, Moore, 

Fry-Johnson, 2006).  

Patient-Physician Communication 
 

Consistent with the assumptions of the GSBS (Kaas, 1981), sexual history taking remains 

suboptimal among middle-aged and older adults, despite CDC-mandated STD/STI prevention 

guidelines requiring patients of all ages to receive comprehensive evaluation (Ports et al., 2014). 

Typical sexual history taking includes inquiring about sexual activity and related behaviors that 

may indicate risk, such as number of sexual partners, frequency of sexual intercourse, sexual 
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orientation, and previous STIs (Ports et al., 2014). These recommendations notwithstanding, 

Lindau et al. (2007) found that few men (38%) and even fewer women (22%) in a nationally-

representative sample had discussed sex with a physician since age 50, consistent with findings 

describing an inverse relationship between increasing age and documented sexual history (Loeb, 

Aagaard, Cali, & Lee, 2010; Ports et al., 2014).  

 Healthcare providers may underestimate the prevalence of their older patients’ sexual 

concerns (McAuliffe et al., 2006; Nusbaum & Hamilton, 2002), often equating sexual health 

needs with younger adults (Sack, Drabant, & Perrin, 2002). Other research indicates that 

providers feel uncomfortable discussing sexual health with their older patients (McAuliffe et al., 

2006; Ports et al., 2014). Prevailing interpretations of these findings suggest that practitioners’ 

attitudes and beliefs about late-life sex stem from stereotypes of aging and sexuality, rather than 

from experiences with or valid education about late-life sexuality (Gott et al., 2004). These 

findings point to the potential benefits of interventions targeting physician education and patient 

empowerment, particularly because patients appear more likely to discuss issues about sexual 

functioning with physician prompting (Slinkard & Kazer, 2011). In fact, most adults welcome 

the opportunity to discuss sexual concerns with their health professional (Moreira et al., 2005; 

Nussbaum, Lenahan, & Sadovsky, 2005), perceiving it as an important feature of clinical care 

(Lemieux, Kaiser, Pereira, & Meadows, 2004).  

Existing Scholarship   
 

Education may provide one avenue to managing issues and misconceptions surrounding 

aging and sexuality. Sex researchers and educators alike have long pointed to the positive 

contributions of sex education to healthy sexual attitudes and behaviors (Masters & Johnson, 
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1970; White & Catania, 1982), but evidence-based adult sex education interventions remain 

scarce.    

To date, most sex education program evaluations have targeted pre-adolescent or 

adolescent samples in the United States and internationally (Kirby, Obasi, & Laris, 2006). The 

few studies available with adults (Bauer, McAuliffe, Nay, & Chenco, 2013; Falvo & Norman, 

2004; Hammond, 1979; White & Catania, 1982;) show that educating providers increases 

permissive attitudes toward aging and sexuality (Bauer et al., 2013; Syme et al., 2017). 

Hammond’s (1979, as cited in White & Catania, 1982) seminal study found a significant increase 

in permissive attitudes from pre- to post-testing in a sample of professionals working with adults 

and members of community mental health center boards. Similarly, Bauer et al. (2013) found 

that after an education program, residential care nurses showed increased knowledge of and 

permissiveness toward late-life sexuality. Among one of the only studies using adults (versus 

providers), Falvo & Norman (2004) demonstrated that participants acquired and retained 

HIV/AIDS knowledge at 3-month intervention follow-up. Most recently, internal medicine 

residents who received an educational intervention consisting of three brief 30-minute tutorials 

on sexual history showed an improvement with documentation of older adult’s sexual histories, 

compared to those who did not receive the educational intervention (Loeb et al., 2010). This 

collection of studies, albeit slim, points to the promise of sex education interventions for adults 

and providers alike.  

Statement of Problem  
 

Existing literature highlights the need for further investigation. Unprecedented spikes in 

the prevalence of late-life sexual dysfunction and STDs/STIs notwithstanding, no study to date 

has developed a framework for an evidence and needs-based sex education program for adults. 
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Available studies, while encouraging, place disproportionate emphasis on educating providers 

rather than adults themselves. Models in their current form bypass a large and important feature 

of the problem, while also recapitulating narratives of adults as passive agents of their sexual 

health. Other shortcomings of current studies include their focus on improving sexual knowledge 

(versus sexual functioning and communication) and lack of direct information from adults’ lived 

experiences and expressed sexual health needs.  

 Using the BPS (Engel, 1977), sexual health (Edwards & Coleman, 2004), and social 

learning theory (Bandura, 1963) models as guiding frameworks, this research conceptualized a 

sex education program for adults. A key component of analysis assessed physicians’ and adults’ 

experiences and needs directly, integrating findings into an evidence-informed framework for an 

adult sex education program targeting improved sexual knowledge, safety, functioning, and 

communication.  

Specific Aims 

Using a mixed-methods approach, the primary aims of this research, therefore:   

1. Evaluated adults’ needs, interest in, and suggestions for a sex education program, as 

well as described their lived experiences with aging and sexuality;  

2. Elicited physicians’ program development suggestions, as well as their experiences 

discussing sexual health with adults 50+; 

3. Described perceived clinical facilitators and barriers to those discussions among 

adults and physicians; and 

4. Reconciled and integrated findings to conceptualize a usable educational framework 

for an adult sex education pilot program.  
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CHAPTER 2 

METHODS 

Recruitment and Participants 

The sample included six physicians and 17 adults, producing a total sample size of 23 (n 

= 23).  

Physicians  

The University of Alabama Internal Review (IRB) approved all study procedures. 

Purposive sampling techniques produced a study sample of six physicians, including two family 

medicine providers, two geriatricians, and two urogynecologists practicing in the 

Birmingham/Tuscaloosa areas with whom the principal investigator (PI) had established 

professional relationships. Eligibility criteria for English-speaking physicians included active 

medical licensure and practice in a clinical specialty deemed relevant to adulthood, aging, and/or 

sexual health (e.g., geriatrics, family medicine, urology, gynecology). Exclusion criteria included 

non-licensure, inactive clinical practice, and specializing in pediatrics or another specialty 

unrelated to providing clinical care to adults 50 or older.  

 Ten physicians underwent screening, with three self-excluding due to subjective 

knowledge deficits in the areas relevant to the target research, namely adult sexuality, illustrated 

in Figure 1. The final sample included six physicians. Tables 1a and 1b detail the additional 

characteristics of these physicians. The sample included an equal number of males (50%; n = 3) 

and females (50%; n = 3) identifying as Non-Hispanic White who actively practiced medicine 



11 

for an average of 21.40 years and with adult populations for an average of 25.33. All physicians 

identified as a Doctor of Medicine (MD), not of Osteopathy (DO). 

 

Figure 1. Physician recruitment flow. 
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Table 1a 

Physician Demographic Characteristics (n = 6) 

Variable Sample 
Range Mean N SD % 

Age in years 37 – 71 56.16  13.34  
Sex       
   Female   3  50.0 
   Male   3  50.0 
Race – White    6  100.0 
Subjective age 29 – 68 49.33  14.73  
   Younger   4  66.7 
   About the same   2  33.3 
Heterosexual orientation   4  66.7 
Marital status      
   Married   4  66.7 
   Divorced   1  16.7 
   Widowed   1  16.7 
Religion      
   Eastern Orthodox   1  16.7 
   Jewish   1  16.7 
   Methodist   1  16.7 
   Other   3  50.0 
Church attendance / religious 
meetings      

   Never   2  33.3 
   Few times a year   2  33.3 
   Few times a month   1  16.7 
   More than once a week   1  16.7 
Sexual knowledge 12 – 19 16.00  2.42  

 
Table 1b 
 
Physician-Specific Demographic Characteristics (n = 6) 
 

Variable Sample 
Range Mean N SD % 

Years practicing 6 – 35 21.40  12.81  
Specialty type      
   Geriatrics   2  33.3 
   Internal medicine   2  33.3 
   Urology   2  33.3 
Years treating patients 65+ 6 – 40  25.33  13.93  
Patients 65+ 10 - 99 66.83  34.16  
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Table 2a 
 
Adult Demographic Characteristics (n = 17) 
 

Variable Sample 
Range Mean N SD % 

Age in years 53 – 77  65.0  7.63  
Sex       
   Female   11  64.7 
   Male   6  35.3 
Race – White    17  100.0 
Subjective age 30 – 71  48.7  12.35  
   Younger   15  88.2 
   Older   2  11.8 
Heterosexual orientation   17  100.0 
Marital status      
   Single, never married   1  5.9 
   Single, dating   1  5.9 
   Married   14  82.4 
   Widowed   1  5.9 
Religion      
   Protestant   7  41.2 
   Methodist   3  17.6 
   Jewish   1  5.9 
   Other   6  35.3 
Frequency of church attendance      
   Never   2  11.8 
   Once a year or less   1  5.9 
   A few times a year   2  11.8 
   A few times a month   1  5.9 
   Once a week   7  41.2 
   More than once a week   4  23.5 
Sexual knowledge 8 – 16  12.0    2.33  
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Table 2b 
 
Adult-Specific Demographic Characteristics (n = 17) 
 

Variable Sample 
Range Mean N SD % 

Current living arrangement      
   Lives alone   2  11.8 
   Lives with spouse/partner   11  64.7 
   Lives with relatives   1  5.9 
   Lives with spouse/partner and  
   children 

  3  17.6 

Education      
   HS or GED   1  5.9 
   2 years college / associate degree   1  5.9 
   3 years college   2  11.8 
   Bachelor’s degree   8  47.1 
   Master’s degree   4  23.5 
   Advanced degree   1  5.9 
Employment status      
   Full-time   6  35.3 
   Part-time   4  23.5 
   Retired   4  23.5 
   Homemaker   1  5.9 
   Disabled / other   2  11.8 
Volunteer status (yes)   8  47.1 
Primary caregiver (yes)   5  29.4 
Income      
   20,001 – 30,000   1  5.9 
   30,001 – 40,000   1  5.9 
   50,001 – 60,000   1  5.9 
   70,000+   14  82.3 
Subjective income      
   Not at all difficult to get by   13  76.5 
   Somewhat difficult to get by   3  17.6 
   Difficult to get by   1  5.9 
Objective health 0 – 6  3.52  1.73  
Brief Alzheimer’s screen 25 – 77 50.00  16.84  

 
Procedure 
 

Physicians. After interested participants contacted the PI, an initial phone screening 

provided additional information about the study and determined if physicians met the 

aforementioned inclusion criteria. The PI excused ineligible, uninterested, or subjectively 
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unqualified physicians at this time. Eligible physicians were invited to schedule an in-person 

interview at a time, date, and location of mutual convenience in either Birmingham/Tuscaloosa. 

Physicians then signed the consent document and completed demographics and sexual 

knowledge questionnaires in-person, at the time of but prior to their semi-structured interview 

with the PI. Each interview lasted approximately 60 to 90 minutes and occurred between August 

and December 2019. Physicians received $10.00 at the interview’s end, thereby concluding their 

participation. A professional service (Rev.com) transcribed all de-identified, audio-recorded 

physician interviews. Analysis started once the PI received all completed transcriptions. With the 

exception of modifying the language of the script after the first interview to optimize flow and 

data collection, this procedure remained uniform across physicians.  

Adults. The procedure used a purposive convenience sampling process to recruit adults 

aged 50+ through university clinics, flyers in private psychology and wellness practices, 

community-based organizations (e.g., Alzheimer’s of Central Alabama), as well as public service 

announcements in local news and social media around Birmingham/Tuscaloosa, Alabama. The 

decision to recruit adults 50+ follows a strong tradition of studies of sexuality among adults 

living with HIV (Romo et al., 2013; Rubenstein & de Medeiros, 2015) and responds to 

observations that most adults do not receive assessment for sexual issues beyond this age 

(Lindau et al., 2007). As inclusion criteria, eligible participants had the capacity to comprehend, 

speak, and write English; scored a 23 or higher on the BAS (Mendiondo, Ashford, Kryscio, & 

Schmitt, 2003); and had a reliable means of transportation. Twenty-two adults underwent 

screening, with the PI excluding two because of cognitive concerns based on their BAS 

performance (see Figure 2). The final sample included 17 adults, ages 53 to 77 (M = 65; SD = 

7.63).  
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Figure 2. Adult recruitment flow. 

Table 2a and Table 2b detail additional characteristics of the sample, which included 11 

females (64.70%), most of whom identified as married (82.40%), heterosexual (100%), and had 

a college education or greater (76.50%). Of note, over a quarter of the sample (29.40%) 

identified as a primary caregiver to a person with Alzheimer’s disease or a related dementia.  

Interested participants called the phone number provided on the recruitment flyer to 

connect with the PI. At the time of the call, the PI provided additional information about the 

study and conduced a brief screen to determine study eligibility. Adults who did not meet study 

criteria due to cognitive concerns received brief psychoeducation about brain health, instructions 

to consult with their primary medical provider, and a referral to a local (neuro)psychologist, as 

indicated (n = 2). Eligible, assented, and interested participants then scheduled their attendance 

for one of the three available focus groups scheduled for September 14, 21, and 28, 2019.  

The first focus group contained five participants, and the remining two focus groups 

included six participants, for a total of 17 adult participants. Each group lasted approximately 2.5 

hours, occurred in a local conference center in Birmingham, and included the PI, the facilitator, 
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and a trained research assistant who monitored group processes. Refreshments, the consent 

process, and a brief study overview preceded each focus group. The PI clarified group rules and 

reminded participants that they could withdraw at any time without consequence and participate 

to their level of comfort (i.e., as little or as much as desired). After all participants completed the 

consent process, the PI collected their forms and distributed de-identified folders containing a 

demographics form and sexual knowledge questionnaire for completion prior to the focus group. 

Once all participants completed and returned their de-identified study packets to the research 

assistant, the PI placed the audio-recorder in the middle of the table and began the focus group, 

encouraging participants to refrain from identifying themselves or others for confidentiality 

purposes. No participants excused themselves from any of the focus groups. At group’s end, 

each participant received $15.00 in cash, thereby concluding their participation. Following each 

focus group, the PI sent the de-identified recordings for professional transcription for analytic 

purposes. This procedure remained uniform across focus groups and participants.   

Measures  

 Brief Alzheimer’s Screen. All eligibility screening occurred via telephone. The BAS 

(Mendiondo et al., 2003), designed for phone and in-person administration, contained five 

questions tapping orientation, word recall, animal fluency, and working memory (see Appendix 

B). Previous validation studies have established its sensitivity and specificity at over 99% and 

87%, respectively, as well as its appropriateness as a potential screen of adults (Mendiondo et al., 

2003).  

Semi-structured interviews. A semi-structure interview process facilitated data 

collection with physicians (see Appendix C). This method creates a collaborative interview 

process, whereby researchers and participants co-construct knowledge (Holstein & Gubrium, 
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1995). The PI developed the interview guide, which qualitative research experts reviewed to 

ensure its readability and fit with study objectives.  However, in the tradition of qualitative 

research, the final guide evolved after an initial iteration of data collection as additional insights 

emerged. Broadly, the semi-structured interview asked physicians to describe their experiences 

discussing sexual health with adults 50+; identify perceived individual, dynamic, and 

environmental factors involved in those sexual health discussions; and provide suggestions for an 

adult sex education program.   

Focus groups. Prior research illustrates the utility of structured focus groups in 

identifying health issues facing adults (Dreer et al., 2013) and permitted the researcher to explore 

in depth the context of late-life sexuality and attendant program development needs (Kreuger & 

Casey, 2009). The aims of this research justified a focus group design, which works well for 

exploratory studies, multilevel complex issues, generating ideas, and developing larger, future 

projects (Krueger & Casey, 2009).  

 Broadly, the structured focus group process determined adults’ needs and interests in and 

suggestions for an adult sex education program (see Appendix D). Additional questions, 

including those tapping attitudes and beliefs about late-life sexuality, the origins of those beliefs, 

and their consequences, emerged during the initial data collection process and were included in 

the final script (Glaser, 1978). The recognized contributions of attitudes and beliefs toward late-

life sexuality justified integrating these questions (Kaas, 1981). Thus, 10 questions captured 

emergent themes, which afforded progressively more fine-grained analysis and estimated the 

point at which saturation occurred.  

Demographic characteristics. All participants completed a basic demographic 

characteristics form, differentially tailored to physicians and adults, respectively (see Appendix 
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E and Appendix F). All participants answered questions about age, gender, race, marital status, 

and other basic sociodemographics. Physicians provided specific information on years licensed, 

years practiced, and the nature of their clinical practices. Adults provided additional details about 

their current living arrangement, education, employment, and caregiving status. Recognizing the 

influence of individual difference variables on attitudes and beliefs toward late-life sexuality 

(Kass, 1981), as well as on clinical care (Ports et al., 2014), demographics also assessed 

physicians’ and adults’ sexual and religious orientations.  

General health. A 21-item checklist of endorsed health conditions (e.g., arthritis, 

diabetes), adapted from Lawton, Moss, Fulcomer, and Kleban (1982), tapped objective health 

among adults only. Higher numbers indicated poorer objective health.   

Subjective (felt) age. Growing research on subjective age, or how old one feels relative 

to their chronological age, shows compelling linkages to aging attitudes and health outcomes 

(Kotter-Gruhn, Neupert, & Stephan, 2015; Stephan, Sutin, & Terracciano, 2015). However, no 

studies have explored this construct in the context of adults’ sexual health. For purely 

exploratory purposes, two questions (one force choice and one open-ended) tapped all 

participants’ subjective age: (1) How old do you feel inside (younger, older, about the same). (2) 

If you feel younger or older than your actual age, how old do you feel? Participants who 

endorsed feeling about the same age did not quantify their felt age.  

Sexual knowledge. Physicians and adults both completed the Sexual Knowledge and 

Attitudes Scale (ASKAS), which tapped sexual knowledge (White, 1982; see Appendix G) The 

ASKAS consists of 61 items, 35 true/false/don’t know and 26 items in a 7-point Likert-type scale 

as to degree of agreement or disagreement with a particular item. The 35 true/false questions 

assess knowledge about sexual changes and non-changes related to aging. The 26 agree/disagree 
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items assess attitudes toward sexual behavior in adults. Given its disproportionate focus on 

assessing attitudes toward aging and sexuality in nursing homes versus those toward normal 

aging (Syme & Cohn, 2015), the measurement strategy omitted the attitudes subscale, opting 

instead to assess attitudes directly during focus groups with adults. Similarly, for brevity and 

consistency with research aims and previous studies (DiNapoli, Breland, & Allen, 2013), the 

current study used an abbreviated 21-item true/false version devoid of nursing home items to 

assess physicians’ and adults’ knowledge of sexual changes with aging. Correct answers 

received 1 point, and incorrect answers received 0 points. Higher scores indicated greater 

knowledge of aging and sexuality. Dividing the total number of items achieved over the total 

possible yielded a percentile score. In the current sample, this measure had a Cronbach’s alpha of 

.89, acceptable and consistent with previous studies establishing its reliability (White & Catania, 

1982). 

Analytic Plan and Process  

Prior research illustrates the utility of using semi-structured interviews during the 

formative research phase to elicit information for developing health interventions (Dreer et al., 

2013; Emlet, Harris et al., 2017). The PI and a trained research assistant first read all transcripts, 

separately noting emerging categories (Luborksy, 1994; Ulin, Robinson, & Tolley, 2005). Early 

Excel documents and later NVivo files (Version 10), a software that facilitates qualitative data 

analysis and management, kept the transcripts organized. Two researchers trained in qualitative 

methods conducted the analyses using constructivist grounded theory thematic analysis 

techniques (Charmaz, 2014).  

 The research team used peer debriefing and consensus-building (Erlandson, Harris, 

Skipper, & Allen 1993) to graduate from open to focused coding. The authors began with open 
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coding physician interviews first and then the focus groups, noting emerging constructs. They 

reunited to discuss frequent and significant open codes for focused coding.    

 After establishing two codebooks—one for the physicians and the other for the adults— 

the two researchers returned to the transcripts, conferring thereafter to identify and reconcile any 

discrepancies in codes. The researchers combined codes or allowed them to stand alone, if they 

earned their way into the finalized the codebook (Glaser, 1978). The PI also tapped a third 

researcher, an expert in qualitative methodology, to code a representative subset of the 

transcripts using the codebooks to estimate inter-rater reliability. No discrepancies in coding 

emerged upon peer debriefing. Counts for themes within the transcripts determined code 

salience. Throughout the analytic process, the authors kept memos documenting analytic 

decisions (i.e., audit trailed), consulted with other team members (i.e., triangulated), made 

reflective memos, and discussed relationships among or discrepancies between codes that 

emerged from the data (Charmaz, 2014; Strauss and Corbin, 1998). This iterative process 

allowed codes to emerge. The final physician codebook included 50 codes, organized across 

three conceptual clusters, with accompanying higher-order categories, definitions, and 

illustrative quotes (see Appendix H). The final adult codebook included 61 codes and followed 

an identical creation and organizational process (see Appendix I). 

Exploratory and Incidental Analyses  

          Basic analyses (i.e., independent samples t-tests) explored differences within and between 

groups on subjective age and sexual knowledge. No a priori hypotheses guided these analyses. 

Incidental findings revealed congruence between physicians’ and adults’ identified barriers and 

facilitators and proposed educational modules for an adult sex education program. A percentage 
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derived from the number of matched codes divided by the number of distinct codes reflected this 

congruence rate between the physicians and adults. 
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CHAPTER 3 

RESULTS 

Chapter 3 includes quantitative findings for both adults and physicians, as well as 

qualitative results from the physicians’ semi-structured interviews. Chapter 4 contains all 

qualitative results from conducting focus groups with the adults.   

Preliminary and Diagnostic Analyses 

The PI and her trained research assistant entered and coded all primary data into an 

original cross-sectional analytic file in SPSS. The file contained no missing data. Primary 

variables (i.e., sexual knowledge, subjective age) underwent evaluation for distributional 

characteristics, while demographic factors (i.e., age, years practiced, sexual orientation) analyses 

were competed for their basic associations among each other. Levels of variability observed 

sexual knowledge and subjective age across groups did not violate assumptions of variance, 

indicating that the samples had similar variability (Harley test for equal variance in sexual 

knowledge: F = 1.178, p = 0.36; subjective age: F = 1.42; p = 0.26) for comparison. However, 

due to the lack of variability in sexual orientation among adults, correlational analyses excluded 

this variable. Primary variables underwent log transformations to align with recommended best 

and conservative practices in statistics with small samples (Hayes, 2013).  

Correlations 

Table 3 and Table 4 present basic correlations among physicians’ and adults’ 

demographic variables and sexual knowledge scores, respectively. Among physicians, females 

tend to report feeling subjectively younger than their male counterparts, per the negative 
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correlation between felt age and gender. Chronological age and subjective (felt) age shared a 

strong positive correlation. Unsurprisingly, chronological age had a strong, positive correlation 

with years practiced, which also correlated positively with subjective age. Years treating adults 

similarly shared positive correlations with chronological age, subjective age, and years practiced.  

Church attendance and marital status correlated positively. Of note, neither the physicians’ 

clinical nor demographic characteristics had significant associations with sexual knowledge.  

 Among adults, chronological and subjective age also correlated strongly, while sexual 

knowledge appeared inversely correlated with marital status. Gender and number of health 

conditions correlated positively. However, no other significant correlations emerged in this 

analysis. 

Quantitative Findings 

Physician Sociodemographics  

Six physicians, including two family medicine providers, two geriatricians, and two 

urogynecologists participated in a semi-structured interview protocol (see Table 1a and Table 1b 

for sociodemographic characteristics). The sample size warrants consideration when interpreting 

the following study findings.  

Chronological and subjective age. The age of the sample ranged from 37 to 71 years, 

averaging 56.16 (SD = 13.34). A majority of the physicians (n = 4; 66.70%) felt subjectively 

younger than their chronological age, feeling, 49.33 years old on average (SD= 14.73; range 29 – 

68), while two felt about the same age. A single independent samples t-test revealed a significant 

gender difference between chronological (M = 56.16; SD = 13.34 ) and subjective (M = 49.33; 

SD = 14.73) age in the sample, with females reporting feeling significantly younger (M = 38.00; 

SD = 10.81) than their male counterparts (M = 60. 67; SD = 6.35); t (4) = 3.31, p = .035.  
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 The sample included three men (50%) and three women (50%), all of who identified as 

Non-Hispanic White. Regarding sexual orientation, two physicians identified as gay or lesbian 

(33.30%). A majority were married (n = 4; 66.7%), one identified as divorced (16.70%), and 

another self-described as widowed (16.70%). Religious diversity also characterized the sample: 

three physicians identified themselves as Eastern Orthodox, Jewish, and Methodist, while 

another three identified as Other, without specifying. Frequency of church attendance varied 

from never (n = 2; 33.30%) to more than once a week (n = 1; 16.70%).   

  In terms of clinical characteristics, physicians practiced medicine for an average of 21.40 

years (SD = 12.81), ranging from 6 to 35 years, and with adults specifically for a similar amount 

of time (M = 25.33, SD = 13.93, range: 6 – 40 years). At the time of this study, sampled 

physicians estimated that over half (M= 66.83%, SD = 34.16; range 10% - 99%) of their current 

patient caseload included adults 65 and older.  

Sexual knowledge. Higher scores on the ASKAS (minimum score = 0; maximum = 21) 

indicate more knowledge of late-life sexuality. Physicians’ scores appeared suboptimal, 

clustering at around 76th percentile (M = 16, SD = 2.42, range: 12 – 19), though no significant 

within groups differences emerged with regard to clinical or demographic characteristics.   

Adult Sociodemographics 

Seventeen adults participated in one of three focus groups in September 2019. Table 2a 

and Table 2b outline these participants’ sociodemographics.   

 Chronological and subjective age. Adults ranged in age from 53 to 77 years (M = 65, 

SD = 7.63) and included mostly women (n = 11, 64.70%). In terms of subjective (felt) age, most 

of the sample (n = 15; 88.2%) felt younger than their actual age (M = 48.70; SD = 12.35) and 
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significantly so: t (16) = 16.25, p = 0.00. However, no within-group differences emerged with 

subjective age.  

 Sociodemographic factors. All adult participants identified as Non-Hispanic White. A 

majority of adults described themselves as married (82.40%; n = 14) and lived with a spouse or 

partner (64.70%). Over half of the sample (n = 10; 58.80%) worked either full- or part-time and 

attended college or graduate school (76.50%). Eight participants reported ongoing, active 

engagement in community volunteer work, and five identified as a primary caregiver for an 

individual with Alzheimer’s disease or a related dementia. Religious diversity also characterized 

the sample: seven participants described themselves as Protestant (41.20%), three as Methodist 

(17.60%), one as Jewish (5.90%), and the remaining as Other (35.30%), without identifying.  

Frequency of church attendance varied from never (n = 2; 11.80) to more than once a week (n = 

4; 23.50%), but did not correlate with other variables of interest, including sexual knowledge.  

 Health. A higher number on the objective health checklist (minimum score = 0, 

maximum score = 21) indicates more health conditions and poorer objective health. Overall, this 

sample of adults reported few health conditions (M = 3.52; SD = 1.53), though females (M = 

4.18, SD =1.66) endorsed significantly more health conditions than males (M =2.33; SD = 1.21), 

t (16) = 2.50, p = .031. Regarding cognitive functioning, the current sample had an average BAS 

sore of 50 (SD = 16.84; range: 25 - 77).   

Sexual knowledge. Scores among adults on a measure of sexual knowledge varied 

(range 8 – 16) and revealed suboptimal knowledge (M = 12; % = 57%; SD = 2.23) overall. 

Noting the significant negative correlation between sexual knowledge and marital status, an 

unplanned, post-hoc contrast, using a single (versus other married/widowed) dummy-coded 

reference group analyzed possible group differences; however, none emerged. Refer to Table 5 
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for a cross-tabulation of ASKAS scores partitioned according to marital status. Note that the 

highest and lowest scores appeared in married and widowed participants, with coding of these 

variables most likely driving the aforementioned negative correlation. 

Table 3 

Correlations Among Physician Demographic Factors and Sexual Knowledge 

Demographic Gender Age Felt 
age 

Marital 
status 

Sexual 
orientation 

Years 
practicing 

% 
OAs 

treated 

Years 
treating 

OAs 

Frequency 
of church 
attendance 

Sexual 
knowledge 

Gender 1 -.752 -.843* -.302 .000 -.826 .465 -.786 -.192 .302 
Age  1 .923** -.206 -.329  *917 -.729 .950** -.379 -.524 
Felt age   1 .030 -.175 .958* -.713 .904* -.258 -.209 
Marital 
status 

   1 .533 .260  .525 .020 .870* .500 

Sexual 
orientation 

    1 -.207 .707 -.380 .612 .586 

Years 
practicing 

     1 -.654 .986** -.204 -.482 

% OAs 
treated 

      1 -.654 .728 .427 

Years 
treating OAs 

       1 -.204 -.482 

Frequency of 
church 
attendance 

        1 .261 

Sexual 
knowledge 

         1 

Note. n = 6. Higher knowledge scores indicate greater sexual knowledge. All coefficients are Pearson-product moment 
correlation (PCC).  
** p < .01, *p < .05 
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Table 4  
 
Correlations Among Older Adult Demographic Factors and Sexual Knowledge 
 

Note. n = 17.  Higher knowledge scores indicate greater sexual knowledge. All coefficients are Pearson-product moment 
correlation (PCC).  
** p < .01, *p < .05 
 
Table 5  
 
ASKAS Scores Partitioned According to Marital Status 
 

ASKAS 
Single, 
never 

married 

Single, 
dating Married Widow Total 

8.00 0 0 0 1 1 
9.00 0 0 2 0 2 
10.00 0 0 1 0 1 
11.00 0 0 2 0 2 
12.00 0 1 4 0 5 
13.00 0 0 2 0 2 
14.00 0 0 1 0 1 
15.00 1 0 1 0 2 
16.00 0 0 1 0 1 
Total 1 1 14 1 17 

 
 
 
 
 
 

Demographic Gender Age Felt age Marital 
status 

Education Frequency 
of church 
attendance 

Total 
health 

conditions 

Sexual 
knowledge 

Gender 1 -.087 -.182 .000 -.339 -.168 .524* .284 
Age  1 .797** -.325 .280 .277 .293 .484 
Felt age   1 -.011 .215 .283 .241 .059 
Marital 
status 

   1 -.001  -.079 .231 -.538* 

Education     1 .262 .067 -.115 
Frequency of 
church 
attendance 

     1 -.078 .282 

Total health 
conditions  

      1 .00 

Sexual 
knowledge 

       .518 
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Between Groups Differences in Subjective Age and Sexual Knowledge 

Hartley tests for equal variances on sexual knowledge (F = 1.178, p = 0.36) and 

subjective age (F = 1.42, p = 0.26) indicated similar variability across samples. Though adults 

and physicians, on average, felt younger than their chronological age, only adults felt 

significantly younger than their chronological age. An independent samples t-test revealed that 

adults (M = 48.70; SD =12.35) and physicians (M = 49.33, SD = 14.73), however, did not feel 

significantly younger than each other: t (22) = 6.15, p = .919. Regarding sexual knowledge, 

physicians (M = 16, SD = 2.42) scored significantly higher on the ASKAS than adults (M = 12, 

SD = 2.23): t (22) = 3.17, p = 0.001.  

Qualitative Findings 

Physician Interviews  

The physician codebook outlines the emergent framework used to conceptualize and 

organize all qualitative data from the physicians’ semi-structured interviews (see Appendix H). 

This codebook identifies each question and its function, the questions’ associated cluster, as well 

as codes, concepts, illustrative examples, and counts tied to each question.  

 After finalizing codes, three clusters emerged with which to further consolidate and 

narrate the thematic content. Cluster 1, comprising Question 1 and Question 2, captured codes 

related to physicians’ experiences with and messages about late-life sexuality (see Table 6). 

Cluster 2 (Questions 7, 8, and 9) tapped the clinical dynamics and factors surrounding sexual 

health discussions with adults (see Table 7), while Cluster 3 (Questions 3, 4, 5, and 6) described 

the physicians’ recommendations for program development (see Table 8).    
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Cluster 1: Physician Experiences and Messages  

Question 1: Physician experiences. Question 1 and Question 2 comprised Cluster 1, 

which broadly had two functions: to explore how late-life sexuality has played out in physicians’ 

clinical and educational experiences and to determine what messages and takeaways middle-

aged and older adults should receive about their sexual health. Question 1 yielded four salient 

themes: variable sex positive practices, assumptions and heuristics, common concerns and 

presenting problems, and limited formal medical training. Four additional themes—sex as an 

active health process, possibility and hope, normalizing and permission-giving, and sex as a 

quality of life factor—captured physicians’ thoughts about what adults should know about sex, 

sexuality, and health. Table 6 summarizes the components of this cluster.  

Table 6 

Cluster 1: Physician Experiences and Messages 

Question Purpose Themes/Codes 
Q1: Physician 
experiences assessing 
and discussing sexual 
health. 

To determine, broadly, how sexual 
health has played out in 
physicians’ clinical and 
educational experiences; to 
explore their experiences learning 
about and treating late-life sexual 
health. 

• Variable sex positive 
practices 

• Assumptions and heuristics 
• Common concerns and 

presenting problems 
• Limited formal medical 

training 
Q2: What should older 
adults know about sex, 
sexuality, and health? 

To explore what messages older 
adults should received about their 
sexual health; to determine general 
takeaways for OAs’ sexual health. 

• Sex as an active health 
process 

• Possibility and hope 
• Normalizing and permission-

giving 
• Sex as a quality of life factor 

 

Variable sex positive practices. Of the six physicians interviewed, two reported routinely 

assessing their older patients’ sexual health during intakes and visits. One physician reported: 

I have tons of experience. I think way more than your average provider who doesn’t have 

a practice that is solely decided to this subject. I ask every single patient and I think I’ve 
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created a sex positive culture and I’ve created relationships with my patients so they’re 

comfortable discussing this issue. 

However, a majority of the sample described variable and inconsistent attempts to include, 

consider, or assess sexual health as part of their clinical practice with adults, done neither 

systematically nor routinely. Physician 3 explained: 

It is not a standard practice in my clinic to bring this up with every single patient. So, it’s 

not part of my usual H&P, or social history. I would say that I’m not normalizing it 

among all patients. It’s sort of subjective. 

Assumptions and heuristics. Instead, several providers reported relying on assumptions 

and heuristics when determining if to explore sexual health with their older patients, usually 

profiling them based on clinical or demographic characteristics (e.g., marital status). Provider 2 

noted using marital status to allude to or invite discussions of sexual health:   

I don’t necessarily bring it up first thing, and I certainly don’t, on a first meeting of a 

prim and proper older Southern church lady say, ‘Let’s talk about your sex life’ because 

that’s not going to go over very well. But I will always say something open-ended that 

allows people to know that I am a safe person, if there are issues or questions that they 

can talk to me. Something along the lines of, ‘You’re still married. If there’s anything 

between the two of you and intimate relations that you think you have questions about or 

you need to discuss further, I’m perfectly happy to do that.’  

Provider 3 described making similar assumptions, sharing, “And I probably assume more than I 

should that it’s not something that’s important to the person that’s sitting in front of me. Maybe 

they live alone, or they’re widowed. I don't know.” 
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Some physicians reported depending on the patient’s medical history, though they 

recognized how this created a non-standardized approach to screening, assessing, and treating 

their older patients’ potential sexual health concerns,  

So, usually it’s some trigger in the medical history, either a diagnosis that already exists 

or a medication that’s already on the list, or a patient who I think may be … I guess it’s 

just kind of that feel. I’m sure I’m missing many opportunities to discuss this. (Provider 

3)  

Common concerns and presenting problems. Of those sexual health concerns, assessed 

directly or otherwise, physicians largely agreed that the most common clinical issues usually 

included ED and menopausal symptoms, including vaginal dryness and pain. Provider 2 said it 

simply, “The usual issues that come up are erectile dysfunction in men and vaginal dryness in 

women.” Provider 4 made similar observations, noting, “Well, [erectile dysfunction] would be 

the number one reason why sexuality would come up.” Physicians also identified menopausal 

symptoms as common concerns among their female patients. Provider 4 continued, “I think in 

many ways … concerns about lubrication and about certain hot flashes and certain post-

menopausal symptoms are mainly a concern not because they’re all awful, but because of 

inhibiting sexuality.” 

Limited formal medical training. The frequency of these concerns notwithstanding, a 

majority of the physicians reported receiving little to no formal medical training in late-life 

sexuality, implicating this as a primary reason for their self-admitted clinical inefficiencies in this 

area. One geriatrician explained, “I think it’s never been hardwired. It’s not something that I 

learned to do.” Another geriatrician shared, “Very little. I did a two-year geriatrics fellowship 

and I don’t remember getting much of anything about geriatric sexuality in it.” The one 
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physician who reported getting trained during medical school recognized the uniqueness of his 

experience, explaining,  

Well, from residency that I had at the University of Miami, we had an outstanding 

sexuality training. Which is different for most people. I’ve not seen it done anywhere else 

and that was a retreat that we would have ever year on Fisher Island.… We had a series 

of films that were shown on, and if I’m not mistaken, in fact, I’m almost sure there was a 

specific film on geriatric sexuality…. I remember the first time watching these in groups 

was a little different, but it was pretty mature. It was a nice discussion afterwards.  

For some of the physicians, this lack of medical training stimulated independent education 

efforts to learn more about late-life sexuality to better treat, diagnose, and meet their older 

patients’ sexual health needs. Provider 1 explained, 

I think a provider has to put energy into it because you don’t learn about this stuff in 

medical school ever and I think you have to learn on your own. You have to read and 

listen to podcasts and lectures and take real interest in it. Medical schools focus on other 

things, mainly drugs and surgery, so we talk very little about sexuality, and I don’t think 

that’s changed much, really. 

Provider 6 echoed this sentiment, reflecting on her own clinical experiences assessing sexuality,  

A lot of times they’re kind of surprised. They're like, ‘I came here because I leaked 

urine.’ I know, but do you leak with sex? That's something that actually can happen. So, I 

want to know that kind of thing. I do it extensively. I was not trained in doing any of it. 

It’s all kind of my own … because I realize how much this impacts.  

Question 2: Physician messages. The second question within Cluster 1 asked physicians 

to reflect on what messages adults should receive about their sexual health. This question helped 
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to determine general takeaways for adults to hear as part of a sex education program. For the 

physicians, four themes captured those takeaways: sex as an active health process, possibility 

and hope, normalizing and permission-giving, and sex as a quality of life factor.  

Sex as an active health process. Despite admitted shortcomings in the delivery of these 

messages clinically, the physicians explained that adults should consider their sexual health as 

both a component and consequence of their physical health requiring active lifestyle adjustments 

(e.g., diet, exercise, smoking) to maintain it. For example, discussing ED, Physician 4 explained, 

“If you’re going to drink and you’re going to use weed and you’re going to smoke cigarettes, 

you’re going to have a greater likelihood of having impotence.” Other physicians, such as 

Provider 1, also conceptualized adults’ sexual wellness as an active relational process requiring 

ongoing interpersonal and communication work,   

Awareness and intention. Intention’s really important, so I think you need to have 

intention to keep it active and alive and vibrant. I think we can get into a rut and I think 

when you’ve been married for 30 yeas, you have to put some energy into how you can 

keep the relationship vibrant sexually, that takes some intention and effort and 

communication and all that good stuff.   

This message also included communicating the health risks of remaining sexually active in later 

life, including the possibility of contracting STDs. Provider 5 stated, “The elderly still get 

STDs.” Provider 6 further noted, “The same things, the same risks that are out there when you’re 

in you 20s and 30s are the same risks that are out there when you’re 75. Besides pregnancy, you 

still need to use protection.”  

In addition to the risks, physicians also emphasized the health benefits of remaining 

sexually active with aging. Regarding vaginal health, for example, one physician commented, 
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If you don’t use it, you lose it. Specifically, for the vagina and vaginal mucosa and 

epithelium and response significantly is better in those who are continually sexually 

active. And so, the more sex you have in later life, the better your vagina is.  

While Physician 3 offered a more global message of its health benefits, commenting, “Sex is 

good for your health. … There’s good evidence to show that remaining sexually active or having 

some level of intimacy with another person is associated with positive health outcomes.”  

Possibility and hope. A message of possibility and hope closely accompanied the 

physicians’ message of sexual wellness requiring active lifestyle efforts. Specifically, they noted 

how maintaining overall wellness can cultivate the hope necessary to keep sexual functioning 

possible, even though aging may change the mechanics and process of it. Provider 1 explained, 

I think we have to realize that number one, if you want to stay in the game, you can. But I 

think the bottom line is, where there’s a will, there’s a way, and we might have to try plan 

A, B, C, D, E, F, or G, but if you want to make it happen, you can make it happen.  

Another physician shared a similar message of hope, emphasizing the role of adults’ choice to 

“stay in the game.” Provider 5 noted, “It is your choice to be sexually active or not. Generally, 

that if the patient chooses to be sexually active at whatever age, there are medical options.” In 

their messages of hope, other physicians also de-stigmatized late-life sexuality, including 

Provider 6, who said, “You’re never too old to have sex. Sex should not be uncomfortable or 

embarrassing and there’s always ways to treat.” 

Normalizing and permission-giving. Beyond communicating the hope and possibility of 

“staying in the game,” all the physicians normalized adults’ desire to stay in it. This code also 

encompassed normalizing changes to the body and to sex itself. Physician 2 explained,  
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Sometimes a lot of it is just ‘Am I normal?’ And a lot of times it’s ‘Yes, you are normal. 

Yes, you are 87 years old. Erections are not going to happen the way they did when you 

were a teenager. I’m sorry. You think that they should, but it doesn’t really work that 

way.’ Normalizing it. 

This code also tapped the concept of sexual citizenship—or the idea that adults possess 

the inherent right and freedom to enjoy and have sex without shame (Barrett & Hinchliff, 2018). 

Providers 3 and 6 captured this concept. Provider 3 noted, “So, certainly, that it’s not wrong to 

continue wanting sexuality. That it’s not wrong to still feel those urges, to want to have normal 

function.” Provider 6 concurred, “I think really a lot of it is just that it’s normal and it’s okay to 

have sex. I have a lot of older people who feel like they shouldn’t.” 

Finally, this code also included messages of permission—in a non-paternalistic way—for 

adults to explore their sexuality in all its forms. On the subject of masturbation, for example, 

Provider 5 offered, “Masturbation is okay,” while Provider 6 provided reassurance about 

embracing other forms of sexual expression, including experimentation, “But the women in 

particular will often, even after years of happy heterosexual marriages, will start experimenting 

with same sex attractions and they’ll worry about that. It’s normal.” 

Sex as a quality of life factor. Physicians’ messages about how to “stay in the game,” the 

hope of staying in it, and normalizing the desire to culminated in their final message for the 

reason to stay in it—quality of life. Most physicians acknowledged how sex, broadly defined, 

can contribute to overall quality of life with aging. Continuing the “staying in the game” idea, 

Physician 1 emphasized, “There’s value to staying in the game from many different points of 

view as far as overall wellness and relationships and those kinds of things.” Physician 6 echoed 

this message, saying, “And again, like I said, you’re not ever really too old, right? So, you want 
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people to have a good quality of life while they’re here.” Beyond recognizing the contributions 

sex makes to quality of life with aging, Provider 4 recognized its importance, too, “Quality of 

life is really, really important and having a good sex life of being satisfied sexually is really 

important in your quality of life. It’s just really neglected.” Some physicians took a life-course 

perspective to recognizing sexuality’s importance, including Provider 3, a geriatrician, who said,  

I think they ought to know that it remains an important part of the life experience 

throughout many, many years of life, probably up into the eighties and nineties.… And in 

some ways, this is going to be potentially as important or more important to the 

individual’s quality of life.  

Cluster 2: Clinical Dynamics and Factors  
 

Questions 7, 8, and 9 clustered together conceptually and broadly explored under what 

circumstances sexual health discussions occur with adults clinically and determined the 

individual, dynamic, and environmental believed to facilitate or limit those discussions. Question 

7 included three themes: pathology-focused physician initiation, health-focused patient initiation, 

and assessment as affirming. Regarding the barriers to these sexual health discussions, 

physicians described eight salient themes: assumptions, attitudes, and beliefs about aging and 

sexuality; perceived lack of knowledge or experience; avoidance and discomfort; norms and 

perceived differences; time and other logistical barriers; patient complexity; sterile clinical 

setting, and lack of privacy. Nine additional themes captured the physicians’ thoughts about the 

facilitators of these discussions, including bedside manner, comfort with discussing sexual 

health, perceived importance of sexual health, knowledge and awareness, demographic 

concordance, rapport, comfortable clinical setting; privacy, and standardized sexual health 

assessment. Table 7 summarizes the components of this cluster.  
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Table 7 

Cluster 2: Clinical Dynamics and Factors 

Question Purpose Themes/Codes 
Q7: Discussion 
initiation. 

To determine how and under what 
circumstances sexual health 
discussions happen. 

• Pathology-focused physician 
initiation 

• Health-focused patient 
initiation 

• Assessment as affirming 
Q8: Facilitators. To determine individual, dynamic, 

and environmental factors that 
promote sexual health discussions. 

Individual-level: 
• Bedside manner 
• Comfort with discussing 

sexual health 
• Perceived importance of 

sexual health 
• Knowledge and awareness 
Dynamic-level: 
• Demographic concordance 
• Rapport 
Environmental-level 
• Comfortable clinical setting 
• Privacy 
• Standardized sexual health 

assessment 
Q9: Barriers. To determine individual, dynamic, 

and environmental factors that 
promote sexual health discussions. 

Individual-level: 
• Assumptions, attitudes, and 

beliefs about aging and 
sexuality 

• Perceived lack of knowledge 
or experience 

• Avoidance and discomfort 
Dynamic-level: 
• Norms and perceived 

differences 
Environmental-level: 
• Time and other logistical 

barriers 
• Patient complexity 
• Sterile clinical setting 
• Lack of privacy 
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Question 7:  Discussion initiation.  

Pathology-focused discussion initiation. Despite the messages of sex and health 

physicians communicated in Question 2, clinically, several reported initiating these discussions 

of sex in the context of pathology or dysfunction, not in terms of safety, prevention, wellness, or 

health. Physician 3 explained, 

So, here in the geriatrics clinic, all of our patients are older. So, I would say that the times 

when I’m most likely to bring up this topic are if I see a medication already on someone’s 

list of drugs that suggest they have discussed with another provider, or potentially have a 

diagnosis of some sexual disorder. 

Providers 5 and 6 had similar thoughts, clarifying that if discussed, they typically did so for the 

purpose of diagnosis. Provider 5 noted, “Physicians usually ask when that is their primary reason 

for the visit.” Provider 6 explained,  

[I typically don’t ask] unless it’s someone who’s coming in for me specifically related to 

a condition related to intercourse. Like, they’re sent to me because they’re having painful 

intercourse or can’t. And then the question when you walk in, they’re going to start 

talking about why they’re there.  

In sum, if physicians had discussions about sexual health with their older patients, they tended to 

limit them to the terms of the presenting complaint, tethering conversations to sexual dysfunction 

rather than to wellness or prevention of STDs. 

Health-focused patient initiation. Provider 3 shared that sometimes, patients initiated, “I 

think, in my experience, most of the conversations have been initiated by the patient.” When 

patients initiated, physicians observed that they did so for purposes of optimizing their sexual 
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functioning, not pathologizing it. For some physicians, patient-initiated sexual health 

conversations created an opportunity to discuss something otherwise avoided. Provider 3 

explained,  

Sometimes patients will bring it up with me, which is usually refreshing because then it 

kind of opens the door for conversation. I have several married couples who have 

comfortably raised the topic of desire for more sexuality in their marriage and potential 

barriers to that.  

Assessment as affirming. Contrary to the commonly held belief among physicians, a 

majority recognized that when queried about their sexual health, most patients perceived the 

question as affirming and validating rather than offensive. Provider 1, one of the two physicians 

who reported assessing these concerns routinely, observed,  

When I ask … often I get, ‘Well, thank you, doctor, for bringing it up because nobody’s 

everyone done it before.’ So, they appreciate it. So yeah, I think most of the time they’re 

grateful and eager to talk about it and improve in that department. 

Provider 6, the second of the two, echoed this, adding that she seldom got a negative reaction 

from patients when asking about their sexual health, “I think some of it’s ‘Wow, I wasn’t 

expecting that,’ and then, ‘Wow, I’m glad that someone’s addressing it.’ Very rarely do I ever 

get some kind of negative response to my asking them about their sexual health.” Provider 5 

noted, “Most folks are comfortable with the question and educational reasons for discussing 

sexual health.” Other providers recognized that such questions, when asked correctly, have the 

potential to cultivate rapport and trust with patients. Physician 2 explained, “Asking [those 

questions] telegraphs that there’s very little that [adults] can’t talk about in here. And I won’t be 

offended or upset or surprised by anything you bring up.”  
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Question 9: Clinical barriers. However, affirming these discussions, many physicians 

identified several barriers to having them clinically. Three higher-order categories—individual, 

dynamic, and environmental factors—captured these barriers. Individual factors referred to 

characteristics endogenous to the patient or physician, dynamic factors referred to how patient 

and physician characteristics interacted, and environmental factors tapped features outside both 

the physician and the patient, such as the clinical setting process. Figure 3 outlines these barriers.  

 

Figure 3. Physician-identified barriers to sexual discussions with older adults. 

Individual-level barriers.  

Assumptions, attitudes, and beliefs about aging and sexuality. Physicians identified ageist 

messages about aging and sexuality as barriers to sexual health discussions. When asked, 

Provider 5 put it simply, “Preconceived notions of sexuality.” These notions included those 

about adults’ inherent asexuality, disinterest in sex, as well as broader negative attitudes toward 

sex. Addressing ageist assumptions about sexuality, Provider 2 explained, “That sex doesn’t 

happen. I mean, younger people don’t believe that adults have sex. That whole, ‘Eww, my 

parents did it’ thing. So, I mean, there’s this kind of general disbelief that adults are even 

interested in sex.” Provider 6, instead, identified general negative attitudes and beliefs toward sex 
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as a barrier, commenting, “Anything down there is bad, right?” Some physicians revealed 

possible evidence of their own internalized ageist beliefs about sexuality. Reflecting on her 

clinical practices, Provider 5 admitted, “As I have aged, I have less interest in patients’ sexual 

health unless they initiate or believe there is a medical reason to bring it up.” Others, such as 

Provider 1, disclosed stories of their patients’ experiences with enacted ageism from other 

providers: 

I’ll never forget a lady who sat right here in the chair. She said, I went to my GYN doctor 

because of these sexual things. My GYN doctor told me, ‘But you’re 52, why do you still 

need to have sex?’ 

Perceived lack of knowledge or experience. Believing that they or other physicians 

lacked the sufficient competence, training, or clinical experience to assess and treat their middle-

aged and older patients’ sexual health concerns emerged as another barrier. Provider 4 explained, 

“I think it’s number one easily that physicians, no matter who says it, except perhaps in 

psychiatry, they are inexperienced. I think there’s a great need to educate physicians.” Provider 3 

shared feeling like she, too, lacked the training and knowledge to discuss these topics 

meaningfully with her patients, “I’m not going to say I’m 100% comfortable because I don’t 

know that I have the knowledge. We’re not talking about diabetes, dementia, and hypertension 

where I’ve been educated.”  

Avoidance and discomfort. These perceived limits in competence, knowledge, and 

experience fueled avoidance of and discomfort with these discussions. Some physicians admitted 

to this personally, while others identified this as a possibility for other physicians. Reflecting on 

her personal experiences with discomfort, Provider 3 again shared, “We’re talking about 

something that, it’s just not what I’m most comfortable in. It’s a little but out of my comfort 
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zone.” Other providers indicated discomfort as a possible barrier for other physicians. Physician 

1 explained, 

I think a lot of doctors, once you get out of medical school and get into a groove, it’s sort 

of easier to stay in that groove. It’s hard to learn new tricks. And I think most people get 

in a comfort zone and don’t really want to expand.  

Physician 2, one of the two geriatricians in the sample, added that sex ranked among other taboo, 

stigmatized topics, including incontinence, that often get avoided clinically, “Most physicians 

will steer clear of these topics, whether they’re sex or elimination.”  

Dynamic-level barriers. 

Norms and perceived differences. Physicians acknowledged how norms and taboos tied 

to differences in their patients’ cultures, religions, genders, and ethnicities, for example, may 

implicitly stymie sexual health discussions clinically. They clarified that in the United States, 

most people have learned not to discuss sex. Provider 2 noted, “There’s this huge taboo. You 

know American culture, there’s certain things that you just don’t talk about or you talk about 

only in certain ways in certain places, and sex is just one of those.” For other physicians, the 

social context of the Deep South played a large role in governing what they believed they could 

or could not discuss with their patients, or believed their patients felt comfortable discussing. 

Provider 1, for example,  

I think especially here in the South, I think we tend to sweep it under the rug. We just 

don’t talk about it, and it’s almost frowned upon in a way, especially when you get into 

delicate subjects like for instance masturbation.  

Physicians also recognized how these regional differences intersected with religion. Provider 4 

observed, “And then you have, well, you have all sorts of, in the South especially, all sorts of 
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religious aspects. And you’re not going to bring it up.” Provider 2 similarly noted this 

intersectionality,  

I would say cultural milieu and particularly those form very conservative religious 

traditions. Southern Baptist, Church of Christ, Church of God, things along those lines 

where sex is something that is done in secret and only between married people. 

Two physicians also cited gender differences as potential barriers to these discussions. Reflecting 

on her own clinical experiences with older patients, Provider 5 observed “Men seem a bit more 

reluctant to discuss specifics than women.” Provider 6 extended this idea, explaining that the 

intersection of gender and religious differences have, in her clinical experience, also hindered 

these conversations,  

I see a lot of definitely different ethnic/cultural things that completely hinder…. you have 

a lot of women who come from Muslim backgrounds. Some very Orthodox Jewish 

populations…. And sometimes those women are not as open or have more difficulty 

verbalizing sexual things. They don’t have a vocabulary for it. 

Environmental-level barriers. Environmental-level barriers included factors outside of 

what both the physician and patient believed to stymie sexual health discussions. Physicians 

identified four such factors, including time and logistical barriers, patient complexity, a sterile 

clinical setting, and lack of privacy.  

 Time and other logistical barriers. Environmentally, all physicians identified lack of time 

during clinical encounters as the primary barrier to having sexual health discussions. They noted 

that of all the clinical settings, primary care seemed the most hostile to those discussions. 

Provider 1 explained, 



45 

I think you look at most primary care doctors, they have what, on average, it’s something 

on the order of 8 minutes pe patient. That includes going through the chart and dictating 

into the EMR, and, quite frankly, they don’t have time to. They want to deal with that 

primary concern, that cough or whatever. They don’t have time to say, ‘Oh, by the way, 

how’s your libido these days?’ So, they never get around to it.  

Describing primary care settings, Provider 6 similarly noted, “I honestly don’t think primary 

care, I’m running in-and-out settings do very well when you’re talking about very personal 

things.” Regardless of setting, however, many of the providers shared frustrations about time as a 

primary barrier to having these discussions. Three providers remarked: “Time, competing 

interests, competing private… you’ve got 5 things on the agenda to discuss. Where does this fall 

in the order of importance?” (Provider 3); “Lack of time” (Provider 5); and “We don’t have time. 

There’s no time” (Provider 6). 

Patient complexity. Relatedly, when treating older patients with significant medical 

comorbidities within a limited amount of time, physicians identified triaging other medical 

concerns as another possible barrier. Assumptions about the importance of sexuality to older 

patients may sometimes influence this triaging, noted Provider 2, 

I think it’s because it’s presumed [sex] is not an issue that’s going to come up with a lot 

of older individuals that you’ve got so much else that by the time they get to the 

geriatricians, you’ve got enough dysfunction cognitively or physically that they’re not 

going to be having a lot of sex or even that interest in it because they hurt or feel rotten. 

At other times, explained Physician 3, the decision to forgo sexual health assessment reflects a 

clinical calculation of costs, benefits, and relative importance, “So just, I guess it’s a clinical 

gestalt. Like, how relevant is this to what I need to do for this person today?” Physician 6 echoed 
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this, adding, “If you’re coming in for your annual exam, and the patient had diabetes, 

hypertension, and is obese, you’re going to have to be talking about those. You don’t really care 

about their sexual life, right?” 

Sterile clinical setting. Providers also identified the physical environment of the clinic as 

another possible barrier. When patients do not feel physically comfortable in the clinic, they 

explained, the possibility of having meaningful sexual health discussions with them decreases 

significantly. One provided noted, “The point being that it’s an artificial setting to begin with. 

You’re in some fluorescent light box so many miles away from where you live.” Another 

physician shared how a palpable absence of sex positivity and support from the staff can also 

interfere, “If you’re in an environment that wasn’t sex positive and didn’t support the provider, 

then it’s not going to work.”  

Lack of privacy. Finally, physicians explained that having other people in the room, 

especially adult children and other caregivers, can limit conversations about their older patients’ 

sexual health. Provider 3 explained,   

A lot of patients come with an adult child. So, it might be dad who’s coming in and his 

daughter bringing him to the clinic appointment. And so, a lot of the information we 

gather about the dad may come the daughter, in the room together, but there may be 

things that the dad wants to share that are not necessarily appropriate with the daughter in 

the room…. The adult child may have some issues or quandaries around, like, ‘My dad 

can’t have a relationship now.’ 

Physicians believed that having staff members in the room also interfered with these discussions. 

Question 8: Clinical facilitators. In addition to barriers, physicians identified perceived 

individual-, dynamic-, and environmental-level facilitators of these conversations (see Figure 4).  
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Figure 4. Physician-identified facilitators to sexual health discussions with older adults. 

Individual-level facilitators. Individual-level facilitators referred to characteristics 

endogenous to the patient or physician believed to promote clinical sexual health discussions. 

Physicians in the current study identified four such factors, including bedside manner, comfort 

with discussing sexual health, perceived importance of sexual health, and knowledge and 

awareness of sexual health.  

Bedside manner. Of all the individual-level facilitators identified, bedside manner 

emerged as the strongest. Broadly, this code captured physicians’ prosocial approaches, attitudes, 

and behaviors toward patients and their sexual health concerns. It also encompassed salient sub-

codes, including openness, patience and spending time, listening, kindness and empathy, and 

communication.  

 Many physicians emphasized the importance of adopting a posture of openness toward 

patients to promote comfort discussing sexual health. Provider 1 explained,   

I come into this with an open mind, and I’m the least sort of judgmental doctor you’ll 

ever find, so, I think patients kind of feel that. They feel that they can come in here and 
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no matter what they tell me, I’m not going to be judgmental about it. I think that helps to 

kind of put them to ease there.  

In addition to openness, physicians also identified thoroughness with patients as another 

important facilitator. Reflecting on his own success using this approach, Provider 2 shared,  

I think a history of willing to be open and listen in prior interactions, but also to have 

been thorough so that they knew that I am really thinking about the whole person. And 

that’s often the thing that shocks new patients of mine after the first time I sit down with 

them is, 'Wow, you spent 40 minutes or something in face time with me and we covered 

all this stuff and it’s the first time in years that I’ve seen a provider more than 10 

minutes.’ 

For other physicians, like Providers 5 and 6, it came down to warmth and engagement: 

“Empathy, interest” (Provider 5), and “You have to treat every single person with kindness” 

(Provider 6). Physicians identified clear communication and phrasing as the primary drivers of 

these facilitators, Provider 1 emphasized,  

Your words matter, how you phrase things. Some of these things that you can talk about 

can be off-putting if you’re not careful about how you choose your words. You have to 

develop comfort with them, especially when you're talking about issues like I can't 

orgasm.  

Comfort with discussing sexual health. How comfortable the physician feels with 

discussing sexual health also emerged as an identified individual-level facilitator. Provider 3 

explained, 
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And probably just my, their comfort with the subject itself, you know? I think individuals 

have to be comfortable with their own sexuality, with sexuality in general as a topic to be 

able to talk about it with someone else.  

Provider 4 clarified that a certain level of comfort needs to exist for both the patient and the 

physician for these conversations to occur, “You should feel comfortable talking about it with 

me. I should feel comfortable talking about it with you.” 

Perceived importance of sexual health. Relatedly, how important physicians and patients 

consider sexuality to overall wellness also emerged as a facilitative factor. Regarding the 

perceived importance of sexual health to patients, Provider 3 shared,   

I guess how important it in their life is. The couple that I’m thinking about that comes to 

the top of my mind, the man is 90, his wife is 78. One of the first times I met them, I said, 

'How much time did you guys spend together?’ And he said to me, ‘Just about 24 hours a 

day, seven days a week. And that’s not enough.’ … So, I guess, it’s how important it is to 

them and their quality of life. 

For Physician 4, the perceived importance of sexuality to the provider also mattered, “I think you 

start with do you care? Does the physician care enough about sexual health?” 

Knowledge and awareness. The physicians admitted that appreciating the importance of 

older patients’ sexual health depended on their own level of knowledge and awareness of the 

subject. Provider 1 said,  

I think you do ultimately need to have a caring, educated provider whose taken an interest 

in this where you can have a one-on-one discussion with him/her about your most 

intimate need…. I think starting by just my own awareness of the importance of it and the 
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lack of information the patients have, and lack of venues for them to really discuss these 

issues.  

Here again, physicians cited a lack of formal medical training as a barrier having increased 

competence in this area.  

Dynamic-level facilitators. For the physicians, identified dynamic-level facilitators 

included demographic concordance and rapport.  

Demographic concordance. Sharing certain key demographic characteristics, such as 

gender and sexual orientation, with patients emerged as a dynamic-level facilitator. Reflecting on 

his own sexual identity, for example, Provider 3 shared:  

I’m openly gay. I’m one of the few openly gay physicians in Birmingham, so I have older 

men that seek me out to become their physician, and they want to talk about sexuality 

topics and their comfortable discussing those things with me in ways that they might not 

be with another physician because they know I'll understand. 

Provider 6 also recognized the impact of sexual orientation on the clinical dynamic, noting,  

I’m heterosexual, but there’s some things that I might not understand someone who is 

transgendered or who is homosexual or bisexual. So, there’s always that impact … I 

cannot actually assimilate that if you are something other than I am. I can try to address 

those things, but they do hinder.  

Reflecting on her own clinical experiences as a female physician, Provider 6 added, 

It’s like, I don’t do any male urology anymore, but I remember if I asked anything about 

ED, the dynamic shifted. I would not get very much information where someone else 

who, one of the male residents, or one of my old attendings would go in and get a 

completely different response. And it wasn't anything - I didn’t do anything wrong. They 
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just didn’t want to talk to me about it. Often, I get, ‘Well thank god you’re a woman, you 

understand.’ 

Recognizing the immutability of these characteristics, physicians emphasized the importance of 

practicing kindness, clinical humility, leaning in, and using gentle questioning to explore and 

manage these differences. 

Rapport. For these providers, the perceived quality of the physician-patient relationship 

determined both their and their patients’ abilities to lean into these differences and have sexual 

health conversations. Provider 4 explained, “Well, I think having a provider-patient relationship 

that is trusted, feeling comfortable that the patient can share openly with the provider, that’s non-

judgmental, feeling like it’s a safe place basically.” Physician 3 echoed this idea, asking, “The 

other piece, I would think, is how comfortable they are with me as their provider? How much do 

they think I'm going to be open and to listening and talking about it?  

Environmental-level facilitators. Finally, environmental-level facilitators included those 

factors outside of what both the physician and patient believed to facilitate sexual health 

discussions. For the physicians in this sample, those included a comfortable clinical setting, 

privacy, and standardized sexual health assessment.  

Comfortable clinical setting. Most physicians identified the perceived safety and comfort 

of the clinical setting as an important facilitator for these discussions. Some, including Physician 

1, referred to this idea as clinical “sex positivity,” explaining,  

I think that when people walk in the door and they see little things around the office, that 

cues them into the fact that we’re sex positive here. We have little signs … I think that 

people from the get-go, they know they’re entering a sex positive place where it’s a safe 

zone to talk about sexual health issues, and they’ll be listened to. 
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Beyond communicating sex positivity, physicians also emphasized the importance of using the 

clinical space to telegraphic messages of health and wellness. Provider 3 said, 

They have to be in an environment and with somebody that they feel safe with. Exam 

rooms painted in bright colors. We try to light it in such a way that it feels like it’s a more 

cheerful place.… We want to lead people who come to see us to think this is a place 

about my health, not a place about my illness. 

Provider 6 echoed this, adding,  
 

We try to make it somewhat spa like. People come in, it’s very nice, it’s clean. If you’re 

doing pelvic floor physical therapy and someone’s manipulating your vagina, you don’t 

want that done everywhere…. You want it to be a comfortable environment.  

Provider 3 also remarked that clinical space, if used appropriately, could also help to normalize 

sex and intimacy among adults,   

I think it wouldn’t hurt to have photos of adults, whether it’s handholding or arm on the 

back of even considering having pictures of same sex couples as part of the décor. These 

are things that we see in late life and this is normal, and we can talk about it. People 

always comment, 'Oh, I love the art in the room.’ What if that art was not a landscape? 

What if it was an older adult male holding the hand of his wife in a wheelchair or 

something like that? … or two really active adults at the movies together? 

Privacy. The physicians also identified privacy as a facilitator. They noted that not 

having others in the room—caregivers, spouses, or staff—allowed sexual health discussions to 

happen more easily with adults. Reflecting on his own clinical experience assessing an older 

patient’s concerns about ED, Provider 3 shared:  
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You know there’s something he is not saying and often times at that point if I’ve got 

learners or the wife or something, I’ll get everybody else out of the room and I'll say, 

‘Okay, you can open up now. Tell me what’s on your mind.’ And most of the time, it’s 

erectile dysfunction. 

Other providers put it simply, “Private setting” (Provider 5); “You want to be able to walk in a 

place where no one else knows what you’re doing” (Provider 6). 

  Standardized sexual health assessment. Provider 1 reported having a standardized sexual 

health assessment protocol,   

[That information] comes when they have an intake form. On my intake form I have a 

box for low libido, I have a box for vaginal dryness, so before I even come in the room, I 

know those are issues. That prompts me to make sure I ask the questions.  

While the majority of physicians did not have a codified and routine sexual health assessment 

protocol, many, including Provider 4, recognized the added value of having one,  

I think asking on intake is essential. But you have the self-administered questionnaire and 

then you have the nurse or the nurse practitioner or the physician or whoever else. I think 

it depends. You might also want to put a trigger warning. I don’t like trigger warnings, 

but this might be a good one: ‘Welcome to our clinic. We look forward to working with 

you in every way. This is all confidential. Among the things that we hope that you’ll feel 

comfortable in discussion would be …’ I’ve never seen that. I think that would be a great 

idea.  

Cluster 3: Program Recommendations  

Cluster 3 (Questions 3, 4, 5, and 6) assessed program needs, perceived importance, and 

educational modules; determined program design, and identified other considerations for 



54 

program development. Questions 3 and 4 yielded one theme on perceived importance, six 

primary educational modules, and five specialty topics. Proposed modules included sexual 

changes with aging; the spectrum of sex; STDs; sex, communication, and relationships; health 

and sexuality; and dementia and ethics. Other specialty topics included dating; LGBTQ+ issues; 

sex, media, and culture; body image and acceptance; and masturbation.   

Regarding program design, the physicians provided practical guidance on class 

frequency, duration, size, and structure. Additional recommendations included using group-

based education, prioritizing comfort and flexibility, and providing program resources. Their 

concerns included cost and access, targeted recruitment, managing cohort differences and other 

group dynamics, and practicing sensitivity toward sociocultural, generational, and individual 

differences. Other considerations included translating the program onto an online platform and 

embracing a multidisciplinary perspective. See Table 8 for a summary of Cluster 3 findings.  
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Table 8 

Cluster 3: Physicians’ Program Recommendations 

Question Purpose Themes/Codes 
Q3 and Q4: Needs, 
perceived importance, 
and educational topics. 

To assess program needs and 
impact, as well as to determine 
modules for the SEXEE program. 

• Perceived importance 
• Sexual changes with aging 
• Spectrum of sex 
• STDs 
• Sex, communication, and 

relationships 
• Health and sexuality 
• Dementia and ethics 
Specialty topics: 
• Dating 
• LGBTQ issues 
• Sex, media, and culture 
• Body image and acceptance 
• Masturbation 

Q5: How should such a 
program look? 

To determine program design. • Group-based education (i.e., 
gendered groups) 

• Class frequency and duration 
(time) 

• Group size 
• Class structure 
• Comfort and flexibility 
• Program resources 
Other considerations: 
• Multidisciplinary perspective 
• Online platform 

Q6: Concerns and 
questions. 

To identify barriers and other 
fodder for consideration in 
preparation for program 
development. 

• Cost and access 
• Targeted recruitment 
• Managing cohort differences 

and other group dynamics 
• Sensitivity toward differences 

 

Questions 3 and 4: Needs, perceived importance, and educational topics.  

Perceived importance. This code tapped physicians’ beliefs about the added value of an 

adult sex education program. Most recognized adult sex education as undervalued, under-

addressed, and a timely issue, particularly as the Baby Boomers age. Provider 1 shared, 
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This is just wonderful and a very important topic that’s under-addressed, and I think hats 

off to you for taking an interest in it. I think sometimes we put this last on our list of 

things to deal with, and it shouldn’t be last. It’s an important topic. 

Provider 2, commenting on the program’s timeliness, added: 
 

I think there’s a need for lifelong sex education. I think it’s important because there is 

going to be a radical change socially starting in between 5 and 10 years from now with 

the aging Boom that this is a generation that conceives of themselves as young. 

Other providers, including Provider 3, recognized the value of the program in normalizing sexual 

health among adults, invoking a life-course perspective, 

Oh, for sure. Well, I mean, I think just like we give maturing young adults anticipatory 

guidance around how their body’s going to change, what to expect as they go through 

puberty. You talk to younger adults about sexual health and safe sex, and how to protect 

themselves against STIs and pregnancy if that’s not wanted. I think the same type of 

anticipatory guidance should be offered to older people around how their body changes, 

what can be helped, what might not be able to be helped, who you can turn to for 

assistance with these issues, why remaining sexually active can be positive, and even 

around questions. 

Proposed educational modules. Physicians proposed primary and specialty educational 

modules (see Figure 5). The following section will briefly describe these modules, their 

objectives, and include illustrative quotes. 
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Figure 5. Physician-suggested educational modules. 

Sexual changes with aging. All of the physicians recommended an educational module on 

the anatomical, biological, physiological, and physical changes to sex with aging and their 

management strategies. Provider 3 commented, “I think just sort of physiologic changes of aging 

that affect sexual function. How body changes, what can be helped, what can’t be helped. 

Resources available for optimizing sexual functioning.”  

Provider 1 echoed this,  

I think starting with some basics sometimes, having discussions about anatomy and 

function and those kinds of things. I think you start with the fundamentals of anatomy 

and physiology, with discussing the fundamentals of desire, arousal, orgasm - the sexual 

response cycle.  
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For several physicians, this module also encompassed discussing gender differences in those 

changes. Provider 2 remarked,  

An introduction to aging, sexuality. Most of them have figured out the mechanics out a 

long time ago so it’s more about the normal changes of the body in terms of erectile 

function and vaginal response and things like that.   

Provider 5 commented, “For women, the issues have more to do with discomfort, lack of desire, 

and treatment options.” Provider 6 stated, “But I think educating women on the female sexual 

arousal cycle, right? Because women don' have any idea about this, right?” Physicians further 

suggested that this module should debunk related myths and misconceptions about these 

changes, noting, “We have so many misconceptions about sexuality, so breaking down sex 

myths” (Provider 1); “I think you would want to talk about some myths. What are the myths out 

there and why they aren’t true?” (Provider 3) 

Spectrum of sex. Another suggestion included educating adults about other ways of 

having sex besides intercourse, in hopes of safely enlarging their sexual repertoires. This code 

also included concepts like intimacy, romance, eroticism, and experimentation.  Physicians 

justified the importance of this module, citing their older adult patients’ rigid conceptualization 

of sex as penile-vaginal intercourse. Provider 2 explained, “One thing guys don’t get and that I 

emphasize to them is you don’t have to have a stiff penis to please your wife and to have an 

intimate relationship.” Provider 5 echoed this, “For men, [sex is] usually erection centered.” For 

the physicians, the spirit of this module revolved around giving adults additional options beyond 

intercourse. Physician 4 explained, 

And that we’re not always talking about intercourse. And that the notion of sexuality 

being non-intercourse would be high up on the list. And any kind of opening of any doors 
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to say, number one, sex is not sexual intercourse, number one. It can be. But it’s lots of 

other things. 

Physicians 1 and 3 elaborated on this idea with some specifics,  
 

Try to talk about new things that can help them; maybe explore new things they hadn’t 

thought about before or haven’t had the courage to venture into, whether it be bondage or 

anal sex or whatever. Other ways to pleasure your partner, role playing. (Provider 1)  

What does physical intimacy look like? I mean, when you think about first base, second 

base, third, like what kids are talking about. What are the possibilities? Handholding, 

stroking … the continuum of intimacy and eroticism. (Provider 3) 

Sexually transmitted diseases (STDs). Acknowledging their rise among adults, physicians 

also proposed the program offer a class on STDs. In this module, physicians suggested 

discussing risk factors, “Potential risk factors that might impede sexual function, both physical 

and sort of psychological or social risk factors” (Provider 3); STD treatment options, “Sexual 

health and STIs and what they are and how to protect. And going so far as to talk such things as 

PrEP and HAART” (Provider 2); and how to practice safer sex, “And then probably just about 

safe sex practices, right?” (Provider 6) 

Sex, communication, and relationships. Practical training on learning how to 

communicate sexual needs, preferences, and concerns with partners and providers also emerged 

as a proposed module. Provider 1 clarified, saying:   

I’m talking about issues of communication and love languages…. Most important with 

the psychological is the issues of communication and relationship building and just 

having discussions. Where are we with our sexual lives, where are we going, and where 

do we want to be and how can we get there?  
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Coaching on navigating common relational issues, such as drive discordance between partners, 

also emerged as topic within this suggested module. Physician 1 continued, “Here’s something 

that a lot of people struggle with, is what I call desire discrepancy, so dealing with issues like 

that and how to close the gap and negotiate that.” Provider 6 echoed this, adding, “I think talking 

to the discordance between sexual desire between men and women and why that might be and 

ways to combat that.” Beyond providing tools for managing these relational issues, physicians 

also recommended that this module provide adults with the training and information needed to 

advocate for their sexual health with physicians. On this subject, Provider 6 noted, “I think [self-

advocating] for sexual health is very important and people don’t know how to.”  

Health and sexuality. Consistent with their messages in Question 2, the physicians also 

proposed a class on health and sexuality to identify lifestyle contributions to sexual functioning, 

address how medications and polypharmacy can interfere, as well as to describe the health 

benefits of staying sexually active. They shared, “The doctors don’t have time to ask about the 

fundamentals, whether it be nutrition or exercise or sleep and sexuality, so that’s a huge factor 

right there. A class might help” (Provider 1); “Why remaining sexually active can be positive” 

(Provider 3); and “Well, actually pharmacy. Side effects of medications on sexuality. We’re 

giving too many medications. Older people have too many. Polypharmacy” (Provider 4). 

Dementia and ethics. Finally, recognizing the growing prevalence of dementia among 

adults, physicians suggested a discussion, broadly, on dementia, ethics, and consent. Where 

previous class proposals emphasized didactics and training, this particular module focused on 

processing considerations about sexual rights, consent, and functioning with dementia and other 

changes for individuals, partners, and caregivers. Providers 2 and 3 are geriatricians. Provider 2 
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explained, “A big one is, and this is going to be a huge on as the Baby Boom ages, is dementia. 

Where are the lines? Who can consent and who cannot?” Provider 3 added,  

I think there should be an ethics module … what happens when you have some concerns 

about a person’s ability to be informed and consent to this…. What types of conditions 

should raise your concern and the need to have a sexual advance directive.  

Specialty topics. The physicians also proposed specialty topics—classes potentially more 

relevant and interesting to specific subgroups of adults. These included dating; LGBTQ+ issues; 

sex, media, and culture; body image and acceptance, and masturbation.  

Dating. While physicians acknowledged the assumption that most adults identify as 

married or partnered, they also recognized the growing prevalence of dating in later life. For 

example, Physician 1 observed,  

Not everybody is married. I was talking to a guy just last week. He came in with some 

ED and we were talking about how he had this wonderful, understanding wife. I said to 

him, ‘Can you imagine if you had this and you were in the dating world, how difficult 

that would be? At least right now if you don’t get it up, she’s not going to be judgmental 

about you, but not if you are on Tinder or whatever.’ So, I think we kind of make 

assumptions of everybody in the older group is married, but there are a lot of people out 

there who are still kind of dating and single. 

Noting this, some physicians recommended a specialty educational module on how to date safely 

with aging, including additional guidance on both the social and sexual aspects. Provider 2 

suggested,  

Healthy dating. What are good habits to get into or not good habits to get into in 

determining if somebody asks you out, should I say yes? What should I do? Where 
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should you draw your boundaries, things like that. Dating at 39 and 40 is different than 

dating at 57.    

Regarding providing education on the sexual aspects of dating, particularly to women, Provider 6 

added, “They’ve been a widow for 10 years, they found a new partner, and then now they want 

to try to have sex and they can’t.” 

LGBTQ+ issues. Some providers also recognized the importance of discussing diversity 

issues related to LGBTQ+ aging, including Provider 6, who said, “We’re going to have more 

people who are of different sexual persuasions as we’re getting older.” Physicians appreciated 

the unique considerations, stressors, and barriers associated with aging as a sexual minority. 

Provider 2 noted,    

The other huge part of it, of course, is people of non-traditional sexualities. What happens 

these days for the most part is LGBTQ elders who may have been out for years, if they 

are forced into some sort of long-term care, they must re-closet. Because if they do not, 

they will be ostracized.  

Provider 3 added, “I think there’s another challenge around gay, lesbian, and transgender. I 

mean, there’s a lot of isolation and issues around sexuality all through their lives potentially, and 

then even as they get older, even could be more.” Other physicians contextualized these 

challenges within the culture of the Deep South. Provider 2 explained, “Most of them are of a 

generation who are in the Deep South, heavily closeted and now, even at this stage in their lives, 

not really willing to be out. That doesn’t mean that they aren’t having sex.”  

Sex, media, and culture. Some physicians also emphasized the value of acknowledging 

the roles of Western media and culture in the internalization of ageist messages about sexuality. 

One recommendation included integrating this module into the sexual changes with aging class.   
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This theme encompassed discussions of youth-focused advertising and pornography, as well as 

their influences on late-life sexuality. Provider 2 explained, “That comes from our cultural 

obsession with youth. Where does that come from? That comes from advertising. We’re all sold 

a bill of goods on what’s attractive and what’s attractive is generally for women, definitely under 

40.” Provider 4 added,  

But the fact is that television, largely through Viagra commercials and Cialis, creates for 

better or for worse a norm that’s perhaps as unrealistic as the skinny models…. there’s 

one awful norm and that is advertising to men younger than a certain age that they’re 

going to need Viagra. And the usage of Viagra in younger men, I’m told, is enormous.  

Provider 4 went on to explain how other sources of media, including pornography, can propagate 

sexual myths and miseducation, “Pornography wasn’t as visible as it is now, you not only have it 

everywhere, but it’s miseducating people in every way. Literally from pubic hair, the lack of 

which is causing all sorts of problems.”  

 Body image and acceptance. Relatedly, physicians also proposed a class on strategies for 

fostering body acceptance to combat these ageist messages. Provider 4 continued,  

But that’s another thing that I would go even further. And that’s what I meant to say 

earlier, what would be the modules. Body acceptance. Easily number one. Question of 

nudity. Easily ahead of everything. I think that is probably the greatest single contribution 

you could make would be body acceptance. 

Provider 1, echoing this recommendation, recognized how women may feel especially 

vulnerable to these messages and benefit the most from such a module,  

Especially with women though, because they have a lot of baggage about whether it’s 

good girl stuff or baggage about body image issues. So many women come in and they 
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don’t want to have sex because they feel they’re too heavy, and their husband, he doesn't 

care. He’s raring to go. Or I’ve got wrinkles or whatever. So, I think helping people with 

that.  

Masturbation. Finally, several physicians proposed educating adults on the ways and 

benefits of masturbating. Although controversial, they justified this recommendation on the basis 

of their clinical observations that many patients, particularly older women, often lacked 

knowledge about how to self-pleasure. Provider 1 explained, “The vast majority of women need 

to have direct clitoral stimulation. They don’t know it, right. They think, ‘There’s something 

wrong me with me because I can’t orgasm with just plain intercourse so I’m broken.’” Provider 6 

echoed this observation, noting,   

[Some women] actually have some increased desire once they go through menopause and 

I’ve actually had to teach them how to masturbate. I’ll say, 'Let me talk to you about how 

to masturbate,’ and they’ll say, ‘No one’s ever taught me that.’ I’ve had some of them ask 

me like, ‘How do you do this?’ Because they’ve never. They’re 80. They’ve never. They 

grew up in a time where you don’t talk about that or do that. 

To combat this associated confusion, guilt, and shame, physicians suggested that the program 

consider including a module providing some practical guidance. Provider 2 noted, “I don’t see 

why not, having a module on masturbation. It’s one of those fairly universal habits. And when 

people are older and have difficulty finding partners and that, it’s what happens and it’s a 

perfectly okay thing.” Physician 1 remarked,  

But if you can educate them, no, no, you’re just like everybody else, the vast majority of 

them have to have direct clitoral stimulation so how are you going to do that? … So you 
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got to figure out how you’re going to do that. Are you going to do that with your hands, 

you going to do it with a vibrator, whatever. 

As part of the module’s efforts to normalize and destigmatize masturbation in later life, 

physicians also suggested highlighting the benefits of masturbation. Provider 6 added, 

“Masturbation is a great way that you can be satisfied that’s safe and healthy.”  

Questions 5 and 6: Program design, other considerations, and concerns. The semi-

structured interview also elicited physicians’ recommendations for program design (i.e., class 

frequency, duration, size, and structure), as well as other considerations for its development. On 

average, physicians suggested a monthly class, including approximately 12 to 20 people, each 

lasting about 90 minutes.  

 Regarding program design, the physicians emphasized the importance of group-based 

education, comfort and flexibility, and providing program resources. Other considerations 

included translating the program onto an online platform and integrating a multidisciplinary 

perspective.   

Question 5: Program design.  

Group-based education. Physicians recommended using a group-based approach to adult 

sex education. Provider 3 explained,   

I think there may be some role for group education versus more tailored, one-on-one if 

people have specific needs that they need to discuss in a kind of more private setting. But 

I think just general education in group could be one way.  

Many physicians recognized how the dynamic processes inherent to groups adds more value to 

the learning experience. One remarked, “I think having group feedback is great … it’s not just a 

one-way street. I think everybody kinds of learns from it. There’s a synergy that goes along with 
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having a group experience.” Recognizing the sensitivity of some subjects, all of the physicians 

recommended building in occasional “breakout sessions” to separate men and women as a way 

of increasing program effectiveness and comfort. Provider 2 explained,  

You might not necessarily for the entire thing, but you might have a breakout at some 

point where the men and women are separate….  And I don’t know if it’s for any 

particular topic, it might just be let’s have an open discussion where the men or the 

women aren’t in the room, where people who might have been not wanting to bring up 

something in a mixed gender group might be willing to bring it up.  

Providers 1 and 3 offered similar suggestions,  

There might be some breakouts.… Everybody’s together, but there may be some topics 

that don’t really crossover, and some that do. But it might also be beneficial for a woman 

to hear about the disorders that men have, and a man, so that they know that, ‘I’m not 

saying no because I don’t want it. I’m saying no because it hurts. And that is why it 

hurts.’ (Provider 3) 

You could have men’s groups. It’s hard to get men to talk about things. Men are just not 

as verbal as women, and we’re a little bit guarded about our sexual feelings. The 

women’s groups are definitely more vibrant. Men are in their shell. So, you could have 

men’s and women’s groups. (Provider 1) 

Regarding classes better suited for co-education, Provider 6 commented,  

The classes we were talking about like safe sex practices in dating and that kind of thing. 

Those would be much better in groups because then people can laugh about how to put a 

condom on again or how to date. Those are things that it would be good to have both 

sexes present.  
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Provider 6 added that discussion of some topics, like urinary incontinence, may operate best 

within same-sex groups. She continued,   

Women are more likely to be like, ‘You know? You leak urine too when you had sex? 

Great’ They’re not going to want to talk in a room of males and women, ‘Who here leaks 

when they’re having sex?’ They’re not going to raise their hand.  

Class frequency and duration (time). On average, physicians suggested a monthly class, 

including 12 to 20 people, each lasting about 90 minutes. Regarding frequency, Provider 1 

commented, “I think once a month you have the regulars come back every month. If you did it 

more often, you wouldn’t.” Reflecting on his own experiences with providing community 

education to adults, Provider 2 shared,  

I do community education for adults and I do something a little bit more in depth. I’ve 

done death and dying for church groups and things like that. Generally, between three 

and five sessions, two are a block. Prepare roughly 80-90 minutes of material, I’ll leave 

the rest for questions and open discussion.  

Provider 3 emphasized the importance of keeping the class engaging,   
 

I think something on a monthly basis…. I just think that trying to get things too long and 

you lose attention, I mean, you could maybe do 90 minutes and have a break. A break. 

Yeah, a bathroom break or something like that, 45 minutes and then a bathroom or 

refreshment break.  

Commenting on keeping the class brief, Provider 6 echoed this, “You don’t want to make it 

something.” 

Group size. Few physicians provided specific guidance about group size; however, 

Physician 1 recommended, “12-20 people. I think it’s quite a manageable crowd.” 
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Class structure. Physicians varied in their recommendations for how to structure the 

class. Some, like Provider 4, emphasized the importance of flexibility, while others, including 

Provider 3, recommended following a curriculum, with each subsequent class building upon the 

previous one, “Well, I think you should do it as a curriculum. So, people could enroll in a course 

if they want. Each class builds.”  

Comfort and flexibility (setting). However many or long the classes, the providers agreed 

on the importance of flexibility. Provider 4 commented, “I love the idea of open-ended 

everything…. The more you get into a rigid structure, the less likely I think you’re going to 

have…. I think you need to have it as open-ended as you possibly can.” The physicians also 

recognized and emphasized the importance of a comfortable learning environment. Providers 1 

explained, “I think having a sex positive culture where people can come and get together and talk 

about it in an open, unashamed way.  Let’s face it, you’re not going to want to talk about it at 

church.” Provider 3 commented,   

Someplace comfortable … something that doesn’t feel like a lecture hall, that doesn’t feel 

clinical. In a formal-ish setting. So, not a classroom per se, where it could be very sterile. 

But something that has a little but more of a warm feeling. I mean, where you could show 

movies, or you could show some videos. I mean, maybe people are sitting on couches or 

comfortable chairs, easy access to the bathroom. Maybe there’s foods. I don't know. But 

something that’s not like you’re going to a major medical center.  

Program resources. Additionally, the physicians also recommended that the classes 

include supplementary materials and resources for outside use. Provider 4 suggested, 

Why not take these flashcards home and come back next time and we’ll talk about it…. 

I’m just trying to include other options for, take this tape or here’s a CD. I want you to 
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listen to it and tell me … I want you to bring it back or something. If all I had to do was 

give something to somebody and say, ‘Come back and discuss it with me,’ that would be 

great.  

Drawing from his own experiences providing sexual health resources to patients, Provider 1 

shared,   

We carry vibrators here. They cost us, what, 10 bucks, we give them out. Yeah, women 

they come in, they haven’t had an orgasm in 10 years, we give them a vibrator. For a lot 

of these things, we have handouts to give, too.  

These providers also noted how advertising such resources could incentivize participation, 

particularly among ambivalent prospective participants.  

Other considerations. Briefly, other considerations included integrating interdisciplinary 

perspectives into the program’s design and eventually translating the program onto an online 

platform. Provider 4 suggested,   

The only question I have is in a modern day of 24-hour internet and 500 satellite stations 

and unlimited audio-visual capabilities, to what extent can you get an app to do this as 

opposed to having to have a person. Having said that, I would probably prefer a person. 

I’m not sold on apps for almost anything.  

Provider 5 stated, “[Integrate] MDs (urologist, OBGYN) and sex therapists into group 

meetings.” (Provider 5)  

Question 6: Concerns. The physicians also shared any concerns they may have had 

about the proposed program, which included cost and access, targeted recruitment, managing 

cohort differences and other group dynamics, and the importance of exercising sensitivity toward 
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sociocultural, generational, and individual differences, particularly when discussing controversial 

subjects.  

Cost and access. Physicians indicated their preference for making the program affordable 

and accessible to adults. For example, when asked if they had any additional questions and 

concerns, Provider 3 said, “I don’t really have any concerns. Funding? I don’t know.” and 

Provider 5 stated “Cost.”  

Targeted recruitment. Physicians also emphasized the importance of systematic, 

thoughtful recruitment efforts toward the intended target population. Provider 2 explained, “I 

think you would have to advertise or aim for a specific kind of audience or something and not 

just all adults over 50. I think it needs to be more of the aging woman or suddenly single.” 

Beyond clarifying the target population, physicians also shared their recommendations for 

effective recruitment and reiterated appropriate advertising. Provider 3 shared, 

I think advertising in appropriate clinics. Obviously, health clinics, maybe senior centers. 

I would even say senior ministries in church programs…. There’s probably really active 

adults who participate in church activities and I think that you got to normalize it. Having 

it be something that the area agency on aging is aware of, mental health clinics, grocery 

stores, in senior living facilities for sure. 

Provider 6 elaborated on these suggestions, adding,   

Places, great places to actually go would places where older people are. You have 

assisted living facilities. You can even go into nursing homes. And church communities. 

Think how many large Sunday school classes there are. My parents are 70. Everyone in 

the Sunday school class is like 70+. You have to go to the right environment where you 



71 

start so you get a good response of good feedback, so people are going to talk about it. 

Consider lunch and learns. 

Finally, Provider 2 suggested starting a referral process as a possible solution to the concern of 

targeted recruitment,   

Maybe it’s something that you could have leaflets in a provider’s office or different 

places where people might learn about this type of information…. People could call and 

sign up or potentially by referral. If there’s something identified as a concern at a visit, or 

the patients just say they want to learn more.  

Managing cohort differences and other group dynamics. For some physicians, concerns 

about identifying and clarifying the target population reflected their appreciation for cohort 

differences. These physicians noted that generational gaps in attitudes toward sex warranted 

thoughtful consideration when designing an adult sex education program. Provider 2 explained, 

The 50 somethings and the 80 somethings are not going to have the same issues. I think 

it’s a generational thing and I think there’s a real split between the silent and Baby Boom 

generations. So, I think designing something for the Silent Generation who are 75 and 

older, very different than designing something for the Boom…. I think it’s the aging of 

the Boom who have a radically different attitude toward sex and sexuality than 

generations older than they do. Because they’re the generation that came of age after the 

invention of birth control. So, they just don't have the hang-ups that the older generations 

do.  

Other dynamics to consider included those alliances formed based not merely on age, but also on 

stage. Provider 4 commented, “If you go with all comers, there may be some artificial barriers 
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between coupled and singles and there will probably be issues, in terms of group dynamics—

'You don’t get it.’  

Sensitivity toward differences. Relatedly, given these differences and the delicate nature 

of the subject matter, physicians emphasized the importance of exercising diplomacy, sensitivity, 

and clinical acumen when facilitating classes. Provider 1 noted, 

So, you have to be careful about kind of feeling people out as far as is this somewhere 

they want to go, something they want to talk about, is it important to them, is it 

something they want to address, and not pushing the envelope too far.  

Provider 6 commented,  
 

I think you have to be very careful about, especially in older patients in this area of the 

country. I think there’s definitely an impact of sexual health, on like the LGBT 

community. Talking about some stuff is going to make people upset.  

Further, some physicians, including Provider 4, recognized the potentially activating nature of 

the topic, “There’s all sorts of childhood sexual abuse. Trauma.” Physicians agreed that the 

person or persons facilitating the program should have the clinical skills necessary to navigate 

and manage these potential dynamics, tensions, and emotional reactions.    
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CHAPTER 4 

FOCUS GROUP RESULTS 

 Chapter 4 includes all qualitative results from the three focus groups with middle-aged 

and older adults.  

Qualitative Findings 

The codebook included illustrates the emergent framework used to conceptualize and 

organize these qualitative results (see Appendix I). Identical to the physicians’, the codebook 

outlines each question and its function, as well as each questions’ associated cluster, higher-order 

categories, codes, illustrative quotes, and counts.  

 Three clusters emerged with which to organize and consolidate the thematic content 

elicited from the focus groups. Cluster 1 included Questions 1, 2, and 3, which tapped adults’ 

attitudes and beliefs toward late-life sexuality, as well as their thoughts on the origins and 

consequences of those attitudes. Cluster 2 included Question 7, 8, and 9 and captured the clinical 

dynamics surrounding adults’ sexual health discussions with physicians. Cluster 3 included 

Questions 4, 5, 6, and 10 and explored their program development recommendations. This final 

cluster also included any other useful information for developing the program, such as 

considerations for future directions.   

Cluster 1. Attitudes and Beliefs Toward Late-Life Sexuality, Their Origins, and 

Consequences 

Question 1: Attitudes and beliefs toward late-life sexuality. Questions 1, 2, and 3 

comprised Cluster 1, which broadly evaluated adults’ awareness of and lived experiences with 
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sex-related ageism, explored the sources of those ageist messages, and determined the perceived 

consequences of those messages on adults’ sexual health and functioning. Beyond “breaking the 

ice” during the initial moments of the focus groups, these questions also identified important 

intervention targets and clarified the impact of these issues. Table 9 summarizes these findings.  

Table 9 
 
Cluster 1: Attitudes and Beliefs Toward Late-Life Sexuality, Their Origins, and Consequences 

Question Purpose Themes/Codes 
Q1. Attitudes and 
beliefs people may 
have toward aging and 
sexuality. 

To evaluate awareness and extent 
of ageism, as well as participants’ 
lived experiences with it. 

• Assumed asexuality 
• Decreased need, desire, and 

importance 
• Taboo 
• Evolving attitudes 

Q2. From where do 
these attitudes and 
beliefs originate? 

To determine sources of ageist 
messages for discussion in 
program. 

• Culture and society 
• Media 
• Cultural and regional 

differences 
• Religion and spirituality 
• Socialization and upbringing 
• Individual differences 

Q3. How do these 
attitudes and beliefs 
affect sexuality and 
health? 

To determine consequences of 
these messages on older adults’ 
sexual health and functioning; to 
create buy-in. 

• Cognitive distortions and 
dissonance 

• Internalized ageism 
• Sexual communication issues 
• Guilt and shame 

 
Question 1 yielded four salient themes: assumed asexuality; decreased desire, need, and 

importance; taboo; and evolving attitudes.  

 Assumed asexuality. This code captured the assumption that older adults do not have 

sex—or the idea that after a certain age, sex stops. One participant put it simply, “Obviously, that 

it is non-existent.” Echoing this, other adults explained, “I think we’ve always assumed that 

everybody who was over a certain age was not sexually active, and so, I think that there is still 

some attitude that sexuality disappears.” “So, I'm thinking when I was growing up thinking my 

parents didn’t have sex.” Reflecting on their own lived experiences with receiving ageist 
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messages about their sexuality—sometimes from adult children—one participant shared: 

“Younger people, like our children, they think that somebody our age, they do not have a sexual 

life.” Another participant noted,  

Our daughter and her husband they were sitting there, and they said, ‘Well, we just want 

to know, would you share with us the secret of you making it past 50 years?’ I just told 

them sex and they just about fell on the floor. 

Other participants recognized how they had internalized similar ageist messages, eventually 

shedding them with their own knowledge and experience,    

I just think that there is a perception that as one ages there are certain things that fall 

away and intimacy or active sexuality, I think in theory was one that I grew up assuming 

was going to wane over time. I think intellectually I know better, regardless of what my 

personal circumstances are, I think I absolutely know better now, but I think we’ve 

assumed that you get older and you knit. 

Decreased desire, need, and importance. Focus group members also identified a less 

extreme, though related, ageist assumption that sex happens less often or assumes less 

importance with aging. One participant said, “I think we probably assume that attrition is the 

norm.” Adding to this, another participant explained, “That it’s a natural part of life to have 

decreased sexual desires. And then I guess that’s probably true if you don’t do something about 

it.” Participants recognized how assumptions of decline and decrement with aging generalized to 

other health domains beyond sexuality. For example, one participant observed, “So, I think that’s 

part of it, society in general expected people to kind of reduce their activity, physical activity, 

sexual activity.” 
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Taboo. Several participants described discussing sex at any age as taboo. One fellow 

observed, “Regardless of age. They don’t want to talk about it.” But group members also 

acknowledged how sex in later life may seem particularly taboo because of its tendency to evoke 

feelings of disgust and repulsion.  Reflecting on their own experiences, two participants 

disclosed, “I think that when I was young and thought about my parents, it’s almost repulsive 

thinking, not repulsive but almost.” “It was almost taboo. I know in my family and my wife’s 

family … not something that [was talked about] … that’s something that you’re going to be 

dealing with in terms of people my age and older, probably.” Another participant observed that 

like taboos of religion and death, sex can elicit similar reactions,     

People just don’t want to think about talking about sex and sexuality and God. And what 

we’ve experienced at any age, we also ran into the same situation of people not wanting 

to talk about end-of-life issues once they lost a partner or lost a child or something. 

Evolving attitudes. The participants— many themselves Boomers— recognized how 

attitudes toward aging generally, and sexuality specifically, have started shifting as Boomers age. 

Regarding these general attitudinal shifts, one participant noted, 

For so long, movies and television and advertising were all aimed at that younger set. But 

they’ve come to realize that those people really don’t have the influence, the cash they 

thought they did. And I think advertising and maybe even everything is kind of shifted 

and they’re aimed at older, more established persons. I think the shift has started. 

Another participant commented,   

But the younger generation is seeing healthier, living longer, active lifestyles beyond 65 

and we’ve kind of had that, I think generally, not just sex-wise, but the physical activity 

and all the other things that we were involved in at younger ages. 



77 

 
 

Comparing Boomers to previous generations, other participants remarked on cohort differences 

in attitudes toward sexuality. One woman opined, “I think the attitudes toward sexuality in the 

geriatric population is evolving, being a product of the 60s.” Echoing this, another woman added,  

But I do think that this generation is better prepared to deal with these topics than, let us 

say, our parents. Because of the main things, the talk shows, this and that. Of just more 

open and learning and to be communicative. Which I think we are ahead of the last 

generation that are gone. We know more about our bodies than the previous generation. 

We know more about appetite variances and acceptance, than, maybe, more conservative 

generations. 

Related to these attitudinal differences, some participants in the current sample described sex in 

later life as enjoyable, healthy, and something worth savoring. One fellow noted, “[Sex] can be 

very enjoyable and you can seek out remedies…. I think it’s a whole lot better than watching 

football on Saturday.” Despite ageist assumptions, other participants recognized sex as an 

important component to healthy aging, explaining, “So, I think there’s an assumption that sexual 

activities could diminish and physical health and all of those things, but now we know, in fact 

sex, healthy sexual activity is critical to a healthy lifestyle as you age.” Another participant 

added, “Yeah. And it just helps your mental health and your physical being overall.” One woman 

identified aging itself as a facilitator to improved sexuality, explaining, “I [have] more time to 

enjoy it. Not being rushed … not having a house full of kids.” 

Question 2: Origins of ageist messages. The second question of Cluster 1 invited adults 

to consider the origins of these assumptions, attitudes, and beliefs. Participants identified six 



78 

sources: culture and society, media, cultural and regional differences, religion and spirituality, 

socialization and upbringing, and individual differences.  

Culture and society. Participants implicated the culture within the United States and in 

the West for the existence of generally negative attitudes towards aging. Discussing cross-

cultural differences, one fellow observed,  

My perception is, our culture to some extent, doesn’t truly value people as they age. 

Especially once they get into retirement. That it’s almost like in our culture or our society 

here in this country. It’s a little bit different from what I’ve read about some of the other 

countries where they really value a person that has reached senior age…. I mean, let’s 

face it, i’'s been around for a long time. And it’s not something that’s new, but it is, and 

has been, for it looks like as long back as you can look, every culture has had some type 

of taboos either over-emphasize. It was either too much sex, and of course you wind up 

with all sorts of disease issues, or too little. 

Other participants put it simply: “It’s really cultural.” “There is so much rooted in the culture, it’s 

unbelievable.” In the absence of explicit education about sex and aging, the participants 

explained, people tend to default their culture’s assumptions. Reflecting on their own 

experiences, two women shared: “You just assumed it. You didn’t know any different, there’s no 

education there. You had no idea of anything different.” “It comes from assumptions; you know 

what I mean? People don’t know any different.” 

Media. As an extension of the culture, group members also identified the media as a 

strong, influential generator of and vehicle for these ageist messages. One participant explained, 

“It’s the media. It’s rooted in the culture.” Though some group members recognized the 

increased acceptance and proliferation of sex in media, others observed how the 
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underrepresentation of older adults in those media may reinforce ageist ideas about sex. One 

woman observed,   

But, I think you can wrap it all up in media, whether it’s mom porn that we read, let’s be 

honest, some of us do, or whether it’s a video, the accessibility of whatever kind of 

relationship video you want to watch, or whether the kind of demystification or lessening 

of the stigma of going to either an erotic bookstore or a toy store or whatever. Our society 

has made all that much more acceptable. 

Another noted, “Even the media, the movies you go to see, they’re always young people having 

sex. You’re not seeing older people because that just doesn’t happen. But it’s always younger 

people.” 

Cultural and regional differences. Participants recognized that cultural values and 

regional differences, particularly those of the Deep South, send their own messages about sex 

and aging. Noting these regional differences, one man commented,  

I think the attitudes are a little more rigid in the South because of the Bible belt mentality. 

I think if this same focus group was being done on the West coast or East coast, there 

would be a completely different outcome. 

Reflecting on their own lived experiences living in the South, one woman shared, “I think in the 

Southern culture, you’re supposed to keep sex in marriage and we’re very in the South, even 

more so, sex is just in marriage and you’re almost shamed. I feel that way.” Echoing this, another 

woman said,   

Sex outside of marriage is taboo. But sexual intercourse is very much in the Bible. If you 

know the Bible well, as we’ve been told, we’re in the buckle of the Bible belt and being 
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in Birmingham, there’s a lot of that education. My spouse grew up in a church where you 

weren’t supposed to dance. 

Religion and spirituality. Participants also acknowledged how the intersection of religion 

with Southern culture may amplify ageist messages about sexuality. One participant explained, 

“I think that there’s so much, especially in the Southeast, there’s a lot…. I think religion is 

leveraged to sort of dictate the morality of what that denomination believes is moral or 

whatever.” Others identified religion and spirituality more generally as sources of these 

messages, saying, “Part of it is the religious influence that sex in some particular religions, sex is 

limited to the need to procreate. And outside of that, it’s not really sanctified.” One gentleman 

recognized the complexities of his attempts to reconcile his own sexuality with his religious and 

spiritual convictions,  

As someone who’s been involved in religious and spiritual practice for a longer period of 

time, theoretically that practice would help people become more intimate with each other 

and view the, even the sexual relationship, as … important to their partner, more so than 

the selfish kind of, I guess it being less selfish, theoretically, spiritual practice would help 

us to do that and help us to be better in the intimacy area. But, I don’t know that in reality 

and that’s what it has done. I would have expected it to do that. 

Socialization and upbringing. Messages sent and modeled by family members, 

caregivers, and peers to participants throughout the life course emerged as a source of these 

messages. Some reflected on messages they received in childhood. One woman remarked,  

Oh, certainly in how you were brought up as a child. If you were brought up in the South 

and you might’ve been brought up in a family where you didn’t discuss sexuality and the 
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body itself was not considered to be something that was … I’m struggling with the word 

… not shameful. 

Another woman added, “Where all of them come from, it’s your history, your community, your 

parents and grandparents and social group as you’re growing up and that’s … it’s built in.” Other 

participants described the delivery of these messages as an active social process, “It comes from 

the experience and what you’ve probably heard from your … people up above you, in your 

family and your friends.” 

Individual differences. Finally, participants acknowledged that attitudes toward sexuality 

and aging may also stem from individual differences, including trauma and experiences with 

aging itself. One woman noted,  

Some of that is just your psychological makeup … your positive and negative 

experiences with sex as a kid might really interfere with or really contribute to a 

particular result as you get older … trauma, childhood trauma because it can drive you 

either way.  

Discussing aging, another woman added, “It’s what we experience ourselves. Things are a little 

bit harder, your body’s shifted.” 

Question 3: Consequences of attitudes and beliefs on sexuality. Question 3 asked 

adults to consider the consequences of these messages on sexual health and functioning. They 

identified four” cognitive distortions and dissonance, internalized ageism, sexual communication 

issues, sexual guilt and shame.  

Cognitive distortion and dissonance. Some participants reported experiencing 

inconsistent or extreme thoughts, beliefs, and attitudes toward their sexuality. One fellow noted,  
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I mean I’d love to think, I’m 55 and I’m not going to have any problems with sex. 

Production’s going to be the same, desire’s going to be the same, testosterone is going to 

be up. And then probably not. I don’t want to believe that. 

Internalized ageism. Others noted internalizing some of these messages and thoughts, 

explaining, “But I mean, we tend to believe what we hear.” Some participants acknowledged 

how internalized ageist messages can affect behaviors and feelings surrounding late-life 

sexuality. Reflecting on his own experience, one man remarked, “We become self-fulfilling 

prophecies in a lot of ways. Let’s be honest, none of us wanted to think about our parents doing 

it.” Another participant echoed this, adding,   

I think we, our generation had a retirement age of 65 and so when you turn 65 you 

basically, your quality of life has gone down, you’re going to start out with having health 

problems. We kind of expect that, we saw it in our parents, maybe, some of us did. 

Sexual communication issues. For these adults, one such behavioral consequence of 

these internalized beliefs included feeling uncomfortable discussing sex with partners and 

providers. One woman observed how these messages had gendered consequences,  

Even though I’m in a helping profession and I’ve been involved in various kinds of 

things that forced me to be able to talk about certain things, my husband’s ability, he’s 

always been more comfortable. And I think it goes back to childhood attitudes toward 

sex. Guys talked, girls didn't. 

Others group members described these internalized messages’ relational consequences for sexual 

satisfaction with partners. One woman shared,    

I think the older generation is known to … do not ask, do not tell, almost, in the bedroom. 

I would just want to assume everything is good and let us just not talk about it. Which, 
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there is more conversation. ‘How was it? What can I do? Could it have been better for 

you? In what way or how? What do you need?’ 

Sexual guilt and shame. Finally, emotional consequences included feelings of guilt and 

shame surrounding masturbation and other forms of sexual expression, particularly for older 

women. One woman noted,  

I’m married, but I’m just thinking, does everyone feel empowered to be guilt free about 

masturbation? … There are still powerful voices that don’t think, especially females…. I 

feel there’s still a lot of societal pressure for especially women not to have a right to have 

sexual gratification in or outside of marriage, really. 

Cluster 2: Clinical Dynamics and Factors  

Cluster 2 explored adults’ experiences with sexual health discussions with physicians and 

identified the perceived individual, dynamic, and environmental barriers and facilitators to 

having them. Question 7, which tapped patterns of discussion initiation and general experiences, 

elicited four themes: dissatisfying clinical encounters, patient initiation, pathology-focused 

physician initiation, and assessment as affirming. Regarding the barriers to these discussions, 

adult participants identified three individual-level factors: physicians’ assumptions, attitudes, and 

beliefs about aging and sexuality; physicians’ perceived lack of knowledge or experience; and 

avoidance and discomfort. Dynamic and environmental-level factors included demographic 

discordance; time; administrative, bureaucratic, and systemic issues; and triaging other concerns. 

Four additional themes captured adults’ thoughts about clinical facilitators to those discussions: 

bedside manner, rapport, comfort and privacy, and standardized sexual health assessment. Table 

10 summarizes this cluster.  
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Table 10 
 
Cluster 2: Clinical Dynamics and Factors – Older Adults 
 
Question Purpose Themes/Codes 
Q7: Discussion 
initiation. 

To determine how and under what 
circumstances sexual health 
discussions happen. 

• Dissatisfying clinical 
encounters 

• Patient initiation 
• Pathology-focused patient 

initiation 
• Assessment as affirming 

Q8: Barriers. To determine interpersonal, 
individual, and environmental 
factors that stymie sexual health 
discussions. 

Individual-level 
• Physicians’ assumptions, 

attitudes, and beliefs about 
aging and sexuality 

• Physicians’ perceived lack of 
knowledge or experience 

• Avoidance and discomfort 
Dynamic-Level 
• Demographic discordance 
Environmental-level 
• Time 
• Administrative, bureaucratic, 

and systemic issues 
• Triaging other concerns 

Q9: Facilitators. To determine interpersonal, 
individual, and environmental 
factors that promote sexual health 
discussions. 

Individual-level 
• Bedside manner 
Dynamic-level 
• Rapport 
Environmental-level 
• Comfort and privacy 
• Standardized sexual health 

assessment 
 

Question 7: Discussion initiation. 

Dissatisfying clinical encounters. Overall, adults reported feeling dissatisfied with their 

physicians’ approaches to addressing sexual health. This code captured those negative clinical 

experiences, which typically involved perceived judgement, invalidation, and hastiness. A 

particularly illustrative example of this came from one participant, who explained,  “I asked my 

gynecologist about having orgasm. And he just said, ‘Oh, you just need to relax.’ I mean, that 

was the answer I got. I think that, yeah, he didn't really want to talk about orgasms.” Beyond 
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feeling dismissed, other participants described feeling rushed, particularly when they attempted 

to initiate a discussion about their sexual health, “So, my thing is, the doctor’s trying to get 

through with you to get to the next person. And so, the times that I’ve asked these questions, it 

was real quick, short answers.” Others felt that if discussed, the sexual health conversation felt 

sterilized, boilerplate, and not particularly meaningful. One participant observed,  

But they always ask the same questions that are, ‘When was your last period, are you 

sexually active, are you on birth control pills?’ And they ask that right next to, ‘Do you 

have chronic back pain?’ So that gets lost in all the other questions.  

Patient initiation. Citing this dissatisfaction with providers’ abilities and efforts to assess 

their sexual health concerns, some participants reported initiating these conversations 

themselves. Reflecting on her own experience, one woman shared,  

I don’t think anybody knows better than you what’s going on with your body. So 

therefore, you need to be the one to initiate and tell the doctor exactly what’s happening 

and at times what you think needs to be done because I don’t think they always know 

what needs to be done. 

Echoing this frustration, one participant explained, “It’s not like, ‘Do you need anything, or do 

you need help, or I’ve seen from your pap smear that there’s probably dryness.’ I’m the one who 

had to initiate and ask.” Another participant added, “Absolutely always me. The gynecologist’s 

office that I’ve requested with my primary physician that I need a gynecologist, and I want 

something done about this, I have this issue. I’m the one.” Of note, interviewed physicians 

described primary care settings as the most hostile to sexual health discussions, and some of the 

adults’ lived experiences supported this. One participant commented, “But my general 
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practitioner person has never asked me, and I can’t imagine a scenario that would cause him to 

ask me. I think I would have to initiate that I have a problem or an issue.” 

Pathology-focused physician initiation. From the adults’ perspective, if their doctors did 

initiate sexual health discussions, they tended to do so in the context of diagnosis or dysfunction, 

not sexual health, wellness, prevention, or safety. Commenting on this pattern, one participant 

put it simply, “I think it’s always if you have a problem, that’s about the only way it would get 

discussed.” Reflecting on her personal experience, one woman shared the anxieties of these 

encounters,   

[My doctor] asks after the exam, or right before the exam. After having babies, what birth 

control are you using, then as I’ve gone through menopause, are you having these 

symptoms? Biggest thing I say is when they ask me if I’m having any symptoms … if it’s 

too much, well who knows what’s too much? Who knows what’s normal, what’s not 

normal? 

Several participants described a clinical focus on sexual wellness versus dysfunction as a rarity. 

One participant remarked, “I don’t think that’s typical at all … except like, for holistic doctors.” 

However, group members recognized the many possible systemic contextual factors 

undergirding this pathology-focused approach, including traditions in medical training, patterns 

of reimbursement, and insurance.  

Assessment as affirming. Consistent with the physicians’ observations, adults clarified 

that having their sexual health concerns discussed clinically usually feels affirming, welcomed, 

and appropriate—neither offensive nor inappropriate. They emphasized their strong desire for 

physicians to “open the door” to these conversations more often, remarking, “I’d be glad. Well, it 

just opens the door to.… If you have concerns, talk about your concerns and the fact that he even 
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cared about it.” Another participant commented, “If we really think this is important, the doctor 

ought to at least open the door and say, 'How is your sex life?’ Others echoed this sentiment, 

sharing, “I think it’d be a legitimate question. I mean, I would appreciate it. It’s a part of life and 

that’s kind of what I’m there for is to prolong the quality and length of life if we can.” The 

participants recognized the clinical and dynamic value of asking these questions, too, seeing it as 

a way of promoting health and cultivating trust. For example, one participant explained, “Well, I 

don’t have it asked but I would be appreciative…. Because I, just like the gentleman across the 

table, I feel it’s imperative to your overall health. It’s part of your overall health.” Another 

woman added, “Well, I think a question like that makes you realize that your doctor genuinely, 

sincerely cares about you.” As one of the few participants who had a physician who asked this 

question routinely, one gentleman added, “It’s just kind of, it’s an intimate question, but I got 

used to the question. In fact, I began to expect the question. I think it’s a very important part of 

your life.” 

Question 8: Barriers.  

Like the physicians, the group members also identified several factors they believed 

interfered with having these sexual health discussions clinically. Three higher-order categories—

individual, dynamic, and environmental factors—captured these barriers. Individual factors 

referred to characteristics endogenous to the adult or physician, dynamic factors referred to 

interpersonal features related to how adult and physician characteristics interacted, while 

environmental factors tapped features outside both the patient and the physician believed to limit 

these conversations. Figure 6 illustrates these factors.  
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Figure 6. Older adult-identified barriers to sexual health discussions. 
 

Individual-level barriers. 
 

Physicians’ assumptions, attitudes and beliefs about aging and sexuality. Group members 

identified physicians’ internalized ageist messages about aging and sexuality as a primary 

individual-level barrier to these discussions. These assumptions typically included ideas about 

adults’ inherent asexuality, disinterest in sex, or the relative unimportance of sexual health. One 

participant put it simply, “And I will say, once you get 65, they’re not going to talk to you about 

much of anything. They make you draw a clock.” Reflecting on his own experience, one 

gentleman shared,   

Well, when I saw a heart doctor recently with the situation I had, and she was saying 

some things I could do and not do. So, I just said, ‘Well, when can I have sex again?’ 

And she just kind of like again? And I mean, she was really, ‘Why are you asking me 

this?’ So, but I was concerned is that, well, ‘I guess if you could walk up two or three 

flights of stairs then you can have sex.’ Okay. So, but I mean, things like that you might 

ask and they still are like, you know. 

Others, including one female participant, recognized how these assumptions can trickle down 

into physicians’ clinical practices, “And they don’t check your hormone levels and they won’t 
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give a woman a pap smear after a certain age. Because they don’t think you’re sexually active.” 

Two participants echoed this, conceptualizing sexual health as a clinical blind spot for many 

physicians. One gentleman commented, “[Sexual health] is just not on my primary physician’s 

radar. He never asks me about sexual health. He never … Part of the normal protocol. That’s the 

biggest obstacle.” Another added, “And then their own bias is kind of their own, well, ‘I’m not 

talking about this.’”  

Physicians’ perceived lack of knowledge or experience. Believing their provider lacked 

the adequate knowledge, training, and clinical experience to assess and treat their sexual health 

concerns emerged as another barrier for these participants. One woman remarked, “I don’t know, 

I just felt like they didn’t have the information or maybe they weren’t the right person to ask.” 

For some participants, these feelings stemmed from recognizing that few providers receive 

adequate formal training in this area. Commenting on this, one participant explained, “Probably 

like nutrition, they don’t get any education in it.” Piggybacking, another fellow said, “They’re 

not trained in this. They’re trained to ask certain questions.” Relatedly, one participant 

recognized and criticized the lagged disconnection between clinical research and practice,  

We find that when you go to your other doctors, they’re not getting this outside exposure 

that’s coming in and the information that’s new online…. I read a long time ago, that it 

took 20 to 50 years for anything that came from good research to be able to get to 

mainstream. 

Avoidance and discomfort. Adults also acknowledged how physicians’ training, 

knowledge, and experiential limitations may foster avoidance and discomfort with these 

discussions. One participant explained how these negative feelings and attitudes toward sexuality 

could fuel avoidance of the subject entirely, noting, “Because probably if people are like me, 
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they’re embarrassed about it. So, they’re not sometimes going to bring it up.” Sensing this 

avoidance, some participants again reported having to initiate their own sexual health 

discussions. Reflecting on these experiences, one woman shared, “I’d get the deer in the 

headlight look. Like, ‘Will she shut up?’ I feel like I make them feel uncomfortable.” Another 

woman added, “I think they’re embarrassed when patients initiate. They don’t know how to 

react.” Despite these experiences, the adults empathized with their physicians and appreciated 

the complexities of these dynamics. One participant explained,  

And in thinking about, let’s say, I’m the physician and I’m in front of a patient and the 

patient’s me and I’m a 77-year-old, single woman who hasn’t been in a relationship in 25 

years. And so, he’s going to ask me about my sexual health? How, I mean just from his 

perspective, what’s he going to say? Why is he asking, what am I going to say? Is this 

going to be an embarrassing conversation? So how you get past that barrier? 

Participants also recognized the reciprocal and synergistic nature of discomfort in the room. One 

participant observed, “If they feel uncomfortable, you’re going to be uncomfortable.”  

Dynamic-level factors.  

Demographic discordance. Like the physicians, some focus group members noted how 

differences on key demographic characteristics, such as age and gender, may also interfere with 

these sexual health discussions. Participants admitted that significant age differences between the 

physician and the patient may evoke taboos, making conversations uncomfortable. For example, 

one participant explained, “Because taboos, and discomfort, and you don’t talk about sex with 

your daughter or your mother.” Another participant echoed this, adding thoughts about gender,   
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Gender, age. Let’s say for instance, someone sends me to a resource, and you’re my 

resource. I’ve never met you before. You’re going to stop here in a second … and then I 

go, Wow, she really reminds me of my mother. Or, you remind me of my dad. Same sex. 

Reflecting on her own discomfort discussing sex with male physicians, one female spoke 

frankly, “A female needs to be in the room with the doctor.” 

Environmental-level factors. Environmental-level barriers included factors outside both 

the patient and the physician believed to limit sexual health discussions. For these adults, those 

barriers included time; administrative, bureaucratic, and systemic issues; and triaging other 

concerns. 

Time. Environmentally, insufficient time with providers during the clinical encounter 

emerged as a salient factor across all three focus groups. One participant simply said, “Time.” 

Another woman continued, “But these doctors overbook appointments, so they only have a set 

amount time and the waiting room is packed and it’s very irritating.” Other participants noted 

that insurance-driven questions asked in the room may also subtract time from having these 

discussions. One woman explained, “They have to ask certain questions. It’s too bad those 

questions aren’t sexually oriented too, but I mean, they’re not spending more time than they can 

on that.” Commenting on differences in time provision between physicians and other health 

providers, one participant observed,  

The nurse practitioners are more eager to send you out the door feeling like you’ve been 

helped. They spend more time with you. They ask more questions. You get the feeling 

that they want to help you. They’re there to help you, as opposed to they’re there to check 

the boxes and walk out the door to the next patient and get their check. 
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Administrative, bureaucratic, and systemic issues. A related barrier included 

administrative, bureaucratic, and other systemic issues surrounding insurance reimbursement. 

Specifically, adults acknowledged that insurance and poor remuneration for sexual health 

assessments may influence the (in)frequency of these discussions. One participant noted,  

There may be another reason, just to kind of my soap box, but the general physician is so 

insurance driven. They get very little money to just talk. So, they do the minimum and 

they want to get in and out. 

Others continued: “Pharmaceutical companies, insurance companies. They’re dictating what the 

doctors are doing. They follow the money.” “They don’t because something I know on my 

Medicare thing, the doctor’s supposed to ask you about fall risk. Not sex, fall risk. ‘Have you 

fallen?’” Echoing these sentiments, another participant added, “Yeah, whatever United Health or 

Humana dictates for your practice to ask, which is fall risk not sex life.” Participants noted that 

related paperwork tied to insurance-drive medicine can also overwhelm physicians, and in turn, 

reduce the likelihood of these discussions. For example, one woman shared, 

Also, too much paperwork. It’s just the horror story of more and more paperwork. So, it’s 

just, you have these checklists to check off with this patient, if you want to get insurance, 

you better check this off, or we’re not paying you. 

Triaging other concerns. Tied to the aforementioned issues of time and insurance, 

prioritizing other features of patients’ presentations also emerged as another barrier. One 

participant shared, “If you have a short period of time to spend with a physician, they’re not 

going to talk about, how’s your sex life when your back’s killing you, you can’t.” Another 

participant noted,  
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I think the typical doctor visit is focused on the specific ailment, what hurts, where are 

you having pain and let’s give you a pill for that. That’s what I think about a typical 

doctor … not at all, overall health kind of ongoing basis. That’s hurting today, let’s fix 

that. 

Sometimes the participants admitted to de-prioritizing their own sexual concerns. One woman 

shared, “Sexual concerns might be at the bottom of your list, not the top of your list.” 

Question 9: Clinical facilitators. 

Individual-level factors. Individual-level facilitators referred to characteristics inherent to 

the patient or physician believed to facilitate sexual health discussions. Focus group participants 

identified bedside manner as one such factor.  Figure 7 is a summary of additional dynamic and 

environmental-level facilitators.  

 
Figure 7. Older adult-identified facilitators to sexual health discussions. 
 

Bedside manner. Broadly, this theme captured what adults perceived as physicians’ 

prosocial approaches, attitudes, and behaviors toward their patients. It also encompassed salient 

sub-themes: care, common humanity, thoroughness, interest, and communication.  Group 

members emphasized the importance of physicians adopting a caring posturing towards their 

patients as fellow humans. Commenting on this, one participant explained, “The sense of that the 



94 

doctor sees you as a fellow human. Just in a caring way, not a scientific way.” In addition to 

caring, participants also identified spending real, quality time with patients as another important 

individual-level facilitator. Reflecting on prior dissatisfying clinical encounters, one participant 

remarked, “You’re not just number 10 on his list and they are just getting through it.” Another 

added, “Well, if he’s backing out the door, it’s not a very comfortable time.” For the group 

members, spending quality time also meant tailoring questions to convey genuine interest in their 

patients’ needs and concerns, rather than using a generic checklist of questions. One woman 

recalled the details of a positive encounter, “The line of questioning was there as opposed to the 

paper checklist thing. But when you follow a line of questioning and I’m going, ‘Oh, you’re 

really interested.’” 

Dynamic-level facilitators. Dynamic-level facilitators described the interaction of 

patients’ and physicians’ characteristics. The adults identified rapport as one such dynamic 

factor. 

Rapport. The perceived quality and nature of the clinical relationship with the provider 

emerged as a salient facilitative factor. When asked to identify these dynamic-level factors, two 

participants shared: “If I have some kind of relationship.” “I don’t think that’s … I think it’s 

more if you have a relationship, if you feel that caring…. I think rapport is a huge thing. And 

where they are coming from.” Describing her relationship with her physician, one female 

explained how its longevity contributed to its quality and made having traditionally 

uncomfortable discussions easier. She explained,  

But what he is, is interested in me as a person and he does recognize that, I mean we’ve 

known each other long enough that we can joke about it. So, it’s really easy for him to 

say to me, ‘Okay, you met anybody in the last six months?’ And it’s an okay question, 
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it’s not an invasion. And that is a function of a 20 plus year relationship. His investment 

in me is mission critical. And he is apparently an exception in the world of internists and 

perhaps in some ways, but he is, yes, that relationship and that longevity and that 

knowledge that he has of me and the fact that he knows that I may be up or down based 

on the stress of my job or the travel or the fact that my daughter has relocated or 

whatever. Having that relationship makes me healthier. 

Environmental-level factors. Environmental facilitators included those factors outside 

both the patient and the physician believed to facilitate sexual health discussions. For these 

participants, those factors included comfort and privacy and standardized sexual health 

assessment.  

Comfort and privacy. Adults, like physicians, identified the perceived safety, comfort, 

warmth, and privacy of the clinical setting as facilitative. Explaining this, one woman shared, 

“The environment in which my relationship with my primary physician is conducted makes 

anything that he or I want to bring up possible and not uncomfortable.” About traditionally 

sterile clinics, one participant joked, “Sterile, when you sit in an exam chair, with that little paper 

behind you. And it’s freezing cold. That makes things more difficult.” Another woman echoed 

this, commenting on the value of having an inviting clinical environment to promote 

conversation, “Well, a setting that has lounge chairs, it’s very comfortable. It’s easy to talk.” 

Participants conceptualized privacy as part of a comfortable clinical environment. One woman 

remarked, “I think obviously privacy.” 

Standardized sexual health assessment. Finally, participants identified routine assessment 

of their sexual health as part of intakes or other clinical encounters as facilitative. One participant 

explained, “Again, simply asking, 'How is your sex life? That is so critical to overall health. 
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Let’s talk about that.’” Participants noted that adding a question about this to routine clinical 

forms could also facilitate these discussions. One gentleman noted,   

And what about having question about intimacy? You have high blood pressure and all 

these different things. Well, what about a question to kind of get a patient more prepared 

for the doctor talking to them about a question is this on the questionnaire that they 

usually give you any way about your sexual life. 

Focus group members also recognized the value of this practice as a way of normalizing sexual 

health discussions. One fellow joked, “Having a doctor who approaches sex like you’re talking 

about a wart on a finger.” Another added, 

I mean, once you moved from pediatrics into adult medicine, this ought to be part of the 

conversation you have every time you see your doctor because then it becomes part of 

your normal expectation, then if you’re offered the opportunity to take it further into a 

study like that, it doesn’t seem like a foreign concept to me. I absolutely think that there’s 

a place for this and that whole training and in that practice. 

Cluster 3: Program Recommendations  

Cluster 3 (Questions 4, 5, 6, and 10) had three purposes: to assess the perceived 

importance of, needs, and educational modules for an adult sex education program; to determine 

the program’s design; and to vet other considerations, including barriers to program attendance. 

Most participants agreed on the program’s importance. They also identified 11 educational 

modules and three needs. Proposed educational modules included sexual challenges with aging; 

the spectrum of sex; STDs and risk factors; intimacy and relationships; communication, self-

advocacy, and empowerment; mental health, physical health, and sex; sex, dementia, and 

caregiving; coping and adjustment; women’s issues; and dating and internet safety. Identified 
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needs included permission and acceptance, freedom from sexual guilt and shame, and 

empowerment and recognized sexual citizenship.  

 Focus group participants provided feedback on the program’s name and practical 

guidance about the program’s frequency, duration, size, and structure. Group members deemed 

The Senior Sex Education Experience (SEXEE) title acceptable. Regarding program design, 

their feedback emphasized group-based education, comfort and engagement, and providing 

program resources. Other considerations included translating the program onto an online 

platform. Their concerns included clarifying the intended target population and managing cohort 

differences and other group dynamics. Finally, Question 10 explored barriers and facilitators to 

attending the program. Identified barriers included embarrassment, shame, and stigma; 

knowledge blind spots; individual differences; and access and cost. Identified facilitators 

included program marketing and testimonials; receiving actionable, evidence-based information; 

incentives and socialization; and community-based referral. Table 11 summarizes Cluster 3. 
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Table 11 

Cluster 3: Program Recommendations 

Question Purpose Themes/Codes 
Q5: Needs, perceived 
importance, and 
educational topics. 

To assess program needs and 
impact and determine 
modules for the SEXEE 
program. 

• Perceived importance 
• Sexual changes with aging 
• Spectrum of sex 
• STDs 
• Intimacy and relationships 
• Communication, self-advocacy, and 

empowerment 
• Mental health, physical health, and 

sex 
• Sex, dementia, and caregiving 
• Coping and adjustment 
• Women’s issues 
• Dating and internet safety 
Needs 
• Permission and acceptance 
• Freedom from sexual guilt and shame 
• Empowerment and recognized sexual 

citizenship 
Q4: How should such a 
program look? 

To determine program design. • Acceptability of program name 
• Group-based education (i.e., gendered 

groups) 
• Class frequency and duration (time) 
• Group size 
• Class structure 
• Comfort and engagement 
• Program resources 
Other considerations 
• Online platform 

Q6: Concerns and 
questions. 

To identify barriers and other 
fodder for consideration in 
preparation for program 
development. 

• Target population 
• Managing cohort differences and 

other group dynamics 

Q10: What might fuel 
your interest or 
disinterest in 
participating? Barriers 
to participation? 
Facilitators? 

To identify factors to increase 
program reach. 

Barriers 
• Embarrassment, shame, and stigma 
• Knowledge blind spots 
• Individual differences 
• Access and cost 
Facilitators 
• Program marketing and testimonials 
• Actionable, evidence-based 

information 
• Incentives and socialization 
• Community-based referral 
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Question 5: Needs, perceived importance, and educational topics.   
 

Interest and perceived importance. This code captured adults’ interest in and the 

perceived importance of an adult sex education program. One participant, realizing his deficits 

after completing a measure of sexual knowledge, said,  

Well, judging from my ability, my inability to be confident that all my answers were 

correct, because I don’t know, I think that a class is a great idea, even if you think you 

know, obviously I don’t know everything I thought I knew—would be pretty high. 

Indicating their interest on a scale of 1 (low interest) to 10 (high interest) participants responded, 

“Well I guess we’re a 10, we’re all here.” “And that’s like a 9 or 10 out of 10.” In the midst of 

caregiving for his wife’s advancing Alzheimer’s, one participant shared, “Mine would be 

average right now, simply because, I’m in a situation that is not going to get better when it comes 

to my wife’s health, it’s just not, and so, that’s kind of where I’m at.” However, despite his 

circumstances, he appreciated the value of the program, and added, “I think teaching the older 

generation is imperative. That it is not just something that we turn the lights off to.” Focus group 

members recognized the contributions of healthy sexuality to identity, self-confidence, and 

quality of life with aging and saw this program as a vehicle for communicating those messages. 

One participant remarked, “I was interested in this because this seems to have a lot to do with a 

very important part of who we are and that we never ever access and we never make known.” 

Two additional comments:  

I would say yes, because so much of who we are is related to our sexual being. I think it 

really is. I mean, we do not talk about it but it really is. It is directly tied to your self-

confidence. I think this is awesome. 
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Another participant shared, “So, I really think sexuality can increase the quality of life for 

people. If we could educate, get them there and educate. It would be a value in really increasing 

the quality of couple’s lives. You know?” For other participants, the added value of the proposed 

program came from the possibility of getting credible information and guidance on how to 

problem-solve common sexual health challenges. One man commented,  

By educating ourselves, it allows us to go, oh well, that is garbage and now I have this 

truth and this is where we are headed as a society and as an individual. Or as a group. Or 

as a larger community. I think this … allows us to grow. In an educated way. In a really 

substantial way. 

Another woman commented on the hope that such a program could offer,  

Well, I think that a lot of times, people don’t know that there are the problems that they 

might be incurring, that there are answers for those problems. There are ways to get 

around different obstacles. You may have physical or whatever and that you just need to 

be told what these are. I’ve learned over these years the different things. If you can 

improve your sex life or just if you can improve your life, you don’t even need to know 

about it. And these educational programs should tell us the different ways that older 

people can find relief for different things that they may have. 

Proposed educational modules. Adults proposed 10 standalone educational modules, 

outlined in Figure 8 below. Figure 9 compares adults’ proposals to the physicians’ proposals, 

explored further in the discussion section. The following section will briefly describe these 

modules, their intended purpose, and provide illustrative quotes. 
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Figure 8. Older adult-suggested educational modules. 

Sexual changes with aging. The recommendation to include an educational module on the 

anatomical, biological, physiological, and physical changes to sex with aging and their 

management appeared across all focus groups. One participant remarked,  

I think this is just kind of basic, and this might even be your first focus class, your first 

discussion is, how our bodies change. We all know that as we age, we don’t produce the 

way we did. But how does that really affect the body? How does that really affect 

functioning? 

Commenting on his own knowledge blind spots, another fellow echoed this recommendation, 

“One of the things that … I mean I was just embarrassed at all the things I did not know about a 

vagina! What the clitoris gland looks like.” For several adults, this module also encompassed 

discussing gender differences in those changes. Two participants commented: “And other 

physical functions that change, change for the male that changed for the female, as well.” “This 
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kind of information about what happens to the male and female body as you age, and risk and 

benefits and all those kinds of things.” Adults also suggested using this module to dispel 

common myths about aging and sexuality. One participant remarked, “Get to dispelling … try to 

dispel myths and understand it better.” 

Spectrum of sex. Another suggestion included an educational module for enlarging 

adults’ sexual repertoires. Where physicians emphasized introducing non-intercourse approaches 

to sex (e.g., intimacy, erotic touch), adults recommended tools for diversifying and vivifying 

their sexual strategies. One woman commented,  

I think opening up to alternate activities. I think the older generation are more out for the 

missionary position, du-du-duh. Well, what about this? What about that? Talk about 

some of the options…. Just off the top of my poor little head, just bondage fetish. 

Opening up. Talking about making it more … making these fetishes, these other activities 

seem not so scary. 

Some noted that such a class may provide a safe space in which to discuss things adults may feel 

curious about, but have neither discussed nor explored, including same-sex encounters, role 

playing, and toys. They shared: “Maybe in the back of your mind you have always wondered 

about same sex. Being more adventurous, I think. Tomorrow you may wake up and decide, I am 

tired of vanilla sex. I want something else.” “I don’t know how to put it, but what I would just 

maybe tackle is this variety. Like toys. Positions. Changing it up. Keeping it interesting.” “Role 

playing.” “I think toys.” 

STDs and risk factors. While not discussed clinically with their physicians, STDs 

emerged as an area of educational need for these adults. One fellow, recognizing his lack of 

knowledge, admitted’ 
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I think STDs need to be looked at because it is happening, and I know very little about it. 

I do not know is it … How is it transmitted? Some types of STDs. How is that 

transmitted? I go wash my hands behind someone and then I use the same towel to dry 

my hands off. Is that a risk? I don’t know. 

Another participant shared that she probably did not know as much as she should about sexual 

risk, remarking, “I mean, you think that you are reasonably well informed about STDs, but 

maybe you are not.” For the focus group participants, this code also encompassed issues related 

to disease pathogenesis,  

What is current, say, about the future of sex with regard to STDs. Again, how are they 

mutating? How have they mutated in the past Where might that be leading. Where might 

that be going. What is just BS. What is, okay, this is what you have heard, but this is what 

it really means. 

It also included prevention and general safe sex practices: “Safe sex and prevention of STDs. It 

doesn’t stop with the end of the pregnancy risk.” “Just like a safety discussion in some ways.” 

Intimacy and relationships. Adults identified learning how to cultivate intimacy in 

relationships, as well as how to differentiate intimacy from sex, as fodder for another educational 

module. One participant put it simply, “How to be intimate. Because, there are times when you 

just need a variety of suggestions.” Another participant put it in terms of relationship 

development skills, elaborating, “The ability to develop the relationship to get there, you know, 

wherever that is. They say it starts with one of you.” For some dementia caregivers, this module 

also meant learning ways of cultivating and practicing intimacy with a partner living with 

Alzheimer’s or a related dementia. One woman said, “Well, in terms of sex ed, I think of 

intimacy and I needed an education on that, being a caregiver to a husband who was, who has a 
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diagnosis of dementia.” A male caregiver in the group echoed this, “The difference between 

intimacy and sex.… I’m glad you mentioned that because my wife says that all the time. She 

would say, I want you to be more intimate.” 

Communication, self-advocacy, and empowerment. Practical training and education on 

how to communicate sexual needs, concerns, preferences, and questions to providers and 

partners alike emerged as another suggested module. This theme also included the concept of 

self-advocacy—or learning how to “speak up” to providers to ask questions and make 

empowered sexual health decisions. Sometimes, participants recommend training in general 

communication skills, too. One participant mentioned,   

Communication skills. If you have access to better language and language choice, and 

you have a better skillset, then you are more apt to use it instead of shy away from the 

subject matter that you do not feel like you can speak to. 

Another participant noted, “Communication, communication issues.” At other times, participants 

recommended more targeted training in communication with partners. One woman remarked, 

“That goes back to the communication. Being able to communicate with your partner. Being able 

to communicate with your doctor. Being able to communicate just period.” Another gentleman 

added, “I think for me probably one thing would be to have a better understanding of how I can 

express to my wife that I would like to have sex but yet not create anxiety for her with that.” 

Participants also recommended more targeted training in communication with providers. One 

woman suggested,  

I think having a class so that people learn to speak up and just feel more confident about 

talking about this so that when they did get to their doctors about this specific question. I 
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feel like I’m a little different because I have no filter, but listening to you all makes me 

think. Just like my sister. My sister is not going to ask questions about sex. 

When talking to physicians, another participant emphasized the value of learning how to develop 

and practice self-advocacy to lean into, rather than avoid, challenging questions,  

And let me just say, going back to your list of potential topics, and I think all of this falls 

into not just communication but self-advocacy. Learning how to ask those questions if 

they are uncomfortable to you. Because even though it is a safe space and you’re in a 

private relationship with your medical care provider, it’s awkward as hell to talk about 

stuff like that. 

Mental health, physical health, and sex. Participants also recommended a lifestyle 

medicine module for explaining the synergistic and reciprocal relationships between 

psychological, physical, and sexual health. Group members emphasized the importance of 

discussing exercise, diet, and sleep as tools for optimizing sexual functioning. One fellow 

mentioned,  

I know you’re going to put this in there, but I’m going to mention it anyway. That would 

be diet. What changes could you make that might enhance sex drive? Habits you might 

have that are causing it to be decreased. 

Another participant made a similar though more global recommendation, adding, “Prevention 

and lifestyle optimization. Medication. Options. Diet. I mean all of that.” Other participants 

suggested building in additional education about exercise and medication. On the subject of 

exercise, one woman wondered, “Exercise. How does that play a role in the future of your sex 

life?” Regarding medication and sex, another participant asked, “Let’s talk about the pills that it 

might be. Medication that might be part of it. What medications do affect libido and what are 
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your work arounds?” This code also encompassed education about the health benefits of sex and 

its contributions to overall wellness. One participant put it simply, “The health benefits of sex, 

how it’ll make their patients healthier and happier, better mood, everything, all the benefit of 

that.” 

Sex, dementia, and caregiving. Because over a quarter of the sample (n = 5; 29.40%) 

identified as primary caregiver to a person with Alzheimer’s disease or a related dementia, 

several of the participants proposed an educational module about sexual functioning with 

dementia. One participant explained, 

I think if you take into account that 90% of the population is going to develop some type 

of dementia, whether it’s forgetting where the car keys are or forgetting who their partner 

is, I mean it’s just a fact of life, so I think you really, it just needs to be a part of the 

overall program. 

 In terms of the module’s content, participants suggested information on general changes, “What 

if there were options for a group of women and or men who were in some stage of dementia to 

be helped to understand what they might experience?” They also recommended that the program 

provide management strategies for partners, caregivers, and families, “Dementia and Alzheimer's 

and family education. How your partner may not be how they were and what that means, and 

how to respond to that.” 

Coping and adjustment. Recognizing the several significant changes to body image and 

sexual functioning with aging, group members suggested an educational module on coping and 

adjustment. Participants conceptualized it as a skills-based module for coping with the 

psychological components of those adjustments, including discomfort, anxiety, shame, and 
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embarrassment. One participant put it simply and honestly, “Dealing with embarrassment of 

some of these sexual changes.” On the subject of body image issues, another woman said,  

How to get comfortable in having sex with those things that are changing in your body. 

In other words, how to get there. That person being comfortable. Not being anxious about 

it. That sort of thing…. and self-confidence. And having the self-confidence to start that. 

To feel confident. 

Others suggested offering guidance on how to manage anxiety and negative affect surrounding 

drive discrepancy in relationships. Relatedly, one man asked, “If your sexual life has changed, 

how can you deal with that without creating anxiety in your relationship?” 

Women’s issues. Though group members recommended a general module on sexual 

changes with aging for men and women, they also recognized the need for a separate class for 

women’s sexual health issues, namely menopausal symptoms and urinary incontinence. Well-

summarizing the spirit of the proposed module, one woman remarked,   

You know, that makes me think of a very practical discussion or presentation about what 

happens to the female body. You know, menopause so women are on this, this trajectory, 

weird things start changing … bladder control, menopause for example. And what 

happens, what’s wrong and how do you handle that. 

Another woman added, “All of those things that happen to women. What can they do about it? 

Vaginal dryness. Atrophy, vaginal atrophy. Lack of lubrication.” Reflecting on her own 

experience navigating the novelties and uncertainties of menopause, one woman shared,  

I’m just thinking of 54 and gone through menopause or in the throes of menopause, and 

other women I’ve talked to, they’re so … We’re like, sex has become different than it 
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was when we were younger, and you’re just like, ‘Wait, what is going on? And how do 

we deal?’ 

The participants emphasized the importance of not only providing education about these changes 

in the module, but also of discussing management strategies. One participant commented, “I’ve 

heard older women or women who’ve had hysterectomies talk a lot about having frequent 

urination, the difficulties with the tissue and the elasticity. And these things, everybody doesn’t 

know what’s available or what could be done about those.” 

Dating and internet safety. Finally, the groups proposed a module on dating and internet 

safety, recognizing the growing prevalence of online dating in later life. Participants suggested 

that this module tackle practical aspects of dating, including where to look for prospective 

partners and how date. One adult asked, “How do you meet people? What does a date look like 

when you are a certain age?” Others recommended a discussion and exploration of risk factors, 

with one fellow asking, “If I were in a situation where I was fixing to start dating, how do I 

consider dating with the risk factors? How do you handle that?” Specifically on how to navigate 

online dating safely, one participant asked, “How do you date after the age of 60? How do you 

use online dating services?” Another added, “Healthy dating over 50, navigating the internet 

safely. And how to prevent yourself from making a silly mistake.” 

Needs and messages. In addition to their recommendations for educational modules, 

adults also identified broader messages, themes, and needs they wished to communicate about 

sexuality and aging for the program’s culture to embody. These included permission and 

acceptance, freedom from sexual guilt and shame, and empowerment and recognized sexual 

citizenship.  
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Permission and acceptance. Group members expressed their need to have their sexual 

changes, challenges, concerns, and desires normalized and accepted. This idea also encompassed 

the idea of acknowledging the benefits of late-life sexuality and “receiving permission” to 

remain sexual. Commenting on this, one participant shared, “The acknowledgement that this is 

normal, natural and a biological imperative.” Echoing this, another participant remarked, “I think 

the important thing would be to somehow convey that acceptance, that permission, that sex is 

permissible and allowable and a good thing health-wise, emotional health, physical health, 

throughout life.” 

Freedom from sexual guilt and shame. Discussed previously, group members reported 

guilt and shame about their sexuality, particularly around masturbating. Adults communicated a 

need for freedom from these feelings to experience healthy sexuality with aging. One woman 

said, “Well, let me just say elimination of guilt and increasing empowerment related to self-

gratification.”  

Empowerment and recognized sexual citizenship. This code encompassed adults’ needs 

to have their rights to have, enjoy, and explore sex recognized and respected. One participant 

shared,  

We have a right. We have these needs. These are not things we create for ourselves. They 

are biological imperatives. That’s the way I look at it. So, the concept I am wanting to say 

is the concept of empowering people. Because we do not feel empowered to recognize 

that you have these needs and that you have a right to meet these needs.  

On the subject of empowerment, another participant commented, “I am thinking about the idea 

of empowering people that you have a right to find a way to meet your needs.” 
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Questions 4 and 6: Program design, other considerations, and concerns. Focus group 

questions also elicited adults’ program design recommendations and their thoughts about the 

program’s working title, The Senior Sex Education Experience (SEXEE) program. Overall, the 

focus group members recommended monthly classes lasting about 60 minutes. Group members 

felt less concerned about class size and more concerned about class composition.   

 Adults, overall, liked the program’s title and emphasized: group-based education, 

designing “standalone” educational modules, prioritizing comfort and engagement, and 

providing program resources. Another suggestion, consistent with the physicians’ suggestion, 

included translating the SEXEE protocol onto an online platform. Their concerns included 

targeting the appropriate population and managing cohort differences and other group dynamics.  

Question 4: Program design.  

Acceptability of program’s name. Overall, with the exception of one participant who 

described the title as “a little too cute,” focus group members reacted positively to the program’s 

title. Remarks included: “I like it.” “I like it because it kind of reminds you that, yeah, you are 

getting older but it is still a part of who are you are.” “Very marketable. The subtitle clarifies.” “I 

like it. I think that’s catchy.” “I like it.” 

Group-based education. Adults recommended using a group-based approach and 

dividing classes into subgroups when indicated. Recognizing the sensitivity of some subjects, 

many recommended occasionally dividing classes according to gender. Several participants 

suggested:  

People can self-select which class would … because sometimes it’s for you, sometimes 

it’s for someone else. But you can offer the co-ed and you can come together and do 
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things separately and then come together again. But then again, some people might be 

more comfortable in just a men’s group or just a women’s group. 

 
But was wondering if you’re better off with same sex groups. So, a group for women and 

a group for men or co-ed groups. I mean I definitely think that there are pros and cons for 

either one of those. 

Group members recognized the benefit of doing this to increase the program’s effectiveness and 

comfort. Two participants added: “The plus to me about something like that would be those 

people who are so embarrassed might be more open and more susceptible to coming if it was 

only in their sex.” “Depends on the topic, specific topic I guess, so in some cases men would 

rather be just with men talking about specific things.” Regarding classes better suited for same-

sex education, one woman remarked,  

I feel like that the men need to know what we, as women, go through with menopause. 

My husband does not…. I try to explain to him hot flashes, he can’t even get it. I think 

the function of … the bodily function of what happens with menopause, both for men and 

women. That could be a separate class. 

A less common, but related, recommendation included separating according to marital or partner 

status. One participant asked,   

One question I had, would you want to consider a separate group that would include 

partners? So, you could have a model for people who have a current partner that might be 

different from people who don’t have a current partner. 

Class frequency and duration (time). On average, adults suggested monthly classes 

lasting about 60 minutes. Several participant comments on time: “It could be an hour.” “I think 

an hour.” “Make it an hour.” However, others appeared open to the possibility of longer classes.  
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For example, one fellow explained, “Me, personally, I participate in groups that usually last an 

hour. But the problem I have is that if a person has to drive far, sometimes you wonder, do I 

want to drive that distance just for an hour?” Another participant added, “I think an hour and a 

half would be good, but no more than two hours. So, no more than two hours for me.” 

Participants also shared their preference to have class at night and suggested building time into 

the program for socializing and rapport building. On these subjects, they noted: “Having it at 

night helps.” “I think you could also include a 15-20 minute period before, almost like a social 

setting to get people comfortable enough to talk and to ask questions.”  

Group size. Across groups, members did not express strong preferences or 

recommendations for group size: “I think that it wouldn’t matter how many people.” “I don’t 

think the size of the group matters.” Instead, they emphasized the importance of considering 

group dynamics when designing the program. One participant noted, 

If you have a large group, then you are leveraging the power of the group against any 

type of sabotage that would occur in a small group, say, where you could have one or two 

people that would, on any given night, control the group. The size of the group can 

dictate the dynamics, because of its size. 

While another added, “I keep going back to the homogeneity of the group or the heterogeneity of 

the group. So, the group size, to me, is less important than whether they can get into mutual 

interest.” 

Class structure. While physicians recommended using a more traditional, standardized, 

curriculum-based approach to structuring the program, adults preferred a more flexible one. They 

recommended a standalone “menu” model, whereby attendees could pick and choose which 

classes to attend. Clarifying, one participant said, “But each module needs to stand on its own so 
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that if you can’t be there for three weeks and only come in on the fourth week…. Standalone 

modules.” One participant remarked, “Topic specific.” Another participant suggested,  

And you email them and say tonight at seven o’clock for an hour and a half we’re going 

to discuss impotency or whatever. And that way you dip into the subjects that you want 

to know more about. But if it does [not] apply to your life, you don’t go. 

Comfort and engagement. Notwithstanding the lack of consensus on group size or 

duration, adults agreed on the importance of cultivating comfort in the learning environment. 

One participant explained, “I think the further away you can get from the clinical, the better.” 

Other participants echoed this, saying: “Instead of sitting here in stark, white chairs, table, the 

cushy couches overstuffed, more relaxed setting, more personal setting, less clinical, I think.” “A 

healthy setting. Not as medical.” This idea of comfort also applied to the tone and nature of the 

content, which participants emphasized making interactive, engaging, and hopeful. Explaining 

this, one woman said, “I think just making it fun. Making it interactive. Make it light. It is a 

serious topic, but just people want to be there.” 

Providing program resources. Adults recommended that classes should include 

supplementary materials and resources for outside use, as well as contributions from other 

experts to enhance the programs’ effectiveness. One gentleman suggested, “I think you have 

specialist to really pique interest. We can all sit around and talk about my experiences, but to 

have somebody to come in and say, 'Okay'. A relationship specialist, a pharmacist, or whatever.” 

Others pointed to the utility of providing additional resources, including books to scaffold 

learning outside of classes. They commented: “I’m sure there are some books that some people 

have written on the problems that older people can have. So maybe a resource for something like 

that, articles.” “Citations with resources, you know, source material, podcast links, you know.” 
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Participants also suggested offering a list of reliable online media, “I think in today’s world 

you’re going to have to have some internet references. If you can identify safe internet research 

centers.” 

Other considerations. Though not tapped directly, the recommendation to translate 

SEXEE onto an online or digital platform appeared across a majority of the focus groups. One 

participant put it simply when he recommended, “A digital platform.” Another participant 

inquired, “Would you ever consider having a video presentation?” For group members, the 

benefits of an online versus in-person program included accessibility, standardizing the process, 

freeing up the expert’s time, as well as increasing privacy. One male elaborated on these reasons, 

“I think the online thing might be the most helpful place for men really because we don’t want to 

come together and talk about this kind of stuff.” Another gentleman added,  

So, you have the video presentation and then the discussion afterwards, which I think is a 

pretty nice format. Because you don’t have to have that expert person there. That’s a 

great way to access because then they can learn at their own pace if they are too far away 

… make it available on the internet. 

Question 6: Concerns. This question invited adults to share concerns they had about 

such a program, which identified the target population and managing cohort differences and 

other group dynamics.  

Target population. Adults emphasized the importance of clarifying the intended audience 

of the program and of recruiting accordingly. One participant noted, “You have to market to the 

right people.” In response, another questioned. 

What keeps coming up in my mind is has the research, does it show, where are the 

pockets of problem area? I’m not talking now about the optimization making your life 
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better. I’m talking about the difficulties that people are, the problems that they’re running 

into in terms of diseases and things like…. Where and how is it reached? Those 

populations where it’s the most concentrated and are we the right, is your focus group, 

are you bringing in the right people for the most, maybe some populations that need the 

message more than others. 

Managing cohort differences and other group dynamics. Adults’ concerns about 

identifying the target population stemmed from an appreciation for differences in cohort, age, 

and stage. They noted how these differences warranted consideration when designing an adult 

sex education program. Recognizing this diversity, one participant explained, 

It is almost like ages, but also stages. So, you can be 53 or 56 and be a widow and be in a 

totally different situation that these two people who are 53 and 56. You can be a 53-year-

old person taking care of a partner who has Alzheimer’s. Or you can be 53 in a healthy 

relationship. All is great. All is wonderful in the world. Just want to be more comfortable 

with your partner. 

Other participants emphasized the importance of flexibility—of actively monitoring and adapting 

the program to respond to these dynamics. One woman offered some reassurance, saying,  

I think it’s going to be one of those things you're going to have to let it … It’s going to 

develop. It’s going to be a work in process all the time. You’re going to have to adapt for 

the age group. Because I think there’s a lot of difference between being 50 and 70. 

Question 10: Barriers and facilitators to program attendance. To increase the 

program’s reach, participants also reflected on barriers and facilitators to attendance. The group 

identified four barriers: embarrassment, shame, and stigma; knowledge blinds spots; individual 

differences; and access and cost. Identified facilitators included program marketing and 
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testimonials; receiving actionable, evidence-based information; incentives and socialization; and 

community-based referral. 

Barriers.  

Embarrassment, shame, and stigma. Participants acknowledged the possibility that some 

people may perceive attending the program as shameful, bad, or as an indication of poor marital 

or sexual health. Commenting on the embarrassment and shame component, one participant 

explained, “Embarrassment, I think. Some people are too embarrassed to admit that they are 

sexual beings.” Another participant remarked, “There are some that are just going to be 

hesitating to say the word sex.” One participant tied this shame back to messages about sexuality 

as taboo, “I think you’ve got a huge percentage of people who … so you call it sex education, 

that they’re not going to come just because that word is in there … that taboo word.” Others 

noted that personal insecurity may drive the reluctance to attend. For example, one woman said, 

“I think people don’t want to admit they’re having problems, so they just don’t show up because 

they know if they do, they’re going to see that they’re going to have to change and several don’t 

want to change.” 

Knowledge blind spots. A related barrier included not perceiving sex education as 

necessary or important due to combinations of insufficient knowledge, resistance, and/or 

complacency. One fellow well-summarized the spirit of this code, “I think the previous taboos of 

any kind of gatherings like this has to be set aside and people have to be convinced that it’s a 

good thing, that it’s something that we all … need to be open minded.” Another participant 

added, “People thinking they don’t really need it. Like we were talking earlier that … I don’t 

need this.” Others pointed to knowledge blind spots as a factor in non-attendance, “They don't 

know what they don’t know.” Other participants implicated the comfort and familiarity of the 
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“norm.” One participant remarked, “You know lot of people are just … They’re happy where 

they are and they’re fine the way they are and they don’t rock the boat.” 

Individual differences. Group members also acknowledged that individual differences 

related to traumatic sexual experiences, gender identity, and religious convictions may prevent 

enrollment or attendance. Commenting on sexual trauma, one participant noted,  

This young girl … I say young because she’s 50 plus. She was raped. And it just, from 

that background, she’s trying to recover from this…. it’s been very traumatic for her. So, 

even probably 60 or 70 years old, she’s going to be having apprehension from things like 

that, so. You just don't know.” 

To combat this, some group members recommended starting sessions with trigger warnings 

and/or having licensed mental health professionals facilitate the classes. Others also recognized 

that that this could bring up additional sensitive issues related to masculinity and religion. On the 

subject of masculinity, one man noted,  

I think for men particularly, it needs to be I guess, not critical or threatening to the ego, 

somehow presented as a way to become better at being a man, being a caregiver. I don’t 

know how to explain it. You don’t want to come together and talk what they’re not doing 

well, guys don’t do that very well. 

Regarding religion, another participant added: 
 

I think that you would have to be very careful too, because some people might go out the 

door if their religious sensibilities were offended. That I think is a huge stumbling block 

for people. I hope I’m wrong though. 

Access and cost. Adults, like the physicians, indicated their preference for making the 

program affordable, accessible, and convenient to attend. Regarding cost, two participants 
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remarked: “A lot of people live on fixed incomes. Can they afford it?” “Well access if it’s going 

to cost or if it’s going to be free because insurance is not going to come anywhere near it.” Other 

practical considerations included not only the comfort of the learning environment but also the 

proximity of the educational setting. Putting it concisely, one woman said, “Distance and travel.” 

Participants also emphasized convenience, “Convenient location— something that you would 

not have to drive across town to.”  

Facilitators.  

Program marketing and testimonials. To combat the shame and reluctance accompanying 

attending a sex education program, participants recommended emphasizing a message of whole 

person health when branding and marketing the program, positioning sex as a feature of holistic 

wellness. For example, a participant said,  

I think the way you actually get people interested and involved is to wrap it in the guise 

of general health … one of the questions was what do you consider to be your health? Do 

you feel younger or older than you are? I put 30 because in my mind, I’m still 30 years 

old, 27-30 years old. That’s how I feel. I work out, I watch my diet and I want to continue 

to feel that way, so I think you wrap it in the guise of general good health. If you address 

sexual, this is a part of feeling young, feeling healthy and good. Because I think sex not 

only helps the physical, the mental evolve. 

One fellow echoed this, saying,  
 

The marketing and the how it’s presented in a positive fashion. How it can improve 

things and make all the things that we want as we grow older that we’ll still feel 

energetic, health …  Connected. Our brains will work … on and on and on, who wouldn’t 

want that? That would be what would draw people in. 
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They also recommended using testimonials. One participant explained, “They say testimonies 

are the best way to get people to believe stuff. So somewhere in there just some testimonies on 

what education has done for them.” 

Receiving actionable, evidence-based information. The promise of receiving helpful, 

usable, and reliable information emerged as a salient motivator for participation across focus 

groups. Two participants noted: “So maybe you know, in this at least you have some scientific, 

you have some truth-based answers that would be, you know, enticing.” “It needs to be tied to 

empirical data that shows the benefit.” Participants also emphasized the motivational appeal of 

offering actionable, practical, usable information. Explaining this, one fellow remarked,  

I think you’ve got to pique their interest that this will make a change, make life better for 

me. I will accomplish something after this, you will feel more confident to talk about this 

and make these changes or make these decisions in your life because of the material that 

you get. 

Others added: “And you know, no one that, … nobody wants to waste their time, you know, and 

it is social I agree, you’ve got other things. But also, if it is actually helpful.” “It would be 

helpful … I think particularly for men but maybe for … women too, but the data thing’s big, I 

think. People don't just go to stuff because unless you can see actual results from.” Another 

participant commented that the potential to learn about possibilities could also motivate people to 

attend, “So, I think just knowing that you can learn more about what, what your possibilities are, 

I mean, I think that’s an enticement.” 

Incentives and socialization. Participants also recommended marketing resources, door 

prizes, and refreshments to increase participation and reach. Two participants suggested: “A door 
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prize.” “A door prize. Some sex toys.” While others recommended emphasizing the program’s 

social components, including food and fun,  

Having the wine and having the refreshments. And it could be done a little bit better, but 

still having it there is good. Even doing it a little better I think would be nice. Something 

that’s for everybody. Like you had, that was nice. Bloody Mary’s would have been even 

better. 

Another participant commented, “It’s fun. Just the people too.” 

Community-based referral. Finally, group members indicated an increased likelihood of 

attending such a program if a physician, friend, church, or other community group referred them. 

For example, one participant shared, “It could come through a church and if it was a church or 

some community you were very connected to, I would be very likely willing to sign up for it 

through an avenue like that as well.” Another participant echoed the value of using a community-

based approach, “Even if you’re in a community, a big community that you live in, it could be 

offered through that.” Other participants suggested a more traditional referral process through 

medical clinics, “So, facilitating participation into a program like this through either a medical 

clinic or some kind of organized church or other organization.” 

Incidental Findings  
 

 Incidental findings revealed agreement between physicians’ and adults’ identified 

barriers, facilitators, and proposed educational modules for an adult sex education program. A 

percentage derived from the number of matched codes divided by the number of distinct codes 

captured the rate of agreement on barriers, facilitators, and modules between adults and 

physicians.   
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Barriers, Facilitators, and Educational Modules 

Of the 15 separate barriers the physicians and adults identified, four (36.36%; 11 distinct 

codes) matched, including time and other logistical barriers; assumptions, attitudes, and beliefs 

about sexuality; physicians’ perceived lack of knowledge or experience; and avoidance and 

discomfort. Overall, however, physicians and adults agreed more often on clinical facilitators 

than barriers. Of the 13 separately generated barriers between groups, five (62,50%; eight 

distinct codes) matched, including comfortable setting, privacy, standardized sexual health 

assessment, rapport, and bedside manner. Finally, the physicians and adults also proposed 

specific educational modules for the program. Of the 21 individual modules proposed, the groups 

agreed on six (40%, 15 distinct modules), including sexual changes with aging, spectrum of sex, 

STDs, health and sexuality, sex and dementia, and dating (see Figure 9). These incidental 

findings, however, may underestimate the true rate of agreement between physicians’ and adults’ 

identified barriers, facilitators, and educational modules, particularly because different codes 

tapped similar constructs across groups.  

 



122 

 
 
Figure 9. Differences in suggested modules between adults and physicians.  
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CHAPTER 5 
 

DISCUSSION 
 

This study conceptualized a sex education program for middle-aged and older adults. A 

key component of analysis assessed physicians’ and adults’ needs and experiences directly, 

integrating findings into an evidence-informed framework. Primary aims of this research, 

therefore, included (1) evaluating older adults’ needs, interest in, and suggestions for a sex 

education program; (2) eliciting physicians’ program suggestions and experiences discussing 

sexual health with adults 50+; (3) exploring perceived clinical facilitators and barriers to those 

discussions; and (4) reconciling and integrating those findings to conceptualize a usable 

framework for an adult sex education program. These data will guide the development of a needs 

and evidence-informed adult sex education pilot intervention in subsequent feasibility studies.   

Chapter 5 summarizes the study’s quantitative and qualitative findings, and then 

transitions into discussing the study’s limitations, strengths, and implications. An outline of next 

steps will conclude this chapter.   

Summary of Quantitative Findings 

The study’s sample size warrants caution in the interpretation and discussion of all 

quantitative results. However, primary variables underwent log transformations to align with 

recommended best and conservative practices in statistics with small samples (Hayes, 2013).  

Correlations  

Pearson product correlations examined the basic associations among subjects’ 

demographic variables, subjective age, and sexual knowledge scores. Independent samples t-tests 
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compared subjective age and sexual knowledge scores within and across samples. As exploratory 

analyses, no a priori hypotheses oriented these.  

 Among physicians, subjective age and gender correlated negatively. Chronological age 

and subjective (felt) age shared a strong positive correlation. Unsurprisingly, chronological age 

had a strong, positive correlation with years practiced, which also correlated with subjective age. 

Years treating adults shared positive correlations with chronological age and years practiced. 

Church attendance and marital status correlated positively. Of note, neither the physicians’ 

clinical nor demographic characteristics had significant associations with their sexual knowledge 

scores. Religious variables also did not correlate with variables of interest. The reason(s) for this, 

discussed further, remain unclear, but likely involve limited variability in the data, the 

(in)sensitivity of measures, social desirability effects, or their combination.  

 Among the middle-aged and older adults, chronological and subjective age also 

correlated strongly, while sexual knowledge appeared inversely correlated with marital status. 

The latter association, however, appeared artifactual. Gender and number of health conditions 

correlated positively. However, no other significant correlations emerged in these analyses.   

Subjective Age 

Adults and physicians alike, on average, felt younger than their chronological age, but 

only adults felt significantly younger. Further, adults and physicians did not feel significantly 

younger than each other. Physicians, 56 on average chronologically, felt 49, or 7 years younger, 

subjectively. Significant within-group gender differences emerged between male and female 

physicians, such that females felt younger their male counterparts. These findings warrant 

cautious interpretation and may instead represent an artifact of the study’s sample size, though 

align with previous investigations of subjective age revealing gender differences (Rubin & 
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Bernsten, 2006). While no within-group differences emerged, middle-aged and older adults 

endorsed feeling significantly younger than their chronological age (17 years younger), clocking 

in at around 48 years subjectively versus 65 years objectively.   

 These data corroborate previous and strong observations that adults, on average, feel 

about 20% younger than their chronological age (Rubin & Bernsten, 2006). The reasons for this 

remain unclear, continuously debated, and controversial (Rubin & Bernsten, 2006), but warrant 

additional investigation, particularly in the context of study findings, if only for their program 

design implications. For example, a salient theme that emerged in the qualitative data included 

considering generational/cohort as well as “age and stage” differences when designing this 

program. Specifically, physicians and adults expressed concerns about the differences between 

sex education needs for 70-year-olds versus 50-year-olds or Silent Generation versus Boomer, 

who may feel younger and harbor different attitudes and beliefs toward sexuality than earlier 

generations (DeLamater, 2012). While beyond the scope of this study to evaluate cohort 

differences in subjective age and its associations with sexual attitudes, the sample had a wide age 

range (53 to 77), including members belonging to Generation X, the Boom, as well as the 

Greatest and Silent Generation. Thus, the overall trend toward younger subjective age in this 

sample—notwithstanding heterogeneity in cohort and age— suggests that concerns about these 

differences, while valid, may not warrant as much consideration as anticipated. These findings 

may have important implications for the content and overall tone, branding, and delivery of the 

SEXEE program, though warrant additional investigation.  

 Demographic variables, such as health status, did not correlate with subjective age, a 

finding inconsistent with previous studies (Stephan et al., 2015). Insufficient variability due to 

the sample size may explain why both samples identified as relatively healthy. Regardless, the 
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additional questions stimulated from these findings, namely cohort differences in subjective age, 

the predictors and clinical utility of the construct, and the influence of subjective age on sexual 

health, attitudes, and knowledge, provide exciting fodder for future studies.  

Sexual Knowledge 

Knowledge of late-life sexuality, tapped with ASKAS, appeared suboptimal among both 

physicians and adults. However, physicians scored significantly higher on this measure than the 

adults. Among physicians, the sexual knowledge scores ranged from 12 to 19 (M = 16, SD = 

2.43) and averaged around the 79th percentile. No significant correlations or differences emerged 

with regard to the physicians’ clinical characteristics, including years practiced, on these 

knowledge scores. Null findings may reflect a combination of insufficient variability in the 

sample and the insensitivity of the measurement tool, explored further in the limitations. For the 

adults, sexual knowledge scores ranged from 8 to 16 (M = 12, SD = 2.23), but on average, fell 

significantly lower than the physicians at the 57th percentile.  

Findings corroborate previous findings of suboptimal sexual knowledge among 

physicians and adults using the same measure (DiNapoli et al., 2013; Dogan et al., 2008; White, 

1979; White & Catania 1982). In these previous studies, however, physician and patient 

sociodemographic characteristics, including age, education, and religious orientation, correlated 

with sexual knowledge scores (DiNapoli et al., 2013; Dogan et al., 2008). Hearteningly, despite 

these differences, this study’s quantitative findings reflected its qualitative ones: adults and 

physicians alike had limited sexual knowledge and cited insufficient education as a mutual and 

major clinical barrier to sexual health discussions and as a strong justification for evidence-based 

adult sex education for this population.  
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Consistent with previous studies (Gott et al., 2004; Ports et al., 2014), physicians cited 

their lack of formal education about late-life sexuality as a primary reason for their knowledge 

deficits. Adults also identified this as a reason for physicians’ lack of knowledge. Other studies 

have found that healthcare providers may underestimate the prevalence of their older patients’ 

sexual concerns (McAuliffe et al., 2006; Nussbaum & Hamilton, 2002), express discomfort with 

discussing sexual health (Ports et al., 2014), or avoid these discussions entirely due to 

stereotypes of aging and sexuality, rather than from experiences with or explicit education about, 

late-life sexuality (Gott et al. 2004). Findings from the current study replicate these findings, as 

well as identify novel targets for training opportunities aimed at increasing clinical knowledge 

and reducing ageist sexual attitudes among physicians.  

Study findings also reveal a shared lack of sexual knowledge among adults themselves 

who, on average, scored lower on a measure of it than physicians. Though no a priori hypotheses 

guided this comparison, these differences in knowledge scores seem appropriate and match 

adults’ lived experiences with receiving little to no education about sexual health with aging.  

Findings further highlight a clinical dynamic in which providers may not know what (or how) to 

assess and patients may not know what (or how) to ask, thereby maintaining these 

disconnections. Beyond targeting physician education, findings also reiterate the importance of 

targeting adults’ sexual knowledge directly to course correct this dynamic and challenge 

internalized ageist attitudes that may interfere with their own sexual health advocacy (Syme & 

Cohn, 2020).  

Summary of Qualitative Findings 

This study integrated qualitative and quantitative methodologies to better capture the 

nuances of participants’ lived experiences with late-life sexuality. Its quantitative component 
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assessed participants’ sexual knowledge and other individual difference variables known to 

influence sexual attitudes. Its qualitative component, discussed here, sought to understand and 

describe those attitudes and experiences, integrating them into a conceptualization for an adult 

sex education program.  

Physician Experiences and Messages 

The physicians’ quantitative data reflected their lived, clinical experiences. Specifically, 

physicians described receiving limited medical training, screening their older patients’ health 

concerns inconsistently and non-systematically, and typically relying on assumptions when 

determining whether to discuss these concerns. Overall, even though most physicians agreed on 

the contributions of healthy sexuality to successful aging, most physicians in the current sample 

did not assess the sexual health of their older patients regularly, and if they did, most did so for 

diagnostic rather than for wellness reasons, such as preventing STI/STDs, managing stress, or 

improving pleasure.   

Consistent with previous investigations (Ports et al., 2014), physicians reported that 

common sexual health concerns included performance-oriented issues about ED for men and 

menopause-related concerns for women. While some physicians reported attempting to 

supplement their knowledge with independent education efforts, most—including fellowship 

trained geriatricians—believed they lacked the training to adequately treat their patients’ sexual 

health concerns. Of note, neither physicians nor adults flagged sexual health risk for HIV or 

other STDs, including common ones like gonorrhea and chlamydia, as clinical concerns raised or 

identified clinically. Physicians in the current sample, similar to those in others, infrequently 

noted or discussed sexual risk with their older patients (Ports et al., 2014), despite their position 

to provide risk assessment and information. Findings, therefore, identify important and 
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underdressed opportunities for medical education that will grow in their importance as the 

population ages.   

 Providers acknowledged the utility of standardizing sexual health and risk assessments 

with their older patients, but did not necessarily practice this. The data revealed similar 

discrepancies between the physicians’ messages and clinical practices. Specifically, though they 

explained that adults should consider their sexual health as both a component and consequence 

of physical health—describing the desire to remain as sexual as normal, possible, and important 

to overall quality of life— their clinical practices did not align. These discrepancies identify 

disconnections between physicians’ descriptive practices and prescriptive ones, their clinical 

ideals versus their clinical practices, and their enacted versus internalized beliefs. The reasons for 

these discrepancies remain unclear and likely reflect a complex combination of factors. 

Nevertheless, this observation expands the literature and invites additional investigations into 

how reducing clinical barriers may accommodate these more helpful, hopeful messages. 

Findings warrant replication to rule out the influences of selection bias and social desirability 

among these physicians.   

Adults’ Attitudes and Beliefs Toward Sexuality  
 
 As part of this ongoing dialectic between adults and physicians, adults reflected on the 

messages they actually receive about sex, including the attitudes people have toward aging and 

sexuality, as well as the origins and consequences of those messages. Four salient themes 

emerged from this question: assumed asexuality; decreased sexual need, desire, and importance; 

sex as taboo; and evolving attitudes. Adults explained that these messages came from macro and 

micro sources, including culture, media, religion/spirituality, regional norms, and individual 

differences in upbringing and personality. Consistent with the GSBS, current findings support 
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previous studies revealing evidence of ageist self-stereotypes among adults who harbor beliefs 

about sex as non-existent, unimportant, and inappropriate in later life (Kaas, 1981; Ports et al., 

2014; Syme & Cohn, 2020). Simultaneously, however, many group members—a majority, 

Boomers— recognized that attitudes toward late-life sexuality have slowly started evolving, 

particularly as Boomers age and media start recognizing these epidemiological shifts.  

Nevertheless, participants identified several functional consequences of these ageist attitudes, 

including cognitive distortions and dissonance, internalized ageism, sexual communication 

issues, and sexual guilt and shame. Findings suggest that even among a subsample of historically 

sexually liberal Boomers (DeLamater, 2012), salient ageist sexual stereotypes may still influence 

their sexual health via internalized beliefs (Gilleard & Higgs, 2008; Syme & Cohn, 2020). 

         While the current study cannot support a causal flow from these attitudes to those 

consequences, or those consequences to these attitudes, findings support the possibility of 

stereotype embodiment as a mechanism corrosive to late-life sexual wellness among adults over 

the life course (Syme & Cohn, 2020). The current investigation provides preliminary qualitative 

evidence for stereotype embodiment in the domain of late-life sexual wellness. Future research 

should explore potential age and cohort differences in longitudinal studies with robust measures 

of aging sexual attitudes, while also examining the potentially protective contributions of 

subjective age.  

 Sex researchers and educators have long pointed to the positive contributions of sex 

education to healthy sexual attitudes and behaviors (White & Catania, 1982). The few studies 

available with adults have shown that educating providers can increase permissive attitudes 

toward aging and sexuality, but these studies have failed to educate middle-aged and older adults 

directly (Bauer et al., 2013; Falvo & Norman, 2004; Hammond, 1979; White & Catania, 1982). 



131 

Current findings highlight this paucity and reiterate the need for adult sex education programs to 

challenge dysfunctional sexual attitudes that may influence adults’ sexual health (Syme & Cohn, 

2020).  

Clinical Dynamics  

Physicians and adults identified several barriers they believed stymied sexual health 

discussions with each other. These barriers existed on individual, dynamic and environmental 

levels and, in the lived experiences of both, interfered with having meaningful sexual health 

discussions clinically. This section will briefly discuss those dynamics.  

 First, regarding discussion initiation, findings revealed that if and when physicians 

initiated, they usually did so inconsistently and non-systematically and relied on clinical 

heuristics rather than explicit education about late-life sexuality. Further, if these discussions did 

happen, physicians and adults agreed that they tended to happen in the context of diagnosis 

rather than wellness or prevention. Physicians and adults identified several possible reasons for 

this, including systemic issues related to insurance reimbursement, time, lack of training, and 

discomfort, among others.  

 Instead when patients, typically women, initiated sexual health conversations with their 

providers, the content tended to focus on optimizing rather than pathologizing sexual health. On 

average, the physicians preferred when patients initiated these discussions; though, patients 

preferred physicians to initiate. Contrary to popular belief, the adults explained that they consider 

sexual health discussions with their physicians to feel affirming rather than offensive, 

inappropriate, or uncomfortable. This finding supports previous work demonstrating that most 

adults welcome the opportunity to discuss sexual health concerns with their health providers and 

perceive it as an important feature of their clinical care (Lemieux et al., 2004; Nussbaum et al., 
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2005). While adult sex education programs should cultivate adults’ sexual health communication 

skills, medical trainees should also receive reassurance about the appropriateness of sexual 

health assessment to allay anxieties associated with providing this increasingly important, but 

underperformed, service for adults.   

Overall, even though most physicians agreed on the contributions of healthy sexuality to 

successful aging, they reported that they did not assess their older patients’ sexual health 

regularly. Adults corroborated this. Findings partially support previous studies on patterns of 

sexual health discussions, which found that physicians tended to initiate them more frequently 

with women and in the context of pathology (i.e., cervical cancer screens), where females tended 

to initiate them because of pleasure and performance concerns (Ports et al., 2014). These 

concerns, particularly among middle-aged and older women, may remain undetected and 

underrepresented at a higher rate (Ports et al., 2014). Findings identify opportunities for 

physician education in sexual health assessment and targets for adult sexual health promotion 

programs, including self-advocacy, communication, and women’s sexual health issues.  

 In identifying clinical barriers to sexual health discussions not previously documented, 

including regional differences and patient complexity, findings also extend the scholarship. 

Dynamically, for example, physicians and adults acknowledged how norms and taboos tied to 

the Deep South played large roles in governing what they believed they could discuss with each 

other. Beyond filling knowledge gaps in this area, this finding also has important practical 

implications for the program’s content, design, and delivery. Further, they point to additional 

opportunities in medical training for cultivating clinical competence and humility, as well as in 

interpersonal skills requisite for navigating those differences when they arise clinically (Porter et 

al., 2016; Tervalon & Murray-Garcia, 1998).  
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 Another barrier not previously identified but relevant to an aging population included 

patient complexity, or how many perceived competing comorbidities a patient had. For the 

physicians, the more medically complex the patient, the less interested they seemed in their 

sexual health. Adults perceived physicians’ experiences of patient complexity as “triaging other 

concerns.” However, sometimes adults themselves reported de-prioritizing their own sexual 

health concerns. The extent to which these decisions reflect internalized and enacted ageism 

among both adults and physicians remains unclear and warrants further disentangling. In either 

case, across physicians and adults, patient complexity/triaging linked to novel and previously 

identified barriers, including assumptions about late-life sexuality; inadequate knowledge, 

experience, and training; and discomfort and avoidance, as well as other environmental barriers 

related to time, systemic barriers, and lack of privacy. Findings support and expand 

understandings of the barriers to optimal sexual history taking in this population (Loeb et al., 

2010; Ports et al., 2014). They also highlight areas for practical modification (e.g., making the 

clinical environment comfortable and subtly “sex positive”) and reiterate the importance of 

medical training in sexual history taking and risk counseling with adults, which have shown 

promise (Ports et al., 2014).  

 Finally, of the 15 separate barriers that the physicians and adults identified, four (36.36%; 

11 distinct codes) matched, including time and other logistical barriers; assumptions, attitudes, 

and beliefs about sexuality; physicians’ perceived lack of knowledge or experience, and 

avoidance and discomfort. This incidental finding likely underestimates the agreement rate 

between physicians’ and adults’ identified barriers, particularly because different codes tapped 

similar constructs across samples. Thus, while physicians and adults both appear to have some 
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shared insight into the barriers to these discussions, suboptimal communication between parties 

may maintain them.    

 To better inform program development, the present study also assessed the perceived 

facilitators of these sexual health discussions. This further differentiates the current research 

from previous investigations that have restricted their focus to identifying clinical barriers only 

(Ports et al., 2014).  

 Overall, physicians and adults agreed more often on clinical facilitators than barriers. Of 

the 13 separately generated barriers between groups, five (62.50%; 8 distinct codes) matched, 

including comfortable setting, privacy, standardized sexual health assessment, rapport, and 

bedside manner. Again, noting the degree of overlap between codes, this finding may 

underestimate agreement between the physicians’ and adults’ perceived facilitators.  

Hearteningly, findings suggest that adults and providers share insights into some of the factors 

that contribute to meaningful sexual health discussions. Educating both adults and physicians 

may help to bridge this gap and improve clinical operations in the realm of sexual health.  

 In terms of individual-level facilitators, physicians and adults agreed on the importance 

of effective bedside manner, which emerged as the strongest and most salient factor for both 

adults and physicians. Physicians also emphasized comfort with, the perceived importance of, 

and knowledge about sexual health. Broadly, bedside manner captured what participants 

identified as prosocial approaches, attitudes, and behaviors toward patients and their sexual 

health concerns. For them, good bedside manner included openness, patience, listening, kindness 

and empathy, and effective communication. This finding suggests that in addition to promoting 

medical knowledge, medical training curricula should also prioritize fostering softer 

interpersonal and clinical skills.  
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 Dynamically, physicians and adults identified rapport, or the perceived quality of their 

relationship with each other, as a facilitator of these discussions. They noted that the strength and 

quality of the relationship depended on the combination of time and bedside manner, which 

provided an important buffer against discomfort and differences in the room. As observed in 

earlier work, some providers also identified sharing certain key demographic characteristics, 

such as gender, as a dynamic-level facilitator. This finding partially supports a previous study 

that found gender concordance increased the likelihood of sexual health discussions with middle-

aged and older adults (Ports et al., 2014). Though immutable, discordance in demographics 

between physicians and patients supports targeting communication skills in both medical and 

adult sex education to neutralize or reduce the salience of these differences on the likelihood of 

having sexual health discussions.  

 Finally, in addition to privacy and the perceived comfort of the clinical setting, 

participants described standardized sexual health assessments as facilitative. Physicians noted 

that such standardization could remind, cue, and habituate physicians into sexual health 

assessments, while adults recognized its utility for normalizing these discussions. This particular 

point offers a relatively actionable step towards increasing the likelihood of these discussions 

with middle-aged and older adults clinically. It also invites additional research to examine the 

clinical feasibility, effectiveness, and epidemiological impact of standardizing these assessments 

with adults.  

Program Recommendations and Perceived Importance  
 

In addition to describing relevant patient-physician dynamics, this research also assessed 

the perceived need for and importance of adult sex education; determined program design, 
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structure, and content recommendations; and explored other fodder to consider in preparation for 

developing the program.   

 Prior to discussing those findings, two strengths of the current research warrant 

acknowledgement. The first includes the direct and simultaneous assessment of adults’ and 

physicians’ needs, interests in, and recommendations for an adult sex education program. As 

noted, available studies, while encouraging, place disproportionate emphasis on understanding 

physicians’ needs and educating them, rather than adults directly (Bauer et al., 2013; Falvo & 

Norman, 2004; Hammond, 1979; White & Catania, 1982). Models in their current form bypass a 

large and important component of the problem, while also sexually disenfranchising middle-aged 

and older adults (Barrett & Hinchcliff, 2018). Another strength includes this study’s actual 

provision of content for an adult sex education program.  

 While the study’s size and qualitative focus preclude generalizing findings beyond the 

current sample, buy-in appeared high among both physicians and adults, who described the 

proposed program as important, timely, and necessary. These opinions, of course, may reflect the 

biases of those who self-selected into the study and may not represent adults’ and physicians’ 

broader attitudes. Thus, both the acceptability and feasibility of an adult sex education program 

warrants additional investigation in subsequent pilots.  

 Beyond identifying the added value of an adult sex education protocol, physicians and 

adults also proposed specific educational modules for the program. Incidental findings revealed 

some agreement between physicians’ and adults’ identified clinical facilitators (36.36%), barriers 

(62.50%), and recommended educational modules. Of the 21 separate modules proposed, 

physicians and adults agreed on six (40%; 15 distinct modules), including sexual changes with 

aging, spectrum of sex, STDs, health and sexuality, sex and dementia, and dating. Where adults 
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opted to include all classes they proposed into the protocol’s curriculum, physicians proposed 

“specialty” topics or classes potentially more interesting to subsets of adults, including dating; 

LGBTQ+ issues; sex, media, and culture; body image and acceptance; and masturbation. This 

finding, however, may underestimate agreement between the groups’ proposals, whose separate 

codes sometimes overlapped conceptually.  

 While adults and physicians did not reference STDs during sexual health discussions, 

both groups indicated sexual risk and safety as important educational topics for inclusion into 

this program. While this finding suggests an awareness of late-life sexual risk among both 

groups, it also implicates the salience of clinical barriers to discussing these risks further. Other 

interesting and observed differences in class proposals included physicians’ recommendations to 

include content on masturbation and LGBTQ+ issues, which adults referenced but did not 

suggest as classes. Differences in power, as well as cohort and individual differences (i.e., in 

sexual orientation) between samples may explain this divergence, though invites further inquiry. 

However, adults and physicians agreed on the value of discussing the dynamics of sex with 

dementia, a public health issue that will grow in its importance as rates of both grow in the 

United States.  

 Moderate agreement (M = 46.38%) across physicians’ and adults’ identified barriers 

(36.36%), facilitators (62.50%), and educational modules (40%) suggests possible mutual insight 

into barriers, knowledge deficits, and needs. Findings warrant additional studies of discrepancy 

and concordance among physicians’ and adults’ perceived needs for sex education and highlight 

the importance of considering various perspectives when developing health promotion 

interventions for aging populations.   
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Program Design  

Considerable variability emerged concerning adults’ and physicians’ recommendations 

for class frequency, duration, composition, and structure. On average, adults recommended 

monthly classes, each “standing alone” and lasting about 60 minutes. Adults did not have strong 

preferences about class size. Instead, they felt more concerned about class composition. 

Physicians similarly recommended monthly classes, but suggested more rigid parameters: 90 

minutes, each part of a standardized curriculum, including 12 to 20 adults. Because data emerged 

organically from the focus groups and semi-structured interviews, not every participate provided 

discrete data points to inform this average. Future research should assess these parameters more 

explicitly to provide additional clarity on program design. Additional randomized pilot work 

may consider testing different versions of the protocol based off these preliminary data, vetting 

designs of various times, sizes, and structures to determine optimal program effectiveness.  

Differences of opinion in design notwithstanding, physicians and adults recommended 

using a group-based (versus individual) approach to education, making classes comfortable and 

engaging, including program materials, and building in gendered and other breakout sessions. 

These recommendations conform to current sex education best practices with adolescents and 

younger adults (Kirby et al., 2006), but will require evaluations of both efficacy and 

effectiveness during the evaluation phases of subsequent pilots. Other interesting design 

considerations included integrating interdisciplinary perspectives, as well as eventually 

translating course content onto an online platform to increase accessibility and privacy. The latter 

recommendation for a remote, online program may warrant greater attention in the era of 

COVID-19, which continues to disproportionately affect adults.   
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Concerns and Other Considerations  

Beyond ensuring affordability and access, physicians and adults emphasized considering 

group dynamics related to cohort and individual differences when designing this program. These 

considerations have important implications for the program’s overall cultural competence 

quotient, as well as for the clinical acumen of those facilitating it, who, given the data, should 

likely have advanced credentials in clinical psychology, lifespan development, social work, or 

related disciplines to ensure effective, optimal, and evidence-based education.   

Limitations 

While study findings offer promising implications for adults’ and physicians’ sex 

education, these results warrant cautious interpretation in the context of the study’s limitations, 

discussed here.  

 First, qualitative research operates as an inherently subjective exercise that typically uses 

small samples (Taylor et al., 2017). However, the coding process included best practices for 

mitigating bias, including reflective memoing, audit trailing, and third-party discrepancy 

management (Charmaz, 2014). Purposive and convenience sampling methods can produce 

selection bias and either over- or under-represent particular groups within the sample. The 

participants who opted into the current study likely qualitatively differed in important, 

meaningful ways from those who did not (e.g., in personality, health status, perceived 

importance of and motivation for sexual wellness). Thus, the composition and representativeness 

of participants limits the generalizability of these findings. For example, most of the sample 

identified as relatively healthy, Non-Hispanic Whites, who lived in the southeastern region of the 

United States; it did not capture the lived experiences of adults living in more liberal areas of the 

country, those of racial/ethnic minorities, sexual minorities identifying as LGBTQ+, or those at 
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high-risk, including persons living with HIV. Notwithstanding, the study captured other 

important sources of diversity in terms of age, stage, and cohort differences; gender; sexual 

knowledge; caregiving status; and religious orientations. The ages in the adult sample, for 

instance, ranged from 53 to 77, capturing Generation Xers and Baby Boomers, as well as 

members of the Greatest and Silent Generation. Future studies will need to capture the lived 

experiences and needs of minority adults.  

Qualitative research does not necessarily aim to achieve generalizability, but instead, to 

explore in depth the context of particular phenomena relying on the trustworthiness, credibility, 

and dependability of the saturated data, achieved here. Prior research illustrates the utility of 

semi-structured interviews and focus groups in identifying unique health issues facing adults, as 

well as for developing health promotion programs (Crowther, Ford, & Peterson, 2014; Dreer et 

al., 2013; Emlet, Harris et al, 2017). This study ranks among the first to empirically 

conceptualize one such sex education program, drawing directly from physicians’ and adults’ 

lived experiences, which previous studies have excluded. Combined with its mixed-methodology 

approach, a primary strength of this study includes its offering of a comprehensive, mid-to-late-

life sex education framework outlined in no previous studies.  

 Another study limitation concerns its approach to measuring sexual knowledge, tapped 

using the ASKAS. While used, studied, and validated in previous studies of late-life sexuality, 

(DiNapoli et al., 2013; Mahieu, Casterle, Van Elssen, & Gastmans, 2013; Roelofs, Tuijkx, Cloin, 

& Embregts, 2019), the measure, developed in 1978, has received recent criticisms for its 

inadequacies (Graf & Patrick, 2014; Syme & Cohn, 2015, 2020). One issue concerns its validity 

to assess both key and current knowledge, as well as relevant, current, influential attitudes about 

late-life sexuality (i.e., outdatedness). Further, the subscales of the ASKAS (knowledge, 
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attitudes) may measure different concepts (Syme & Cohn, 2020). Though not used in this study, 

its attitudes subscale may measure at least two things: attitudes toward sexuality, dementia, and 

nursing homes and those toward sexuality with normal aging—separate issues with different 

potential correlates (Syme & Cohn, 2020). Another concern includes its potentially unreliable 

measurement of items. For example, Syme & Cohn (2020) found that reverse scored items 

correlated inversely for people, suggesting that the items’ wording affected measurement more 

than its content. Finally, the measure may also penalize lack of knowledge rather than the quality 

of sexual knowledge itself. Specifically, participants who indicated I don’t know in response to 

an item received no credit in the same way they would if they answered it incorrectly. Thus, the 

extent to which physicians lacked knowledge versus had incorrect knowledge did not necessarily 

get reflected in their total scores. Future and planned research may benefit from using 

forthcoming measures of late-life sexual knowledge, which include greater multidimensionality, 

increased psychometric soundness, and norms across different age groups (M. Syme, personal 

correspondence, 2020). In the absence of other viable measurement options, however, the 

ASKAS best fit with the study’s aims at the time of designing it.  

Nevertheless, the suboptimal sexual knowledge scores it yielded across adults and 

physicians reflected their shared lived experiences: both groups admitted to having limited 

knowledge of late-life sexuality, citing inadequate medical training and deep cultural taboos 

shrouding deeper exploration of these issues. Physicians and adults also pointed to these mutual 

knowledge deficits as one of many barriers to discussing sexual health clinically. This finding 

has important policy implications and identifies a useful target for medical education quality 

improvement, while reinforcing the need for patient education.  
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 Given the formative nature of the research, results can speak neither to the efficacy (i.e., 

performance under ideal, controlled circumstances) nor the effectiveness (i.e., performance under 

real world conditions) of the proposed educational framework. Determining both will require 

initial pilot studies, as well as subsequent randomized controlled trials, planned for future 

research. However, these formative research findings provide the necessary preliminary fodder 

for such work.    

Strengths 

 Despite these limitations, a qualitative approach strengthened this research and uncovered 

general and context-specific guidance for conceptualizing the framework for an adult sex 

education program. Yielding direct insights from physicians and adults, this work also 

establishes the perceived value of and need for an adult sex education program among relevant 

stakeholders, describes practical considerations for program development, and identifies 

important factors influential to sexual health discussions with middle-aged and older adults 

clinically. Where previous studies have only identified barriers to these discussions (Ports et al., 

2014), the present study expands knowledge of perceived facilitators on three levels: 

individually, dynamically, and environmentally. These and related findings provide relatively 

actionable steps for improving clinical practice with adults, including adding sexual health 

assessment items to routine intake and other clinical encounter forms, creating sex positive 

spaces, and promoting privacy.  

 Another strength of this research includes its novel exploration of the possible 

contributions of subjective age to sexual health in later life. Previous studies have linked 

subjective or felt age to several late-life health outcomes, including cognition, systemic 

inflammation, and longevity, but not to sexual functioning (Kotter-Gruhn et al., 2015; Mock & 
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Eibach, 2011; Stephan et al., 2015). Though this construct did not link to sexual knowledge or 

other variables of interest in the current study, most probably due to underpowering, most adults 

in the current sample reported feeling significantly younger than their chronological age, 

consistent with previous studies (Rubin & Bersten, 2006). These descriptive findings reflect 

many of the participants’ lived experiences with feeling younger than their actual age, revealed 

in the qualitative data. These findings warrant additional consideration when designing the 

program’s content and tone. Current findings support and highlight the importance of additional 

research investigating linkages among subjective age, sexual knowledge, and functioning.  

 Drawing from this formative research, the next phase of investigation should evaluate 

both the feasibility and preliminary efficacy of the proposed program on clinically relevant 

outcomes.  

Future Directions 

Future directions will involve implementing and evaluating the program for its feasibility, 

efficacy, and effectiveness on improving sexual knowledge, health, safety, satisfaction, and 

communication among middle-aged and older adults. Preliminary estimates derived from an 

initial pilot will facilitate plans for a larger, subsequent randomized controlled trial. Future 

studies may consider replacing the current measure of sexual knowledge with more of a multi-

dimensional, psychometrically sound, forthcoming one (M. Syme, personal correspondence, 

2020). Explorations of this measure’s associations with subjective age, as well as differences 

within and across participants longitudinally, may also warrant investigation. Evaluating the 

effectiveness on an abbreviated sister protocol for medical professionals also deserves attention.  
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Implications and Conclusions 
 

Sexuality plays an important and increasingly recognized role in successful aging 

(DeLamater 2012; Lindau et al., 2007), despite the changes it undergoes across the lifespan. 

Unprecedented spikes in the prevalence of sexual dysfunction and disease with aging 

notwithstanding, no study to date has conceptualized, described, and proposed a sex education 

pilot program for middle-aged and older adults. Available models, while encouraging, place 

disproportionate emphases on educating providers rather than adults, focus on improving sexual 

knowledge (versus behaviors), and lack direct information from adults’ lived experiences and 

expressed sexual health needs. This research provides formative data and an initial guiding 

framework for developing an evidence- and needs-based psychosexual intervention for adults in 

advance of feasibility and pilot studies. Future research will also aim to standardize the protocol 

for application in medical settings using a stepped-care approach, whereby psychologists may 

teach medical personnel, personnel will teach patients, and eventually, patients will teach their 

peers, either in-person or online. 

In sum, this study ranks among the first to assess adults’ and physicians’ needs for, 

interests in, and recommendations for an adult sex education program directly. Findings 

conceptualize an actionable framework for developing one such program and identify targets for 

improving sexual health education and clinical treatment for physicians and adults.   
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APPENDIX C: SEMI-STRUCTURED INTERVIEW QUESTIONS FOR PHYSICIANS 
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1. Please describe your experiences assessing and discussing sexual health with adults 50+. 
2. What should older adults know about sex, sexuality, and health?  
3. What needs would a sex education program for older adults address? Why?  
4. What educational topics should be covered as part of an adult sex education program? 

Why?  
5. How should such a program look?  
6. What concerns or questions do you have about such a program?  
7. In the clinical dynamic, who typically initiates the conversation about sexual health?  
8. What individual, dynamic, and environmental factors facilitate sexual health discussions 

with older adults?  
9. What individual, dynamic, and environmental factors limit or block sexual health 

discussions with older adults? 
10. Anything else?  
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APPENDIX D: FOCUS GROUP QUESTIONS FOR OLDER ADULTS 
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1. What attitudes and beliefs do you think most people have about aging and sexuality?  
2. From where do those attitudes and beliefs come or originate?  
3. How do these attitudes and beliefs affect sexuality and health?  
4. How should such a program look? (included questions about SEXEE title, class structure 

etc.)  
5. What needs would you hope to have addressed through this program? What educational 

topics should be covered as part of an adult sex education program? Why? 
6. What concerns or questions do you have about such a program?  
7. In the clinical dynamic, who typically initiates the conversation about sexual health?  
8. What individual, dynamic, and environmental barriers limit or block sexual health 

discussions with a provider?  
9. What individual, dynamic, and environmental factors facilitate sexual health discussions 

with a provider?  
10. Why would you participate? What are the potential barriers to and facilitators to 

participating?  
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APPENDIX E: PHYSICIAN DEMOGRAPHIC QUESTIONNAIRE 
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DEMOGRAPHIC INFORMATION 
 
1.  How do you describe yourself (check one):  
 
  _____ Male 
  _____ Female 
  _____ Transgender    
  _____ Do not identify as male, female, or transgender 
   
2.  What is your date of birth?:  _____ / _____ / _________ 
 
3.  What is your age?:  ______________ 
 
4. Do you feel younger, older, or about the same as your chronological age?: 
 
 _____younger 
 _____older 
 _____about the same age 
 
 4a. If you feel younger or older than your actual age, how old do you feel?:  _____ 
 
5.  What is your marital status?:   

_____1  Single, never married 
_____2. Married 
_____3. Divorced 
_____4. Separated 
_____5. Widowed 
_____6. Other, specify ______________________________________________ 

  
6. Do you think of yourself as: 
 
 _____ Straight/ heterosexual  
 _____ Gay or lesbian 
 _____ Bisexual   
 _____ Transgender, transsexual, or gender non-conforming 
 _____ Prefer not to answer 
 
7.  What race do you consider yourself to be?:  

_____ 1  Caucasian 
_____ 2  African American 
_____ 3  Hispanic 
_____ 4  Asian American 
_____ 5  Native American 
_____ 6  Other/multiple, specify: ________________ 

  
 
8.  What was the highest level of education you completed?: 

_____ 1   Less than 12 (no HS degree or GED) 
_____ 2   HS degree or GED 
_____ 3   1 year college 
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_____ 4   2 years college /Associate’s degree 
_____ 5   3 years college 
_____ 6   Bachelor’s degree 
_____ 7   Bachelor’s degree plus 1 year graduate coursework 
_____ 8   Master’s degree 
_____ 9   20+/ – PhD, MD, JD or other Doctorate 
degree:____________________________ 
 

9. What kind of medical degree do you have (i.e. MD, DO)?:________________ 
 

 9a. Currently licensed?:    ____ No      ____ Yes     Years licensed: ______________ 
 
 9b. Currently practicing?:  ____ No     ____ Yes    Years practiced: _____________ 

 
10. What kind of medicine do you practice?:___________________________ 
 

10a. Do you consider your specialty relevant to adulthood, aging, and/or sexual 
health (e.g. geriatrics, family medicine, urology, gynecology?): ____ No     ____ 
Yes   
 
10b. Estimated percentage of patients currently seen aged 65+:   _______________ 
 
 
10c. Estimated number of years treating patients aged 65+:  ________________                      

 
11. To which church, denomination, or religious community do you currently belong?: 
 
    _____ Protestant 
  _____ Roman Catholic 
  _____ Eastern orthodox 
  _____ Islamic 
  _____ Jewish   
  _____ Buddhist 
  _____ Hindu  
  _____ Baptist 
  _____ Methodist  
  _____ AME 
  _____ CME 
  _____ Pentecostal 
  _____ Other (please state ___________________) 
 
 
12.  How often do you attend church or other religious meetings? : 

  _____ Never   
  _____ Once a year or less 
  _____ A few times a year   
  _____ A few times a month 
  _____ Once a week   
  _____ More than once a week  
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APPENDIX F: OLDER ADULT DEMOGRAPHICS QUESTIONNAIRE 
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DEMOGRAPHIC INFORMATION 
1.  How do you describe yourself (check one):  
 
  _____ Male 
  _____ Female 
  _____ Transgender    
  _____ Do not identify as male, female, or transgender 
   
2.  What is your date of birth?  _____ / _____ / _________ 
 
3.  What is your age?  ______________ 
 
4. Do you feel younger, older, or about the same as your chronological age? 
 _____younger 
 _____older 
 _____about the same age 
 
 4a. If you feel younger or older than your actual age, how old do you feel?  ____ 
 
5.  What is your marital status?   

_____1 Single, never married 
_____2.Single, dating  
_____3. Married 
_____4. Divorced 
_____5. Separated 
_____6. Widowed 
_____7. Other, specify ______________________________________________ 

 
6. Do you think of yourself as: 
 
  _____ Straight/ heterosexual  
  _____ Gay or lesbian 
  _____ Bisexual   
  _____ Transgender, transsexual, or gender non-conforming 
  _____ Prefer not to answer 
 
7.   Do you have any children?  ____ No       ____ Yes 

     7a. (if yes) how many?  ______  

8.  Please describe your current living arrangement:  
                    _____Living alone  
  _____ Living with spouse or partner 
  _____ Living with relatives   
  _____ Living with spouse or partner and children 
 
9.  What race do you consider yourself to be?   

_____ 1  Caucasian 
_____ 2  African American 
_____ 3  Hispanic 
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_____ 4  Asian American 
_____ 5  Native American 
_____ 6  Other/multiple, specify: ________________ 

 
10.  What was the highest level of education you completed?: 

_____ 1   Less than 12 (no HS degree or GED) 
_____ 2   HS degree or GED 
_____ 3   1 year college 
_____ 4   2 years college /Associate’s degree 
_____ 5   3 years college 
_____ 6   Bachelor’s degree 
_____ 7   Bachelor’s degree plus 1 year graduate coursework 
_____ 8   Master’s degree 
_____ 9   20+/ – PhD, MD, JD or other Doctorate 
degree:____________________________ 
 

11.  Are you currently working?   
 _____ work full-time _____ retired 
  _____ work part-time  _____ homemaker   
  _____ unemployed   _____ disabled / unable to work, specify disability: 
__________________  
  _____ Other:  __________________________________ 

 11a.  (If currently employed):     
  What kind of work do you do?  ____________________________  
  
  11b.  (If previously employed): 
    What kind of work did you do most of your life?   _____________________  
 
  11c.  Do you currently volunteer for or within the community?   _____ Yes    _____No 
 
12. Do you self-identify as a primary caregiver for an individual with Alzheimer’s disease 
or a related dementia (e.g. Vascular dementia, Lewy Body Dementia?): ____Yes ___No 
 
12a. If applicable, who is your care-recipient? 
 _____1. Spouse 
 _____2. Parent 
 _____3. Grandparent 
 _____4. Sibling 
 _____5. Adult child 
 _____6. Other family member 
 _____7. Other: _______________________ 
  
13.  How difficult is it for you to live on your household income right now? 

____ Not at all difficult 
____ Somewhat difficult 
____ Difficult or can barely get by 
____ Very difficult or losing proposition 
____ Extremely difficult or impossible 
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13a. What is your yearly household income, before taxes?  
 
 _____ Less than $ 10,000   _____ $40,001 - 50,000   
 _____ $10,001 - 20,000  _____ $50,001 - 60,000   
 _____ $20,001 - 30,000  _____ $60,001 - 70,000   
 _____ $30,001 - 40,000  _____ $70,001 or more 
 
14. To which church, denomination, or religious community do you currently belong?  
 
    _____ Protestant 
  _____ Roman Catholic 
  _____ Eastern orthodox 
  _____ Islamic 
  _____ Jewish   
  _____ Buddhist 
  _____ Hindu  
  _____ Baptist 
  _____ Methodist  
  _____ AME 
  _____ CME 
  _____ Pentecostal 
  _____ Other (please state ___________________) 
 
15.  How often do you attend church or other religious meetings?   
  _____ Never   
  _____ Once a year or less 
  _____ A few times a year   
  _____ A few times a month 
  _____ Once a week   
  _____ More than once a week  
 
16.  How often do you spend time in private religious activities, such as prayer, 
meditation, or Bible study? 
  _____ Rarely or never  
  _____ A few times a month 
  _____ Once a week   
  _____ Two or more times a week 
  _____ Daily   
  _____ More than once a day  
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HEALTH STATUS  
 

2. Has a doctor ever told you that you have: 
1 Heart problems (e.g. pacemaker, heart attack, open heart sx) 1 = Yes 0 = No 

2 Circulation problems (e.g. arteriosclerosis, atherosclerosis, 
clotting problems) 

1 = Yes 0 = No 

3 High blood pressure 1 = Yes 0 = No 

4 Low blood pressure 1 = Yes 0 = No 

5 Neurological problems (e.g. stroke, Parkinson’s, Alzheimer’s, 
dementia, multiple sclerosis, migraines, seizures, ataxia, restless 
leg syndrome) 

1 = Yes 0 = No 

6 Diabetes 1 = Yes 0 = No 

7 Arthritis 1 = Yes 0 = No 

8 Osteoporosis 1 = Yes 0 = No 

9 Cancer (if yes, what kind and are you currently being treated for 
this?) 

1 = Yes 0 = No 

10 Chronic Pulmonary (lung) problems (e.g., emphysema, asthma, 
tuberculosis, asbestosis) 

1 = Yes 0 = No 

11 Digestive problems (e.g., stomach ulcer, gastrointestinal 
problems, hiatal hernia)  

1 = Yes 0 = No 

12 Urinary problems (e.g., urinary tract infections, incontinence, 
prostate problems) 

1 = Yes 0 = No 

13 Kidney problems 1 = Yes 0 = No 

14 Hearing impairment 1 = Yes 0 = No 
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15 Visual impairment 1 = Yes 0 = No 

16 Mental health condition (e.g. PTSD, depression, substance 
addiction) 

1 = Yes 0 = No 

17 Back injury (e.g. spinal cord injury, degenerative disc disease) 1 = Yes 0 = No 

18 Nerve damage (e.g. carpal tunnel, neuropathy) 1 = Yes 0 = No 

19 Chronic pain (e.g. fibromyalgia, *exclude head and back pain) 1 = Yes 0 = No 

20 A sexually transmitted disease (STD) or infection (STI) (e.g. 
HIV/AIDS, syphilis, gonorrhea)   

1 = Yes 0 = No 

21 Significant psychiatric disorder (e.g. Schizophrenia, Bipolar 
Disorder) 

1 = Yes 0 = No 
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APPENDIX G: ADULT SEXUAL KNOWLEDGE AND ATTITUDES SCALE (ASKAS) 
QUESTIONS 
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Directions: Please answer the following questions about your knowledge of sexuality in older 
adults. Please circle TRUE, FALSE or Don’t Know for each statement.   
 
 

1. Sexual activity in aged persons is often dangerous to their health. (False)  
2. Sexuality is typically a lifelong need. (True)  
3. Most males over the age of 65 are unable to engage in sexual intercourse. (False)  
4. Sexual activity may be psychologically beneficial to older adults. (True)  
5. The sex urge typically increases with age in males over 65. (True)  
6. Most older females are sexually unresponsive. (False)  
7. Impotence in aged males may be effectively treated and cured in many instances. (True) 
8. There is a decrease in frequency of sexual activity with older age in males. (True)  
9. There is a greater decrease in male sexuality with age than there is in female sexuality. 

(True)  
10. Excessive masturbation may bring about an early onset of   mental confusion and dementia in 

the aged. (False)  
11. There is an inevitable loss of sexual satisfaction in post-menopausal women. (False)  
12. In the absence of severe physical disability, males and females may maintain sexual interest 

and activities well into their 80s and 90s.  (True)  
13. There is evidence that sexual activity in older persons has beneficial physical effects. (True)  
14. The most sexually active younger people tend to become the most sexually active older 

people (True)  
15. Sexual behavior in older people (65+) increases the risk of heart attack. (False)  
16. Older females may experience painful intercourse due to reduced elasticity of the vagina and 

reduced vaginal lubrication. (True)  
17. Older females take longer to achieve adequate vaginal lubrication relative to younger 

females. (True) 
18. The older female (65+) has reduced vaginal lubrication relative to younger females.  (True) 
19. The firmness of erection in aged males is often less than that of younger persons. (True) 
20. Males over the age of 65 usually experience a reduction in the intensity of orgasm relative to 

younger males. (True)  
21. Males over the age of 65 typically take longer to attain an erection of their penis than do 

younger males. (True)  
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