CHAPTER 10

Assessment of Sexual Function
and Dysfunction in Older Adults

ANTONETTE M. ZEISS, ROBERT A. ZEISS, and HELEN DAVIES

Two OF Us (Zeiss and Zeiss) have worked for 15 years as codirectors, with a
physician, of a sexual dysfunction clinic that emphasizes assessment and
treatment of older adults. One of the pleasures of working in this clinic de-
rives from its role as an active training site for psychology interns and med-
ical residents. Almost all of those receiving training in the clinic do so as part
of broad geriatric training in multiple settings. The experience in this clinic is
qualitatively different, and usually it is profoundly challenging to trainees’
views of the lives of older adults. In learning to assess and treat sexual prob-
lems, they are also put in the position of confronting the vitality and sexuality
of people at a stage in life that is usually desexualized in our culture. Hearing
about the sexual desire and range of sexual activities of older adults is exhil-
arating for some, distressing for others, but memorable for all.

In this chapter we share a process for assessing sexual concerns of older
adults and provide information on the range and variety of sexual expression
in older adults. We hope that this will influence readers to assess sexuality in
their older clients more frequently. This is a core issue for people of all ages
and should be part of any thorough quality-of-life assessment, not just when
the patient initiates discussion by describing a sexual complaint.

Discussion of treatment for sexual concerns is beyond the scope of this
chapter, but excellent resources are available to learn about current med-
ical, psychological, and combined approaches to treatment. For medical ap-
proaches, the most current suminaries are Arthur Burnett (1998) and Barbara
Sherwin (1991); soon there should be new summaries published that incor-
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- porate more information on the use of Viagra (sildenafil}in actual clinical set-
‘Hiigs. For psychological approaches to tredtrient with older adults, useful

- sources are Leslie Schover and Karen Jéengen (1988)‘and Antonette Zeiss and
-Robert Zeiss (in press); in addition, Julia Heiman.and Cindy Meston (1997)

‘ p‘r’e‘Sexfit a current review of empirically supported ps‘yehélogical treatments
f6r sexual dysfunction across the adult lifé span, without spécial emphasis on

-the-needs of older patients. Discussion ofﬁﬁj)proaches.to treatment for older
'.gdﬁlﬁsf‘that-combiné'medica]‘and psycholagical interventions are also avail-
able. (Mortissette, Zeiss, & Zeiss, 1996; Zeiss, Zeiss, & Dornbrand, 1992).

- Becauseour.goal is to show the important role of assessing sexuality inany
setting and in conjunction with any presenting:préb} 1, the chapter has been
divided irito three sections. In the first section; we discuss ways to bring up
questions about sexuality and sexual problems, showing respect and sensi-
tivity for the patient. In the second section, wé preserit-a-pratocol for obtain-
ifig a coiplete set of assessment information in a semistructured interview
format. This kind of assessment should be done-wheit tle patient indicates

- thatasexial dysﬁmctfc‘m shouwld be corisidered-asa-focus of treatment. In the
third section, we preseit special issues in asséssing the sexual concerns and
complaints of patients with dementia and their pattners.

ASSESSMENT OF SEXUAL FUNCTION AS PART OF A
STANDARD INTERVIEW IN ANY SETTING
‘Several research projects have confirmed what we consistently experience in
gurclinical work: Clients prefer health care providers to raise the issue of sex-
“ual firiction rathér than having to initiate such discussiori themmiselves (Davies,
Zeiss, & Tirtklenberg, 1992; Metz & Seifert, 1990; Moore & Goldstein, 1980;
‘Mulligan, Retchin, Chinchilli, & Bettinger, 1988; Perez, Mulligan, & Wan,
1993y, This seems counterintuitive to-many health professionals, who fear be-
infg: iritrusive or insensitive in asking questions with-clear sexual content.
_ Nonetheless, it is the responsibility of the professional to become comfortable
m assessing sexual issues and to learn to do so while:conveying respect for
- cljents’ sensibilities, The number of undetected: sexual problems in older
~aduits is great (Mulligan et al., 1988), although it is hard to-come up with pre-
cise éstimates. The dramatic response to Viagra (sildenafil) when it emerged
on the market in the spring of 19981isa clear indicatot of unmet need, at least
-among older men, for recognition of their sexual desire and need for a re-
sponsive health care system.

SETTING THE STAGE »
" Réisiag sexual issues as part of a standard, broad psychological assessment is
' not as difficult as many clinicians fear. We recommend- that all questions fol-
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low the principles originally established by Alfred Kinsey (Kinsey, Pomeroy,
& Martin, 1949): Dot ask yes/no questions; instead phrase questions so in-
terviewee's aré invited to'share their experience. Thus, instead of saying “Are
the two of you physically intimate?” the clinician would ask; “How do the two
of you express intimacy. phiysically?” This allows interviewees to'respond in
the negative: “We are fiot phiysically affectionate.” It alsoleads nattirallytoa
fuller description of current physically intimate behavior; if that is appro-
priate. )

Another principle that guides this method of questioning is thiat it apens. .
the door in a natura, potentially comfortable way for clients, without being
coercive or pushing theni:too quickly. Not all clients will be comfortable or
want to answer personal questions about sexuality, regardless of how skilled -
and comfortable therapists are: It isimportant to frame questions in a way that
allows clients an “out?” Thisstrategy is the best one we know for accomplish-
ing simultaneously the goals: figiving -permission to raise sexual concerns
while allowing clients not to pursue that issue if they choose.

SPECIFIC QUESTIONS

Table 10.1 contains some sample questions that can be used in any mental-
health or priinary care:sétting as part of a-thorough assessment: They can

break the ice and «elicit lielpful information. We prefer to ask siich guestions
after we-obtain basicirformation about the patient’ life coritext, such aswork

and retiremient issues; living situation, general health, and pattérns of daily
activity: Int this context, it is natural to pursue more personal questions about

relationships and sexuality. Here we provide examples first for the ’patieht

who is in a committed7elationship and then for the patient who does not have

a current intimate relationship.

Questioning a Patient in g Committed Relationship

For the patient in a comnitted relationship, it is natural to ask-about affection
in the relationship-in particular, how affectionis displayed. It isimportant'to
point out hiere that the questions in Table 10.1 need to be adapted depending
on the sexual orientation of the patient. Many clinicians slip into assuming.
that all clients are heterosexwal, but the possibility of horhosexual or bisextial’
orientations is just as high arong older clients as in youriger clients. Initial
questions should try to determine the gender of the currerit partner withiout
signaling anexpectatiorithat it must be the opposite of the patient. Clinigians
can ask the namé of the partner; if it is not clearly genderidentified, they can
ask about the partner’s gertderin a way that expresses openness toany answer.
Once the: partner relationship has been established, clinicians can invite
clients to start by describing general verbal ways of shawing affection, suclas:
telling the partner abouit:love or caring. General nonverbal expressions of
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Table 10.1

Quesliqns for Raising General Sexual Quality-of-Life Issues
For Clients in a Committed Relationship
How do the twe of you display affection?
What are some ways you show affection nonverbally or physically?
How do the two of you express physically intimacy?
What chariges in physical intimacy have you experienced.as you've grown older?
What positive changes have you noticed? Have there been any problems?
Has menopause (for yourself or for a female partner) brought about any changes
or concerns?
What-changes in quality of erections {for yourseli or for a male partner) have you
noticed. and how dees that affect physical intimacy for the two of you?

What health problems have affected your ability to be physically intimate? How do
you.copé with ihose health problems?

°

o

®

°

e

For Single Clients

Whait are your wishes regarding having an intimate relationship in your hife at this

time?

What are sorne obstacles te finding (or maintaining) an intimate relationship at this

point in your life?

What-do.you experience in regard to desire for sexual activity or sexual satisfac-

fion?

What are some of the ways you are able 10 express your sexual interests or 10 get
sexual satisfaction?

(If patiernt describes sex with & pariner) What séfe sex practices @o you follow, 10

ensura that you will not put ycurseii ai risk of develaping 2 sexually transmitted

disease?

What changes havée you-experienced in your sexual ¢esl sire o function as you've
growr older? What positive changes have you nom,ed” Have there been any

problame?

Has ménopause.(fcr yourselt or for any female pariners) brought about any
changes or concerns?

(For male clients) What changes i qualiy of ergctions have you noticed, and how
does that affect you?

What health problems have affected your ability to have a gratifying sexual experi-
ence? How do you cope wilh those health problems?

°

*

B

Y

affection also can be described, such as holding hands orkissing: If the patient
iniitially describes only verbal signs of affection, we ask specifically about non-
vetbal, physical ways of showing affection. Once the patient has described
sorive forms of phiysical affection, it is natural to ask about more intimate
physical contact.

If the patient responds with information about sex ual concerns, some ad-
titional questions can be added to gain a fuller perspective of those concerns.
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the couple copes:

1f problems hg
probably irmecess e pursuing qm.snom about sexud

and clinicians cafi retutito otherssues, If a problem has beer iles

své-corapletely; as described in the: section o}
structured intervie “thordugh assessment of sexital dysfiineton
cians can pursue the fopicimmediately or return to otherissues’ afteragret.mg_
to set upa time for a firgre thorough assessment. The Hme available-and the
range of other fssues that need to be covered will dictate when the issie-can

be discussed.

Questioning a Single Patient

The same geneml pnnmples of-assessment hold for clignts who ate not in a
curtent relationshiy iderq comfortable way to open up discussion of sex-
uality as-an aspett ity of life, while leaving room for the:petieit to de-
cline to explore sex! coneerns: The specific strategies for opening up-the
topie, however, need wobe: }ltered For one thing, it is 1ess: -clear what the:sex-
ual orientation of ﬁ\e pntkmt is, since there is nota spec;fxc jpattretto anchor
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the discussion. Questions need to be sensitive to the possibility that the pa-
Herit could be-heterosexual, homosexual; or bisexual. Inaddition, while any
patienit (whether in a éommitted relationship'or not) ey use masturbation or
with ‘a noncormmitted- partner as.an opportiinity for sexual satisfaction,

vities are moré likely with sinigle clienits. It s inportant for clinicians
to signal early in the interview that they.are opex to discussion of masturba-
Hor, sex with multiple partners (inichiding prostituites), of other sexual activ-
ities, and that they will not be judgmental about consérisizal adult sexual
bishavior. _ T

. Withiout being judgmental, it is important to establish whether clients who
have sex with various-partners use safesex practices. Many older adults are
minimally knowledgeable aboitt sexually transinitted diseases, particularly
HIV. Many think of this as a younger person’s ‘disease, as only a'gay disease,
or #s a disease they can avoid by choosing partners according to certain ob-
 servablephysical characteristics (e.g., nicélc oking, clean): Others are terrified

but have no realisti¢information about risk i preventiveipractices: Educa-
tion abiout safe sex practices and about the risks people take when engaging
in sexiial activity:in nonfionogamous relationships is an important part of
discussion-of sexuality with older adults:

“he'gueéstions in Table10.1 begin witligeneral queriesabout wishes for re-
. lationiships and physical intimacy. These questioris do notimply specific part-
net genider or the specific nature of sexual activity or level of commitment the
pa want for himself or herself, but they open up the area of sex-
uality explicitly. If the patient does express some fe for exual activity,
‘the additional questions explore the same issues pres ¢d forinterviewing
clients in committed relationships. As withsuch clients; if a-problem is de-
. scribed, a more thorough assessment shoutd follow; as described in the next
section. o

THOROUGH ASSESSMENT OF SEXUAL DYSFUNCTION

' The approach to assessment of sexual dysfunction that follows is used in the
setting described at the start of this chapte., the'Andrology-Clinic. Similar in-
terviews could be done in any mental Health or interdisciplinary medically-

- based ‘setting where treatment of sexual concerns can-‘be provided. The
Anidrology Clinic provides interprofessional assessmient and treatment of

-séxiaal problems to clients of all ages, but with a particular emphasis on older
'ziciuits; Tni: this clinic, clients receive four kinds of asséssment foutinely: @) a

’ History and. physical, with'particular'emphasis ori genital funiction

didentifying hiealth problems or medications known tohavea negativeiin-

pict on sexuality; (2) a psychological sersiistructired interview; (3) an en-
doerine lab: panel review, particularly empliasi-Zin'g horinenal function; and

(4):(for male patienits) a simple nocturnal penile tumescence test, using a de-
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vice called the Snap Gauge. Here we present in detail only the psychological
semistructured interview; to provide guidance in:the processes 6f clatifying
the nature, extent, and history of sexual presenting problems. This interview
format also déscribés techniques for probing for potential psychological fac-
tors that might have played an etiologic rolein the sexual dysfunction or arole
in maintaining ‘problems originally caused by other factors, or that might be
emotional ot iriterpersonal consequences of a sexual'problem: The goal of the
interview is to beable to complete a multiaxial assessinent of sexual dysfunc-
tion, ag desctibed by Leslie Schover and colleagues (1982). e

Alihough we will ot describe the specific procedures for doing the med-
ical parts of the asSesamient, we dre strong advocates of the interdisciplinary
approach to assessment and treatment of sexual dysfunction in older aduits.
We have found répéate‘dly that small percentages of our patients have only
medical ot orily-psychological ettological or exacerbating factors; 80% of the
patients have both sighificant medical and psychological factors; about 10%
have only medical problers; and the other 10% have only psychological fac-
tors. L

Articles occastonally appear.in the medical literature (in particular) stating
that 80% of ere« foblems in men are medically causéd and contrasting
this with earliex’ e that 80% of erection problems were psychologically
caused. A carefulloskat stich claims revels that there wagnevera strorg em-
pirical basis for either clairiand that what literature e.dsts is based on one-
sided evaluations. Thus).for example, the research ostenstbily demonstrating
that 80% of erection:problems are medically caused usually focuses:on pa-
tients coming t0g snedical dlinics, with fairly highthean ages (Mulligan
etal., 1988). Notsg y.in these populations atleast 80% of the men with
erection problenis d&'havesignificant medical problems with known associa-
tion toérectile dysfuriction, Unfortunately, once 2 medical problem sufficient
to cause loss of erection is established, there is no meaninghul agsessment of
psychelogical factors: In clinics such as ours, which routinely evaluate both
dimensions, almost: all of those men also would be found to have significant
intrapersonal.of interpersonal issues that might be sufficient to create or
maintain an erection problem. I o

The semisttisctured interview format that we use is based on two sources
(Kinsey et-al; 1949; LoPiccolo & Heiman, 1978) and has beeri refined-over 15
years of experience in the clinic. The full interview: gutlirie 8ppears in Table
10.2. Here we describe some of the rationale for the interview and general in-
formation about how itisutilized. It is important to notethat we prefer to have
both paftriers ift acommitted relationship present, if possible, but thatthe in-
terview s designed to be used with either a couple or an individual patient.
Not only dosome patients not have a committed partner, ‘but some patients
are reluctant to-bring,in their pariners. In such cases we initially ‘accept-that
concern, but revisit {t when the patient feels more comfortable with-us, to see:
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' Table: 102 . :
A Semlstructured Interview for Thorough Assessment: of Sexuat Dysfunctnon

l

General Béaokground
A Explanauon ot cnmc proceduras

B: Hequest for explrcnt specific information, while provudmg permission for pa-
tient fo be uncomfortable

'C. Life situation

1.-Age

2. Ralationship—status, length, prior relatlonsmps sexua! onentatcon
3. Family—kKids, living situation

-4, Work—status; history

. Drug and aicohol status

4. Current use of alcohol, cigareties, other drugs
2. Prioruse
E. Medical situation——vary quick review
1. Major-medical problems
2. Menopausal status, if female panent or menopausas status of female part-
nee, if relevard )

| Nature'of Sexual Difficulty .
A Description-of problem(s) and cuirent functionmg s

hE Besxra probléms
&, Sexual thoughts, fantasiés, feehngs urges
B What peroentage of time is this'a prob!em‘?
-4 Excirement phasé problems
" “a. Erection problems :
n What:percentage of time is thrs & problern? :
» Pefcent erection obtained typically and mammally
u Freguency of attempts

% Wheni do pioblems occur—-duyring which sexual activities? during
foreplay? during intromission? pirior to e]aculatlom with which part-

ner(s)?
W Pain with erection, mtromnssnon or e;acu\ahon
= Noctumal of AM. ergctians? Nagturrial emlssnons’?
w Erectile experience during masturbat«on
5. Lubrication/vasocongestion problems :
» What percentage of time (s this & preblem?
‘u Percent lubrication, jabia engorgement cblamed typically and maxi-
mally
s Freguency of attempts

» Whéh do problems occur»—durlng whlch k
foregilay? during intromission? prlor 1o e]acu
ner(s)? :

il activities? during
ation? with which part-

continued on next page



a. Rapid
' quenoy of sexual activity; any changes in irequency?
f grection until ejaculation
r-of ftercourse/sexual actvity .-
aﬁer e]aculanon (patient's and panners)

b.. Laek of orqgsm '
. Aro ed duting toreplay? Intercourse?- other sexual actwuy?
of tlme orgasmm with partner-and lypical timlng whie 'orgas-

t iri regardmg orgasm. ask if expérfence 18 plsa
yop.describe your sensaﬂons durmg arcusal? When youare

d-éxamine what carrently titiuences 'the oacurrence of

W as-tﬁé patterri of activity at that ume--frequencm ;
sekual activities, etc.? R

s abrupt
tof thes problem changed fiest (e g lf erecnon was percent
tioi or percent of time able to gat grection first affested?)
‘ wés onfirst occasion(s)
] hanges asgociated with first. occasm(s ‘
e. It tha (] mump(e problams, what was the sequence of. onsat 8. o..if
erecﬂon ‘ororgasm-problems, did they precade or follow deswe prob-
" '!ems ip onset'? .

Llic, org At probiems could be reso!ved; whatle paﬁem’s ax-‘ ’
P " atior of i ikely dasire tevel? )
3. Hew doss the couple handie the problem?
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Table 10 2 Contlnusd

4, What have 1hey tned loresolve: the ;problem?

.- b, Anyupsétling exparlerdes caused by the probilem:(intrapsychic or be-
: “twean the couple; 8.9, is' the \demiﬁed patiant: drstressed/depressed asa
‘conseqisenca of the sexual problem)? )

Hl Causat beliefs and gosls (This sectian: rs vital; db Tistomit)
A Panents and patiner’s beliéfs about causas of lhe problem
1. -Primary. hypotheses :
‘2: Qther possible contributing: factors
"3 Openness to & multifactorial axplanatuon
‘B. Goals

1. Donot assume the goalisthe oppossté ofthe problem——ask what the pa-
lignt's goals are. How much change.in quality of iite does the patient ex-
pect if sexusl probleins aretesolved?.

2. How do the patient's goals match the gcals of:hisfher. partrier (if there is
~one)?
iV Current Amtudes and Bellefs -
A The- purpoe;e of-thigsection is to fmd out
" 1. ‘Gurrent sexual valies and behawors
2. The degree of integration or. segreganon m‘ sex from other aspects of the
patient’s lite
3. What areas might be pamcusar\y dnfﬁcun for hxm/her/them to change

B. CGurrent attitudles toward sex ‘
1. Genéral atmudes. concern e’ norma .
ménstruation, vagi-

"...‘2;.Positwe/nagativelnsutra&{eahngs Kout: ge! :
: nal/pemla Sacralions, mastirbation; ot foreplay, inter-
course, manual stimiilation to orgasm sextia ntei Y.

-3, Beligts-about partner's: attitudésre 1 and 2 above
4; Beliefs, about sex.and: aging: :

5. Should fmeri. and women have- differant roles m sexual activities? orsex-
" yalactivifigs? Patients' views an sex—specmc r@!es ccmpared to his/her

.. current situgtion .

6..Confliats betwaen atlitudes: aboul sex and (hose ot peer groups religion,
' parmer(s)

‘Place. ef sex in- pattents relatienshap, how imponant'P

ent Bahavnor (Sorneof thig'i i§ redundam Pursue accordmg to nature ol prob-
and clamy ot -information already derived frorr othst questions. Sorme repeti-
Ty ugeful. to ‘ehisck refiabitity and 1o ailow patients to share some information

they-may fc ‘Rave recalled earher)

. A Retationship with pnmary partnier, if rglevant

1 Feelmgs gboutthe relationship: posmves and negstives

2 Physlcal and nonphysacal expressnon ot aﬁectlon inthe relauonshnp

-3, Paitner's heahh status

com‘mund on next page
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Tahle 10. 2 Contlnued

4 Is-d orceor saparatlonapossubnlhy'?
5. lm"p séxual problems on relationship. - .

) mcancm Generally; about difficult or confhctual toplcs. spegifi-
“call abaut seX

7. ’Pattems of sexuai initiation

8 'Otk ’ bfem ‘areas

9. Use of comraceptlon it relevant

_10. [ pértrst-Aot piresent, will he/she come in?| DISCUSS in-detail, emphasuz-
mg e~'mportance of-couples' interview-as HExt) step.

th-parthars ‘other than a pnmary panner
) & in the primary| relatﬁonshnp. if relevant
2. Occu sfices of intimacy and sexual activity..
-3 "Expenenc of-the presenting problem in relauonsmps other than apti-

hent ; :
sante a8 heterosexual heterosexual activity if he/shi ,presents as

homosexual)

1fhe01~shexs then ling toinvite the partnerforthenextphaseofas essment
and treatment: Otir data have been clear over the years inco; mifg thatout-
comes are’ ‘betiér, even for treatment with predommantly medical contpo-
nents, wheiv a partner is involved (Zeiss, Delmonico, Zéiss, & Dornbrand

1991; Zeiss etal.; 1992).

ShTTING THE S’I‘AGE FOR THE INTBRVIEW

tail that will "req ésted ish gh and that many patzents will be un ,omfort—
able; especiall st. Therefore, we start withia' gerieral: ovérview of clinic
pror:edures, i dmg patientsthat the medical: andipsycholchcal provnders

work as a team to obtain thorough:infor mation iy ‘order to. provide the best
possible treatmentplan for each patient. We menition, jna validating way; that
our requests for exphat specxfm information may" lead: pahents i be uneom-
fortable. We assure pahents that we understand and that we will not.push pa-
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than they feel comfortable procaedmg We ask p 'hents to indi-
" cate how: thejexpect to feel duiing the intetview and whethe they have dis-
cussed sexual concerns candidly in any other situations, We1 vite them to let
us know if they do feel uncomfortable at any point in the relationsh:p and to
check:out our:reasons for requesting certain information if they feel'it is not
relevant or t60 p itsonal.. :
After éstab) lung patients’ agreement to: proceed we explore some gen-
eral aSpects of their life situation; partly in order to-“break thi
 to havee a'sense of the overall quality of life of patients, We: also gstablish the
se of various subsmnces, suchasalcohol, tobacco, orillegal substances. Most
_ older adiilts are unaware that tobacco usehas a decided négativé impact on
genital bleod flow and, consequently, on erection formen and Jubrication for
womei. Many older adults also believe that alcohol should enhance sexual
function rather than having a deleterious effect.
Wealso doeaquick review of major medical problems, largely tolet patients
know that weare aware of those problems and to-assure therri that we will not
be :gnonng these factors in our fom\ulahon of the: causes Bf sexual dysfunc-

tients: fas

the physxctan thought itwas “allin their heads," sowe' assure patiems that we
think their medical problems are important. We uge'this as'a first ‘opportunity
to merition the congept ¢ of multiple causes of sexual problems to each patient.
This ided irtitially is difficult for some patients, who expect each problem to
have a smgle cause and a smgle treatment We return to this 'heme through—

crlbe information on sexual expenence in the last month or
es patients cannot follow this instruction; usually when this
;patients feel'a strong need to start’ with the penod whenthe prob-
Ie an: nd téll the story of declining furiction chroneloglcally In such
‘cagey itéeems that patients have been mentally rehearsing for the appoint-
mierit and need to be able to proceed in their own way in order to manage
anxiety. If patients are more comfortable proceeding chronologically, we al-
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ways allow them tddd-s‘o». However, sometimes this exténds the length of the

assessment, since itis not always clear what historical information ne¢dsto.

ot yet know the nature of the current presenting
\einterview as “semistructured” laxgely because of

s some coritrol-over the pacing: and sequence of
: given the very sensitive haturé of the material-and
the discorhfort hts- often feel. We always ‘emphiasizé to: psychology
trainees in the clini¢ that it is much inore important ta develop a bond with
patients and to’have thenvbe willing to come back for anext appointment
than it is to get every bit of information in the interview format on the first
visit. - '

be'obtained wheri
probleris. We speakd
this need to allov patie
providing inform:

Desire Phase o

f current sextial function, we dsk about every phase of
the arousal cycle, beginning with'sexual desire (Mastérs & Johnson, 1966). De-
scribing desire is difficultfor peaple, and patients can err in sither direction,
Sometimes they insist that they experience desire, while also- indicating that
they have not-engaged inatiy sexual activity, including masturbation; or-had
any sexuil dreams; thoughts, or fantasies, for along time. Cargfill explora
in such iristanices usually reveals a “desire for desire” rather.than the a
presence of sexitd. is, the patient rerembers what it was like to
have' sexual -thoughts ings and. wishes fervently. to have'that state
back; he or she-miay’ this as “having sttong sexual desire” However,
these same patients will agree that they have not feltany surges of sex-
ual longing, arid:we d consider this a lack of sexual desire. On'the other
hand, samie patients will describe a lack of desire yet report frequent attempts
at sexual-activity.and frequent sexual thoughts:an'dfe‘é]i'ngs.'_SotnetiHie thiege

To obtainan Over

- attenp srts-and patients in fact do not sporitaneousl eri-
ence de cases, iowever, patients mean. that they:do

wsal in response to feelings of desire
ot get.erections, or;if female, they. doi
other sigris of. genital s, pati »
problem with the désire phase but rather with the niext pliase-of the arousal
 cycle, the-sxcitement phase. R

It isimpbrtéﬁt tonotethat (as will be true for the other phases df:’t'heiqric'méal»

cycleyestablishing theé presence or absence of a desire problem does no
,cond&s_iqn_s'éb(:mtzo_thf_erﬁph'asesv of the arousal cycle. Patients:wh
desire may still:report sexual activity with full physiologica excite:
orgasm,-or they may: feport no sexual activity and difficulty ‘expetienc
erectiorvor lubrication. A fitting slogan in assessment of sexualdysfunction is
“Never junip to-conclusions.”

socongéstion. In such cases, ‘patients do-not ave a-

g

A spme———
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Excitement Phase

Most- typma 7 older patients coming for treatment of sexual dysfunction
have an excitériient phase problemt. For men, mostcommionly s difficulty
oblaiting’ r maintaining erections. For woiner, most coms nly this is
difffeulty with full vasocongestion and lubrication; resulting inpain with any

sexiral activity Hiat involves penetration of the vagina. These picblems also
“ean iitetatt;-when men have difficulty obtaining: foll ‘erection but can get
70% erection; intercourse is possible if a female partner’slabia are fully
elevated and her vagina is well lubricated. However, if her labia do not en-
gorge, they will provide some barrier to intromigsion, and if she i riot well lu-
bricated; intromission will be difficult for himand: pamful for hier: Under such
cxrcumsmnces, either individual might have: successful mtercourse with a
partiier showing no age-related problems (or problems due o Gther factors),
but the couple may not be able to have intercotirse together without some ad-
ditional adaptations to their previous sexual patterns.
In pursuing excitement phase problems, we typically ask: a broad array of
- questions,since expenence may vary widely across a range of factors, includ-
ing partner, iiine sincelastsexual activity, and time of day. In this section of the
interview, patients who have been comfortable: prevxously cdn. gét more anx-
- jous t thie level of detail requested. Patients may worider, for- example, why it
is nécessary, to know about their ex'perlence in masturbanon, smce they are

-'where patients’ concerns ¢an be expreSS

e given about the rationale for each question When it
them, mostpatients understand that anxiety witha partner mxght have a neg-
ative impact on sexual excitement, whereas they may feelmore confident and
less “an the. spot" when masmrbatmg, resulting ina dxff""em: pattem of ex-

qught during sexual activity).

ase

¢ of an excitement phase problemn does not: determme the pres-
nce of an orgasm phase problem. Men who get 1o erection can
rgasm and ejaculation (in fact, such is the ndrm); men who are
biain and maintain erections ray never reach.orgasm. Parallel state-
be made about women. Thus it is iraportant to ask specifically
‘perience of orgasm, regardléss of other information obtained in
few. The most commonly diagnosed problems in orgasm phase
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for younger acinlts ai rapxd ejaculation for men (Masters & Johnson, 1970)
and absencg of orgash woinen (Barbach, 1975). Inolder adu]ts, these prob--
lems are less conurion, aging reduices rapid e]acula tion: (Masters & Joliri--
son, 1966); and' years of sexual experience increase the likélihood of havirg
learned to obtain orgasm for worfien. (Kmsey, Pomemy, Martm, & Gebhard
1953) . v

3" : :
As with exciteniefit phase problems, ifthereis a’ problen'r wi th crgas n

fimportant to ask aboutexpi ‘rxence durmg various kmds of s&xual acti ty, in-

cluding resporise-to
partne'rs,’ém‘d di
course. It s alsc
gastn for.mef ay
orgasmic-capacity’ typicaIly does not seem.to be age-relate %
tant to check about the: personal experience of each patient:

Summitrizing Current: i_iric"t»ion and Dysfunction
After completing the: of thearousal cycle, it is helpful'to provide a sum-
mary béfore proceedmg fo history of the: problem(s), to check on accurate un-
derstanding of the: patient’s experience, For example, we
like you ‘still experience sexual desire; because you
thoughts and dre
your’ wife. You: attermnp
cause you feel dis ouraged by your dlfﬁculty mamtain‘ 1
can getup to80% eret
erection during m t urbation. However, you usua!ly Iose i when you atnempt- :
to.penetrate. We' '
some pain-duri O
beeri lubncatmg aswell "m:e menopause Her dxscomfort is upsethng
and younatice th ig your erection goes along: with feelmg less areused?
at that point. We a red whether you might be. wortied about. :
anotherhearkattack during intercourse. You and your wifée have always:
a position for intercourse with you on top of her, and you feel strain,
you're working hard=when you try.to have intercourse. We know t
tion is, in fact, the most stressful for you, and it may also be the hardest posx- o




Assessnient. of Sexual Punction and Dysfusction in Oldei Adults 285

lide problems
ipleand would

érbated: the‘probl.em or mﬁy have led to'it bemg thaintained,
he Ongmal ‘cause was corrected :

Hent who de-
b_ili,ty"to obtain

fi aﬁﬁhﬁ'ertex&xve
S [ he problem, since the
) ]eamed anxiery arid fear of failure may have become: strong enotigh tosustain
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anxiety; depressmn, shame, and

hdzaw from any intimacy when theability
ctioris Jost. Among older couplés, our experience
11 intentioned but harmful.

this- w1thdrawa} s wel .
" Consider a ‘wdmiat who has pain during intercourse and wh

consequently sto tiafing sexual interaction out of concern ‘ :
beitig: Unfortunately, -ail too often we hear that he also-stops. touching her,
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i about similar pat—
and cuddhng their

. nat ge erecuons in SItuatlon.s that prevxously 'ould ‘haveevoked them. Un-

ély; in such séénarios, the couple withdraws loving, intimate inter-
action from each othier; just when they need it most.to feel reassured of the
partier’s confinued commitment and love.

MULTIAXIAL DIAGNGSIS OF DY‘;FUNCTION
After.*obtalm' : mfannatxon up to thxs pomt the mter "ewer can complete

. gric 2
'md}vxdual patient or the- couple ThlS approach to diagnosis, described
thoroughly ir Schover and associates (1982); capturés: all of the important
1nfarmahon about current dysfuncnon The.mterviewer must indicate

qo1= 'ons, 6r both
separate orgasm
srtain eirciumistances.

btammg erections; only thh maima f
g and maintaining erections.: Th
gnoses for women who reach ¢linax-6ily’i
rimining the category or categories of diagnasis tobeused; thein-
ust make three additional ratings. For ea : gnosxs, the ifiter-
dicates fifst whether the problem:is- hfelcmg or developed after a
effectwe sextral function. Second, the interviewerrates whether the
ars ini all situations or’ whether it occurs: niore mmanonany, as
rtain partiiers or only in cértain sexual actxvmes TFinally, the in-
cates whether the problem s the coricern that brought the pa-
As§essment-—in other words, the: presenting problem~—or whether
ditional problem discovered during the course of the interview.

e riext foc'us of the interview:. Specﬂically, it ig cruicial to know
ritorcouple believe to be the causes of the: ‘presenting problems
and:to clahfy the goals of treabment.
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Causal Beliefs
Ip_discussing thie histary of the problem, the important causal factors some-
times appear ¢lear to the interviewer and to the patient ortliecouple. At pther
timesﬂ,‘c‘auSé_I:_‘fgbtd’z‘s"mﬁy'not bé clear, or the interviewer may have different
hypotheses from hie patient or couple. Patients carry their own pétéfénél be-
liefs about sexuality and sexual problerns; interviewers must be suré to'assess
them. n particilas, patierts may-expect, as with many médical problemss, that
there is one specifi cause of the sexual dysfunction. Ttisharder forpati ts-to
graspthe ideathat there may be multiple interacting causes or toiriderstand
that the original cause of a problem is not what'is curreritly maintaining it.
However, if the interviewer takes time to ask questions éiid respects patients’
genuine atternpts to understand the reasons they are having sexual probleins,
the collaborative rapport that develops between interviewer and patierits will
be strengthened: Inthis collaborative context patieiits will be morewillis '
listeq:to the interviewer’s hypotheses, evert if they differfrom th

In addition; oftett we gain néw, important information in this sectio
interview, For-example, consider a patient who first mentions thiat he-always
expected tostop gettingerections when he tutned 70 (and now he is 72); when
asked about i otheses regarding the cause: of his erection problem.
‘Whiile such information might be expected to come up ' when the interviewer
asks questions aboiit life circumstances at the time the' dysfunctio
oped;-someﬁr‘n‘és’thé information does not seem relevanttothe paﬁé tat
poirit, or he may niot have been comfortable enough to téll you then.

Goals
Patients’ or couplés’ goals frequently come up earlier-iﬁ thé intervi
ample, whert qlis'd.iss'ing bageline patterns of sexual activity befor
of the sexual dysfunction, However, if they have not beenclarified
of thie interview; it is crucial to address them. It is easy'to assume
the opposite of the problem (e.g., to reach orgasivinstead of Agtr
gasm; to obtain and maintain erections instead of not being ableto: _
tion), but this is not always the goal, and it is almost:a iways riot theofily goal.
For example; sométimes patients tell us at this point thatthey actually have:
goal to. change their current function; instead, the goalis:to be able’to
' partner thiat there is no treatment available and thus to'stop:the partner-from
pre’ssingafﬁ change. Obviously this fact is important to kriow before,embark—
ing ow intervention. el
‘comumorily patients do want the problem reversed, but not oily for
5 example, we see women with:sexual-problemt who:have
othervery se ous problems in their committed relationships but who' j
that the other problems would not matter if they could only have o
ing ifitercourse: T
evett speak to & potentially appealing par

tner unless they have thé'iééj:iacity

Tothér cases, men without partnérs aligve that they cannot
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for erection and sexual activity to orgasm. As a result, they have become iso-
“lated, lonely, and depressed, but they expect thiat it'suddenly will be easy to
. date and find a permanerit partrer if the erection problem is treated success-
fully. In other couples, the husband’s goal may be to have intercourse six times
“a.week after treatment of his erection:problem, ereas the wife feels that
. oniee'a week would be plenty. These goals; inour expérience, need to beasked
 abeuit specifically, by asking patients what they hope appen and how life
will be different if the presenting problem is treated successfirlly.

“Thiete dre several possible ou teomies of clarifying goals: I some cases, it is
astraightforward process, where therapists and j ents agree on the desired
outcome, and clear markers of the suiccess or failure of treatment can be de-
fined: I other cases, patients may desire goals that cannot be accomplished,
andl itis important to deal with that issue right away. Forexample, one patient
wwas not able to get erections, largely a$ a result of diabetes, and had retrograde
ejacudation due'to prostate surgery. On questioning, e initially felt that he

-wouldnot want the erection proBle:rn.v{teétédli_xxi'l'eSs_;We"co'ul'd' also change his
gjacitlatory pattern; which we cannot:do. In some such cases, working with
"the patient may result in changed goals that are likely to be accomplished.

Ity other cases, patients may ¢hioose:not to pursue treatment, because the
achievable ovitcornes are not worth the effort-of treatment. While it can be dis-
appeinting to have a patient décline iritervention, it isicértainly important to
have determiried this at the start of the process, rather than having the patient
becoine frustrated and upset by the failure to achieve goals that he or she as-

med wete the purpose of treatmefit.. R

y when a couple’s goals. conflict; we believe it is vital, both ethically
omplishing a useful outcore; to find a shared.goal before begin-
ninig treatient. For example, we have had older women take us aside to tell
45 thiit they don't want a husband’s éréction problem treated because sex has
been mulch bétter sirice he developed the probleny bw-he provides manual
“and otal stimulation and attends to her experience, whereas previously he
" would penetrate as soon as he. had full erection, and sex was over as soon as
“he ejaculated. In such cases, helping the couplé conmmunicate more openly
. -aboitt sex and working toward a shared c{eﬁhltiqn,ﬁf::thg';kind of sex they want
" to have is time well spent before beginning intervention on the presenting

- problem. -

ADDITIONAL INFORMATION
The final section of the semistxilcttxrea interview: format provides a mental

cheeKlist. Usually, by the tiie interviewers reach this point, most of the re-
" pAginiing information listed in Table 10.2/as beern ol tained. However, it is
Helphil to review the list before feeling ompletely finished. Patients’ beliefs
and.attitudes about sexuality may have 8t imp eir hypotheses about
" -the sexual dysfunction orgoals for treatment. Tn: ion; if patients come in
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tients’ beliefs diid At
participatio: mportant, The interviewer may tHefi b
strategy to persundé patients to. inwvolve the parmer.'-‘AsI;iné questions about
other problems in the relationship also may clarify refuctance to involve a
parther. _— ’ )

Some of thgfiﬂf_c:)rmation may be important in gatiging the likely accept-
ability of Vaﬁoqé' treatmient approaches. For examplé;'paﬁents-whgf)_believe
that sex should always be “spontaneous” have diffictilty acceptitig all of the
currently ava'ﬂa'b'l'e interventions for erectile dysfuné’.{ﬁ_'on, since;'th'ey all re-
quire planfiing and specific action prior to obtaining-an erection: In such
cases, treatmerit will need to include interventions t6-expand patignits’ atti-
tudes about acceptable sexual activity as well as providing specific means to
obtain anereéton. .

Finally, if it Jias ot already. been discussed, it is imiportant to-clarify pa-
tients’ range of 5. Even if there is a primary, coinmiitted: prtner, ask
about other pat ;incliiding those of eitherfgér\aét'Fd‘r‘-patiéms.without
cominitted relationships, find cut who eurrent part who pa
see as potential pafineryif the presenting problem is treated succe
any patient whoishaving sex with more thar orte part et; Whoiinig
with more thai oty partner, or who has sex with '}
have other partriers (e, everyone not in a stable, mor :
it is fiyportant to Téview safe sex practices: As discussed earlier;m ]
patienits have ted kriowledge about HIV and othier sexually iransmitted
diseases; andttiéy imay believe that what they kinow about sexually trarsmit-
ted Qiseases (BTDS) iore prevalent in their own youth is true of currerit STDs
(e.g, that antibiotics can treat any STD). . _

Discussing the potential for STDs can raise ethicaliissues as e

tunities for psychiveducational intervention. Consider, for exanip

male patiént who cannot currently get erections sufficierit for interét urse and
conséqueritly iscélibate. Imagine that he states that, if successfully trestad, his
¢triérsiin bars-and to have sex with any partfié :

¢ states that he does not like condoms-and ca
agreeing to weat-one. If the therapist, or the teférral setting:
treatinent is successful, itis fully expected tha t he'will act sivhis sta
tons. In-so-doing, he will put himself at risk, likely high wisk, f
an STD, posaibly HIV. That may be his choice, and-as tredtmes
ay belisve that hie has the right to make choices, éven ones thatSe
anwise: However, in addition, e will put others at tisk; and thiethers
bie the means of havirig allowed him to engage in behavior thi
a life-threateiifig fllfiess for another partner. Obviguisty w
ers how to resotve auch an ethical dilemma, but weé'belie
faced by those who are working with sexual dysfanctions ir-old
those of any age). Weé would not offer treatment ini thig scenario,
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gle thh gvery such-case, and we work hard s remmn conabmaﬂve with the
paﬁem arid to helphim 6r her understand thereasons why we refuse treat-
mient and the conditions under which we WOuld gladly promde it

SEXUALITY IN. OLDER ADULTS
WITH DEMENTING ILLNESS

iis point, we have assumed. 1mphc1tly that riefth
. parther Rave an advanced dementing pracess. The in and diagnostic
- pr s described can be used when tiére: ‘are:norm Iage elated changes
iy tognitive function, and sometimes when' there is‘eve gi*eater cOgnitwe
: after a traumatzc bram m]ury or earl in ‘a de

patient nor the

"NT ‘WITH COUPLES WHEN ONE PARTNBR HAS A
NG [LLNESS . o

: teni years, two of us (A. Zejss: and H 'Davms) have conducted re-
the impact. of Alzheimer's disease, i particular, ‘o sexuality. We
Have offered clinical interventions for. ccuples who warited to remain sex-
ctzve inthe presence ofa demenﬁng illfiess for.oi partner Finally, we
‘ed a:group: intefvention for carégivers of- deniented partners; the
éréd an oppottunity to examine. gexuality intheir lives and to obtain
- fromn otheér carggivers regarding sexual choices’ they were making.

nit :Knawledge
edge has accumulated slowly, but Gurrently some general conclusions
avwn, First, although many. people fear that ‘s patient with. Alz-
isease willbécome sexually -disinhibited and: splay: inappropriate
i demandmg behavior, there is little evideride that this occurs with
gquency (Zeiss, Davies, & Tinklenberg, 1996). In fact, ‘sexually inap-
ate behavior seems to be a rare. eventin: panents with'Alzheimer’s dis-
everrat advanced stages. Patients withsotne othéré ementing processes,
.Korsakaff's syndrome or post—stroke dementia, may display sexually
pﬁate ‘behavior with somewhat greater frequehc robably depend-
gpecific locus of brain dairiage, buit évén in these patients, such be-
, common. Second, Alzheimer's disease is associated with a higher
‘expected-rate of erection problems-in malé’ patients; even very early in
TOCEss: (Aeiss, Davies, Wood; & Tinklenberg, 1990). The reasons
£0r, thls are notyet clear, and the problem seems tobe treversible in some, but
_‘Third, wornen with Alzheimér's disease donot shiow any obvi-
ous sexual dysfunct\ons, but in sothe couples, the male partner becomes very
‘ .,wncerned ahout continuing sexual actxvxty(L1tz, Zelss, & Davxes, 11990). Such
husbands aften express the fear that they might be, in essence, “raping” their
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wives, sinee the wife can no longer verbally express consent for sexual activ-
ity. Thus a source of closeness and pleasure for the couple may be dropped un-
necessarily. Finally; some female caregivers express concern about continting
to have sex witha liusband who has Alzheimer’s disease; concerns are-associ-
ated most commonly with one of two factors: (1) respensibility for intensive
physical caré of the patient, including toileting, and/or (2) the ‘patient no
longer recognizing the caregiver and being able to call her by name consis-
tently (Davies et al., 1992).

Interview Strategies

In our current:research, we are interviewing a broader sample of couples in
which one partrier has Alzheimer’s disease, in order to learn more abeut pat-
terns of sexual activity and the sexual concerns, pleasures, and fruistrations
experienced by stch couples. Whenever possible, weinterview both partners,
each one individually: Certainly there are cases where only the parttier with-
out Alzheimer’s disease can be interviewed. ]

Components of the interview were chosen with several factors in mind.
First, we wani to get more information about how muich change couples per-
ceive to be a resullt of the dementing illness and what changes they emphasize
before we probe:specific problems. The first sections of the interview cover
this content; with. additional emphasis on the nétural flow of a:sexual en-
counter. Further, we have hypothesized that a patient with Alzheirier’s dis-
ease may have trouble remembering the sequence of sexual activities involved
in a satisfyirgencounter, the kinds of stimulation his or het partnerespecially
likes, and how long each phase of a sexual encounter might go-onrbefore mak-
ing a transition to the next (e.g,, when does initial cuddling become foreplay
and when does:foreplay become intercourse?). We have called this problems
with the “orchestration” of sex—with weaving together the multiple tompo-
nents of sexual activity into a harmonious whole. Many questions i
terview are desigried to obtain information relevant to this questig

We also are interested in how the pre-Alzheiiner’s disease se
ship influenices sexuality after disease onset. Initially we hypothes
couples who had more satisfying predisease sexual relationsh);
more motivated to make modifications in behavior and seek help-fo
lems after disease onset. However, in early data analyses, thé oppo
has emerged: Couples with the most rewarding sex lives before
reporting the inost dissatisfaction. These couples also report th
the most disruipted by Alzheimer’s disease (Redinbaugh, Zeiss, D
Klenberg; 1997; Zeiss, Redinbaugh, & Davies, 1996). Examiningall
appears that their sexual activity patterns befo‘re'ill_ness_;, were the
plex and varied:Subsequent to illness, memory ptoblemns have had
pact in: uyiiig;fo‘sustam this complex orchestration of sex, and. the douples
experience failure and frustration. Couples whose sex lives were pleasutable
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but not highly rewarding before illness seemed to follow a more scripted, pre-
dictable: sexual attern; which presumably became overlearned. Such cou-
' ) continue sexual activity, albeit at a.continued level of
jon. Needless to say, we find these data concerning. and em-
ugh mgmﬁcant with a small sample), they.are based on pre-

adin mterested in the kinds of sexual counseling that would
e helpfulto couples facing the dementia of one. partner. Many
hat they: would like to be able to remain intimate and give each
easireforaslongas possxble, but that help in seeking.this. gqal ishard
ther couiples; the nondemented partner may want help to.reduce
tiation attempts of the partner with Alzheimer’s: ‘disease. We
be (:lear that. we: do not have a posmon about what coupleb

le-we havé focused on couples, there also has been.useful work ex-
ammmg the sexual concerns.and desires of patients in: nursing home set-
slarly those with a dementing condition (Lichtenber &Strzepek

mg space aﬁ dzuly acﬁvxty pattems N onetheless, there is hnuted freeclOm in
most nursing homes when it comes to sexual activity.
Peter: Llchtenberg and Deborah Strzepek (1990) have advocm'ed greater

uahty asapart of their lxves, whether currently ina conumtted relahonsl'up or
not. They have offered guidelines for staff to use in deciding when it is-ap-
propriate for re31dents to-be allowed to continue sexual‘activity or.to begin
sexual activity with anew partner.’ These guidelines thus become a template
for assessment of the resident’s understanding of sexual achvﬂy and-compe-
tence to make informed decisions in this part of their lives: Key ‘steps in the
assessment ‘process include- -obtaining a Folstein Mini: :Mental State score,
clarifying the: patient’s ability to avoid exploitation, the patient’s awareness.of
the nature of the relationship, and the patient’s awareness of potential risks in-
volved in any particular sexual relationship. These criteria are. organized in a
decision trae for assess g-,competency to participate in an iritimate relation-
ship; this decision pracess appears in detail in the original amcle (Lmhtenberg
& Strzepek; 1990) and in Llchtenberg (1994).

CONCLUSION

We believe that sexuality can be‘rewarding and vital throughout the life span.
With age, the likelihood of séxual problems developing increases;: in part be-
cause.of phys:cal health changes. These physical changes-are:not the only
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cause of sexual probléms in later life, however; changes in telationships, self-
perception, and ovetyédction to minor age-related changes infuriction play a
dominant role as well: lit most older adults with sexual prokilemns; theré are in.
tertwined. medizal and psychological reasons for the problems, anid both
must be assessed fally to design effective intervention. This chapter has pro-
vided specific strategies for obtaining basic information about sexuality as a
partof any sexual encoufiter, thus showing respect for the oldér adultas asex-
ual being ‘and for the importance of recognizing sexuality as core quality of
life issue, We also have provided a strategy for a thorotigh assessnverit of sex-
ual problems, when they become a focus of treatment. The assessment is
related to and results in the ability to make a multiaxial diagnosie, which
captures the compléte set.of sexual concerns for each patient or couple being
assessed. Finally; we have reviewed some specialissues in the assessmerit of
sexuality in thelives of older adults with dementing illxiess and their partners.
Our goal has-béen to influence readers to assess sexuality in older clients
routinély and to providea validating lieaith care environument in which older
adults can expiess sexual concerns openly and with an expectation that they
will be taken seriously. As we stated at the outset, sexuality ls a core issue for
people of all-ages, and it should be part of anyth@rbughqx;aﬁty%f_.a}iie as-
sessmient. Although we have not discussed treatme;\i.ig'this‘chaptgr( effective
treatments for mosk sexual problems of older adults aré availabie, The pur-
poses of assesstnent should be to determine the full range utpréblemsj expe-
rienced, the full ringe of stiological and maintaining factora,andfh"SOﬂ;*:e
patient will bring to trea tment, so that treatment thatis ;esggns);Ve : bgg t :
medical end psychological concerns of each patient or couple can be pro

vided.

REFERENCES o

Barbach, L. G. (1975). For yourself: The fulfiliment of female sexuality. Gzrd‘en. City NY
Leciay. . ' . .

Bur?l:\t‘: .: . I:y'(-l 998}, Erectile dysfunction: A practical approachfor p
atrics, 53,3448,

Davies, H. D, Zeiss, A M., &

and sexuslity in the marriages of Alzke

H ::g;ioi SEZ(L‘Meimn. C. M. (1997). Empirically validat‘é&‘t{ed‘tm‘eﬂi?y
efunc!'k;n l?nfl'{ Roven (B4, Annual review of sex research, Vol. 8 pp-1 313
 Socety for Hfic Study of Sex. o
K‘cwiobsog:g.i:;&\: s:isznin.g £, (1949). Sexudil behavior in the i 146
e alghia: W, B, Saund
Plﬁh:e?hll’tnvf;%y?wgdeﬁ;ﬂm, C.E., & Gebhard, P. Hu (1983Y. Sexval Buiagior in
insey, A o Q) Yo B . .
b fh};mman female. Philadelphia: W, B. Saundets.

rimary ¢

Tinklenberg, ] R. (1992). Tilt death dous pm Inth
&imefs patients: Jourtal of Psyehogacuzl Nurs-




