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Sexuality and Aging

Menopausal and postmenopausal women can ex-
perience decreases in both libido, orgasm, and
frequency of coitus—most commonly because of physi-
ologic changes due to menopause, less commonly due
to depression or marital discord (Figure 1). The differ-
ential diagnosis in women who are seen for sexual
difficulties during the climacteric is challenging, espe-
cially when symptoms such as decline in libido and/
or persistent dyspareunia occur simultaneously with
depression and marital discord. Estrogen, with or with-
out androgen, can ameliorate the physiologic changes
of menopause affecting sexuality. Depression can be
treated with psychotherapy, with or without antide-
pressant drugs. Marital discord is best treated with
couples therapy. The marital difficulties can either be
the cause or the consequence of changes in sexual
activity. In the latter case the marital discord resolves
with the return of regular coital activity.

The physiologic changes of menopause affect-
ing sexual response are largely mediated by
estrogen. The most notable effect is on orgasmic
response: Altered nerve function due to the
hypoestrogenic state of menopause may delay cli-
toral reaction time and result in slow or absent
orgasmic response. This effect, along with delayed
or absent vaginal secretion, diminished orgasmic
platform (ie, decreased or absent congestion in the
outer third of the vagina), and painful uterine con-
tractions (in some 60- to 70-year-old
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Figure 2. Importance by age (N=635)

postmenopausal women) can further affect the
sexual experience.? The psychological impact of
these sexual changes is varied and can be very
disturbing to women and to their partners.

Although the ratio of dysthymia and depression
is as high as 2:1 in women versus men, many of
these women are not treated for this depression
and thus enter the menopausal years with untreated
depressive illness.*® Depression can itself cause de-
creased libido as well as marital problems and can
complicate any sexual problems arising from meno-
pause. In addition, hot flushes and consequent
nonrestorative sleep can complicate all these clini-
cal situations.

Medication and illness in the postmenopausal years
can affect sexuality and can complicate existing physi-
ologic changes associated with menopause.® The newer
forms of antidepressant medication, ie, selective sero-
tonin reuptake inhibitors (SSRIs), may cause slowed
or absent orgasm and can reduce or eliminate libido
in some women. Iliness can decrease desire or simply
make sexual activity inadvisable, given illness-associ-
ated lack of energy or anatomic difficulties.”

In about one third of couples, male sexual dys-
function contributes to decreased frequency of coitus
(Figure 2); the remaining two thirds of couples are
affected by physiologic factors of menopause (Fig-
ure 3).2 The psychological aspects of aging are less a
factor in decreased coital activity than the physiologic
effects of aging and the way couples adjust to those
changes. Couples may choose to include alternatives
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to genital-genital contact if the male partner is hav-
ing erectile problems; increased nonpenile stimulation
may be helpful for women who have delayed re-
sponse; and couples may develop a more flexible
attitude toward their sexuality.

Sexual problems are numerous in the US popula-
tion and increase with aging. The scientific literature
indicates, however, that sexual problems in elderly
people are often anatomic or physiologic in nature, 2
whereas sexual problems in younger people tend to
be more psychological and sociocultural.®* Because
of the complexity of sexual problems in postmeno-
pausal women, gynecologists and primary care
physicians have a central role in expediting the dif-
ferential diagnosis and treatment (Figure 4).%1
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Figure 3. Specific problems reported by women at a London menopause clinic (N=178)
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Clinical View of Sexual Functioning

Davidson®® divided sexual functioning into behav-
ior and potency, whereas Sarrel and Whitehead®
divided sexual functioning into the desire phase,
excitement phase, orgastic phases, and dyspareunia.
Both are useful ways to view sexual functioning when
evaluating perimenopausal and postmenopausal
women. These classifications are shown in Table 1.%%

Sex and Menopause: Studies on Etiology of
Decreased Coitus

Sexual research on sexual functioning during the
climacteric has been studied for 30 years. This re-
search has approached the issue from different points
of view, including biologic, psychiatric, anthropologic,
and sociologic. The two main conclusions are that
decreasing sexual activity in a woman results in part
from decreasing sexual functioning of her male part-
ner and in part from anatomic and physiologic
changes associated with her menopause. The repre-
sentative studies are summarized in Table 2.Y% The
large majority of these studies found a decrease in
coitus and sexual interest of greater than 40% within
a few years of the menopause.

Physiologic Changes at Menopause and Their
Effect on Sexuality

Hormones affect sexual arousal through sensory
perception, central as well as peripheral nerve trans-
mission and discharge, peripheral blood flow, and
capacity to develop muscle tension. Impairment of
this mechanism can lead to diminished sexual re-
sponsiveness, dyspareunia, decreased sexual activity,
decline in sexual desire, and sexual aversion.

Decreasing estrogen affects the integrity of female
reproductive tract tissues. Decreased vaginal lubrica-
tion and atrophic vaginitis result in dyspareunia.
Decreased blood flow to the reproductive organs
results in diminished vasocongestion. Progressive is-
chemia, thinning of the barrier layers of skin and
mucous membrane tissue, loss of subcutaneous fat,
and a shrinking introitus are among many changes
which occur in the genital structures as a result of
hypoestrogenemia. Extragenital effects include loss
of pelvic muscle tone, decreased intraurethral pres-
sure, a smaller bladder, and thinning of the mucous
membrane lining of the bladder and urethra. These
effects have been found to be somewhat ameliorated
by continuing sexual activity despite no estrogen re-
placement. Women who were sexually active had
less atrophy than those who were not.? In general,
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the health of the vaginal tissues decline in the ab-
sence of estrogen stimulation, despite sexual activity.
The physiology of the sexual response changes with
prolonged hypoestrogenemia. These changes include
diminished and slowed clitoral reaction time, dimin-
ished or absent secretion by the Bartholin glands,
delayed or absent vaginal secretion, decreased vagi-
nal length, and decreased transcervical width as well
as possible painful uterine contractions in women aged
60 years to 70 years. Lack of estrogen decreases blood
flow to the genitalia, and one study found a 50% in-
crease in vulvar blood flow measured
ultrasonographically when estradiol treatment was
initiated.”” Ovarian steroids affect nerve cell growth,
proliferation, transmission time, and rate of discharge
along nerve fibers. A hypoestrogenemic state results
in altered nerve function. Possible clinical manifesta-
tions of change in peripheral nerve function in
postmenopausal women are numbness, itching, cloth-
ing intolerance, increased 2-point discrimination
threshold, paresthesia, loss of clitoral reaction sensa-
tion, and decreased capacity for orgasm.?®% Qvarian
steroids can also affect neurotransmitters centrally, al-
though this topic is beyond the scope of this article.
All these changes affect desire, mainly through aver-
sion. A postmenopausal patient’s experiences of
persistent dyspareunia, postcoital bleeding, delayed
or absent lubrication, and delayed or absent orgasm
affect her motivation for sexual intercourse. Pain can
cause vaginismus, a conditioned response to painful
coitus. Lack of sexual relations due to physiologic
change may then be further complicated by the effect
of this condition on the marital relationship. Decline
in sexual relations may cause a couple to respond or
cope in ways that lead to further decline in coitus and
further deterioration of the marital relationship.

Testosterone and Libido

Androgen levels in postmenopausal women decline
over time. The impact of this decline on libido de-
pends on the woman's inherent biologic sensitivity to
testosterone, her sexual history, and many other fac-
tors. Half of postmenopausal women continue to
secrete appreciable amounts of testosterone from their
ovaries, whereas the other half of postmenopausal
women have negligible ovarian production of test-
osterone.*® In postmenopausal women who still secrete
testosterone, testosterone levels may be approximately
50% lower than in premenopausal, younger women. 3!
Postmenopausal ovarian stromal tissue secretes test-
osterone but little to no androstenedione.*

The evidence that testosterone affects libido in women
draws from clinical research on women who have lost
ovarian testosterone production.®*3 The best known of
that research was done by Sherwin®, who examined
mood, memory, and libido before and after surgical
oophorectomy in the absence of preexisting depres-
sive illness. With regard to testosterone and libido,
Sherwin® found that in surgically menopausal women,
women receiving estrogen-testosterone preparations
reported higher levels of sexual desire and arousal and
higher frequency of sexual fantasies compared with
women treated postoperatively with estrogen alone or
with placebo. Other research on replacement therapy
in postmenopausal women described use of estrogen
versus estrogen-testosterone and found that libido im-
proved in the combined treatment group only. %%
Evidence shows that to the degree loss of testosterone
affects libido in postmenopausal women, testosterone
replacement can improve libidinal functioning.

Moreover, hormone replacement therapy itself can
decrease libido through the effect of different forms of
estrogen on sex-hormone-binding globulin (SHBG).*
In this circumstance, estrogen replacement stimulates
production of SHBG and thus results in reduced levels
of free estradiol and free testosterone. These reduc-
tions can cause return of hot flushes and dyspareunia
as well as decrease in libido. The increase in SHBG can
be ameliorated by prescribing a combined testosterone
and estrogen preparation, by changing to an estrogen
preparation that does not stimulate SHBG as greatly, or
by prescribing testosterone along with the estrogen
preparation the patient is already on.

Decreasing sexual
activity in a
woman results in
part from
decreasing sexual
functioning of her
male partner and
in part from
anatomic and
physiologic
changes associated
with her
menopause.

Comparison of Published Studies

Table 1. Views of Sexual Function from a Clinical Perspective:

. satisfaction or pleasure
Davidson'® P

Behaviors associated with libido or sexual
motivation: sexual desire, sexual fantasies, and

Potency: pelvic vasocongestion, orgasmic
contractions, and possible extragenital responses

Desire phase: loss of desire or sexual aversion

sarrel and Whitehead? urinary incontinence

Excitement phase: touch sensation impairment,
loss of clitoral sensation, vaginal dryness, and

Orgasmic phase: primary or secondary

Dyspareunia: vaginal dryness, vaginismus as
conditioned response to painful penetration
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For depression or
anxiety disorders to
be the cause of
decrease in libido,
onset of the
psychiatric illness
must be established
and correlated with
the onset of sexual
symptoms.

Libido and the Psyche

Physiologic problems must always be treated de-
spite presence of psychiatric iliness, because these two
factors can have an indistinguishably intertwined im-
pact on libido and coital activity. Dyspareunia-related
decrease in frequency of coitus can be the primary
cause of marital problems and can present as a mari-
tal problem when in fact physiologic problems of
menopause are the cause of the change in libido. Lack
of libido due to low testosterone levels can induce the
same type of marital conflict, a circumstance that can
in turn mislead physicians into diagnosing a psycho-
logical problem as the cause of the lack of libido.

For depression or anxiety disorders to be the cause of
decrease in libido, onset of the psychiatric illness must
be established and correlated with the onset of sexual
symptoms. Depression and anxiety in women may di-
rectly affect libido and sexual response through loss of
desire and also may affect the woman’s sexual partner in
that he stops initiating sexual relations. Libido can be
affected by marital stress as well as by accumulated an-
ger between the couple. Both these factors should be
taken into account when evaluating decrease in libido.*
However, the chronicity of the coital problem and of the
libidinal problem is a critical aspect of determining the
cause of decreasing libido and frequency of coitus.

Table 2. Epidemiological Studies of Sexual Complaints in the Menopausal Female

Kinsey et al, 1953"

53% decrease in coitus
48% decrease in orgasm

Bottiglioni et al, 1982

University Menopause Clinic in Bologha

Five times as many postmenopausal women as
premenopausal women had ceased having coitus

Postmenopausal women reported coitus less satisfying,
decline in orgasmic frequency, 79% decrease in sexual
interest

McCoy et al, 1985192

85% decrease in sexual interest

Sarrel and Whitehead, 1985°

39% decrease in sexual interest

Bajuliye and Sarrel, 1986%*

250 black women in Lagos

40% increase in dyspareunia within one to three years of
menopause and 47% loss of sexual desire; by nine years
postmenopausal, 70% had ceased sexual activity compared
with 10% of their premenopausal partners

Hallstrom et al, 1973%

800 Swedish women
Extensive medical, psychiatric, and psychologic evaluation

181 postmenopausal women had: marked decline in sexual
interest, a decline in capacity for orgasm, an increase in
dyspareunia, and a decrease in coital activity

Keep and Kellerhals et al, 1974%

448 Swiss women

Menopause led to a decrease in the frequency of sexual
activity, decrease in the quality of the sexual experience;
greatest decline was among the lower social classes

Hallstrom, 1977%

Longitudinal study of menopause in Sweden
52% decrease in sexual interest
20% decrease in orgasm frequency

Decrements related to menopause and not to aging

Hallstrom and Samuelsson, 1990%

33% decrease in sexual interest
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Many perimenopausal and postmenopausal women
have untreated dysthymia, a new episode of depres-
sion, or an untreated anxiety disorder. Because of
the high prevalence of these untreated psychiatric
ilinesses, the likelihood of psychiatric comorbidity in
postmenopausal women is high.®

Many types of medication used to treat psychiatric
illness can lead to a decrease in libido or orgasm.
This issue will be reviewed in another article on the
newer forms of antidepressant medication. Because
prevalence of depression and anxiety disorders is
higher in women than in men and often remains
untreated, the probability of a comorbid psychiatric
disorder developing in midlife patients is high. Con-
sequently, evaluation for problems of libido requires
in-depth evaluation for depression and anxiety as
well as for marital discord.

Psychological barriers to continued sexual function-
ing can also exist. Women who did not find sex
pleasurable before menopause may look forward to
ceasing sexual activity after menopause. Women with
problems in their marital relationships may have re-
sentment toward their spouses, and menopause may
give these women permission to decline sex. Some
women were raised to believe that sexual relations
end at a certain age, and altered body image due to
atrophic changes can impact libido. Consideration of
these factors is necessary for understanding libido
and the psyche.“ For marital problems to be the cause
of decrease in libido, the marital problems must pre-
cede the decrease in libido and must be somewhat
long-standing.

Cultural issues

Cultural issues too can affect a woman’s view of
herself and thus can affect her psyche as well as
her libido. Societal attitudes toward sex in midlife
affect behavior.’? A woman'’s value as a sexual per-
son increases or decreases postmenopausally
according to the society in which she lives.? In a
Nigerian study, most of the older women became
sexually abstinent.? In contrast, older women in al-
most 25% of primitive societies were seen as less
inhibited, became more sexually active, and were
more attractive to young men. Thus, societal con-
text can substantially affect women’s libido.

Previous sexual functioning has also proved to be
a predictor of future sexual functioning. Koster and
Garde® examined sexual wellness in Danish women
aged 40, 45, and 51 years by in-person interview and
by questionnaire and found that current frequency

of sexual desire was highly correlated with former
sexual activity. An additional finding was that antici-
pation of declining desire predicted decline in desire.

Sexual scripts may require people to adapt to the
challenges of aging. Geriatric problems with health,
pulmonary function, cardiovascular function, and
mobility may all affect a woman’s ability to have
sexual relations.” Degree of comfort with alternative
modes of sexual interaction may also affect her abil-
ity to have continued sexual relations.

Summary

Coital and libidinal change can be singularly caused
by anatomic and physiologic change associated with
the climacteric—by psychiatric illness, by marital dis-
cord, or by a combination of all these factors. The
ideal treatment for women in midlife is complete
evaluation of the factors affecting sexuality and use
of a combined treatment approach to ameliorate these
factors. Use of such an individualized approach can
enable the women in midlife to continue to have a
satisfying sexual life, should they choose to do so. 0
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Our Contemporary World

Everything, absolutely everything in our contemporary world,
has been tailed to the measure of men.
Eva Peron, 1919-1952, First Lady of Argentina, women’s suffrage and social activist
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