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Sexual dysfunction in the elderly: Prevalence and impact on quality of life
Dysfonctions sexuelles chez les sujets âgés : Prévalence et impact sur la 
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summary

Background: Sexual functioning is a major component of the overall human wellbeing. However, data on the sexual disorders among the elderly 
remain few. 
Aim: Determine the prevalence of sexual dysfunction among 100 elderly Tunisian subjects and evaluate the impact on quality of life and depression.
Results: The rate of sexual dysfunction was 88% without significant gender differences. Erectile dysfunction was the most common disorder in men 
(84.2%). Disorders of sexual arousal and pain were the most frequent disorders in women. The presence of sexual dysfunction was correlated with 
worse quality of life scores (p <0.001). A statistically significant correlation was not found with the depression score. 
Conclusion: The improvement of the quality of life among the elderly should include systematic sexual dysfunction assessment and management. 
Sexual education programs should be carried out.
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résumé 
Introduction : Le fonctionnement sexuel est une dimension majeure du bien être indépendamment de l’âge. Toutefois, les dysfonctions sexuelles 
chez les sujets âgés demeurent peu étudiées. 
Objectif : Déterminer la prévalence des dysfonctions sexuelles chez 100 sujets âgés tunisiens et évaluer leur impact sur la qualité de vie et la 
dépression
Résultats : le taux de dysfonctions sexuelles était de 88% sans différence selon le genre. La dysfonction érectile était le trouble le plus fréquent 
parmi les hommes (84,2%). Les troubles de l’excitation sexuelle et la douleur étaient prédominants chez les femmes. Les dysfonctions sexuelles 
étaient corrélées à une qualité de vie plus dégradée (p<0,001). Il n’y avait pas d’association significative avec les scores de dépression.
Conclusion : L’amélioration de la qualité de vie des sujets âgés devrait passer par une évaluation systématique de leur fonctionnement sexuel. 
Une prise en charge médicamenteuse et éducative gagnerait à être mise en place.   
Mots clés : Sujets âgés- Dysfonctions sexuelles- Qualité de vie – Dépression
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INTRODUCTION

The study of human sexuality has become an important 
area of scientific research (1). Several recent studies claim 
that sexuality is an essential aspect of human existence, 
regardless of age (2, 3,4). Elderly people therefore have 
“the right to orgasm and desire” (5). This right could run 
up against male and female sexual dysfunction. However, 
data on this aspect of the sexuality of the elderly remain 
few. 

In this study, we aimed to determine the prevalence of 
sexual dysfunction among the elderly and evaluate its 
impact on quality of life and depression.

METHODS

A descriptive cross-sectional study was conducted in the 
period between December 2015 and June 2016 among 
elderly subjects consulting in the basic health center of 
Mannouba. Patients who are 65 years of age or older, men 
(M) or women (W) and who consented to participate were 
included in the study. The non inclusion criteria were: the 
absence of consent, the presence of mental pathologies, 
dementia and unstabilized somatic pathologies. 
Data were collected through a pre-established semi-
structured questionnaire. An evaluation grid was used to 
explore the sociodemographic, clinical and sex-related 
data of the participants. 
The rate of depression was assessed by the 15-item 
Geriatric Depression Scale (GDS), a score greater than 
or equal to 10 indicates the presence of depression (6,7). 
The quality of life was explored via the Short Form Health 
Survey scale (SF36). It is a 36 items scale that explores 
physical, emotional and social health. Scores tending 
towards 100 indicate a better quality of life (8).
The following scales were used for the search of sexual 
dysfunction: 
- International Index of Erectile Function (IIEF15), including 
15 questions (9). It is a validated scale in the elderly since 
2013 (10). This questionnaire assesses five domains of 
male sexuality during the past month: erectile function, 
orgasmic function, sexual desire, sexual intercourse 
satisfaction and overall satisfaction. A score is assigned to 
each domain (9,10).
  - FSFI (Female Sexual Function Index) in its complete 
form which includes 19 questions (11) and which was 
validated in older women in 2013 (12). This questionnaire 

assesses six areas of female sexuality during the past 
month: sexual desire, sexual arousal, vaginal lubrication, 
orgasm, sexual satisfaction and orgasm. The overall score 
ranges from 2 to 36. A score below 26.55 points to female 
sexual dysfunction (11,12). 
The scales used in this study are validated in arabic. 
The Arabic versions of the scales were used during the 
interviews.
In this study, sexual dysfunction is defined by the presence 
of at least one type of sexual dysfunction in both sexes.
The statistical data capture and analysis was carried out 
by the SPSS software in its twentieth version.

RESULTS

One hundred and four elderly subjects met the inclusion 
criteria (M= 57, W = 47). Four elderly women discontinued 
the evaluation and were excluded. Finally, 100 consultants 
were selected to participate in the study (n = 100, M= 57, 
W = 43). 

Responders had an average age of 71.8 ± 6.3 years and 
were illiterate or at primary level in 85% of the cases 
without significant difference by gender (p = 0.58). The 
majority of participants were married (n = 63, 63%) with 
no significant difference by gender (p = 0.21). Thirteen 
percent of the participants (n = 13, M = 11, W = 2) had 
two or more marriages. The majority of elderly subjects 
(91%, n=91) were followed for chronic pathologies, mainly 
arterial hypertension (51%, n=51) and diabetes (46%, n 
= 46), with no significant difference between men and 
women (p = 0.4). All women were menopausal at the time 
of the study. The majority of participants (89%) had regular 
religious practices with no significant difference between 
men and women (p = 0.21). 

Almost half of the elderly participants (54%, n=54) 
continued to engage in sexual activity, primarily in the form 
of heterosexual intercourse. Men were significantly more 
sexually active than women (p=0,04): 68,4% (n=39) vs 
34,9% (n=15).  

The average SF-36 score was 60.6 ± 20.1 with extremes of 
38.6 and 89.9. There was no significant gender difference 
in quality of life. 

The mean score obtained at GDS was 7.3 ± 2.3 with 
extremes of 3 and 10 indicating the presence of depression 
in 41% of cases (n = 41). There was no difference 
according to gender (p = 0.24).
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The rate of sexual dysfunction was 88% (n = 88). At least 
one sexual dysfunction was noted in 84.2% of men (n 
= 48) and 95.3% of women (n = 40) without significant 
gender differences (p = 0.4). 

Male sexual dysfunction

Erectile dysfunction was the most common disorder in men 
(84.2%, n = 48) followed by orgasm disorders (68.4%, n = 
39). The data on the exploration of the different phases of 
sexual function by the IIEF are detailed in Table 1.

Table1.  Male sexual dysfunctions in the elderly explored by 
IIEF15*

IIEF15 items IIEF15 mean 
score

[min-max]

Presence 
of sexual 

dysfunction
84,4% (n=48)

Absence 
of sexual 

dysfunction
15,6% (n=9)

Sexual desire 7±3,6 [3-10] 33% (n=19) 67% (n=38)

Erection 14,9±9,6 [5-25] 84,2% (n=48) 15,6% (n=9)

Orgasm 5,3±3,8 [1-9] 68,4% (n=39) 31,6% (n=18)

Sexual 
intercourses 
satisfaction 

8,1±4 [1-14] 35% (n=20) 65% (n=37)

Overall sexual 
satisfaction 6,2±3,1 [2-10] 33,4% (n=19) 66,6% (n=38)

IIEF15*:  International Index of Erectile Function 

Female sexual dysfunction

Disorders of sexual arousal and pain were the most 
frequent disorders in women. The data on the exploration 
of the different phases of sexual function by the FSFI are 
detailed in Table 2. 

Table 2. Female sexual dysfunctions in the elderly explored by 
FSFI*

FSFI Items
FSFI mean 

score
[min-max]

Presence of sexual 
dysfunctions
95,3% (n=40)

Absence of sexual 
dysfunctions

4,7% (n=3)

Sexual desire 3±1,2 [1-5] 69,7% (n=30) 30,3% (n=13)

Sexual arousal 4±2,2 [1-6] 90,6% (n=39) 9,4% (n=4)

Vaginal lubrification 3,3±2,6 [1-6] 97,6% (n=42) 2,4% (n=1)

Pain 3,9±2,5 [1-6] 97,6% (n=42) 2,4% (n=1)

Orgasm 3,2±2 [0-6] 69,7% (n=30) 30,3% (n=13)

Sexual satisfaction 4,8±1 [2,3-6] 67,4% (n=29) 32,6% (n=14)

*FSFI: Female Sexual Function Index

The presence of sexual dysfunction was correlated with 
the absence of a sexual activity (p = 0.001) and worse 
quality of life scores (p <0.001). A statistically significant 
correlation was not found with the depression score or 
with the demographic and clinical characteristics of both 
male and female participants (Table 3).  

Table 3. Associations of sociodemographic, clinical and sexual 
variables with sexual dysfunctions

Variables
Presence of 
sexual dys-
functions

(n=88)

Absence of 
sexual dys-
functions

(n=12)

Total
(n=100)

P

Sociodemographic variables

Mean age 72,6±3,5 69,5±4,9 71,8 0,11

Marital status
- Married
- Not married

52 (59%)
36 (40,9%)

11 (91,6%)
1 (8,3%)

63 (63%)
37 (37%)

0,09

Number of marital 
beds
- 0
- 1
- More than 2 

6 (6,8%)
70 (79,5%)
12 (13,6%)

0 
11 (91,6%)
1 (8,3%)

6 (6%)
81 (81%)
13 (13%)

0,74

Education 
- Yes
- No

53 (60,2%)
35 (39,7%)

9 (75%)
3 (25%)

62 (62%)
38 (38%)

0,61

Religious practice 
- Yes
- No 

79 (89,5%)
9 (10,2%)

10 (83,3%)
2 (16,6%)

89 (89%)
11 (11%)

0,79

Clinical variables

Somatic diseases
- Yes
- No 

79 (89,7%)
9 (10,2%)

12 (100%)
0

91 (91%)
9 (9%)

0,5

Arterial hypertension
- Yes 
- No 

44 (50%)
44 (50%)

7 (58,3%)
5 (41,7%)

51 (51%)
49 (49%)

0,1

Diabetes
- Yes 
- No

40 (45,5%)
48 (54,5%)

6 (50%)
6 (50%)

46 (46%)
54 (54%)

0,6

GDS* score 7,3±1,9 7,4±2,4 7,3 0,69

SF36* score 55,1±1,6 64,6±4,9 60,2 <0,001

Sexual variables

Sexual activity 
-	 Yes
-	 No 

42 (47,7%)
46 (52,2%)

12 (100%)
0

54 (54%)
46 (46%)

0,001

GDS*: Geriatric Depression Scale 

SF36*: Short Form Health Survey scale
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DISCUSSION

The issue of sexual functioning in the elderly is topical 
because of the increase in life expectancy, with enhanced 
preservation of physical and mental capacities. The 
purpose of this study was to evaluate the prevalence of 
male and female sexual dysfunction in an elderly Tunisian 
population and to determine their impact on depression 
and quality of life.

The presence of at least one sexual dysfunction was 
noted in 88% of participants with no significant difference 
between men and women. The most common sexual 
dysfunction in men was erectile dysfunction (84.2%). In 
women, disorders of sexual arousal (vaginal lubrication 
and pain) were the most represented (97.6%). The 
presence of sexual dysfunction was associated with the 
no sexual activity and worse quality of life scores. Scores 
of depression were not significantly associated to sexual 
disorders.

Similar to the results of this study, several authors found 
that disorders of sexual function in the elderly were 
dominated in men by erectile dysfunction and decreased 
desire and in the elderly woman by the decrease of sexual 
desire, the occurrence of pain, difficulties of vaginal 
lubrication as well as orgasm disorders (13,14,15).  

In our series, sexual desire was preserved in 67% of men 
and 30.3% of women. The follow-up of a male cohort of 
31,742 health professionals indicated that 60% of people 
in their sixties, 42% of participants in their seventies and 
26% of those who are in their eighties had a preserved 
sexual desire (16). Specific analysis of the evolution 
and factors influencing sexual desire noted a significant 
correlation with age in both genders with a clearer 
decrease in women (17). Some studies suggest that it is 
only at the age of 75 that the level of desire is low for the 
majority of men and almost all women (18).  After 85 years 
old, no male or female reported high desire, although more 
than half of men after age 90 reported having an interest 
in “sex” (18). These data highlight the large difference 
between popular stereotyped perception and the results of 
specific studies. Sexual desire, or at least sexual interest, 
seems to be preserved in old age, contrasting with the 
social stigma that denies any form of sexual expression 
among the elderly.  

Regarding erectile dysfunction, which is the most studied 
sexual dysfunction in men, age is the main independent risk 
factor found in all studies regardless of country (16,19,20). 

As in our study where the majority of participants had high 
blood pressure and / or diabetes, a study conducted in 
2002 by Giuliano on 7689 men with high blood pressure 
and / or diabetes showed a rate of erectile dysfunction in 
40% of men aged between 60 and 69 years and in 55% 
of men between 70 and 80 years old (21). Biologically, 
erectile dysfunction in men appears to be the most 
vulnerable process of sexual aging (22, 23,24).

A study of 1009 women using FSFI was realized in Istanbul 
in 2008 , and results showed a rate of sexual dysfunction 
of 83% between 60 and 64 and 88% over 65 years old 
(25). 

Several studies have shown that, despite a decline in the 
sexual response with age, the curve of sexual function in 
women decreases much more slowly than in men (26). 
In fact, by comparing the sexually active group of women 
aged 65-74 with women aged 75 and over, differences in 
sexual functioning were not statistically significant (12). 
In contrast, for men, significant differences in sexual 
functioning were found between older and younger men 
groups (10).

Sexual aging is globally marked in both sexes by: a 
decrease in the excitation and plateau phases, an increase 
in the resolution phase by lengthening the refractory period 
(much clearer in men) (27). But, despite the statistical 
sexual decline, sexual aging remains entirely compatible 
with the pursuit of sexual activity (5), at least in apparently 
healthy individuals until a fairly advanced age (80 years) 
(28).

This study noted that 48% of participants were not 
satisfied with their sex life. Although they had less sexual 
desire and were not sexually active, 67.4% of the women 
in our study considered their sex life unsatisfactory. We 
may suppose that despite this feeling of abraded and 
completely uninvested sexuality, older women would, 
all the same, have unmet sexual needs, perhaps not 
necessarily physical and genital, but most likely relational 
and emotional. 

The analysis of sexual functions and their impact during 
aging indicates that the links between the occurrence of 
sexual problems and sexual biological aging are complex 
and differ from one gender to another. Schematically, 
in men, sexual difficulties appear more correlated with 
aging (physiological and pathological), while in women, 
the socio-cultural and relational context and the degree 
of previous sexual activity appear as predictive factors, 
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at least as important for their sex life as the biological 
and pathological changes associated with aging. 
These differences probably reflect clear divergences in 
sociocultural representations of sexuality, since women 
make more appeal to affectivity and conjugality (“sex 
love”) and men are more on the register of the physical 
dimension ( “Sex action”). It is therefore important to stress 
that “society must take into account the notion of the 
couple; not forgetting that access to relational sexuality is 
obviously an important element for well-being” (29).

It is commonly accepted that there is a significant 
comorbidity between sexual dysfunction and depression 
with two-way causality (30). However, in this study we 
did not find a correlation between depression and sexual 
dysfunction, this could be explained by the high rates of 
depression found in our study and the relatively small 
sample size.

In the other hand, the absence of sexual disorders 
was significantly associated with a good quality of life, 
consistent with several studies that confirm that quality of 
life is judged better in older patients if they are satisfied 
with their sexuality (31,32). Thus, a “good sex life” should 
be added to the classic longevity keys which are “healthy 
lifestyle, good food, good sleep, good friends” (5).

Improving the sexuality of older people requires adequate 
management of metabolic and vascular diseases that 
can increase the rate of sexual dysfunction and indicate 
treatments that improve erectile function. However, some 
sexual dysfunction related to aging can be unavoidable 
and not well improved by treatment. In these cases, the 
richness of the erotic imagination as well as the relational 
and affective dimension of sexuality seem to be of crucial 
importance in the preservation of an “active” and fulfilling 
sex life. 

This study presents some limitations related to the 
reduced sample size, the high prevalence of chronic 
metabolic diseases among the elderly consultants of basic 
health center, which could increase the rate of sexual 
dysfunctions. Despite these limitations, our study is, to our 
knowledge, the first Tunisian study focusing on the elderly 
sexual dysfunctions. 

CONCLUSION

According to World Health Organisation, overall good 

health includes physical, mental and sexual health. Sexual 
dysfunctions are frequent in the elderly and they negatively 
influence their quality of life. The improvement of the 
quality of life among the elderly should include  systematic 
sexual dysfunction assessment and management. Sexual 
education programs should also be carried out to enrich 
the modalities of sexual expressions among the elderly. 
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