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Introduction to the AgeWise Handbook 

About the Never Gets Old Project 

Never Gets Old – Inter-Generational Gender and Sexuality Education is a two-year Erasmus+ 

Cooperation Partnership in Adult Education bringing together organisations from Germany, Romania, 

France, Portugal and Cyprus. The project responds to a significant but often overlooked issue in adult 

education, healthcare and social care: the persistence of ageism, stigma and exclusion surrounding 

sexuality, gender and intimacy in later life. 

Across Europe, older adults continue to experience stereotypes that portray ageing as incompatible 

with sexuality, intimacy, emotional connection or gender diversity. These assumptions may negatively 

influence healthcare practices, educational approaches, institutional environments and the self-

perception of older adults themselves. Many professionals working with older adults report limited 

training and uncertainty when addressing sexuality, intimacy, relationships or LGBTQ+ issues in later 

life. At the same time, older adults themselves may internalise age-related stigma, leading to silence, 

shame or reduced access to appropriate support and information. 

The Never Gets Old project was developed to address these gaps by promoting inclusive, respectful 

and person-centred approaches to sexuality and gender diversity in older adulthood. Through 

research activities, intergenerational dialogue, educational development, the partnership aims to 

strengthen professional competences while also contributing to greater dignity, visibility and 

wellbeing for older adults across diverse social and cultural contexts. 

The AgeWise Handbook represents one of the central educational outputs of the project. 

Purpose of the Handbook 

The AgeWise Handbook was developed as a practical and educational resource designed to support 

professionals and organisations working with older adults in addressing sexuality, intimacy, gender 

and relationships in later life in a respectful, informed and inclusive manner. 

The handbook combines theoretical knowledge, reflective approaches and practical educational tools. 

It aims to support professionals in: 

• understanding the multidimensional nature of sexuality in later life; 

• recognising the impact of ageism, stigma and social norms; 

• approaching sexuality and intimacy as components of health, wellbeing and human dignity; 

• developing person-centred communication skills; 

• creating safer and more inclusive educational, healthcare and community environments. 

Rather than presenting sexuality solely from a medical perspective, the handbook adopts a holistic 

understanding of sexual wellbeing that includes biological, emotional, relational, psychological, social 

and cultural dimensions. Particular attention is also given to diversity in ageing experiences, including 

LGBTQ+ perspectives, relationship diversity, autonomy, consent and ethical considerations in later 

life. 
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The handbook seeks not only to increase knowledge, but also to support reflection, dialogue and 

professional confidence when engaging with topics that are often considered sensitive or insufficiently 

addressed in adult education and care contexts. 

Handbook structure 

The AgeWise Handbook is organised into two complementary sections: 

• Theoretical section - provides the conceptual and informational foundation of the eight 

handbook modules, addressing key topics related to sexuality, gender, intimacy and ageing. 

• Practical Tools section - includes lesson plans, case studies, role-play activities, reflection 

exercises and facilitation guidance associated with each module. 

 

In addition, PowerPoint presentations accompanying each module are available on the project’s 

website and can be used to support workshops, staff training sessions and educational activities. 

Intended Users 

The AgeWise Handbook was developed primarily for: 

• adult educators and trainers; 

• healthcare professionals; 

• psychologists and counsellors; 

• social workers and care staff; 

• organisations working with older adults; 

• community educators and facilitators; 

• professionals involved in inclusion, diversity and wellbeing initiatives. 

http://www.projectname.org/
http://www.nevergetsold.eu/


  www.nevergetsold.eu 
 

 
 

10 

Funded by the European Union. Views and opinions expressed are however those of the author(s) only and do not necessarily 
reflect those of the European Union or the European Education and Culture Executive Agency (EACEA). Neither the European 
Union nor EACEA can be held responsible for them. Project Number: 2024-1-DE02-KA220-ADU-000244060 

The materials may be used in a variety of contexts, including: 

• adult education programmes; 

• professional development and staff training; 

• healthcare and care facility settings; 

• community workshops; 

• intergenerational learning activities; 

• awareness-raising and inclusion initiatives. 

The handbook was intentionally designed to remain adaptable to different professional backgrounds, 

national contexts and levels of previous experience with the topics addressed. 

 

How Project Activities Informed the Handbook 

The content of the AgeWise Handbook was developed through collaborative activities carried out 

during the Never Gets Old project across partner countries. The handbook reflects insights gathered 

through: 

• consultation and exchange activities with older adults, adult educators, healthcare 

professionals and care staff; 

• intergenerational dialogue activities; 

• piloting and feedback activities. 

In this sense, the AgeWise Handbook represents a collaborative European educational resource 

developed through dialogue, shared experiences and practical engagement with professionals and 

communities working with older adults. 
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Ageing Population and Positive Approaches to Ageing 
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Overview 

Europe is currently facing a profound demographic transformation characterised by a significant 

increase in life expectancy over recent decades (European Commission, 2024). This shift has led to a 

growing proportion of older adults within the population, presenting both challenges and 

opportunities to rethink how ageing is understood, experienced and supported (Rudnicka et al., 2020). 

By 2050, it is projected that there will be 43 people aged 65 and over for every 100 people of working 

age in the region (De Gobbi et al., 2025). 

This module introduces demographic trends in Europe and presents some positive frameworks such 

as healthy ageing, active ageing and quality of life. It therefore challenges ageist narratives that frame 

later life as a period of inevitable decline, dependence or asexuality. Instead, the module emphasises 

ageing as a dynamic life phase shaped by identity, relationships, desire and intimacy. 

Findings from the Never Gets Old focus groups (WP2) revealed that sexuality and identity in later life 

are frequently ignored or dismissed as irrelevant by both professionals and older adults. Participants 

highlighted the persistence of harmful stereotypes, silence around intimacy, and significant 

professional discomfort when addressing these topics. Module 1 responds to these insights by 

situating identity and sexuality as integral components of wellbeing across the entire lifespan and part 

of positive Ageing Frameworks. 

By engaging with this module, professionals will gain a more nuanced understanding of demographic 

ageing, reflect on their own implicit assumptions, learn about three different positive ageing 

frameworks and in this way strengthen their capacity to support older adults in a more holistic 

manner. 

Learning Outcomes Module 1 

Desired Results: What will learners know or 
be able to do? 

Evidence: How will we know they met the 
goals? 

Structural Awareness: Explain the impact of 
demographic shifts in Europe. 

Learners can explain the Demographic Drag in 
simple English and its implications for their 
workload. 

Framework Integration: Differentiate between 
Healthy Ageing, Active Ageing, and Quality of 
Life models. 

Learners can correctly categorise a set of care 
scenarios under the appropriate theoretical 
framework. 

Subjective Assessment: Use validated tools 
(CASP-19/WHOQOL) to measure wellbeing 
beyond clinical health. 

Practical demonstration of a Quality-of-Life 
interview using the provided questionnaire links. 

Holistic Application: Apply a Gender and 
Culture lens to identify barriers faced by older 
adults. 

Case study analysis where learners identify how 
gender and culture influence older people’s or 
professionals attitudes and behaviour. 

Professional Ethics: Balance the Dignity of Risk 
(Autonomy) against institutional safety 
(Beneficence). 

Reviewing "Do’s and Don’ts" and group debates 
on specific ethical and professional dilemmas 
(e.g., intimacy in care). 
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Key Concepts & Definitions 

Ageism: Refers to the stereotypes (how we think), prejudice (how we feel) and discrimination (how 

we act) towards others or oneself based on age (WHO, 2025). 

Old-age Dependency Ratio: A demographic indicator measuring the ratio of older dependents, 

typically those aged 65+, to the working-age population, usually 15-64 years (Eurostat, 2024). 

Healthy Ageing: The process of developing and maintaining the functional ability that enables 

wellbeing in older age (to be and do what they have reason to value) (WHO, 2020). 

Active Ageing: The process of optimising opportunities for health, participation and security to 

enhance quality of life as people age (WHO, 2002). 

Quality of Life: An individual's perception of their position in life in the context of the culture and value 

systems in which they live and in relation to their goals, expectations, standards and concerns 

(WHOQOL, 1998). 

Gender Lens: A perspective that considers how social statuses, traditional roles, and biological 

differences affect the wellbeing and opportunities of men, women, and gender-diverse individuals 

(WHO, 2002). 

Holistic Framework in Gerontology: An approach that views ageing not merely as a series of medical 

symptoms or biological declines but acknowledges the interconnectedness of various aspects of a 

person’s life, including their mental and emotional states, relationships, cultural background, and 

personal preferences (Hello Leaders, 2024).   

 

Understanding the Topic 

 Ageing: Demographic Data 

According to the 2024 ageing report by the European Commission, the EU population is projected to 

start falling in the coming years while the number of older people is rising, especially relative to the 

number of people at working age. This means that the size of the older age groups keeps continuously 

growing, while the younger age brackets would shrink.  

This demographic transition toward an older society is not only a statistical change; it represents a 

fundamental shift in the social and economic fabric of Europe. As the proportion of older adults 

increases while the working-age population declines, the demand for high-quality care, inclusive 

support services, and specialised health interventions is expected to grow significantly. This shift 

places increasing pressure on already limited professional resources, making it essential for health and 

social care systems to adapt to a more diverse and ageing population. The data presented below 

provide empirical evidence supporting this demographic trend and highlight the scale of the challenge 

and the urgency of developing professionals who can provide holistic, respectful care.  

The old-age dependency ratio is the ratio of the old-age population in the EU related to the working-

age population and gives an idea about the shift between potential retirees and potential workers and 

thus of how an ageing population alters the balance between beneficiaries and contributors. The old-

age dependency ratio for the EU was 33.9% on 1 January 2024 (see table below), with just over 3 
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persons of working age for every person aged 65 years and over. The old-age dependency ratio across 

the EU countries ranged from lows of 21.7% in Luxembourg and 23.6% in Ireland, with almost 5 

working age persons for every person aged 65 years and over, to highs of 38.4% in Italy, 38.2% in 

Bulgaria and 38.2% in Portugal, where there were fewer than 3 working age persons for every person 

aged 65 years and over (Eurostat, 2024). 

According to collected data, the old-age dependency ratio would rise further to 59.0 in 2070, with 

most of the increase expected already by 2045. This means, that the EU would go from having nearly 

thirty people aged 20-64 for every ten people aged over 65 years in 2022, to having less than twenty 

people by 2045 (European Commission, 2024). 

Country 
Population 
1 January 2024 

Old-age 
dependency 
ratio* 2024 

Median age 
in years 2024 

Increase of persons aged 65+ 
between 2014 and 2024 

Germany 
83.4 million 
19% of EU total 

35.2 45.5 20.9% to 22.4% 

France 
68.4 million 
15% of EU total 

34.8 42.6 18.0% to 21.4% 

Romania 19.07 million 31.2 43.8 13.9% to 17.7% 

Cyprus 
934 000 
0.2% of EU total 

26.5 40.6 16.5% to 20.0% 

Portugal 
10.64 million 
of EU total 

38.2 47.1 20.0% – 24.1% 

Europe 449.31 million 33.9 44.7 18.7% to 21.6% 

Data source: Eurostat (2024) *The age-dependency ratio is given by the number of young and elderly people at an age when 

both groups are generally economically inactive (i.e. under 15 years of age and aged 65+), compared to the number of people 

of working age (i.e. 15-64 years). 
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Figure 1 - Population aged less than 15 years as % of total population (Eurostat, 2024) 

Within the Never Gets Old consortium, the partner countries represent a diverse spectrum of the 

European demographic shift. Portugal, alongside Italy and Greece, currently records one of the highest 

old-age dependency ratios in the EU (estimated at over 38%), with its median age increasing at one of 

the fastest rates in the region (Eurostat, 2024). In contrast, Germany has recently experienced a slight 

stabilisation or decrease in median age, a phenomenon primarily attributed to the influx of a younger 

migrant workforce. France continues to maintain one of the largest and most resilient populations; 

however, it is not immune to the "greying" trend prevalent across Western Europe, which has shifted 

national policy focus toward the long-term sustainability of social care systems. 

The Eastern and Mediterranean partners face different structural pressures: Romania has undergone 

one of the EU’s most significant relative population decreases (approximately -11% since 2004), largely 

driven by the emigration of the working-age population, which has accelerated a "top-heavy" ageing 

process. Conversely, Cyprus has recorded the highest relative population growth in the bloc (29% since 

2004), yet it paradoxically faces a shrinking proportion of children, signalling that its future 

demographic health remains fragile. 

The data provided by the 2024 Ageing Report underscores a transition from a period of demographic 

bonus (a country has a large, young working population) to one of demographic drag. Demographic 

drag occurs when a shrinking workforce and a growing elderly population slow down a country's 

economic growth. This happens because there are fewer workers paying taxes to support the rising 

costs of for example pensions, healthcare, and social services for older citizens. In other words: We 

can no longer rely on having a huge group of young workers to power the economy; instead, we must 

find new ways to support a much older society. For the Never Gets Old project, these numbers confirm 
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that the care and social sectors will face a dual pressure: a shrinking pool of professional caregivers 

and a rising demand for person-centred support. The projected spike in the dependency ratio by 2045 

suggests that the window for implementing Positive Ageing frameworks is narrowing. Consequently, 

moving beyond clinical care to address holistic wellbeing, including the often-overlooked aspects of 

identity and intimacy, is no longer just an ethical choice, but a structural necessity to ensure the 

sustainability and dignity of European ageing societies.  

Myths versus Realities in Later-Life Sexuality 

Societal perceptions of ageing are often clouded by sexual ageism, a systemic bias that dismisses or 

pathologises the sexual lives of older adults and represents social expectations that older people do 

not or should not engage in sexual relationships. While demographic trends show an increase in life 

expectancy and a growing population of older adults, public and professional discourse often lags 

behind this reality, continuing to reflect ageist assumptions about later life and sexuality (Gewirtz-

Meydan & Ayalon, 2020). 

When thinking of stereotypes, a pervasive myth is that older adults are inherently asexual, "beyond" 

desire, or that sexual interest naturally vanishes with age. However, the reality is that sexuality is a 

dynamic life phase that continues across the entire lifespan. While physical functioning may change, 

research indicates that many older adults view sex as a vital component of quality of life, often shifting 

their focus from purely physical acts to deeper emotional intimacy and "complete" connection 

(Gewirtz-Meydan & Ayalon, 2020).  

Another common myth frames later-life sexuality as ridiculous or inappropriate, yet studies show that 

it is the internalisation of these very stereotypes, not age itself, that most frequently hinders sexual 

expression (Gewirtz-Meydan et al., 2018). 

These misconceptions have profound implications for services and wellbeing. When professionals 

operate under the myth of asexuality, they may overlook sexual health needs, fail to provide privacy 

in care settings, or ignore the specific concerns of vulnerable groups, such as LGBTQI+ adults who face 

"double invisibility" (Gewirtz-Meydan et al., 2018). Effective ageing frameworks must therefore move 

away from a strictly biomedical decline-model and adopt a holistic and more inclusive perspective. 

This includes acknowledging that sexuality is a fundamental human right and an indicator of successful 

ageing. By dismantling these myths, professionals can create a supportive environment where older 

adults feel empowered to express their identity and desire with dignity. 

To delve deeper into the roots of ageist stereotypes and the societal prejudices that affect intimacy in 

later life, we encourage you to consult Module 2 of the AgeWise Handbook: Ageism and 

Misconceptions about the Elders. 

Positive Ageing Frameworks 

As the European and global population undergoes a significant demographic shift, the focus of 

gerontology and social policy has moved from a deficit-based model, which views ageing primarily as 

a period of inevitable decline or illness, toward positive ageing frameworks, which views ageing as a 

continued period of growth, development, and potential. A framework provides a way of 

understanding and can be a tool for organising programmes or services for seniors. For example, if 

different adult education organisations are all using the same framework to help think about and 

communicate their work, service gaps can be identified and help make it easier for seniors to access 
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the services they need, where and when they need them. The following frameworks provide different 

theoretical roadmaps for supporting older adults not just to live longer, but to thrive.  

Healthy Ageing: A Functional Approach 

Healthy ageing is about more than just maintaining our physical health over time. It is also about our 

mental and emotional health; our independence and quality of life; and our housing and financial 

security. It is about our ability to make connections with people, stay engaged in our communities, 

and feel like valued participants in society. Healthy ageing is about our ability to be resilient in the face 

of the increased frailty, decreased autonomy, and changing circumstances that are the realities many 

people face as we grow older. 

The World Health Organisation (WHO) defines Healthy Ageing as the process of developing and 

maintaining the functional ability that enables wellbeing in older age. Unlike older medical models 

that focused solely on the absence of disease, Healthy Ageing emphasises the interaction between an 

individual’s intrinsic capacity (physical and mental) and the environments they inhabit (WHO, 2020). 

It shifts the goal from cure to functionality. Even individuals with chronic conditions can age healthily 

if their environment (social, political, and physical) supports their ability to do what they value. 

Functional ability is having the capabilities to enable people to be and do what they value (Beard et 

al., 2016). It is referred to as the ability: 

• to meet their basic needs, 

• to learn, grow and make decisions, 

• to be mobile, 

• to build and maintain relationships, and 

• to contribute to society. 

A systemic review by Abud et al. (2022), regarding a clear framework of healthy ageing, identified 

different determinants of healthy ageing on different dimensions:  

➢ Physical well-being: Physical activity, exercise, healthy diet/nutrition, proactive lifestyle 

choices, medication management, alternative therapies to support the body’s functions; 

➢ Mental/cognitive well-being: Self-awareness, positive outlook/attitude (future-oriented 

mindset), sense of purpose, life-long learning, hobbies, faith/religion and spirituality;  

➢ Social well-being: Social support and relationships with family, friends and even healthcare 

providers, financial security, community engagement/volunteering;  

➢ Independence across all three dimensions. 

 

Independence seems to be the golden thread connecting physical, mental, and social domains. It refers 

to the ability to live without constant support, remain self-reliant, and stay financially autonomous. 

The perception of independence is highly individual; for those with chronic conditions, it may focus 

on physical capability; for others, it is defined by the freedom to make their own choices. 
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Figure 2 - Data based on Abud et al., 2022. 
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Examples of Healthy Ageing 

 

*Images created/sourced via Canva (2026) 

 

• Age-Friendly Urban Infrastructure: In a city that prioritises this framework, a resident with 

declining mobility can still do their own grocery shopping because the municipality has 

installed signage, widened pavements, and extended the timing of pedestrian crossing lights. 

By removing physical barriers, the environment compensates for a decrease in the individual's 

intrinsic physical capacity, allowing them to remain more independent. 

• Nutritional Security and Preventive Health: Consider an older adult who participates in a 

community-supported agriculture programme that provides fresh, local produce. By 

maintaining a nutrient-dense diet rich in proteins and vitamins, they support their immune 

system and muscle mass (preventing sarcopenia). This proactive approach to nutrition 

reduces the risk of falls and hospitalisations, directly contributing to long-term functional 

stability. 

• Self-Management and Health Advocacy: An individual who works collaboratively with their 

family doctor to manage a condition like hypertension. By monitoring their own blood 

pressure and understanding their medication, they demonstrate high "self-awareness" and 

agency and shift from being a passive patient to an active health advocate. 

Active Ageing: Optimising Opportunities 

The Active Ageing framework was adopted by the WHO in the early 2000s to convey a more inclusive 

message than Healthy Ageing. During the world summit on population taking place in Madrid in April 

2002, the WHO approved active ageing as the main objective of health and social policies for older 

people (Paúl et al., 2012). The word active refers to continuing participation in social, economic, 

cultural, spiritual, and civic affairs, not just the ability to be physically active or participate in the labour 

force. It rests on three pillars: Health, Participation, and Security (WHO, 2002).  

The profile of active ageing is expected to vary between contexts and cultures and can be used to 

guide specific community and individually based interventions in local environments. Research shows 
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that there are subjective variables contributing to active ageing (Paúl et al., 2012). According to the 

WHO, the Active Ageing framework encompasses six groups of determinants, each one enabling 

societal and environmental conditions for active ageing: 

1. Health and Social Services: Health promotion, disease prevention, long-term care, and mental 

health services. 

2. Behavioural Determinants: Smoking cessation, physical activity, healthy eating, oral health, 

alcohol consumption, and medication adherence. 

3. Personal Determinants: Biology, genetics, and psychological factors. 

4. Physical Environment: Ensuring age-friendly surroundings, safe housing, fall prevention, and 

the absence of pollution (clean water, air, and safe food). 

5. Social Determinants: Social support, preventing violence and abuse, and fostering education 

and literacy. 

6. Economic Determinants: Monitoring income, social protection, and financial security. 

 

 

Figure 3 - The determinants of Active Ageing (WHO, 2002) 

Culture and Gender are classified as cross-cutting determinants because they do not exist in isolation; 

instead, they act as fundamental factors that shape and influence every other factor of the active 

ageing framework.  

Culture serves as the overarching environment for individuals, dictating societal views on the ageing 

process, health-seeking behaviours, and living arrangements, such as the preference for 

multigenerational households.  

Gender, meanwhile, functions as a critical lens for policy appropriateness, highlighting how disparate 

social statuses and traditional roles lead to unique risks: women often face increased poverty due to 

lifelong unpaid caregiving, while men are statistically more susceptible to occupational hazards and 
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risk-taking behaviours. Together, these determinants ensure that ageing is understood not just as a 

biological process, but as a complex social and personal experience (WHO, 2002). 

Some key aspects of Active Ageing are: 

• Autonomy: the perceived ability to control, cope with, and make personal decisions about 

how one lives on a day-to-day basis;  

• Independence: the ability to perform functions related to daily living - the capacity of living 

independently in the community with no and/or little help from others; 

• Quality of life: “an individual’s perception of his or her position in life in the context of the 

culture and value system where they live, and in relation to their goals, expectations, 

standards, and concerns” (THE WHOQOL GROUP, 1998). 

• Healthy life expectancy: is commonly used as a synonym for “disability-free life expectancy”. 

 

Examples of Active Ageing 

 

*Images created/sourced via Canva (2026) 

 

• Intergenerational Mentoring: An older professional, though retired from full-time work, 

participates in a "knowledge transfer" scheme at a local business. By mentoring younger staff, 

they stay "active" in the civic and economic sense, ensuring their skills remain valued by 

society. 

• Lifelong Political Advocacy: Engaging in local council meetings for senior rights. This ensures 

the "security" pillar is met by allowing older adults to have a voice in the policies that affect 

their lives and the environment they live in. 

• Senior University: Enrolling in a "University of the Third Age" to learn a new language or 

history. This represents the commitment to "lifelong learning," keeping the mind engaged and 

social circles expanding. 
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Quality of Life: The Subjective Experience 

While Healthy and Active Ageing frameworks often focus on functional capacity and societal 

participation, the Quality-of-Life framework centres on the individual’s subjective experience of their 

own existence. The World Health Organisation defines Quality of Life as an individual’s perception of 

their position in life within the context of the culture and value systems in which they live, and in 

relation to their goals, expectations, and concerns (The WHOQOL Group, 1998). This framework is 

multidimensional, moving beyond traditional medical markers to incorporate psychological health, 

social relationships, and personal beliefs. 

In the context of an ageing population, Quality of Life serves as a vital indicator of well-being that 

persists even when physical health declines. Research suggests that for older adults, Quality of Life is 

closely tied to the concepts of autonomy (the ability to make one’s own choices) and control over daily 

routines (Wiggins et al., 2004). Unlike certain standards of living, which focuses on income and 

material assets, Quality of Life measures how satisfied a person feels with their social connections, 

their sense of dignity, and their ability to pursue self-realisation in later life. Therefore, for many older 

adults, Quality of Life is more closely linked to autonomy (the ability to make decisions) and 

relatedness (connection to others) than to the absence of physical pain. 

For professionals, the Quality-of-Life framework requires a shift in perspective: from asking "What is 

the diagnosis?" to asking "What makes life worth living for this person?" By prioritising an individual’s 

personal values, including their need for intimacy, privacy, and identity, care providers can support a 

dignified life phase that is defined by the person living it, rather than by their clinical limitations. 

Examples of Quality of Life 

 

*Images created/sourced via Canva (2026) 

 

• Maintaining Personal Style and Identity: An older adult in a residential care home continues 

to dress in their preferred style and wear their favorite perfume/aftershave. This subjective 

sense of "self-expression" is a major component of psychological Quality of Life. 
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• Privacy and Intimacy: Having the autonomy to spend private time with a partner or close 

friend without interruption. For many, Quality of Life is defined by the freedom to maintain 

intimate relationships. 

• Autonomy in Small Decisions: The ability to choose one's own mealtimes, what to watch on 

TV, or when to go for a walk. In gerontology, the perception of "control" over daily life is one 

of the strongest predictors of high Quality of Life. 

Measurement of Quality of Life 

To measure the subjective experience of ageing, researchers and practitioners typically rely on 

validated, evidence-based tools that capture the multidimensional nature of well-being. Two of the 

most globally recognised frameworks for assessing Quality of Life are the WHOQOL-BREF and the 

CASP-19 (see also toolkit activities in annex).  

The WHOQOL-BREF, developed by the WHO, is a 26-item questionnaire and is available for download 

in over 40 languages here: https://www.who.int/tools/whoqol/whoqol-bref  

The CASP-19 is designed for older populations, moving away from health-related indicators to focus 

on thriving in later life. It is available in numerous languages to support international research and 

practice: https://casp19.com/casp-translations/  

For more practical information and to learn how to use these tools, see the structured lesson plan for 

Module 1 and exercise 2. 

Utilising these tools allows professionals to move beyond clinical observations and gain a direct, 

person-centred understanding of an individual’s wellbeing across the lifespan. 

Situating Sexuality and Identity within Holistic Wellbeing 

A truly holistic approach to these frameworks must acknowledge that sexuality and identity are 

integral to wellbeing and do not expire at a certain chronological age. Within the Active Ageing and 

Quality of Life models, sexuality is not merely a biological function but a fundamental expression of 

identity, relationship, and agency. The realities of later life involve the continuation of desire, the need 

for touch, and the maintenance of a sexual self-concept, all of which contribute significantly to 

psychological resilience.  

When professionals ignore sexuality or treat it as irrelevant, they undermine the autonomy and self-

realisation pillars of Quality of Life. Holistic support requires a shift in perspective: recognising that for 

many, a dignified life involves the freedom to express their gender identity and sexual orientation, and 

to pursue intimacy and connection throughout the entire lifespan. Integrating sexuality into positive 

ageing frameworks ensures that we are supporting the whole person, rather than a clinical version of 

“older age". 

Synergies with Never Gets Old Focus Groups 

The theoretical frameworks explored in Module 1 provide ideas for interpreting the lived experiences 

shared by participants in our national focus groups. Throughout the discussions, presented 

frameworks were mirrored and participants defined their daily needs; they often moved beyond 

concerns of clinical health to emphasise the importance of autonomy and the subjective feelings of 

getting older. 
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The nature of gender and culture was also reflected in the group dynamics, as cultural expectations 

regarding family care or gendered norms shape how individuals discuss their identities.  

 

Furthermore, the determinants of Active Ageing, specifically social support emerged as practical 

barriers or facilitators in their lives.  

 

By situating these focus group insights within these established frameworks, we can see that the 

demographic change is not just a statistical challenge, but also a personal experience where the 

maintenance of independence and sexuality across the lifespan remains central to a person-centred 

model of care.  

Professional Challenges 

Translating positive ageing frameworks into daily practice can present challenges for healthcare and 

social service professionals. Often, practitioners are caught between the biomedical model, which 

prioritises safety and risk management, and the Quality-of-Life framework, which emphasises 

autonomy and the right to take dignified risks.  

For example, supporting an older adult's sexual identity or need for intimacy in a residential setting 

may conflict with rigid institutional protocols or outdated professional boundaries. Furthermore, it is 

a challenge for professionals to always deliver person-centred care within systems, while they are 

increasingly strained by staff shortages and limited resources. Bridging this gap requires a shift in 

professional mindset, from being protectors of the elderly to being facilitators of their continued 

agency and self-expression. 

For tips, how to support older adults better and deliver a more person-centred approach, see the 

following section: Guidance for Educators and Professionals or have a look at the lesson plan for 

Module 1 and exercise 3.  

Vulnerable Groups and Intersectionality 

While frameworks like Active Ageing provide a universal ideal, they are not experienced equally by 

everyone. An intersectional approach is necessary to understand how various identities, such as 

“Nobody wants to get old. I don't want to. […] I don't think anyone likes it. This is a very internal 

process, and you must know how to grow old. And knowing how to grow old isn't easy for 

everyone […].” – Participant Portugal. 

“I think people still hold back a lot. For example, my grandmother was widowed at an early age.  

However, it was unthinkable to find another life. Never in her life. In her mind, it didn't make 

sense […]” – Participant Portugal 

“As a lesbian pensioner, I am 'outside' twice." – German Participant 

“After her second husband died, she organised a sort of club at her home... and socialises every 

day.” – Participants Romania 

“I think this transgenerational work thing is spectacular, because I think I have a lot to learn. It’s 

not that I wasn't young before, but I was young at a different time […]” – Participant Portugal 
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ethnicity, disability, socio-economic status, sexual orientation, and gender identity, overlap to create 

unique barriers to wellbeing.  

For instance, LGBTQI+ elders may face double invisibility, fearing that their sexual identity will not be 

respected in traditional care environments, leading them to hide significant parts of their lives. 

Similarly, older migrants may navigate a cultural disconnect where mainstream health services fail to 

account for their specific traditions regarding family and care.  

Recognising these overlapping vulnerabilities ensures that positive ageing is not a “one-size-fits-all" 

concept, but a flexible support system that protects the rights and dignity of every individual, 

regardless of their background. 

 

Guidance for Educators and Professionals 

Transitioning from theory to practice requires a shift in how we engage with older adults. The 

following guidance is designed to help professionals implement positive ageing frameworks while 

maintaining ethical standards and sensitivity. 

Communication Recommendations 

Validate, Don't Infantilise: Avoid "elderspeak" (using high-pitched tones or overly simplified 

language). Treat older adults as the autonomous peers they are. 

Active Listening for Identity: Listen for cues regarding a person’s identity, past roles, and current 

desires. Sexuality and intimacy are often discussed in "shades of grey", subtle hints that require a 

sensitive, non-judgemental response. 

Do’s and Don’ts 

Do Don’t 

Use person-first language and speak to the 

individual as an equal, regardless of their 

physical or cognitive status. 

Don’t use Elderspeak (baby talk, high-pitched 

tones, or collective terms like we) which 

diminishes a person's dignity. 

Encourage shared decision-making, allowing the 

individual to lead the conversation about their 

care and daily routines. 

Don’t make assumptions about what a person can 

or cannot do only based on their age or medical 

diagnosis. 

Provide private spaces for the expression of 

intimacy and gender identity (e.g. knock and 

wait for a response before entering the room).  

Don’t pathologise or ignore an older adult’s sexual 

health or identity or treat it as inappropriate or a 

symptom. 

Look at the "whole person," considering their 

cultural background, spiritual needs, and life 

history alongside clinical health. 

Don’t treat the person as a “case” or a list of 

medical symptoms; avoid focusing exclusively on 

biological decline. 
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Support the "dignity of risk," allowing individuals 

to make choices that enhance their joy, even if 

they carry minor risks.  

Don’t prioritise institutional safety so heavily that 

it results in the "social death" or total restriction 

of the individual. 

Ask open-ended questions: "What does 

'independence' look like for you today?" 

Don’t assume asexuality: Never dismiss a 

resident’s request for privacy or their expression 

of gender identity as inappropriate. 

 

Ethical Considerations  

The primary ethical tension in ageing care is the balance between Beneficence (acting in the person's 

best interest) and Autonomy (respecting their right to choose). Professionals should adopt the Dignity 

of Risk principle whenever possible, acknowledging that a life without risk is a life without freedom. 

Ensuring that an older adult can express their sexuality and identity is a fundamental human rights 

issue, not a clinical luxury. 

 

Summary and Key Messages 

Module 1 establishes that ageing is a dynamic and multidimensional process rather than a narrative 

of inevitable decline. The core takeaway is that Positive Ageing is achieved through the synergy of 

Healthy Ageing (functional ability), Active Ageing (participation and security), and Quality of Life 

(subjective satisfaction). We have seen that while demographic changes across Europe present 

economic challenges, the primary focus for professionals must remain on the individual's 

independence and autonomy. 

Key messages include the recognition of Culture and Gender as cross-cutting lenses that dictate how 

individuals experience ageing and access care. Furthermore, we must acknowledge that identity and 

sexuality continue across the lifespan; they are vital components of wellbeing that require 

professional recognition and support. By moving toward a holistic, person-centred approach, we can 

ensure that the Never Gets Old philosophy is reflected in every interaction, honouring the dignity of 

every older adult regardless of their background or physical status. 

 

Practical Tools  

Lesson Plan Module 1 

The lesson plan is a structured guide which provides instructions for trainers or professionals on how 

to implement Module 1 in a group setting. It provides a structure for a training duration of 2.5 hours 

with a correspondent PowerPoint presentation, lists learning outcomes and a preparation checklist, 

and describes three exercises (see below). 

• Lesson Plan Module 1 - Demographic Change & Positive Ageing Frameworks, including 

exercise instructions. 
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• Presentation Module 1 - Ageing Population and Positive Approaches to Ageing. 

Exercise 1 – World Café 

Objective: Connect the EU data to the learners’ specific regional and professional reality using the 

Word Café Methodology (see instructions in lesson plan). 

• World Café Station Names 

Exercise 2 – Measuring Quality of Life 

Objective: To gain practice in using the WHOQOL-BREF and CASP-19 tools using role play scenarios 

(see instructions in lesson plan). 

• Role Play Persona Cards – for Practitioners and Older Adults. 

• Questionnaire WHOQOL-BREF. 

Exercise 3 – Analysing Case Studies and Creating a 3-Step Action Plan 

Objective: To apply Gender and Culture Lenses and solve ethical dilemmas using case study work and 

creating 3-Step Actions Plans (see instructions in lesson plan). 

• Case Study Cards. 

• 3-Step Action Plan Worksheet. 
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Overview 

This module examines how stereotypes, prejudice, and discrimination based on age create systemic 

barriers for older adults. We move beyond general ageism to look specifically at Sexual Ageism, the 

assumption that older adults are asexual, and the subsequent dismissal of their relational and identity-

related needs. 

In the context of sexuality and diversity, ageism acts as a silent agent. When professionals hold ageist 

biases, they overlook the sexual health, gender identity, and intimate needs of older adults. This can 

lead to a lower quality of life, increased social isolation, and medical errors where sexual health issues 

are misdiagnosed as just a part of getting old. 

Findings from the Never Gets Old focus groups (WP2) highlighted a significant knowledge and comfort 

gap. While professionals value the idea of holistic care, many reported that discussing sexuality with 

older adults seems inappropriate and very often not a priority. WP2 data shows that institutional 

practices often prioritise safety and hygiene over intimacy, effectively "de-sexualising" older adults to 

suit the institution's comfort. 

By completing this module, professionals will develop bias-literacy, the ability to recognise ageist 

triggers in themselves and their institutions. They will gain the vocabulary to advocate for the sexual 

rights of older adults and the tools to dismantle myths that hinder inclusive care. 

Learning Outcomes Module 2 

Desired Results: What will learners know or 
be able to do? 

Evidence: How will we know they met the 
goals? 

Identify and define the three levels of ageism 
(Institutional, Interpersonal, Internalised) and 
their systemic impact. 

Learners successfully match real-world scenarios 
to the correct myths and correctly identify the 
specific level of ageism involved in each (exercise 
1). 

Recognise the gap between explicit 
professional approval of sexual rights and 
implicit personal biases or discomfort. 

Learners can identify the 5 Major Research 
Themes found by Gewirtz-Meydan and Ayalon 
(2020) in staff reactions and propose inclusive 
alternative response (exercise 2). 

Understand how gender, culture, and cognitive 
status overlap to create unique barriers to 
intimacy. 

With the "Shades of Grey" discussions, learners 
can articulate why a one-size-fits-all care plan 
fails LGBTQI+ elders or women facing gendered 
beauty standards. 

Challenge the Asexual Stereotype and the 
prioritisation of safety over the adult right to 
privacy. 

Successful creation of an Anti-Ageist Campaign 
that includes respectful language and a concrete 
Call to Action (exercise 3). 
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Key Concepts & Definitions 

Ageism: Refers to the stereotypes (how we think), prejudice (how we feel) and discrimination (how 

we act) towards others or oneself based on age (WHO, 2025). 

Stereotypes: Cognitive structures that store our thoughts, beliefs and expectations about the 

characteristics of members of social groups. In the case of ageism, age stereotypes are used to make 

inferences about, and guide behaviour towards, people of a given age group (WHO, 2021). 

Prejudice: An affective reaction or feeling that is directed towards an individual who belongs to a 

specific social group. In the case of ageism, prejudice is directed towards individuals perceived to 

belong to a specific age group, regardless of whether they actually belong to that group (WHO, 2021). 

Discrimination: Any actions, practices, laws or policies that are applied to people based on their 

perceived or real membership in a socially salient group and that impose some form of direct or 

indirect disadvantage (negative discrimination) or advantage (positive discrimination) on them. In the 

case of age-based discrimination, these actions, practices and policies are directed at people perceived 

to belong to a specific age group (WHO, 2010). 

Institutional Ageism: Laws, rules, norms, policies and practices of institutions – and the ideologies 

that are fostered to justify them – that unfairly restrict opportunities, and systematically disadvantage 

individuals based on their age (WHO, 2021). 

Interpersonal Ageism: Ageism occurring during interactions between two or more individuals. In 

interpersonal ageism, the perpetrator is distinguished from the target of ageism (WHO, 2021). 

Internalised Ageism / Self-directed Ageism: Ageism turned against oneself. People internalise biases 

based on age from the surrounding culture after being repeatedly exposed to them, and they then 

apply the biases to themselves (WHO, 2021). 

Explicit ageism: Ageism that is consciously and intentionally engaged in by a person. It is often 

contrasted with implicit ageism, which operates largely outside of conscious awareness (WHO, 2021). 

Implicit ageism: Ageism that is engaged in by a person without conscious awareness and intention 

(WHO, 2021). 

Sexual Ageism: The specific belief that older people are, or should be, asexual, that sexual interest in 

old age is abnormal and not capable of having sex or enjoying a sex life like they did when they were 

young (Surles, 2023).  

Elderspeak: Adjustments to speech patterns that are sometimes made by younger people when 

communicating with older adults, such as speaking more slowly or more loudly, shortening sentences 

or using limited or less complex vocabulary. These simplified speech patterns are implicitly based on 

the assumption that older adults are cognitively impaired or incapable of understanding normal 

speech (WHO, 2021). 
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Figure 4 - The three dimensions of ageism, including stereotypes, prejudice and discrimination (WHO, 2021). 

 

Understanding the Topic 

Effects of Ageism 

From the pressure to dye away every grey hair to anti-aging products, the message is clear: Youth 

seem to be the standard of value and being old is something to avoid. Never mind that these 

stereotypes create a world that will be less welcoming to everyone when arriving there.  

Sexual health, identities, and intimacy are essential to older adults’ quality of life, yet many believes 

and misconceptions exists within societies regarding sexuality in older age. Ageism is often described 

as the last socially acceptable prejudice (Abrams, 2023). In other words, while our society has worked 

hard to stop discrimination based on things like race or gender, prejudice against older people is still 

often ignored or even seen as “normal”. 

Ageism refers to the stereotypes, how we think, prejudice, how we feel, and discrimination, how we 

act, towards others or oneself based on age (WHO, 2025). While explicit ageism is consciously and 

intentionally, implicit ageism operates largely outside of conscious awareness and conscious 

intention.  

It is important to recognise that age-based bias is a universal phenomenon that can affect individuals 

at any stage of life. Ageism occurs whenever stereotypes, prejudice, or discrimination are directed 

toward people based on their age. A Note on Focus: While ageism impacts all generations, Module 2 
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focuses specifically on ageism directed toward older adults. This alignment ensures that our training 

directly supports the mission of the Never Gets Old project, addressing the unique systemic barriers 

and taboos that hinder the sexual rights and holistic well-being of the elderly population. 

Ageism is known to affect older people’s lives in terms of their health and well-being. It is associated 

with poorer physical health and mental health (Lyons et al., 2018; Robb et al., 2002), leads to a poorer 

quality of life (Bodner & Cohen-Fridel, 2019) and higher rates of loneliness and social isolation 

(Donizzetti & Lagacé, 2022). Therefore, it represents a big obstacle to healthy ageing. Generally, 

research showed that experiences of ageism are greater among those without a partner, unemployed 

participants, those with lower incomes and poorer self-rated health (Heywood et al, 2019). 

In the following part, we will explore different perspectives of ageism. 

Three Levels of Ageism 

To truly understand ageism, we must look beyond individual comments. Ageism is a multi-layered 

phenomenon that occurs on different levels; it exists in the laws of our countries, the interactions in 

our hallways, and even the quiet thoughts in our own heads. Ageism is not just a personal feeling; it 

is built into our systems and can be categorised into three distinct levels: Institutional, Interpersonal, 

and Internalised. 

1. Institutional Ageism (The Systemic Level) 

Institutional ageism refers to the laws, rules, social norms, and practices of organisations that limit 

opportunities or disadvantage individuals based on their age (WHO, 2021). This is often the most 

invisible form because it is baked into the way society functions. 

A primary example is the age cap on certain screenings in the health care system. In many regions, 

routine sexual health screenings or reproductive health checks are automatically stopped once a 

patient hits 65, under the ageist assumption that they are no longer sexually active or at risk for STIs. 

This creates a systemic blind spot where older adults receive lower-quality preventative care than 

younger adults, simply because of a number on a chart. 

Regarding the labour sector, another example would be ageism manifested through systemic barriers, 

such as discriminatory hiring practices that favour younger candidates or mandatory retirement ages 

that force skilled professionals out of their roles regardless of their actual competence. 

2. Interpersonal Ageism (The Social Level) 

This level occurs in the daily interactions between people. It involves the stereotypes and prejudices 

that emerge when one person interacts with another (WHO, 2021). 

In professional care for example, this often manifests as microaggressions or dismissive behaviour. 

For instance, when staff members make jokes about two residents starting a new romantic 

relationship, they are practicing interpersonal ageism. Even if intended as harmless fun, these 

comments signal to the older adult that their desire for intimacy is a source of amusement rather than 

a valid human need. This creates a culture of shame and discourages residents from seeking the social 

connections they need for their well-being. 

Another example would be, when we adopt an overly accommodating tone or simplified vocabulary 

with older adults, a practice known as elderspeak, we infantilise older adults, reinforcing a social 

perception of incompetence that often leads to disrespectful or dismissive treatment. 
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3. Internalised Ageism (The Personal Level) 

Internalised ageism (also known as self-directed ageism) happens when older adults take the negative 

stereotypes they have heard throughout their lives and turn them inwards. Therefore, sexual self-

ageism is directed toward oneself and manifests through the internalisation of external stereotypes 

and prejudice (Kerssies et al., 2025). Older adults begin to believe that the myths about ageing are 

actually true for them.  

For example, consider an older woman who experiences physical discomfort, such as vaginal dryness, 

or feels a desire for a new partner. If she has internalised the message that she is “too old” to be 

attractive, she may never seek medical treatment or pursue a relationship. This is perhaps the most 

damaging level because it leads to self-exclusion. The individual stops themselves from accessing joy 

or health because they feel they no longer qualified for those experiences due to their age. 

Self-directed ageism also impacts the young; for instance, individuals in their twenties may internalise 

the belief that they lack sufficient life experience for a role or work position, leading them to 

prematurely disqualify themselves from career opportunities. 

 

Figure 5 - The three levels of ageism (WHO, 2021). 

These three levels do not exist in isolation; they feed into one another. Institutional lack of sexual 

health focus reinforces the Interpersonal idea that seniors aren't sexual, which eventually leads to the 

Internalised belief that one shouldn't even ask for help. Breaking the cycle requires professionals to 

intervene at all three levels simultaneously. 

To learn more about how to identify levels of ageism with the help of 12 mini case studies and myths 

related to growing older, please consult Exercise 1, based on Demystifying the Myths of Ageing (WHO, 

2013). 

Negative Societal Beliefs and Taboos surrounding Sexuality in Later Life 

In many cultures, the intersection of old age and sexuality creates a profound social discomfort. This 

discomfort is rooted in several societal beliefs that professionals must learn to identify and challenge. 

Sexual Ageism is the belief that older people are, or should be, asexual, that sexual interest in old age 

is abnormal. It occurs when older people are stereotyped as being non-sexual, not capable of having 

sex or enjoying a sex life like they did when they were young (Surles, 2023). 
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The "Asexual" Assumption 

The most pervasive belief is that sexual desire naturally expires at a certain age. This taboo suggests 

that once an individual passes reproductive age or faces physical health declines, they become 

asexual. When older adults do express sexual interest, society often reacts with shock or ridicule (the 

"dirty old man" or "predatory grandmother" images), effectively pathologising normal human desire. 

This taboo prevents older adults from discussing sexual health with doctors, fearing they will be judged 

as inappropriate. 

The Sacredness of the Delicate Body 

There is a societal tendency to view the aging body through a lens of fragility that is incompatible with 

sex. We often see older adults exclusively as grandparents or patients. These roles are culturally de-

sexualized. In institutional settings, this taboo manifests as a certain attitude: staff may feel they are 

protecting a resident's dignity by ignoring their sexual identity, when they are actually stripping away 

their agency. 

The Double Standard of Ageing and Gender 

Societal taboos around sexuality are heavily gendered. Men are often allowed a longer sexual runway 

in the public eye, while women face a double standard where aging is equated with a loss of sexual 

value. This is reinforced by a multi-billion-euro anti-aging industry that labels the natural signs of a life 

lived, wrinkles, grey hair, changing body shapes, as problems to be fixed, further entrenching the belief 

that only youthful bodies are sexually valid. 

The Silence of the Closet 

For LGBTQI+ elders, these taboos are doubled. Many lived through eras where their identities were 

criminalised or pathologised. Societal taboos were created that forces many older LGBTQIA+ adults 

back into the closet when entering aged care. This silence is not a lack of identity; it is a survival 

mechanism against a society that refuses to see diversity in old age.  

Many LGBTQIA+ elders who are living with HIV feel compelled to 'return to the closet' upon entering 

residential care. This self-concealment is often driven by a lack of specialised knowledge among 

medical staff and fellow residents regarding modern HIV treatments and transmissibility. The social 

stigma and fear surrounding the illness, remnants of the early epidemic, compound this isolation. After 

a lifetime of navigating systemic violence and discrimination, many individuals choose to conceal their 

identity once again to avoid further prejudice in the unfamiliar and often heteronormative 

environment of a nursing home. 

These taboos create a circle of silence: 

• The older adult stays silent to avoid being seen as gross or difficult. 

• The professional stays silent to avoid awkwardness or disrespect. 

• The family stays silent to maintain a specific image of their parent. 

To break these taboos, professionals must move from a safety-first model to a rights-based model. 

Recognising that sexuality is not a youthful phase, but a lifelong right is the first step in dismantling 

the negative societal beliefs that isolate older adults. 
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Some Myths and Realities  

Myth Reality 

"Older people don't have sex." 

National surveys show that a significant percentage of adults 
aged 70+ remain sexually active and value intimacy. At the 
same time, sexual satisfaction often increases or stays stable 
with age. While the mechanics may change, the emotional 
intimacy and confidence often deepen. 

"Older bodies are unattractive 
and non-sexual." 

Beauty is a social construct. Attractiveness in later life is often 
tied to vitality and connection rather than "flawless" skin. 

"If they can't have intercourse, 
their sex life is over." 

This is the Hegemony of Penetration. Sexuality includes touch, 
kissing, masturbation, and emotional closeness. These remain 
vital even if physical disabilities occur. 

"Sex is dangerous for the heart." 
Sexual activity is no more strenuous than walking up two 
flights of stairs; for most, it is a safe, healthy exercise. 

"Dementia makes you asexual." 
The need for touch and connection is one of the last things to 
fade. Sexuality remains a core part of identity even with 
cognitive decline. 

"STIs aren't a concern for people 
over 65." 

Because of the Asexual Myth, older adults are less likely to 
use protection or be tested. Rates of STIs in older populations 
have risen significantly because doctors fail to discuss safe sex 
with them. 

"LGBTQI+ seniors go back in the 
closet." 

While many do out of fear, this is a failure of the institution's 
culture, not a choice by the individual. 

  

A study by Gewirtz-Meydan and Ayalon (2020) is a landmark piece of qualitative research that moves 

beyond simple yes/no questions about ageism. It specifically explores the shades of grey - the 

complex, often contradictory ways the public views sexuality in later life. 

Most studies on ageism use quantitative scales (ranking agreement from 1 to 5), which often suffer 

from desirability bias, which means that people answer what they think is the polite thing to say. 

Gewirtz-Meydan and Ayalon instead used an open-ended qualitative approach. They asked 135 

participants to freely describe how they believe sexuality changes in old age, allowing for more honest, 

complex, and sometimes raw opinions to emerge. 

The study identified five major themes that illustrate the spectrum of public opinion, ranging from 

negative to hopeful and transformative. The researchers found that while explicit ageism is declining, 

sexual ageism remains deeply rooted in the public’s imagination. 

1. The Decline Narrative - "The World Belongs to the Young": A significant portion of 

respondents viewed later-life sexuality purely through a lens of loss and decline. They 
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assumed that desire naturally vanishes and that older bodies are less attractive or less 

capable. 

2. The Asexual Stereotype: Some participants struggled to even imagine older adults as sexual 

beings. They described sex in later life as rare, non-existent, or boring, often linking it only to 

biological functions (like hormones) rather than emotional connection. 

3. Quantity to Quality: On a more positive note, many respondents believed that while the 

frequency of sex might decrease, the emotional depth increases. They viewed later-life 

sexuality as more complete, mature, and meaningful compared to the more physical sex of 

youth. 

4. The Hegemony of Penetration: The study found that the public still narrowly defines sex as 

penetrative intercourse. Because aging can bring physical changes (like erectile dysfunction 

or vaginal dryness) that make penetration difficult, the public often assumes that if 

penetration stops, the sex life is over. 

5. Ambivalence and Contradiction: The Shades of Grey title refers to the fact that many people 

hold conflicting views. They might say they support older adults' right to have sex (explicitly) 

yet still find the idea distasteful or "weird" when confronted with it in reality (implicitly). 

To delve deeper into the different major themes, see Exercise 2. This exercise will help professionals 

recognise gaps between their explicit (conscious/polite) beliefs and their implicit (unconscious/gut) 

reactions.  

Bias Impact on Healthcare, Education and Institutional Settings  

Bias against older adults is not just an attitude; it is a systemic force that shapes the quality of care 

and education. In healthcare, ageist biases often lead to therapeutic nihilism, the belief that treating 

an older person’s condition is a waste of resources because "they are going to die soon anyway." This 

results in the under-diagnosis of treatable conditions, such as depression or sexual dysfunction, which 

are dismissed as "normal" ageing.  

In educational and institutional settings, older adults are frequently excluded from modern curricula 

or technological training due to the digital ageism myth; the assumption that they cannot or will not 

learn new skills. This creates a cycle of exclusion: institutions don't provide the tools for engagement, 

and the resulting lack of engagement is used as proof that older adults are incompetent. When 

institutions prioritise safety and management over autonomy and identity, they effectively strip older 

adults of their adulthood, treating them as passive recipients of care rather than active participants in 

life. 

Synergies with Never Gets Old Focus Groups 

The findings from the WP2 Never Gets Old Focus Groups act as a bridge between theory and the lived 

reality of older adults. The voices of participants from partner countries mirror the core themes of 

Module 2, specifically the presence of sexual ageism, the gendered double standard, and the 

desperate need for institutional privacy.  

 

A recurring theme in focus groups was the perception of sexuality as sinful when associated with older 

age. This quote supports our discussion on Negative Societal Beliefs and highlights that ageism is not 

just a lack of information, but a moral judgment that frames natural human needs as taboo. 

“I think our culture and society needs to invest more in this theme; To show people that this is 

not evil. It's not a sin. That this is a natural thing.” – Participant Portugal 
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Focus groups also addressed the Double Standard of Ageing. Participants noted that for women, the 

biological transition of menopause is often treated as a social expiry date for their sexuality. 

 

This reinforces the module's section on Intersectional Perspectives, showing how women must fight 

both ageism and sexism to maintain their right to be viewed as sexual beings. 

Participants in Germany highlighted how Internalised Ageism forces sexuality into the shadows. When 

the surrounding culture views older sex as ugly, the individual hides their identity. When people feel 

judged, they withdraw, which can lead to the social isolation and loneliness discussed earlier in the 

module. 

 

Mirroring the findings of the Shades of Grey study (Gewirtz-Meydan & Ayalon, 2020), participants 

described a reality that contradicts the Decline Narrative. This confirms the reality that ageing can 

improve the emotional quality of sex, moving away from performance and toward trust and “getting 

in tune with each other”. 

 

Finally, focus groups provided concrete evidence for the Guidance for Professionals section regarding 

institutional boundaries and the Dignity of Risk. 

 

This quote is an argument against Institutional Ageism. It highlights that the most impactful thing a 

professional can do is simple: respect the resident as an adult with a right to private, completely fine 

sexual expression 

Professional Challenges: Navigating the Protector’s Paradox 

Professionals in aged care and social services often face a unique set of ethical and practical hurdles 

when confronting sexual ageism. The most significant is the Protector’s Paradox: a practitioner may 

feel that by ignoring or discouraging a resident’s sexual expression, they are protecting them from 

falls, STIs, or family disapproval. In reality, this protection often violates the individual's right to self-

determination. 

Other common challenges include: 

• The Family Conflict: Managing adult children who may be uncomfortable with their parent’s 

new romantic interest or gender transition. 

• The Confidence Gap: Feeling of not being equipped to discuss sexual health or LGBTQI+ 

identities because these topics were never covered in their professional training. 

“Especially after the menopause, people think that life is over, [...] it even seems ugly to talk 

about it.” – Participant, Portugal 

“[…] often reflected in our self-image and in relation to sexuality, which tends to be lived less 

transparently [...] it is much more hidden, i.e. in the secret.” – Participant, Germany 

“[…] from my own experience of sexuality, it's simply much more relaxed, it's much calmer, 

actually also more trusting.” – Participant, Germany 

“To knock in a care home before you go in [...] And if a person is in the process of pleasuring 

themselves... maybe just leave the room quietly and unobtrusively.” – Participant, Germany 
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• The Institutional Expectations: Rigid schedules for feeding, cleaning, and medicating that 

leave no room for private time or the "messy" reality of human relationships. 

Vulnerable Groups and Intersectionality 

To understand the impact of ageism, we must recognise that Older Adults is not a monolithic group. 

Intersectionality is the framework that helps us see how different forms of discrimination (like racism, 

homophobia, and ageism) overlap to create unique experiences of marginalisation. 

LGBTQI+ Elders: Many have spent decades surviving in a world that pathologised their identities. 

When they enter aged care, they often face double invisibility. They are invisible as sexual beings 

because they are old, and invisible as queer beings because they are in an environment that assumes 

everyone is heterosexual. 

People with Dementia: This group is particularly vulnerable to sexual infantilisation. Staff may view 

any expression of intimacy as a behavioural symptom to be suppressed rather than a human need for 

connection. Ethical care here requires a delicate balance of assessing capacity without defaulting to a 

total ban on touch. 

A more intersectional perspective also reveals that the experience of ageing can be profoundly shaped 

by one's social position: 

The Feminine Beauty Standard: Older women often navigate a social landscape that equates 

femininity with youth. They face a harsher standard of aesthetic ageing and may internalise the belief 

that they are no longer sexually valid once they no longer meet youthful beauty ideals. This can lead 

to self-silencing and a hesitation to seek treatment for physical intimacy issues. 

Masculinity and Illness: For many older men, identity is traditionally tied to strength, autonomy, and 

sexual performance. Chronic illness or physical changes (such as erectile dysfunction or prostate 

issues) can be experienced not just as health problems, but as a profound loss of masculinity. This can 

lead to withdrawal, depression, or a refusal to discuss sexual health due to a sense of shame. 

Class and Economy: Those with fewer financial resources (often women due to the gender pay gap) 

have less access to private spaces and high-quality sexual health resources, making their intimate lives 

more subject to institutional surveillance. 

Culture: In some cultures, discussing sexuality is a deep taboo that is a strictly private matter or 

belongs in the family home rather than it is part of an individual health issue. For professionals, this 

makes intervention a delicate task. An overly direct approach might be perceived as intrusive or 

disrespectful, causing the older adult to shut down. Practitioners must move with cultural humility, 

recognising that while sexual rights are universal, the language and boundaries used to discuss them 

must be adapted to the individual’s cultural comfort zone. The goal is to create a safe space where the 

person feels their privacy is respected while their rights are upheld. 

To empower learners to create counter-narratives that challenge ageist media content and promote 

the sexual rights and diversity of older adults, see Exercise 3. 

 

 

 

http://www.projectname.org/


  www.nevergetsold.eu 
 

 
 

41 

Funded by the European Union. Views and opinions expressed are however those of the author(s) only and do not necessarily 
reflect those of the European Union or the European Education and Culture Executive Agency (EACEA). Neither the European 
Union nor EACEA can be held responsible for them. Project Number: 2024-1-DE02-KA220-ADU-000244060 

Guidance for Educators and Professionals 

Implicit Ageism is more dangerous because it is unconscious. It is the gut feeling of awkwardness you 

might feel when seeing an older couple kiss. To combat this, we must practice bias-literacy, which 

means constantly questioning why we feel uncomfortable in these moments. 

Bias-literacy is the ability to recognise ageist triggers in real-time. Before acting, ask yourself: "Would 

I react this same way if this person were 30 years old?" If the answer is no, your reaction is likely 

shaped by ageism. 

The Family Conflict: One of the hardest challenges is when a resident’s family objects to their romantic 

life. 

• Remind families that their parent remains an adult with the right to privacy and self-

determination. 

• If a daughter says, "It’s embarrassing that Dad is dating at 85," a professional should respond: 

"We understand this is a change for the family, but your father’s emotional well-being and his 

right to form connections are our priority here." 

Do’s and Don’ts 

Do Don’t 

Use the person's preferred name, e.g. "John". 

"Mr." and "Mrs." may be problematic for some 

transgender individuals, as it can presume a 

person’s gender based solely on appearance. 

Don’t use Elderspeak or diminutive terms (e.g., 

"Sweetie," "Honey," "Young man"). 

Do maintain professional neutrality. Document a 

new relationship as a "positive social 

connection." 

Don’t react with shock, disgust, or nervous 

laughter if you witness an older couple being 

physically affectionate. 

Use open questions: "Who are the important 

people in your life right now?" 

Never assume someone is heterosexual or past 

having sexual needs. 

If a resident comes from a culture where 

sexuality is a deep taboo, focus on comfort and 

privacy. 

If a resident comes from a culture where sexuality 

is a deep taboo, do not force a western clinical 

conversation.  

Normalise the conversation and include sexual 

health questions in routine assessments. If the 

professional treats it as normal, the resident will 

feel safe. 

Don’t skip questions about sexual health or STIs 

because the patient is "too old" for it to be 

relevant. 

Do use gender-neutral language: "Did you have 

a partner or a significant person in your life?" 

Don’t assume a widowed resident is heterosexual. 

Avoid asking "What was your husband's name?" 
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Do distinguish between inappropriate behaviour 

and an unmet need for connection. Look for 

ways to provide safe, consensual touch or 

sensory comfort. 

Don’t assume a person with dementia has lost the 

need for touch. 

 

How to Avoid Stereotypes: 

Challenge the Grandparent Label: While someone may be a grandparent, that is not their only 

identity. Treat them as an individual with a history, gender, and a sexual identity. 

Audit your Jokes: If you hear a colleague making a joke about grandpa's new girlfriend, gently 

intervene: "Actually, it’s great to see him so happy; connection is important at any age." 

The Permission-Giving Statement: When doing health checks, say: "Many people find that their sexual 

needs change as they get older. Is there anything in that area you’d like to talk about?" This lowers the 

barrier for the older adult to speak. 

Your role is not to be a moral gatekeeper but a facilitator of dignity. By checking your bias, respecting 

privacy, and using adult language, you create an environment where older adults feel safe enough to 

be their whole selves. 

 

Summary & Key Messages 

Module 2 has explored the pervasive nature of ageism, identifying it as a multi-dimensional barrier 

that systematically de-sexualises older adults. We moved beyond simple prejudice to examine the 

three structural levels of ageism: Institutional (policies that exclude), Interpersonal (daily interactions 

and "elderspeak"), and Internalised (the harmful beliefs older adults turn toward themselves). 

By examining the Shades of Grey in public opinion and the specific Sexual Ageism that assumes older 

age is a period of asexuality, this module highlighted how myths regarding attractiveness and 

capability lead to poorer health outcomes and social isolation. Finally, we applied an intersectional 

lens, acknowledging that the experience of ageism is compounded by gender, culture, and LGBTQI+ 

identities, requiring professionals to move beyond a one-size-fits-all approach regarding older adults. 

Key Messages for Professionals 

• Ageism is a Clinical and Social Risk: Ageism is not just unkind, it can lead to medical errors, 

missed diagnoses, and the violation of human rights. Recognising bias is a fundamental 

professional competency. 

 

• The Asexual Myth is a Choice, not a Fact: Research consistently shows that intimacy and sexual 

interest remain vital components of quality of life well into the 80s and 90s. The end of a sex 

life is often a result of societal stigma rather than biological necessity. 

 

• Privacy is a Right, not a Privilege: In institutional settings, privacy is the prerequisite for dignity. 

Professionals must transition from gatekeepers who monitor behaviour to facilitators who 

protect a resident's private space. 
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• Intersectionality Defines the Experience: We cannot support older adults effectively without 

acknowledging their diverse backgrounds. A person's history, whether they are an LGBTQI+ 

elder, a person with dementia, or someone from a traditional cultural background, dictates 

how they perceive and express their intimate needs. 

 

• Bias-Literacy Requires Constant Practice: Combatting ageism is an ongoing process of self-

reflection. By auditing our language (eliminating Elderspeak) and our reactions, we create a 

culture where older adults can age with their identities intact. 

 

 

 

Practical Tools 

Lesson Plan Module 2 

The lesson plan is a structured guide which provides instructions for trainers or professionals on how 

to implement Module 2 in a group setting. It provides a structure for a training duration of 2.5 hours 

with a correspondent PowerPoint presentation, lists learning outcomes and a preparation checklist, 

and describes three exercises (see below). 

• Lesson Plan Module 2 – Effects & Levels of Ageism, including exercise instructions. 

• Presentation Module 2 – Ageism and Misconceptions about the Elders. 

Exercise 1 – The Ageism Puzzle 

Objective: Learners will identify how 12 Myths of Ageing (WHO, 2013) manifest across Institutional, 

Interpersonal, and Internalised levels of ageism through real-world scenarios (see instructions in 

lesson plan). 

Resources:  

• 12 Case Situation Cards. 

• 12 Myth Cards.  

• Worksheet: A Master Key for facilitators to check pairings. 

Exercise 2 – Shades of Grey  

Objective: To help professionals recognise gaps between their explicit (conscious/polite) beliefs and 

their implicit (unconscious/gut) reactions using 5 major research themes (see instructions in lesson 

plan). 

Resources:  

• 5 Major Theme Cards. 

Final Thought: If we have the good fortune to live a long life, the ageist stereotypes we challenge 

today are the very ones that would have harmed us tomorrow. Inclusive care is an investment 

in our collective future. 
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Exercise 3 – Reimagining the Narrative: A Media Campaign Workshop 

Objective: To empower learners to create counter-narratives that challenge ageist media content and 

promote the sexual rights and diversity of older adults. (see instructions in lesson plan). 

Resources:  

• Campaign Worksheets. 
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MODULE 3 
Sexuality, Gender and Diversity 
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Curt Morgane 
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Overview 

Why This Module Exists 

Despite significant advances in LGBTQIAP+ rights across Europe, one population remains largely 

invisible in both public discourse and professional practice: LGBTQIAP+ elders. When was the last time 

you saw an openly lesbian or gay older couple in a training video? When did you last discuss the 

specific needs of an aging trans person in a care setting? For most of us, the answer is never. 

This silence is not an accident. It is the result of a profound intersection of invisibilities: ageism, which 

desexualizes and infantilizes older people; heteronormativity, which assumes everyone is 

heterosexual; cisnormativity, which erases trans and non-binary experiences; and the lasting legacy 

of decades of criminalization, pathologization, and social stigma. 

The Weight of History 

LGBTQIAP+ elders alive today have lived through extraordinary historical changes. In France, 

homosexuality was partially decriminalized in 1791 but the age of consent remained unequal until 

1982. In Germany, older gay men may carry the trauma of Nazi-era Paragraph 175, not fully repealed 

until 1994. In Romania, homosexuality was a criminal offense until 2001. Trans identities were 

classified as mental illnesses well into the 21st century. The AIDS epidemic of the 1980s and 1990s 

decimated networks of friends and chosen family, leaving deep scars of grief and survivor's guilt. 

This is not ancient history. It is the lived experience of people now in their 70s, 80s, and 90s. They 

learned to hide who they were, to distrust institutions, to expect rejection. These survival mechanisms 

do not disappear with legal progress. They resurface when a person faces new vulnerabilities: loss of 

autonomy, entry into a care facility, dependence on others. 

The “Return to the Closet” 

One of the most heartbreaking phenomena documented by Grey Pride and by Le Girofard's own focus 

groups is the "return to the closet." An elder who has lived openly for decades may, upon entering a 

care facility, feel compelled to hide their identity again. They remove photos of their partner. They fall 

silent about entire decades of their life. Why? Because institutions are not perceived as safe. Because 

staff are not trained. Because the price of visibility, when you are vulnerable, feels too high. 

What This Module Offers 

This module invites professionals to: 

• Understand the historical context that shaped LGBTQIAP+ elders' lives. 

• Recognize specific barriers they face in accessing dignified care. 

• Identify ageism within LGBTQIAP+ communities, a painful reality from our intergenerational 

dialogues. 

• Learn from inspiring alternatives: the Maison de la Diversité, Lebensort Vielfalt, Grey Pride's 

“Bienvenue” label. 
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• Develop practical skills for creating environments where every elder feels seen, safe, and 

respected. 

Ultimately, this module affirms that dignity in aging means the right to be fully oneself, without 

concealment or fear. It is about building a future where no elder has to choose between safety and 

identity. 

Learning Outcomes Module 3 

By the end of this module, participants will be able to: 

• Distinguish between the concepts of sexual orientation, gender identity, gender expression 

and biological sex, and explain why these distinctions matter when supporting seniors. 

• Describe the specific life experiences of LGBTQIAP+ seniors: socialization in a context of 

criminalization, impact of HIV/AIDS, “going back into the closet” in institutions. 

• Analyze how age, sexual orientation and gender identity intersect to create unique situations 

of vulnerability. 

• Identify manifestations of ageism within LGBTQIAP+ communities themselves and their 

consequences on the isolation of older individuals. 

• Cite inspiring initiatives (Maison de la Diversité, Lebensort Vielfalt, Grey Pride's “Bienvenue” 

label) and draw inspiration from them in their professional practice. 

• Use language and adopt a posture that does not presuppose the heterosexuality or 

cisidentity of the people they support. 

 

Key Concepts & Definitions 

Sexual orientation: Umbrella term describing the gender(s) towards which a person may feel 

emotional, romantic and/or sexual attraction (lesbian, gay, bisexual, pansexual, asexual, 

heterosexual). 

Gender identity: A person's deep internal sense of being male, female, both, neither, or somewhere 

else on the spectrum. May differ from sex assigned at birth. 

Cisgender: A person whose gender identity aligns with the sex they were assigned at birth. 

Transgender/Trans: A person whose gender identity differs from the sex they were assigned at birth. 

Non-binary: Term describing gender identities that do not fit exclusively within the man/woman 

binary. 

Queer: Umbrella term for people whose sexual orientation or gender identity differs from dominant 

norms. Once pejorative, it has been reclaimed, but some older adults may still perceive it negatively. 

Heteronormativity: The systemic assumption that heterosexuality is the norm. Concrete example: an 

admission form offering only "Married" or "Widowed" options. 
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Cisnormativity: The assumption that everyone's gender identity necessarily matches their sex 

assigned at birth. 

“Going back into the closet”: Phenomenon where LGBTQIAP+ seniors hide their identity upon 

entering an institution, for fear of judgment or discrimination. 

Minority stress: Concept by Ilan H. Meyer (1995) describing the physical and mental health problems 

linked to discrimination experienced by minorities. 

 

Understanding the Topic 

1. Why a Specific Module on LGBTQIAP+ Seniors? 

This module is not a “diversity add-on”. It is fundamentally necessary because LGBTQIAP+ elders have 

lived through the 20th century in a radically different way than their heterosexual and cisgender peers. 

Understanding this history is not optional—it is essential for providing competent, dignified care. 

1.1. A Contrasting Legal and Cultural Legacy Across Europe 

The rights of LGBTQIAP+ people evolved at very different rates across European countries. This past is 

not ancient history—it directly shaped the life paths of today's elders. The table below illustrates these 

differences: 

 

Country Decriminalization Marriage Impact on Seniors 

France 1982 2013 Seniors who 
experienced 
criminalization, then 
belated recognition. 

Germany 1969 (FRG) / 1988 
(GDR) 

2017 Generations marked 
by paragraph 175 
(Nazi criminalization). 

Romania 2001 Prohibited Persistent 
stigmatization, lack of 
legal recognition. 

Cyprus 1998 Prohibited / Civil 
Cohabitation since 
2015 

Lack of social security, 
pensions, inheritance 
and medical 
protections 

http://www.projectname.org/


  www.nevergetsold.eu 
 

 
 

50 

Funded by the European Union. Views and opinions expressed are however those of the author(s) only and do not necessarily 
reflect those of the European Union or the European Education and Culture Executive Agency (EACEA). Neither the European 
Union nor EACEA can be held responsible for them. Project Number: 2024-1-DE02-KA220-ADU-000244060 

Portugal 1982 2010 Years of waiting for 
social and state 
recognition  

 
 

In France and Germany, despite legislative progress, many elders grew up in contexts where their 

identities were pathologized, criminalized, or hidden. This has created deep-seated patterns of 

concealment, shame, and distrust of institutions—patterns that do not disappear with age or legal 

change. 

 

 

 

 

 

This quote illustrates the dilemma of older generations: they learned to hide to survive, and this habit 

does not disappear with evolving laws. It remains embedded, and can resurface in care environments 

where vulnerability is high. 

1.2. The Weight of Institutions: A Life Spent Fearing Them 

For many LGBTQIAP+ elders, institutions have never been safe places. Brett, a 72-year-old trans man 

from Lyon, carries this history in his body: 

 

 

 

 

Brett spent his teenage years in foster homes and group homes, estranged from his family. Unlike his 

mother, who could enter a nursing home expecting basic dignity and recognition, Brett knows his 

experience will be different. He has a full beard, a low voice, and has had his breasts removed. But he 

never had gender-affirming surgery, meaning that his transgender status would become instantly 

obvious to any caregiver tasked with bathing or dressing him. 

This fear is not abstract. It is rooted in a lifetime of navigating institutions that were not designed for 

people like him. For Brett, and for countless other LGBTQIAP+ elders, entering a care facility is not a 

neutral transition—it is a potential return to a lifetime of vulnerability, exposure, and the constant 

need to justify one's very existence. 

1.3. The Impact of HIV/AIDS on a Generation 

The AIDS epidemic of the 1980s and 1990s was a cataclysm for gay and bisexual communities. It 

decimated entire networks of friends, partners, and chosen family, creating deep generational trauma 

that continues to affect survivors today. 

“I lived with my 'friend' for decades. Everyone knew, but we never held hands. Now people 

do it openly, and it makes me uneasy.”  

(Focus group participant, 70+) 

 

“I've been in institutions most of my life. It never scared me. But I won't get to be in a 
nursing home like my mom was.” 
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Key data: 

• 30% of HIV diagnoses in France now involve people over 50 

• Over 50,000 people living with HIV in France are over 50 

• Many survivors experience what is called “Lazarus syndrome” - PTSD-like symptoms from 

surviving the epidemic while watching friends die 

This history directly influences how older LGBTQIAP+ people relate to aging and institutions: 

• Distrust of medical establishments that once pathologized them or failed them during the 

AIDS crisis 

• Fragile support networks—chosen families were often decimated, leaving survivors isolated 

• Fear of dependence—anxiety about losing autonomy and ending up at the mercy of 

potentially judgmental caregivers 

As Grey Pride warns: “Care and nursing staff have received no training on HIV. We risk seeing the same 

fear and rejection we experienced in hospitals in the 1980s.“ 

1.4. The Weight of Silence: Invisibility in Media and Society 

LGBTQIAP+ elders are almost entirely absent from media representations, training materials, and 

public discourse. As Francis Carrier, president of Grey Pride, notes: 

 

 

 

 

 

This invisibility is a form of violence. It sends a message that people like Brett do not exist, do not 

matter, and do not deserve to be seen. It contributes directly to isolation and self-censorship. 

2. The Specific Challenges of LGBTQIAP+ Elders 

2.1. The Body as a Site of Vulnerability: Trans Elders in Care Settings 

For trans elders, the body itself becomes a site of potential exposure and vulnerability. Brett's situation 

illustrates this with painful clarity. To the outside world, he is a man. His beard, his voice, his clothing 

all align with his gender identity. But his body tells a more complex story—one that a nursing home 

aide might unexpectedly discover while helping him bathe. 

This moment of discovery is fraught with risk. Will the aide react with professional calm, having been 

trained to understand diverse trans bodies? Or will there be shock, awkwardness, whispered 

conversations in the hallway? Brett's fear is not hypothetical—it is based on a lifetime of navigating 

spaces where his body was seen as “wrong”, “confusing”, or “deviant”. 

“At present, it is almost impossible to find in French LGBT iconography positive images of older 
LGBT couples, as if sexual orientation and gender identity were reserved for youth.” 
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Key challenges for trans elders in care settings: 

• Involuntary disclosure of trans status during intimate care 

• Lack of staff training on the diversity of trans bodies and transitions 

• Absence of protocols for respectful intimate care 

• Fear of harassment from other residents 

• Potential misgendering after staff becomes aware of trans history 

2.2. The "Return to the Closet" Phenomenon 

One of the most heartbreaking findings from research and practice is the “return to the closet”. An 

elder who has lived openly for decades may, upon entering a care facility, feel compelled to hide their 

identity again. 

Why does this happen? 

• Fear of discrimination from staff or other residents 

• Lack of visible signs of safety (rainbow stickers, inclusive posters) 

• Previous negative experiences with healthcare providers 

• Assumption that "people like me" aren't welcome here 

Key data: 

• 90% of LGBTQIAP+ elders have no children (INSEE) 

• Only 12% of nursing homes in France train their staff on LGBTQIAP+ issues (Grey Pride, 2024) 

• In labeled facilities ("Bienvenue" label), 30% more residents disclose their LGBTQIAP+ 

identity 

2.3. Ageism Within LGBTQIAP+ Communities 

One of the most striking findings from Le Girofard's intergenerational dialogue sessions is the reality 

of ageism within queer communities themselves. 

Manifestations of intra-community ageism: 

• In nightlife and cultural spaces: a pervasive “cult of youth” in gay bars, clubs, and drag scenes 

• On dating apps: explicit rejection based on age (“too old”, “pass”) 

• In activism: younger generations sometimes perceived as “overly theoretical” or 

disconnected from historical struggles; older generations sometimes made to feel their 

contributions are no longer relevant 
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• Social pressure to maintain a youthful appearance and energy, especially in social and dating 

contexts 

This reality is particularly painful because it affects people already marginalized by mainstream 

society. It underscores the need for intentionally created intergenerational spaces where age diversity 

is seen as a strength, not a barrier. 

2.4. The Persistent Taboo of Elder Sexuality 

Beyond LGBTQIAP+ communities, society maintains a deep discomfort regarding the sexuality of older 

people. 

The manifestations of this taboo: 

• The myth of asexuality: the belief that sexual desire naturally expires at a certain age 

• The aged body as a “non-sexual” body: elders are seen only as grandparents or patients—

culturally desexualized roles 

• The silence of institutions: in care settings, staff may think they are “protecting” residents by 

ignoring their intimate lives, when they are actually stripping away their agency 

 

 

 

 

 

 

 

 

 

For trans elders, this taboo is compounded. Their body, already marked as “different” by societal 

norms, is further desexualized by age. The possibility of intimacy, of touch, of being seen as a desiring 

and desirable being, becomes almost unimaginable within the institutional gaze. 

This taboo creates a vicious circle of silence: 

• The elder stays silent to avoid being seen as inappropriate 

• The professional stays silent due to lack of training or fear of awkwardness 

• The family stays silent to preserve a certain image of their aging parent 

2.5. Isolation: A Structural Issue 

Isolation affects many elders, but for LGBTQIAP+ elders, it is often intensified by specific factors. 

“Not talking about desire is removing an essential part of the individual.” 

(Grey Pride campaign) 

“Sexuality exists in tenderness... but not necessarily in sexual intercourse.”  

(Focus group participant) 
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Specific Isolation Factors Key Data 

Lack of children 90% of LGBTQIAP+ elders have no 
children (INSEE). "Chosen families" are 
crucial but may be fragile. 

Lack of inclusive facilities Only 12% of nursing homes train staff on 
LGBTQIAP+ issues (Grey Pride, 2024). 

Economic insecurity 40% of queer elders have pensions 
under €1000/month, linked to careers 
disrupted by discrimination. 

Family rejection Many experienced rejection from 
families of origin, leaving them without 
traditional support networks. 

Geographic isolation In rural areas, opportunities to connect 
with other LGBTQIAP+ people are 
extremely limited. 

 

 

 

 

 

2.6. Healthcare Access: A Minefield 

Access to respectful, competent healthcare remains a major challenge for LGBTQIAP+ elders. 

Key data: 

• 72% of doctors never ask older patients about their sexual orientation 

• More than half of LGBT people do not discuss their sexual orientation during medical visits 

• 67% of LGBT people over 50 believe they have poorer access to healthcare 

• 65% fear they will be subjected to violence in care settings 

Specific barriers: 

• Invisibility in medical practices: the silence rests on the erroneous assumption that sexual 

orientation is either obvious (heterosexuality presumed) or irrelevant 

• Lack of knowledge about specific needs: staff are rarely trained on the needs of trans elders 

(hormone therapy continuity) or older gay men (sexual health, HIV) 

• Fear of discrimination: many delay seeking care or avoid disclosing important information 

“LGBT elders suffer even more from isolation and poverty than other older people. “ 
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3. Intersectionality in Practice: Understanding Complex Situations 

Intersectionality is not an abstract concept—it is a practical tool for analyzing situations and 

adapting care. Here are case studies drawn from research and focus groups. 

 

 

 

Case Study 1: Barry, 72, trans man (inspired by The Atlantic article) 

Barry is a 72-year-old trans man living in Lyon. He has a full beard, a low voice, and has had his breasts 

removed. However, he never had gender-affirming surgery. His body therefore bears the marks of a 

unique transition journey, different from the standardized paths often imagined by caregivers. 

After a career in education and a life marked by complex family relationships (he spent his teenage 

years in foster homes), Barry lives alone. Recently, a fall and the onset of heart problems have led him 

to reluctantly consider entering a nursing home. 

During a pre-admission visit, the director addresses him as "Mister" he feels recognized. But when the 

nurse coordinator raises the question of personal care and daily assistance, he senses discomfort. He 

knows that one day, perhaps soon, a caregiver will discover his naked body, and with it, a story that 

his external appearance does not tell. He dreads the questions, the stares, the whispers. He dreads 

having to justify who he is, once again. 

"The impossibility of talking about one's identity leads to greater isolation and precariousness." 
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Key challenges: 

• Involuntary disclosure of trans status during intimate care 

• Lack of staff training on diverse trans bodies and transitions 

• Absence of institutional protocols for respectful intimate care 

• Fear of isolation and discrimination from other residents 

• The weight of a lifetime of institutional distrust 

 

Questions for reflection: 

• What assumptions might influence staff reactions when they discover Brett's body? 

• What are the risks if the institution ignores the situation and puts nothing in place 

beforehand? 

• What would a respectful, person-centered response look like? 

Case Study 2: Simone, 78, lesbian 

Simone lived with her partner for 40 years before she passed away. She is now entering a nursing 

home. On the surface: an elderly, widowed lady. But behind this apparent simplicity lies a much more 

complex reality: 

• Ageism: no one talks to her about her emotional life anymore. It is assumed that at her age, 

“these questions” no longer arise. 

• Sexism: as an older woman, she faces the “double standard of aging” - her social value and 

desirability decrease with age, unlike men's. 

• Lesbophobia/invisibility: no one ever asks if the important person in her life was a woman. 

The wedding photo on the dresser? She doesn't have one. Her grief is completely ignored. 

Intersectionality means understanding that these three dimensions combine to create a unique 

situation of vulnerability and invisibility. An inclusive approach must address all of them. 

Case Study 3: Fatima, 68, lesbian and racialized 

Fatima is a lesbian woman of North African origin living in a small town, considering moving to assisted 

living. 

• Racism and lesbophobia: she faces potential discrimination related to both her origins and 

her sexual orientation, layered on ageism. 

• Double invisibility in representation: media and culture almost never show older, racialized, 

lesbian women. She is represented nowhere. 
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• Specific stereotypes: she may face stereotypes like the “masculine lesbian” or the 

hypersexualization of racialized women. 

• Healthcare access barriers: structural inequalities in healthcare access for racialized people 

compound with reluctance to discuss LGBTQIAP+ topics. 

These examples show that it is impossible to properly support a person without considering the 

totality of their identity. Inclusion is not treating everyone “the same way” - it is adapting one's 

approach to the uniqueness of each life path. 

 

4. Understanding the Research: What Studies Tell Us 

Recent research provides valuable insights into the experiences and needs of LGBTQIAP+ elders. 

4.1. The LEAP Study (2025-2027) 

The LEAP study (LGBTQ+ Inclusive Home Provision for older people), a major UK-based research 

project launching in June 2025, aims to understand how prepared home care workers are to support 

older LGBTQ+ people. 

Key findings from previous research that inform this study: 

• Care workers lack skills, knowledge, and confidence to support older LGBTQ+ people 

• Studies have focused on care homes, but home care remains under-researched 

• Many LGBTQ+ adults worry about receiving hostile or discriminatory treatment in social care 

• Some report fears about having to “de-gay” their own homes to protect themselves from 

anticipated homophobia or transphobia 

Brett's story illustrates this perfectly. The fear is not about the home he might leave, but about the 

institution he might enter—a place where he may lose control over his own narrative. 

4.2. The Insider-Outsider Status 

Research on LGBT residents in mainstream housing schemes reveals an “insider-outsider status” - they 

experience partial visibility while also encountering exclusionary pressures that locate them as “the 

other”. 

Key findings from a UK study (2019-22) with 15 LGBT residents aged 55-79: 

• LGBT residents navigate a complex social position—visible yet marginalized 

• Exclusionary practices by other residents reinforce boundaries of sexual and gender 

“normalcy” 

• Maintaining external social connections outside the scheme becomes crucially important 

This research challenges the assumption that housing schemes automatically provide “safe, secure 

spaces to grow old”. For LGBTQIAP+ elders, safety cannot be assumed—it must be actively created. 
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4.3. The Concept of “Chosen Family” and Its Limits 

The importance of “families of choice” alongside families of origin is well documented. However, 

research also reveals the fragility of these networks: 

• Proximity matters: friends may not live nearby or may face their own age-related mobility 

issues 

• Friends may be the same age and experiencing similar health declines 

• Networks decimated by the AIDS crisis left lasting gaps in support 

This is why intentional community-building and inclusive institutional support are essential—chosen 

families cannot always provide the care that institutions should be offering. 

5. Inspiring Initiatives for Action 

It is not enough to identify problems. Concrete solutions exist across Europe, proving that another 

way is possible. 

5.1. The Maison de la Diversité (Lyon, France) 

Led by Les Audacieuses & Les Audacieux, this inclusive and participatory housing project responds to 

the social isolation of LGBTI+ elders and people living with HIV. 

The concept: individual housing units + shared collective spaces + intergenerational living (including 

student housing), based on a project of mutual aid and solidarity around “aging well”. 

Core values: 

• Social connection as the key to aging well and maintaining autonomy 

• Inclusive housing as a supportive, anti-speculative way of life 

• Intergenerational solidarity as a source of inspiration and richness 

• Openness to the surrounding neighborhood 

This project is directly inspired by Lebensort Vielfalt in Berlin, a European pioneer since 2013. 

5.2. Grey Pride and the "Bienvenue" Label (France) 

Grey Pride combines advocacy with concrete tools for professionals. Relationships, sexuality or 

identity are some of the subjects that could be impacted in elder LGBTQI+ persons arriving in 

carehouses. This label is made to put forward these themes in taking care gestures.  

Key actions: 

• National helpline for isolated elders (01 44 93 74 03, Tuesdays and Thursdays 4-6pm) 

• Qualiopi-certified training in nursing homes for all staff (caregivers, administration, 

management) 
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“Bienvenue” label: strict criteria for inclusive facilities: 

• Trained staff 

• Anti-discrimination charter 

• Non-gendered spaces 

• Regular audits with LGBTQIAP+ associations 

• Partnerships with HIV-specialist physicians 

Key data: In “Bienvenue”-labeled facilities, 30% more residents disclose their LGBTQIAP+ identity. 

 

 

 

 

For Brett, a "Bienvenue"-labeled facility would send an immediate signal: here, staff have been 

trained. Here, my body will not be a source of scandal. Here, I might be able to age in peace. 

5.3. Lebensort Vielfalt (Berlin, Germany) 

A pioneering residence opened in 2013 by Schwulen Beratung Berlin, with 24 housing units for 

autonomous LGBT elders. With a waiting list of 400 people, two additional facilities have since opened, 

specializing in neurodegenerative diseases and psychological disorders. 

Strengths: 

• Chosen diversity: 60% gay men / 20% young people (under 55) / 20% women 

• Small specialized care unit for those losing autonomy 

• Openness to the neighborhood and cultural life 

5.4. Tonic @Bankhouse (London, UK) 

The UK's first LGBT+ affirming retirement community, opened in 2021 and fully occupied by the end 

of 2024. 

Key features: 

• 26 residents in a mix of shared ownership and rented apartments 

• A “Community Agreement” signed by all staff and residents committing to inclusion 

• Residents organize their own outings, communal meals, and gatherings—fostering “chosen 

family” 

• Support through end-of-life experiences, shared grief, and legacy reflection 

“Beyond the label, through training and awareness-raising in both private and public sectors: 
we must work towards recognition of gender identities in senior facilities.” 
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This distinction - between “accepted” and “affirmed” - is crucial. 

5.5. Key Lessons from These Initiatives 

 

Lesson Implication 

Inclusion is not tolerance “Accepted is almost like tolerated. 

Affirmative means you don't have to 

explain anything.” 

Chosen families need support Institutions must recognize and support 

these networks, not ignore them. 

Training must be comprehensive All staff—not just caregivers—need 

training. 

Visible signs of safety matter Rainbow stickers, inclusive posters, non-

gendered spaces send powerful 

messages. 

Co-creation is essential Elders must be involved in designing the 

spaces and services meant for them. 

 

These examples show that inclusion is not an abstract concept—it is a set of concrete choices: choices 

about housing, training, community-building, and labeling virtuous practices 

6. The Intergenerational Dialogue Sessions: Key Findings 

Le Girofard's intergenerational dialogue session in Bordeaux (October 22, 2025) brought together 23 

participants aged 19-82 and revealed crucial insights. 

Key themes that emerged: 

1. Ageism and exclusion within LGBTQIAP+ communities 

• Multiple participants described a “cult of youth” in queer spaces 

• Older gay men reported feeling invisible in bars and clubs 

“At Tonic, people find a chosen family, a supportive network where they can be their authentic 
selves.” 

 

“Why should we only have to be accepted? Accepted is almost like tolerated. But affirmative 

is: you don't have to explain anything, you're part of us.” 

(Tonic resident) 
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• Some were told they were “too old” for certain events or spaces 

2. Redefining sexuality in later life 

• Participants defined sexuality broadly: tenderness, affection, sensuality, emotional 

connection 

• Reduced emphasis on penetrative sex with age 

• Importance of self-pleasure and solo sexuality acknowledged 

3. Deep distrust of institutional care (EHPADs) 

• Widespread fear of having to “go back into the closet” 

• Concerns about heteronormative and cisnormative environments 

• Lack of staff training on LGBTQIAP+ issues 

 

 

 

 

 

4. Strong desire for community-based alternatives 

• Intergenerational co-housing projects 

• LGBTQIAP+-specific senior residences 

• Community-based care networks 

• “Aging in place” with community support 

 

 

 

 

 

 

5. Intergenerational learning is valued—and needed 

• Younger participants learning about historical struggles (AIDS crisis, legal battles) 

"My challenge would be to avoid retirement homes at all costs. What happens there is truly 
appalling." 

"I'd like to be in a shared house... I think there are projects starting to be set up, shared 
housing for older people. » 
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• Older participants learning about evolving terminology and identity concepts 

• Strong desire for more regular intergenerational exchanges 

7. Implications for Professional Practice 

What do all these findings mean for educators, caregivers, and institutions? 

For training and education: 

• Include modules specifically addressing intra-community ageism 

• Develop case studies based on real experiences 

• Address practical concerns about care facilities and healthcare access 

• Use intergenerational dialogue as a core methodology 

• Train staff specifically on trans aging and the diversity of trans bodies 

For institutional practice: 

• Develop clear protocols for intimate care that respect resident autonomy and dignity 

• Visible signs of safety (rainbow stickers, inclusive posters) are essential, not optional 

• Staff training must be comprehensive and ongoing 

• Anti-discrimination policies must be actively enforced, not just displayed 

• Partnerships with LGBTQIAP+ organizations provide essential expertise and credibility 

For policy and advocacy: 

• Support the development of LGBTQIAP+-affirming housing options 

• Fund research on the specific needs of LGBTQIAP+ elders 

• Require cultural competency training in all publicly funded elder care 

• Recognize and resource community-led initiatives 

For every professional who might encounter a LGBT+ elder: 

• Remember that you may be the first person who has ever asked him the right question 

• Remember that your reaction to his body will echo through his entire experience of care 

• Remember that dignity is not a gift you bestow—it is a right you must protect 

• Remember that they has been facing institutions violence their whole life. Your job is to make 

this one different. 
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Guidance for Educators and Professionals 

Essential Reflexes to Develop 

Language, the primary tool for inclusion: 

 Replace “Do you have a husband/wife?” with “Is there an important person in your life?” 

 Ask: “What pronouns would you like me to use?” 

 Use neutral terms like “partner”. 

 On forms, replace “Mr./Mrs.” with “First name”, “Last name”, and add an “Other” option. 

What to avoid: 

 “Elderspeak” or infantilizing diminutives (“young lady”, “young man”, “dear”, “sweetie”). 

 Assuming heterosexuality (“How old was your husband when he passed?”). 

 Laughing or making “discreet” comments about a relationship between two older people. 

Creating a Welcoming Environment 

• Visible signs: a small rainbow sticker, a “Everyone is welcome here” poster are strong signals. 

• Documentation: display contact information for associations like Grey Pride. 

• Non-gendered spaces: toilets accessible to all genders. 

• Activities: offer diverse events, not just traditionally gendered activities. 

Adapting Your Practice 

• With a trans person: respect their chosen name and pronouns, ensure continuity of hormone 

therapy, do not ask intrusive questions. 

• With a person living with HIV: do not stigmatize, maintain medical follow-up, be aware of 

specialized resources. 

• With a person from a different cultural background: practice cultural humility, ask about their 

own words and reference points. 
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Summary & Key Messages 

• Inclusion of LGBTQIAP+ seniors is not an option, it is an ethical and professional obligation 

to guarantee equal access to care and dignity. 

• History matters. The experience of stigmatization among LGBTQIAP+ seniors influences 

their relationship with institutions. Ignoring this history means reproducing violence. 

• Ageism also exists within communities. We must be aware of this and create truly 

intergenerational spaces. 

• Alternative models exist and work (inclusive housing, labels, training). They prove that an 

inclusive society for all ages is possible. 

• Action starts with language and posture. As a professional, you have the power to create 

safe spaces simply through your way of being and speaking. 

 

Practical Tools & Resources 

Lesson Plan Module 3 

The lesson plan is a structured guide which provides instructions for trainers or professionals on how 

to implement Module 3 in a group setting. It provides a structure for a training duration of 2.5 hours 

with a correspondent PowerPoint presentation, lists learning outcomes and a preparation checklist, 

and describes three exercises (see below). 

Exercise 1 – The Vocabulary of Inclusion 

Objective: To understand and appropriate key LGBTQIAP+ terminology and its importance in 

professional practice with older adults (see instructions in lesson plan). 

Scenario Cards – The Vocabulary of Inclusion. 

Exercise 2 – Case Study Analysis 

Objective: To analyse concrete situations of LGBTI+ elder and collectively build an appropriate, person-

centred response (see instructions in lesson plan). 

Case Study Card. 

Case Study Discussion Questions. 

Exercise 3 – Reimagining the Institution 

Objective: To design concrete actions for making an institution more inclusive for LGBTQIAP+ elders 

across three domains: training, physical environment, and policies/protocols (see instructions in 

lesson plan). 

Institution Cards – EHPAD / Home Care Service / Hospital / Assisted Living Residence.  
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3 Domain Action Plan Worksheet. 
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Overview  

Age and sexuality are still closely linked to stereotypical ideas, normative attributions, invisibility and 

taboos. This is also shown by the results so far of the "Never gets old" project (2024-2026), in which 

surveys of attitudes towards sexuality and age are being carried out in five European countries. Older 

people are often considered asexual, i.e. without any need for sexuality or primarily functional with 

regard to family structures and roles (grandparents). This happens both in everyday discourses and in 

media and institutional structures, such as in geriatric care facilities, which we have included in our 

project.   

However, social norms of 'gender and sexuality' are not a static structure, but the result of historical 

negotiation processes. In Europe, they have been shaped over thousands of years by religion, law, 

medicine, economics and political power – and have been questioned again and again. Our ideas of 

gender, age and sexuality have thus grown historically and shape the self-image of older and younger 

people, family expectations and the actions of professionals in nursing, counselling and adult 

education.  

The interviews and group discussions from the 2nd work package of the project show that the topic 

of sexuality in old age is strongly taboo in a wide variety of contexts: in families, in institutions and 

especially in nursing homes and between generations. In the discussions, the experience was mainly 

shared that sexuality surprises younger people in old age. This is how a teacher for nursing professions 

describes from her everyday life: 

 

 

 

 

 

The reactions to pictures she shows in class also illustrate internalized stereotypical ideas:  

 

 

 

 

 

It has long been researched and described that sexuality is not a privilege of youth and that sexuality 

in old age is not a marginal phenomenon, but part of lifelong identity formation. Our perception of 

sexuality is influenced by norms, narratives (cultural narrative structures) and media images. These 

are then also incorporated into the concrete implementation of care, counselling and educational 

work. 

"I notice boundaries insofar as the student body sometimes shows me so often when it comes 

to sex in old age, [...] from 40 it is over. I reflect on this again and again and there is great 

amazement." 

"And the reactions to pictures that I show with hugs from people over 60 are: Wow, I can't 

even look, does it have to be like this? Or holding hands (...) oh, that's cute". 
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The aim of this module is to show that social norms on gender and sexuality have changed again and 

again in the course of our history and that the respective validities shape our social human interaction 

with each other and influence our own self-image. By critically questioning the mechanisms for 

adopting values, norms and roles, the possibility is opened up to recognize stereotypes, question 

taboos and promote a self-determined way of life for older people.  

The module is intended to support professionals in reflecting on their own assumptions, designing 

professional scope of action safely and consciously addressing normative expectations. Participants 

are given methods and spaces to recognize social norms, to examine their own attitudes and to react 

reflectively to age- and sexuality-specific questions.  

The aim of this thesis is therefore to show the historical, cultural and media mechanisms that shape 

social norms on age and sexuality, and to derive methodological approaches for practice-oriented 

educational work. 

Learning outcomes in Module 4 

Target group Gaining knowledge 

Participants learn: 

 

1. Standards have grown historically 
o What is considered "normal" today used to be 

different – and will continue to change. 
2. One's own convictions are socially shaped 

o Irritations and discomfort have cultural causes and are 
not individual deficits. 

3. Sexuality in old age is not a special case 
o but part of lifelong identity development. 

Benefits for adult educators  Adult educators benefit because they: 

• be able to moderate more sensitively, 

• recognize their own implicit norms, 

• create learning spaces without embarrassment, 

• Understanding conflicts between generations better. 

Benefits for skilled workers Professionals (nursing, social work, counselling) benefit 
because they: 

• deal more professionally with closeness, intimacy and 
boundaries, 

• take the needs of older people seriously, 

• critically reflect on institutional rules, 

• act more ethically. 
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Understanding the Topic 

1. Theoretical Frame of Reference: Social Norms, Identity and Age 

Social norms are basic rules and agreements that structure the behaviour of individuals within a 
society. They define what is considered appropriate, expected or deviant, and have both a regulating 
and guiding effect (cf. Dimbath, 2025). Norms relating to gender, sexuality and age are of particular 
importance, as these areas are closely linked to questions of morality and taboos. They thus strongly 
influence the individual understanding and acceptance of sexual orientations and identities that 
deviate from the norm. In the social sciences, the terms gender and sexuality are not understood 
exclusively as biological givens, but as social constructions that arise in historical, cultural, and 
institutional contexts (Feldmann et.al. 2025). For example, the term gender refers to the socially 
produced roles, expectations and attributions that are linked to bodies and identities. In the sense of 
social science, old age is also understood not only as a biological process, but also as a socially 
structured phase of life that is associated with certain role models, rights and duties in the respective 
social context. The consideration of sexuality is also subject to social change processes and is shaped 
by norms, language, knowledge and institutions. There are forms of sexuality that are legitimized, 
others are marginalized or tabooed. Social norms are not only repressive, but also productive (cf. 
Dimbath 2025) by producing certain identities and ways of life in the first place. For example, a "gay 
identity" is closely linked to the historical persecution of homosexual men and the "gay movement" 
that grew out of it. 

A short theoretical framework is helpful for understanding sexuality in old age. In social discussions, 
sexuality in older people is often given little consideration or completely ignored. Instead, there is 
often the assumption that sexual needs will also disappear with increasing age. However, this idea is 
not natural, but the result of historically grown social norms. The examination of this perspective 
forms the basis for the following historical analysis. 

2. Historical Development of Social Norms of Age and Sexuality 

Today's social ideas of sexuality in old age can only be understood against the background of historical 
developments. The following is a historical overview with some central normative shifts in relation to 
sexuality, gender and age. 

2.1  Pre-Modern Societies: Morality, Religion and Social Order 

In pre-modern societies, sexuality was strongly embedded in religious and moral systems. It was 
primarily considered functional for reproduction. Although gender in this era was thought of in binary 
terms – male and female – sexuality was defined less by identity than by social role. It was not the 
gender of the partner that was decisive, but the position in the power structure: active versus passive, 
free versus unfree or enslaved. Relationships between adult men and adolescent boys (pederasty) 
were socially accepted as long as they followed certain norms. 

As for old age, it was often associated with withdrawal, wisdom or spiritual devotion. Sexual activity 
beyond reproductive purposes, especially in old age, was considered rather inappropriate or morally 
questionable. These normative ideas had an effect not only individually, but also structurally: 
deviations could result in social sanctions. Sexuality in old age was not so much invisible as morally 
disqualified. However, it must also be noted that there were very few old or very old people. Most 
people died at an age that corresponds to today's "Bestagers". 

With the spread of Christianity in the Middle Ages (ca. 9th to 15th century), the view of gender and 
sexuality in Europe changed fundamentally. Sexuality was increasingly moralized and associated with 
sin. Legitimate sex was limited to marriage and was intended for procreation. Lust was considered 
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dangerous or was understood as a sin. In patriarchal thinking, the woman was seen as the "seductress" 
of the man, unless she was regarded as a "virgin" pure from all sin - i.e. sexuality. This dichotomy can 
still be found today in the Christian idea of the "Virgin Mary", who at the same time becomes a mother 
– but without the sex associated with sin.  

2.2  Early Modern Period: Disciplining and Science 

Between the 16th and 18th centuries, state and church control over the body and sexuality intensified, 
and married life was subject to stronger regulations. In the Catholic Church, celibacy for priests was 
introduced. At the same time, medicine began to systematically research gender. During this period 
(around 1800), the so-called "two-gender model" became increasingly prevalent in Europe, thus 
displacing the idea that women were "incomplete men". It was now postulated that women and men 
were fundamental, biologically based opposites. Social roles (e.g. housewife, breadwinner) were then 
derived from this, which were now considered "natural". 

Sexuality was increasingly seen as an individual act that had to be monitored, classified, and 
standardized. Deviations were no longer considered just a sin, but were increasingly classified as an 
illness or even a crime. The ideas went so far that even masturbation was considered dangerous to 
health. This myth survived into the 20th century and can still be found in some societies and milieus. 

2.3  Modernity: Medical and Scientific Normalization 

From the 18th century onwards, with modernity and the emergence of scientific ways of thinking, the 
view of sexuality described above became established. The biological classification led to the 
consolidation of the idea of two clearly separated sexes with "natural" characteristics. Sexuality was 
increasingly viewed from a medical and biological point of view. Along with this, the idea of clearly 
distinguishable phases of life with specific functions also solidified in the biological role consideration. 
Age was now often assessed as a deficit phase, characterized by physical decline and loss of function. 
Sexuality in old age was no longer primarily morally condemned, but pathologized as no longer "age-
appropriate" or assessed as a medical problem because it was perceived as inappropriate for old 
people. A "healthy", appropriate sexuality was increasingly granted only to young people in 
connection with the option of reproduction. 

This perspective contributed to the consolidation of the assumption that sexuality is tied to youth, 
health and productivity. Parallel to this development, the first social movements emerged, such as the 
early women's movement, which questioned these attributions.  

2.4  19th century: Bourgeoisness, pathologization and identity 

The 19th century brought profound changes. Bourgeois society elevated the nuclear family to a moral 
ideal, and sexual fidelity in marriage became even more firmly established as the norm. Gender roles 
were sharply separated: the man belonged in the public sphere and gainful employment, the woman 
in the household, where her central task was motherhood (cf. Beck-Gernsheim 1980). However, this 
model was only viable for middle-class women. Female workers had to take care of the household and 
their children as well as pursue gainful employment. 

At the same time, modern sexology emerged. Terms such as "homosexuality" were coined – initially 
as a medical diagnosis. This was the first time that same-sex desire was understood as a stable identity, 
but mostly as deviation or degeneration. 

This new categorization had ambivalent consequences: it enabled and promoted visibility and self-
description, but also led to stigmatization because it was associated with "illness".  

Those affected, in turn, tried to avoid the latter by unsuccessful treatment attempts, which were 
prescribed to them by some psychiatrists. However, if homosexuality was recognized as an immutable 
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characteristic of a person, there was also the opportunity to take political action against the 
criminalization of same-sex acts. Even according to the legal opinion of the time, only those who were 
responsible for their actions could be punished. Karl-Heinrich Ulrichs was the first to try to demand 
the abolition of criminal liability with this justification at the German Jurists' Congress in 1867. 
However, he failed. This is surprising because homosexual acts were already exempt from punishment 
in some German states before the founding of the German Empire in 1871. In the new criminal code 
of the German Reich, however, § 143 of the Prussian Criminal Code was adopted as § 175, which made 
"unnatural fornication" between men a punishable offence. 

2.5 20th century: ruptures, violence and liberation 

The 20th century was marked by extreme contrasts. In Germany, industrialization, urbanization and 
the First World War led to the disintegration of traditional role models. The war in particular meant 
that women had to take over the tasks of men who were in the field. After the end of the war, many 
women did not want to go back to their "old role". They were helped by the fact that with the end of 
the German Empire, women were also given the right to vote. In Berlin in particular, a pronounced 
gay/lesbian subculture developed in the more liberal society, which was unique in the world. The 
National Socialist regime put an end to this development of dealing with homosexuality and once 
again solidified rigid gender norms and role models. In order to facilitate the prosecution of 
homosexual men, § 175 was tightened in 1935 in such a way that even suggestive glances could trigger 
prosecution. A distinction was made between men who had only been seduced and manifest 
homosexuals. Same-sex acts were no longer interpreted as part of the personality, but again as 
culpable misconduct. However, it was no longer about moral ideas, but about the accusation that 
homosexual men would refuse to reproduce. Women, on the other hand, were perceived as purely 
"passive" beings, as in the German Empire. Accordingly, §175 was not extended to them in 1935. 
Nevertheless, lesbian women were persecuted when they appeared openly. An indictment for 
violation of morality then became possible. 

 

Figure 1. Image created in Canva (2026) 

If we look at the EU countries in our project, the Cypriot gay rights movement (AKOK) emerged 
sometime later than in Germany. On the initiative of the well-known activist Alecos Modinos, together 

http://www.projectname.org/


  www.nevergetsold.eu 
 

 
 

74 

Funded by the European Union. Views and opinions expressed are however those of the author(s) only and do not necessarily 
reflect those of the European Union or the European Education and Culture Executive Agency (EACEA). Neither the European 
Union nor EACEA can be held responsible for them. Project Number: 2024-1-DE02-KA220-ADU-000244060 

with 16 gay men and a lesbian woman, it was officially founded in December 1987. The foundation 
took place at a time when same-sex relationships between men were also punishable in Cyprus and 
homosexuality was hardly discussed in public. As the first organized advocacy group for LGBT people 
on the island, AKOK was primarily committed to the decriminalization of male homosexuality.  

Portugal joined a growing number of European countries in the 1980s in increasing their efforts to 
recognise and protect sexual rights. Although decriminalisation did not immediately eliminate 
existing stigmatisation and discrimination, it represented a fundamental structural step towards 
recognising the rights and dignity of LGBTIQ+ people. The reform brought the country into line with 
other European states that had already decriminalized homosexuality and laid the foundation for 
further action in the area of legal equality. 

In France, full legal equality was completed in August 1982 in the sense of the decriminalization of 
homosexual acts. The change in the law meant that same-sex relationships between consensual 
adults were no longer treated differently from heterosexual relationships under criminal law. This 
strengthened an important legal principle of equality. At the same time, social acceptance remained 
limited, and many LGBTIQ+ people continued to face prejudice and discrimination in everyday life. 
Nevertheless, the reform represented a central step towards legal normalisation and was an 
important point of reference for subsequent gender equality developments in Europe. 

In Romania, in 2001, in the course of the EU accession process, the government ended the criminal 
prosecution and legal discrimination of LGBTQ people by means of an emergency decree. The reform 
was closely linked to the requirements of European integration, but went beyond a purely formal 
adaptation. The abolition of the article represented an important symbolic turning point, as it for the 
first time placed greater emphasis on the right to privacy and the dignity of homosexual citizens. Even 
though the measure was initially primarily in the context of the EU accession criteria, it marked a 
fundamental step towards legal equality. 

After the end of the Second World War, the prosecution of homosexual men in the Federal Republic 
of Germany initially continued unchanged and men convicted under § 175 of National Socialism 
remained in prison. As a result, most convictions under § 175 fall in the 1950s. This was made possible, 
among other things, by a ruling of the BVG in 1957, which did not classify § 175 as National Socialist 
law. In addition, the court found that the different treatment of men and women in § 175 did not 
violate the principle of equality in the Basic Law, because the sexuality of men and women would be 
fundamentally different. 

The sexual revolution of the 1960s and 1970s then questioned marriage, heteronormativity and 
patriarchal gender orders. Feminist movements fought for reproductive rights, sexual self-
determination and equality. 

Lesbian, gay, and later trans* and inter* movements demanded social recognition. Gender and 
sexuality were increasingly understood as social constructions, not just biological facts. In recent years, 
"queer" has become the generic term for non-"heteronormative people", which then also includes 
people whose sexual desire is not fixed on one gender or who feel neither male nor female. 

2.6 Present: Pluralization and Conflict 

Greater equality and a diversity of lifestyles characterise today's Europe. For example, in 2016, the 
right to adoption for married same-sex couples was enshrined in law in Portugal. Previously, the legal 
situation was much more restricted: Although same-sex couples – regardless of whether they were 
married or living in a registered partnership – could adopt in certain cases, usually only one partner 
could take over legal parenthood. This often created legal inequality within the family, as one parent 
was not fully recognized and children had limited legal protection from both caregivers. The 2016 
reform eliminated these differences and allowed for both joint adoption and so-called stepchild 
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adoption. The amendment brought Portuguese family law more in line with international human 
rights standards and at the same time took into account the lived reality of many LGBTIQ+ families. 

The right to joint adoption for married same-sex couples in Germany was introduced with the 
introduction of "marriage for all" on October 1, 2017.  Since that date, same-sex couples have been 
able to marry and adopt children together, putting them on an equal footing with heterosexual 
married couples. 

In 2018, Portugal's then President Marcelo Rebelo de Sousa announced the Law on the Self-
Determination of Gender. It introduces the right to change one's official name and gender at the age 
of 16 and with appropriate support, thus reducing bureaucratic and discriminatory obstacles. 

In May 2020, Cyprus introduced a comprehensive ban on so-called conversion therapies. This 
prohibited all psychological, medical, religious or other practices aimed at changing or suppressing a 
person's sexual orientation or gender identity. Violations can be punished with imprisonment of up to 
five years as well as fines. 

The legislative initiative was significantly supported by the organization Accept–LGBT Cyprus and is in 
line with recommendations of the European Union.  

The regulation follows on from earlier developments such as the decriminalization of homosexual acts 
and the introduction of registered civil partnerships. By classifying these practices as a form of 
domestic violence, the law also creates legal opportunities for those affected to demand protection 
and justice through reporting systems and legal proceedings. Despite some ongoing social 
reservations, Cyprus is thus considered a pioneer in the region in the field of legal protection for 
LGBTQ+ people. 

In Germany, the Law on Protection against Conversion Treatments came into force on June 24, 2020, 
and France bans conversion therapies and practices aimed at changing a person's sexual orientation 
or gender identity in January 2022. 

Same-sex marriages, the legal recognition of trans* people in Germany since 2024 and debates about 
non-binary genders stand for a profound change in social norms. 

At the same time, these developments are not universally desired and accepted, and pluralistic 
concepts of gender and sexuality are being questioned by religious, conservative and nationalist 
movements. It becomes clear that norms are never final, but an expression of ongoing struggles for 
power and interpretation. 

3. Factors influencing images of old age 

3.1 Cultural narratives about aging and "appropriateness" 

Cultural narratives have various functions: they serve to impart information, communicate, build 
community, pass on knowledge or simply entertain (cf. Matuszkiewicz 2017). These cultural narratives 
are also referred to as narratives and structure social ideas. They convey implicit expectations and 
define what is considered "normal" or "deviant". 

With regard to old age, narratives exist in our Western society that link aging with withdrawal, rest 
and need reduction. A need for active participation in events, especially events for younger 
generations, may then cause astonishment. For example, one participant in the focus group in 
Germany describes how she perceives a social boundary in terms of age and participation 
opportunities despite the softening stereotypical images of age:  
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In these narratives, sexuality is often at odds with expectations of "appropriate" aging. Older people 
are primarily portrayed in roles such as grandparents, people in need of care or wise advisors, while 
their physicality and sexuality are faded out. This creates the image of an asexual phase of life. 

These narratives have an effect on several levels: they influence the self-image of older people, shape 
family expectations and structure institutional framework conditions. Sexuality in old age is not openly 
rejected, but often tacitly excluded. This silence increases insecurity and self-censorship. 

The construction of appropriateness thus functions as a social regulator. It does not so much 
determine what is forbidden as what is not addressed. In this sense, cultural narratives are a central 
link between historically evolved norms and current practices – and thus a key to understanding the 
continuing taboo on sexuality in old age. 

3.2 Media representations of age and sexuality: visibility, stereotypes and 
invisibility 

The media play a central role in communicating and stabilizing social norms. They function as cultural 
resonance spaces in which social ideas about the body, gender, sexuality and age are reproduced, 
condensed or even questioned. With regard to sexuality in old age, there is a striking discrepancy 
between real life practice and media representation. 

Older people appear comparatively rarely as sexual subjects in both traditional and digital media. 
When sexuality in old age is discussed, it often happens in specific forms of representation: as a 
humorous deviation, as a medical or psychological problem, or as a morally irritating event. These 
representations contribute to the reproduction of stereotypical images in which sexual desires of older 
people are either ridiculed, problematized or completely negated. 

A central feature of media representations is invisibility, which is also described and criticized by a 
participant in the focus group from Germany: 

 

 

 

 

 

 

The widespread lack of realistic, diverse representations of sexuality in old age creates the impression 
that it is a marginal phenomenon or something socially irrelevant. Invisibility has a normative effect: 
what is not shown does not appear to be intended. As a result, sexuality is implicitly linked to youth, 
attractiveness and physical performance. 

"What I experience is that 60 is such a sound barrier. I have the impression that if something 

is desired, please should not be older than 60. I hear that more often. “ 

 

"This applies in particular to sexuality – it is practically invisible. Although we live in a 

society steeped in sexualized images and cues, they almost never affect older people. It's 

always about the young – because older people assume that nothing is going on anymore." 
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At the same time, however, the media also contributes to the codification of normative body images. 
Aging bodies are often portrayed as deficient, sick or in need of care, which means that they remain 
excluded from dominant sexuality discourses. This logic of representation influences not only social 
attitudes, but also professional contexts, for example in nursing, counselling or adult education, in 
which media images can be adopted without reflection. 

The effect of media stereotypes is not limited to individual perceptions. They shape family 
expectations, institutional routines and political discourses. Sexuality in old age is not explicitly 
prohibited in this way, but structurally marginalized. The media thus make a significant contribution 
to the maintenance of social norms that construct aging and sexuality as contradictory. 

A critical examination of media representations is therefore a central component of norm-reflexive 
educational work. It makes it possible to deconstruct dominant images, to make invisibility visible and 
to open up alternative narratives that recognize sexuality in old age as a natural part of human lives. 

3.3 Taboos, Silence and Institutional Practice 

Sexuality in old age is a double taboo subject in many societies. It encounters social norms that 
generally link sexuality with youth, attractiveness and performance, and age-related ideas of 
seclusion, wisdom or moral appropriateness. The result is often silence – both in families and in 
institutional contexts. This silence does not lead to neutrality, but to uncertainty, discomfort and 
structural marginalization. 

In family contexts, the taboo often expresses itself in subtle signals: desires, intimacy needs or sexual 
experiences of older people are not addressed or tacitly devalued. Professionals in nursing, counselling 
or social work often experience this spiral of silence as a challenge. They have to weigh up professional 
restraint, ethical responsibility and the need of those affected for recognition of the reality of their 
lives. A lack of education and training on this topic increases uncertainty and inhibitions. 

Institutionally, taboos are reinforced by structures and rules. Institutions such as nursing homes or 
counselling centres often do not have clear guidelines for dealing with sexuality in older people. There 
is a lack of spaces, resources or guidelines for thematic integration into education or care services. As 
a result, it can lead to stagnation, normative self-censorship or even inappropriate reactions to the 
needs of older people. 

The analysis of such taboo patterns shows that silence does not arise by chance, but is stabilized by 
social, historical, and institutional mechanisms. Education and training modules can play a key role 
here: By reflecting on their own attitudes, deconstructing dominant narratives and discussing case 
studies, participants are enabled to consciously address taboos. They learn to name uncertainties, 
critically question normative expectations and develop action-oriented strategies that meet the needs 
of older people. 

Dealing with taboos is therefore not only a theoretical task, but has immediate practical relevance: It 
enables adult educators and professionals to create learning and working spaces in which sexuality in 
old age can be visible, respected and professionally addressed. 

 

Guidelines for educators and professionals  
In the following, some guidelines are formulated to support professionals and participants in dealing 
with the topic of age and sexuality in a reflective, sensitive and professional way, both in seminars and 
in their own organizations.  
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Communication recommendations 

A respectful approach to the topic begins with language. Communication should therefore be 
appreciative and open, i.e.  

• The attitude is characterized by the basic assumption: sexuality in old age is possible. 

• Open questions that allow a wide range of answers are favourable in dialogue. These should 
be value-free.  

• Leading questions should be avoided. 

• Pauses, uncertainties and silence may be allowed and endured. 

• How a person defines themselves should be respected and not questioned. 

Key principles: 

1. Describe instead of evaluate 

• Separating observations from interpretations. 

• Avoid labels (e.g. "inappropriate"); instead, remain specific and as neutral as possible → "I 
noticed that... ". 

2. Use I-messages 

• Make your own perceptions, feelings and needs transparent. 

• No generalizations or recriminations. 
"I'm irritated because I would have understood our approach differently" instead of "You 
don't do it that way". 

3. Openness to different perspectives 

• Accept that there is no one right point of view. 

• Asking instead of insinuating.  "How did you experience the situation?" 

4. No implicit norms or "man messages" 

• Avoid statements such as: 

o "That's the way it should be". 

o "You should...". 

• Instead: name your own values without making them absolute. 

5. Respect autonomy 

• Offers instead of instructions: "Would it be helpful if we looked for another solution?". 

6. Acknowledgment of feelings – without judgment 

• Accept feelings, even if you don't share them. 
"That sounds frustrating to you" (not: "There's no reason for that"). 

7. Use language in an inclusive and precise way 

• No generalizations about groups or people. 
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• Sensitivity to power relations and roles (e.g. teacher - student, caregiver - resident, manager 
- employee). 

8. Goal: Understand, not correct 

• Understanding communication as a joint clarification process. 

• Not: “Correct” but focus on relationship and understanding. 

Do's and Don'ts 

Do's Don'ts 

 

Actively reflect on your own assumptions 

 

 

Ignoring or trivializing sexuality in old age 

 

Recognizing diversity of life plans Using humor at the expense of the elderly 

Consciously making one's own language 
inclusive 

Making normative statements ("At that age it's ...") 

Openly name uncertainties ("This is a 
sensitive topic...") 

Addressing intimate topics without consent 

Use further education and training Generalizing cultural or religious attributions 

 

Risks and avoidance strategies 

A central risk that can stand in the way of reflective and inclusive educational work is the unconscious 
reproduction of age and sexuality stereotypes. Unintentionally, for example, in educational work, 
simplistic representations are shown or humorous comments are made, but which ultimately mark 
sexuality in old age as a deviation. If moralizing attitudes and statements are added ("but you shouldn't 
do that at that age"), the autonomy and self-determination of older people are restricted or ignored. 

The medicalization of the sexual needs of older people is also problematic, i.e. sexuality in old age is 
primarily considered from a medical point of view and understood as a functional problem, while 
subjective meanings and needs, relationship experiences and social contexts are ignored.  

To avoid these risks, continuous self-reflection by professional professionals is key. The conscious 
examination of one's own norms, uncertainties and cultural imprints contributes to recognizing 
unreflected attributions. Collegial exchange formats, case discussions and the use of multi-perspective 
materials that make diversity visible have a supportive effect. A separation between personal values 
and the professional role makes it possible to act sensitively and respectfully, even in situations of 
normative ambivalence. In this way, educational and practical work can help to avoid the 
consolidation of stereotypes and to promote an open, dignified approach to sexuality in old age. 
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Summary & Key Messages 
The history of social norms of gender and sexuality in Europe is a history of control and liberation, of 
invisibility and visibility. It makes it clear that what seems to us to be "natural" has always grown 
historically – and is therefore changeable. The historical development thus does not show linear 
liberalization, but an ambivalence between the opening and persistence of normative exclusions. This 
ambivalence shapes current cultural narratives about aging and sexuality. 

Main messages 

• Today's norms are neither self-evident nor immutable, but the result of social developments. 

• Concepts are thus changeable. 
Practical impulse: Critically question your own assumptions and standards again and again. 
 

• Cultural narratives shape our perceptions and actions: Narratives about "appropriate aging" or 
"natural sexuality" influence our attitudes. 

Practical impulse: in pedagogical work, these narratives can be made visible, questioned, and 
alternative perspectives can be offered. 
 

• Ambivalences in perception and change: Progress in the visibility of sexuality in old age exists 
alongside persistent exclusions. 

Practical impulse:  Acknowledge contradictions and address them in a methodically reflected 
way – e.g. in discussions, case studies or group work. 
 

• Professional reflection is key: Ambivalences and taboos require professionals to actively reflect 
on their own values, insecurities and assumptions. 

Practical impulse: Use supervision, collegial exchange and further training to act in a norm-
critical manner. 

 

Practical Tools 

Through an appropriate inclusive methodological implementation of the module, the participants are 
to be enabled to achieve learning goals at different levels.  

Learning objectives of the training module  

After completing the module, participants should have achieved the following goals:  

Knowledge Objectives 

• They can relate social norms in relation to gender roles, sexuality and age in historical 
development. 

• They know central historical and current narratives about aging and sexuality, 

• They understand mechanisms of the connections between social taboos in relation to 
sexuality. 
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Reflexive Objectives 

• They are able to reflect on their own attitudes and insecurities.  

• They know their own values and can distinguish social norms from personal value judgments. 

Competence to act 

• They know the criteria of appreciative, unprejudiced communication and can apply them.  

• They know how to sensitively question stereotypical attributions and address people in an 
appreciative way instead of avoiding them and conversations about sexuality. 

Lesson Plan Module 4 

The lesson plan is a structured guideline for the implementation of the module in educational work. 
It offers trainers or experts a structured orientation for a training duration of approx. 2.5 hours. He 
provides a PowerPoint presentation as well as a preparation checklist and describes expected learning 
outcomes and three exercises (see below). 

Lesson Plan Module 4 – The History of Societal Norms of Gender and Sexuality in Europe  

Presentation Module 4  

Exercise 1 – "Position Barometer: Sexuality in Old Age" 

Objectives:  

• Attunement of the participants to the seminar topic.  

• An initial assessment of the current situation and creation of a basis for discussion. 

• Promoting the openness of participants to plenary discussions. 

Resources:  

Three prepared sheets or moderation cards, each with a statement 1. "That doesn't apply to me at 
all", 2: "Sometimes that's the way it is with me", 3: "Yes, I totally agree with that".  

Exercise 2 – "Images of Age and Sexuality" 

Objectives: 

The participants  

• recognize that their ideas are shaped by social images 

• distinguish between personal associations and social visibility 

• understand that norms are historically variable 

• reflect on how invisibility and stereotypes arise 

• develop initial approaches to question their own images. 

Resources: Presentation materials, flipchart, pin board. 

Exercise 3 – Self-Reflection: Sexuality in Old Age – Norms, Values and Taboos 

Objectives: 

• An in-depth examination of one's own assumptions 

• Insight into how attitudes towards social norms are shaped 

• Reflection on social norms and brainstorming to avoid stereotypes 
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Resources:  

Prepared worksheets with the guiding questions for the individual work and subsequent discussion in 
the small group and in the plenary. 
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Overview 

This module explores sexuality in later life as a multidimensional aspect of health, wellbeing and 

human dignity. Moving beyond stereotypes that associate ageing with a loss of intimacy or desire, the 

module presents sexual wellbeing as an integral component of healthy ageing, shaped by biological, 

psychological, relational and social factors. The aim is to support educators, healthcare professionals 

and other practitioners in understanding how sexual expression and intimate needs may evolve in 

older adulthood while remaining meaningful and relevant to quality of life. 

The module begins by outlining medical and physiological changes associated with ageing in both men 

and women, emphasising variability rather than decline as the defining feature of later-life sexuality. 

It then examines how chronic illness and medication can influence sexual functioning through physical 

symptoms, treatment effects and overall health burden. Building on this foundation, the module 

highlights the importance of mental health, body image and relational wellbeing, recognising that 

emotional security, companionship and self-perception often shape sexual experience as strongly as 

physiological factors. 

Further sections address sexual health risks and protective strategies, including the under-recognised 

presence of sexually transmitted infections in older populations and the importance of prevention, 

education and routine clinical dialogue. The module concludes by focusing on ethical, person-centred 

communication in healthcare settings, offering practical guidance for initiating respectful 

conversations about sexuality and responding to expressed needs. Together, these components 

provide a holistic framework that integrates knowledge, ethical awareness and practical 

communication skills to support sexual wellbeing in later life. 

This module is also informed by insights emerging from the Focus Group and Intergenerational 

Dialogue Sessions conducted within the project, where older adults shared personal reflections on 

intimacy, loneliness, emotional connection and the meaning of sexuality in later life. These discussions 

highlighted that sexuality is often understood by older persons not only in physiological terms, but as 

a broader experience of affection, communication, dignity and relational belonging. Participants also 

emphasised the impact of loneliness, social isolation and changing life circumstances on wellbeing, 

reinforcing the importance of addressing sexuality within a holistic, person-centred framework. 

Integrating these lived experiences alongside medical and psychosocial knowledge strengthens the 

relevance of the module and ensures that professional guidance remains grounded in the real needs 

and voices of older adults involved in the project. 
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Key Concepts & Definitions 

Medical and physiological change 

Ageing involves gradual endocrine, vascular, neurological and musculoskeletal changes that may 

influence sexual desire, arousal, comfort and response. These processes vary widely between 

individuals and do not inevitably prevent satisfying or meaningful intimate relationships. 

Chronic illness and medication effects 

Common chronic conditions in later life—such as cardiovascular disease, diabetes, arthritis or 

cancer—and their treatments may affect sexual functioning through fatigue, pain, vascular or 

neurological impairment, hormonal changes or medication side effects. Recognising modifiable 

contributors, including pharmacological influences, is essential for person-centred care. 

Polypharmacy 

Polypharmacy refers to the concurrent use of multiple medications, common in older populations. It 

may influence sexual functioning through side effects affecting libido, arousal, lubrication, erectile 

function or overall energy and mood. 

Mental health, body image and relational wellbeing 

Emotional wellbeing, self-perception and relationship quality strongly influence sexual expression in 

later life. Depression, anxiety, loneliness or bereavement may reduce desire and intimacy, while 

companionship, emotional safety and positive body image can support continued connection and 

satisfaction. 

Sexual health risk and protection 

Older adults remain susceptible to sexually transmitted infections and other sexual health concerns, 

particularly when prevention, screening and education are limited. Protective approaches include 

routine dialogue, safer-sex practices, access to information and integration of sexual health into 

general healthcare. 

Person-centred communication 

Person-centred communication recognises sexuality as a legitimate aspect of dignity, autonomy and 

identity across the lifespan. It involves respectful, inclusive dialogue, shared decision-making, 

attention to emotional and relational needs, and adaptation to individual cultural and social 

contexts. 

Sexual response cycle 

The sexual response cycle refers to the sequence of physiological and psychological processes 

associated with sexual arousal and satisfaction, commonly described as desire, arousal, plateau, 

orgasm and resolution.  

 

Understanding the Topic 

Medical & physiological changes in later-life sexuality 

As people age, they undergo changes in their mental, emotional, physical, biological and social 

functioning. From a biological perspective, ageing-related changes occur in every multicellular 

organism that reaches reproductive maturity, affect all members of a species and share a common 
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molecular basis (Hayflick, 2007). However, the ageing process shows considerable individual 

variability, particularly between women and men. Women generally live longer than men but may 

experience greater frailty in advanced age, while men often face an earlier onset of cardiovascular and 

metabolic risk factors that can influence sexual functioning. These distinctions highlight the 

importance of personalised, gender-sensitive approaches to sexual health in later life. In the context 

of sexuality, age-related physiological changes may influence sexual expression, but they do not 

prevent the possibility of meaningful and satisfying intimate relationships. 

Understanding these broader ageing processes provides an essential foundation for examining the 

specific physiological changes that may influence sexual functioning in later life. 

 

 

 

 

 

 

 

In men, the ageing process involves gradual modifications in endocrine, vascular and neurological 

systems that shape the sexual response. Circulating testosterone levels typically decline progressively 

with advancing age, and this hormonal shift can contribute to reductions in sexual desire in some 

individuals. Importantly, changes in sexual desire are not uniform, and many older men do not 

experience predictable declines in libido despite age-related hormonal changes. Vascular changes, 

including decreased arterial compliance and endothelial function, can slow the onset of erection and 

reduce rigidity, often necessitating greater physical stimulation for arousal. Although sperm count 

often changes only minimally with age, the proportion of functionally viable sperm and the likelihood 

of conception may decline. Neurological alterations may attenuate sensory feedback, and the post-

orgasmic refractory period typically lengthens, all of which may change the pattern of sexual response. 

In addition, the sense of urgency typically associated with the plateau phase may become diminished 

in later life (Meston, 1997; Steffens & Zdanys, 2022). 

In women, menopause represents the most significant physiological shift affecting sexual functioning. 

The decline in oestrogen and other sex steroids contributes to changes in genital tissues, including 

thinning and reduced elasticity of the vaginal epithelium and decreased natural lubrication. These 

changes may lead to vaginal dryness, discomfort or dyspareunia during intercourse. Ageing may also 

be associated with shortening and narrowing of the vaginal canal, together with reduced blood supply 

to the pelvic region. Ageing also alters genital blood flow and arousal responses, which may be slower 

or less intense, and the number or intensity of muscular contractions during orgasm may diminish 

(Meston, 1997; Steffens & Zdanys, 2022).  

Research on sexual physiology and sexual wellbeing in older transgender and gender diverse (TGD) 

adults remains limited, and much of the existing clinical guidance is still based on studies conducted 

in younger cohorts. As a result, the long-term interaction between ageing processes and gender-

affirming medical interventions is not yet fully understood (Institute of Medicine, 2011; Iwamoto et 

al., 2023). Available evidence indicates substantial individual variability in sexual functioning across 

“After the age of 60–65, people do not lose the joy 
of life; rather, the way they access life’s joys 

changes.”  

(Focus Group participant, Romania) 
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the lifespan. Factors such as long-term gender-affirming hormone therapy, surgical history, and the 

physiological effects of ageing may interact in complex ways to influence sexual desire, arousal, 

comfort during intimacy, and overall sexual wellbeing (Ceolin et al., 2024).  

For example, studies report that approximately 25–75% of transfeminine individuals may experience 

some form of sexual dysfunction after vaginoplasty, while around 54% of transmasculine individuals 

report sexual functioning concerns following procedures such as hysterectomy or phalloplasty. Pelvic 

floor–related symptoms have also been described, including urinary incontinence (reported in up to 

15% of transfeminine individuals and up to 50% of transmasculine individuals in some studies) as well 

as irritative urinary symptoms and discomfort that may affect sexual activity (Dominoni et al., 2024). 

But the available literature remains limited and heterogeneous, with many studies relying on small 

samples and relatively short follow-up periods. As a result, long-term outcomes are still not fully 

understood. 

Regarding gender-affirming hormone therapy, the onset and intensity of sexual function effects vary 

considerably between individuals, and the available evidence remains limited for many long-term 

outcomes. For example, estrogen combined with antiandrogen therapy in transfeminine individuals is 

commonly associated with decreased sexual desire, reduced spontaneous erections and progressive 

testicular atrophy, changes that may occur within the first months of treatment. In contrast, 

testosterone therapy in transmasculine individuals often leads to increased sexual desire, clitoral 

enlargement and cessation of menses, while vaginal atrophy may sometimes contribute to discomfort 

during sexual activity (Hembree et al., 2017).  

Beyond physiological processes and sex-specific endocrine shifts, sexual wellbeing in later life is also 

shaped by chronic illness, medication use and broader health conditions, which are explored in the 

following section. 

 

Figure 1. AI-generated infographic 
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Chronic illness, medication & sexual functioning 

Evidence from a narrative review indicates that chronic conditions can shape sexual functioning in 

later life through distinct physiological mechanisms and symptom burdens (Merghati-Khoei et al., 

2016). 

• Cardiovascular disease may impair genital blood flow and reduce arousal or erectile capacity.  

• Diabetes is frequently associated with neuropathy, vascular damage and hormonal changes 

that can affect desire, erection or lubrication.  

• Chronic respiratory disorders may limit physical endurance and increase fatigue during 

intimacy. 

• Musculoskeletal diseases such as arthritis can cause pain, stiffness and restricted mobility that 

interfere with comfortable sexual positioning.  

• Cancer and its treatments may further alter body image, hormonal balance and energy levels, 

contributing to changes in sexual interest or responsiveness.  

Together, these examples illustrate how the functional impact of chronic illness on sexuality often 

reflects the interaction between disease mechanisms, treatment effects and the individual’s overall 

physical condition in later life. 

Medication use constitutes an additional and frequently under-recognised contributor to sexual 

dysfunction in older adults. Many pharmacological treatments prescribed for chronic conditions—

such as antihypertensives, antidepressants, antipsychotics, sedatives and some hormonal therapies—

may influence libido, arousal, lubrication, erectile function or orgasmic response.  

In clinical practice, sexual changes are sometimes attributed solely to ageing or disease progression, 

when they may instead relate to modifiable medication effects. Careful medication review and open 

discussion with healthcare professionals can therefore play an important role in identifying reversible 

contributors to sexual difficulties. These considerations highlight the importance of routinely 

acknowledging sexual health within chronic disease management and later-life care. 

Mental health and relational wellbeing 

Sexual wellbeing in later life is closely connected to mental health, emotional experience and the 

quality of interpersonal relationships. Research in geriatric mental health indicates that depression, 

anxiety, loneliness and experiences of loss or bereavement are associated with reduced sexual desire, 

diminished motivation for intimacy and withdrawal from relational closeness in older adulthood 

(DeLamater, 2012). Conversely, emotional security, companionship and a sense of belonging may 

support continued interest in affection and intimate connection even in the presence of physical 

health changes. 

 

 

 

 

 

 

“Sexuality is not limited to the sexual act alone; it 
encompasses much more—it is a broader 

umbrella.”  

(Focus Group participant, Romania) 
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Ageing is also accompanied by transformations in body image that can influence how older adults 

perceive their attractiveness, desirability and entitlement to intimacy. Visible bodily changes, illness-

related limitations and internalised ageist beliefs may lead some individuals to view sexuality as 

inappropriate or unattainable in later life. Evidence suggests that these self-perceptions can shape 

sexual expression as strongly as physiological changes themselves, underscoring the importance of 

addressing emotional wellbeing and self-image alongside physical health (DeLamater & Koepsel, 

2015). 

Relational contexts play a central role in shaping sexual experience in older adulthood. Long-term 

partnerships may evolve as roles shift due to caregiving, illness or changing functional capacities, while 

individuals without partners may experience loneliness or reduced opportunities for intimacy. 

Intimacy in later life is therefore often redefined to include affection, touch, emotional closeness and 

companionship rather than sexual intercourse alone, with supportive relationships acting as 

protective factors for both mental health and overall wellbeing in older age (Fileborn et al., 2017). 

 

 

 

 

 

 

In addition to individual psychological and relational factors, broader social contexts may also 

influence sexual wellbeing in later life. Psychosocial determinants such as minority stress, experiences 

of discrimination, access to supportive communities and relationship recognition can shape sexual 

health outcomes among older adults, particularly for those belonging to sexual or gender minority 

groups. These experiences may affect both opportunities for intimacy and willingness to seek support 

for sexual health concerns (Iwamoto et al., 2023). 

Taken together, mental health, body image and relational wellbeing represent essential dimensions 

of sexuality in later life. Supporting sexual wellbeing therefore requires attention not only to 

physiological function, but also to emotional resilience, self-perception and the relational 

environments in which older adults live and connect. 

Sexual health risks & protection in later life 

While sexual activity and interest often continue into later life for many older adults, there are specific 

sexual health risks that warrant attention in clinical and educational settings. One major concern is 

the under-recognised burden of sexually transmitted infections (STIs) among older adults. 

Epidemiological evidence shows that STIs such as chlamydia, gonorrhoea and syphilis have increased 

in adults aged 50 and older in recent years, in part because this age group is often excluded from 

conventional sexual health education, screening and prevention programmes. Older adults may also 

underestimate their risk of infection and use protection less consistently, having come of age before 

widespread HIV education and condom promotion (Kumar, 2025). 

“At a certain stage of life, loneliness can become a 
factor of psychological decompensation.” 

 (Focus Group participant, Romania) 
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Physiological changes associated with ageing — including thinner mucosal tissues, reduced genital 

lubrication and altered immune responses — can increase susceptibility to infection and complication 

once exposure occurs (Kumar, 2025). In addition, chronic conditions that are more prevalent with age, 

such as diabetes and cardiovascular disease, may impair tissue healing and immune function, 

sometimes exacerbating the impact of an infection or injury. These factors underscore the importance 

of routine sexual health assessment, risk reduction counselling and age-appropriate STI screening in 

older populations. 

Importantly, protective strategies exist that can enhance sexual health and safety in later life. Health 

promotion frameworks emphasise the need for comprehensive sexual health education that includes 

older adults, routine discussions between clinicians and patients about sexual activity and concerns, 

and encouragement of safer sex practices such as condom use for STI prevention (Stowell et al., 2023; 

Penhollow et al., 2024). Healthcare providers can also play a key role by normalising these 

conversations, offering tailored information about risk reduction, and facilitating access to screening, 

vaccines and treatment where appropriate. 

Taken together, understanding and addressing sexual health risks in later life — including STI 

vulnerability, response problems and psychosocial influences — supports a holistic and person-

centred approach to sexual wellbeing. Integrating sexual health promotion into routine care helps 

protect dignity, autonomy and quality of life for older adults. 

 

Figure 2. Image created in Canva (2026) 
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Communication in healthcare settings & person-centred approach 

Open, respectful and person-centred communication is essential for supporting sexual wellbeing in 

later life. Despite the recognised importance of sexuality for quality of life, discussions about intimacy 

and sexual concerns are often absent from routine healthcare encounters with older adults. Research 

indicates that both healthcare professionals and patients may avoid these conversations due to 

discomfort, assumptions about asexuality in ageing, time constraints or uncertainty about 

professional boundaries, resulting in unmet needs and underrecognised distress (Fileborn et al., 2017; 

Gott & Hinchliff, 2003). 

The World Health Organization’s World Report on Ageing and Health emphasises the need for health 

and social care systems to move toward person-centred approaches that respect the values, 

preferences, functional abilities and life contexts of older adults (World Health Organization, 2015). 

Although these principles are articulated in relation to overall health and wellbeing rather than 

sexuality specifically, sexual health constitutes an integral dimension of quality of life and therefore 

falls within the scope of holistic, person-centred care. From this perspective, addressing sexuality in 

later life is not an optional or marginal aspect of practice, but part of supporting dignity, autonomy 

and meaningful participation in everyday life. Person-centred care in this context involves recognising 

the individuality of each older adult, engaging in shared decision-making, responding to emotional 

and relational as well as physical needs, and adapting communication and support to the person’s 

cultural background, preferences and lived experience. Such an approach enables healthcare and 

social-care professionals to integrate sexual wellbeing into comprehensive care in a respectful, ethical 

and inclusive manner. 

Communication about sexuality in later life should also acknowledge the diversity of experiences 

among older adults, including differences related to gender, sexual orientation, relationship status, 

disability, cognitive change and living environment. Inclusive communication practices—such as 

avoiding heteronormative assumptions, asking open-ended questions and validating emotional 

experiences—have been shown to improve trust, engagement and overall satisfaction with care 

(Hinchliff & Gott, 2011; Fileborn et al., 2017). 

Principles for initiating conversations about sexuality in healthcare (based on 

Dukes, 2025) 

Principle Practical meaning in clinical 
conversation 

Example questions or phrases 

Normalise the 
topic 

Present sexual health as a routine and 
legitimate part of overall wellbeing, 
helping reduce stigma or 
embarrassment. 

“I ask all my patients about sexual 
health because it is an important part 
of overall wellbeing.” 

Ensure comfort 
and consent 

Create a safe, judgment-free space and 
explicitly give the patient permission to 
decline or skip questions. 

“This is a confidential and judgment-
free conversation. You can skip any 
question or stop at any time.” 

Use open, 
inclusive 
language 

Avoid assumptions about orientation, 
partners or identity and invite sharing 
through neutral, open-ended wording. 

“Is there anything about your 
sexuality or intimate relationships 
you would like to talk about?” 

Start with a 
holistic framing 

Introduce sexuality within the broader 
context of health and quality of life 
before asking specific details. 

“Sometimes health changes or 
medications can affect intimacy or 
sexual wellbeing. Has this been 
relevant for you?” 
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Affirm sexuality 
as part of 
identity 

Acknowledge that sexuality is a 
meaningful and valid dimension of a 
person’s life, regardless of age. 

“Sexuality and intimacy remain 
important parts of life for many 
people as they grow older.” 

Ask directly but 
sensitively 

Once safety is established, explore 
specific concerns such as desire, 
pleasure, pain or relational changes. 

“Have you noticed any changes in 
desire, comfort, or pleasure that you 
would like support with?” 

 

Guidance for Educators and Professionals 

Using the sexual response cycle as a conversational framework  

For many professionals, initiating conversations about sexuality with older adults can feel 

uncomfortable or intrusive. However, avoiding the topic may leave important needs unrecognised and 

unaddressed. One helpful way to approach sexual wellbeing in a respectful and structured manner is 

to use the sexual response cycle as a conceptual guide for dialogue, rather than as a rigid clinical 

model. Framed sensitively, this perspective can support holistic assessment while maintaining dignity, 

privacy and emotional safety. Professionals may keep the stages of the sexual response cycle in mind 

as a practical guide when discussing sexual wellbeing, considering each stage in turn and the factors 

that may influence it in order to avoid overlooking important information about the person’s 

experience. 

 

In later life, the phases traditionally described within the sexual response cycle—such as desire, 

arousal, satisfaction and emotional resolution—may change in intensity, duration or meaning, but 

they do not disappear. Difficulties experienced in any of these areas may reflect underlying physical 

health conditions, medication effects, psychological distress, relational challenges or social isolation. 

Exploring these dimensions through gentle, open-ended questions allows professionals to understand 

the individual’s experience without assuming dysfunction or imposing normative expectations. 

Desire

Arousal

Plateau

Orgasm

Resolution

Sexual 

Response 

Cycle 
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Professionals can begin by focusing on interest and emotional closeness, for example by asking 

whether the person still feels a desire for intimacy, affection or companionship. Questions may then 

move toward physical comfort and bodily changes, including whether pain, fatigue, dryness or erectile 

difficulties influence intimate experiences. Discussion of satisfaction and emotional meaning can 

follow, exploring whether the person feels fulfilled, connected or understood within their 

relationships. Finally, reflecting on what intimacy represents at this stage of life can reveal important 

values related to identity, dignity and quality of life. 

To support practical understanding, the table below outlines how different phases of the sexual 

response cycle may be influenced by common medical, psychological and relational factors in older 

adulthood. 

Sexual 
response phase 

Key influencing factors in older adults Example questions 

Desire Hormonal decline (oestrogen, testosterone), 
depression or loneliness, relationship quality, 
chronic illness or fatigue, internalised ageist 
beliefs about sexuality. 

“How important is physical 
intimacy or affection in your 
life at the moment?” 

“Have you noticed any 
changes in your interest in 
sexual activity or closeness 
over time?” 

“Sometimes stress, fatigue or 
health conditions can affect 
sexual desire. Has anything 
like this influenced you?” 

“Do you feel that emotional 
closeness with your partner 
influences your interest in 
intimacy?” 

 

Arousal Vascular and neurological conditions, vaginal 
dryness or erectile difficulties, medication 
effects, pain or reduced mobility, anxiety or 
body-image concerns. 

“Some women experience 
vaginal dryness or discomfort 
during intimacy after 
menopause. Has this been 
something you’ve noticed or 
would like information 
about?” 

“Some people find that 
erections take longer or are 
less firm than before. If this is 
happening to you, we can 
discuss possible causes and 
options.” 

“Have you noticed any 
changes in lubrication, 
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erection or physical comfort 
during intimacy?” 

“If intimacy has become 
uncomfortable, we can talk 
about ways to reduce pain and 
increase comfort.” 

 

Plateau Reduced physical stamina, cardiovascular 
limitations, fatigue or comorbidity, relational 
tension, and lack of privacy in care 
environments. 

“Do you sometimes find it 
difficult to maintain arousal 
during intimacy?” 

“Some people notice that they 
need more time or stimulation 
to stay comfortable during 
intimacy. Has that been your 
experience?” 

“Do fatigue, health conditions 
or environmental factors 
affect your ability to enjoy 
intimacy?” 

“Are there situations where 
privacy or living arrangements 
make intimacy more difficult?” 

 

Orgasm Diabetes, neurological or prostate conditions, 
hormonal changes, medication side effects, 
psychological inhibition or reduced relational 
connection. 

“Have you noticed any 
changes in how easily you 
reach orgasm or in the 
intensity of sexual pleasure?” 

“Some medical conditions or 
medications can influence 
orgasm. Would you like to 
discuss whether this might 
apply to you?” 

“Do you feel satisfied with the 
level of pleasure you 
experience during intimacy?” 

“Are there any difficulties 
during sexual activity that you 
would like support with?” 

 

Resolution Emotional wellbeing, companionship or 
bereavement, cognitive changes affecting 
intimacy, and opportunities for dignity and 
affectionate contact in daily life. 

“After intimate moments, do 
you usually feel relaxed and 
emotionally satisfied?” 
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“Has the loss of a partner or 
changes in companionship 
affected your experience of 
intimacy?” 

“Do you have opportunities 
for affectionate contact, such 
as hugging or closeness?” 

“Are there ways in which your 
current environment supports 
or limits intimacy?” 

 

 

When to consider medical or specialist referral 

Referral to a healthcare or mental health professional should be considered when sexual concerns are 

persistent, distressing, painful or associated with significant changes in physical, cognitive or 

emotional health. This may include suspected medication side effects, untreated depression or 

anxiety, chronic pain, hormonal or urogenital conditions, erectile difficulties, or emerging cognitive 

impairment affecting consent or behaviour. Timely referral supports comprehensive assessment, 

appropriate treatment and the protection of wellbeing, autonomy and safety in later life. 

Common sexual health concerns expressed by older adults 

Typical concern expressed  Possible professional response 

“I don’t feel desire like I used to. Is that 
normal?” 

 

Acknowledge that changes in sexual desire are 
common in later life. Explore possible 
contributing factors such as mood, fatigue, 
medication or relationship dynamics. If 
distressing or persistent, suggest discussing the 
issue with a healthcare professional who can 
assess hormonal, psychological or medical 
causes. 

“My partner and I don’t have intercourse 
anymore.” 

 

Normalise that intimacy may change with age 
and may include forms of closeness other than 
intercourse. Encourage open communication 
between partners and explore whether the 
change reflects preference, comfort, or possible 
health concerns. 

Fear of being judged for wanting intimacy in a 
care facility 

 

Reassure the person that intimacy and affection 
remain legitimate aspects of wellbeing in later 
life. Discuss rights to privacy and dignity in care 
settings and explore possible practical 
arrangements that support personal 
relationships. 
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Vaginal dryness or pain during intercourse 

 

Explain that vaginal dryness after menopause is 
common. Encourage the person to consult a 
gynaecologist or primary care physician who 
can assess possible causes and discuss 
appropriate treatments such as lubricants, 
moisturisers or hormonal therapies. 

Erectile difficulties 

 

Acknowledge that erection changes are 
common with ageing but may also relate to 
cardiovascular health, diabetes or medication 
effects. Encourage consultation with a 
physician or urologist for proper assessment 
and management. 

Body image concerns related to ageing 

 

Validate emotional reactions to bodily changes 
and discuss how intimacy and attraction can 
evolve in later life. If concerns significantly 
affect wellbeing or relationships, suggest 
discussing them with a mental health 
professional or counsellor. 

Shame or embarrassment about masturbation 

 

Normalise self-stimulation as a common and 
healthy form of sexual expression across the 
lifespan. Reassure the person that it is a private 
matter and does not indicate a problem unless 
it causes distress. 

Medication reducing arousal or orgasm 

 

Acknowledge that some medications can 
influence sexual functioning. Encourage the 
person to discuss this with their prescribing 
physician, as adjustments or alternatives may 
sometimes be possible. 

 

Summary & Key Messages 

 

 

 

 

 

 

Sexuality in later life is neither absent nor uniform; it is a dynamic and deeply personal dimension of 

human experience shaped by health, relationships, identity and social context. Understanding this 

complexity is essential for professionals working with older adults, as sexual wellbeing contributes 

directly to quality of life, emotional resilience and dignity in ageing. 

“Old age is not a limitation of rights.”  

(Focus Group participant, Romania) 
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Biological ageing introduces physiological changes that may influence desire, arousal or comfort, yet 

these changes do not eliminate the possibility of meaningful intimacy. Instead, later-life sexuality 

reflects significant individual variability and adaptation. Chronic illness, medication effects and 

broader health conditions may further shape sexual functioning, highlighting the importance of 

holistic assessment and attention to potentially reversible contributors. 

Equally important are the psychological and relational dimensions of sexuality. Mental health, body 

image, companionship and emotional security often determine whether intimacy remains accessible 

and fulfilling. Recognising diverse expressions of closeness—including affection, touch and emotional 

connection—supports more inclusive understandings of sexual wellbeing in older adulthood. 

Sexual health risks, including vulnerability to sexually transmitted infections and unmet educational 

needs, demonstrate that sexuality remains a relevant clinical and public health concern in later life. 

Preventive education, routine screening and open dialogue are therefore essential components of 

comprehensive care. 

At the centre of effective practice lies ethical, person-centred communication. Professionals play a 

crucial role in normalising conversations about sexuality, creating safe and respectful environments, 

and responding sensitively to expressed needs. Integrating sexual wellbeing into routine health and 

social care affirms autonomy, protects dignity and supports holistic healthy ageing. 

Ultimately, supporting sexuality in the third age requires moving beyond stereotypes toward a 

compassionate, evidence-informed and person-centred approach that recognises intimacy as a 

lifelong human capacity. 

 

Practical Tools 

This module is supported by practical resources included in the AgeWise Toolkit, designed to help 

trainers and professionals translate theoretical knowledge on sexuality in later life into reflective and 

applied learning activities. 

Lesson plan Module 2 

Provides the structure, timing, learning objectives and facilitation guidance for delivering the module 

in training contexts. 

Exercise 1 

Sexual Response Cycle Application - Case-based worksheet - supports analysis of realistic later-life 

situations and encourages person-centred interpretation of sexual concerns. 

Exercise 2 

Holistic Sexual Wellbeing Reflection Tool - guides reflection across biological, psychological, relational 

and social dimensions of sexuality in later life. 
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Exercise 3 

Communication and sexual response cycle - Role-play activity - enables participants to practise 

responding to sensitive sexual concerns and to explore sexual wellbeing through structured, person-

centred dialogue using the sexual response cycle. 

PowerPoint presentation 

Facilitates clear, accessible and adaptable delivery of the module content. 

How the tools can be used 

• to plan and structure training sessions; 

• to stimulate discussion and critical reflection; 

• to apply theoretical knowledge to real-life scenarios; 

• to strengthen ethical, inclusive and person-centred professional practice. 

Together, these resources support the practical implementation of the module across educational, 

healthcare and community settings. 
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Overview  

The term “otherism,” often referred to as “othering,” derives from the English terms “other” or 

“otherness,” which translate to “different” or “other.” Otherism describes a process in which 

individuals or groups (“us”) are distinguished from other individuals or groups (“the others”). In this 

social process, people or groups are thus constructed as “different.” In doing so, the non-self group is 

always categorized as “different” and “foreign” because it deviates from the “norm,” which serves as 

the justification for exclusion (see /https://diversity-arts-culture. Berlin/Dictionary/othering).  

It is important to recognize that older adults often face discrimination explicitly because of their age 

or are labelled as deficient or no longer capable (Butler, 1969; WHO, 2021). This module, “Otherisms,” 

broadens the focus beyond age-specific forms of discrimination to examine other forms of 

discrimination (“other-isms”) that can affect older adults. This is because they are often subject to 

multiple forms of stereotyping—due to their age, health limitations, dementia, their background or 

social status, or a non-heteronormative identity or life story. 

Sexuality and identity in later life are particularly affected by such processes of othering. Older adults 

who express sexual needs or wish to engage in intimate relationships deviate from the social norm of 

“youthful sexuality” and are therefore often perceived as inappropriate or problematic. This 

perception frequently leads to the pathologization or moralization of their behaviour, particularly in 

institutional care settings. 

Discrimination can become particularly acute in older age because dependencies increase: People are 

more reliant on professional support, institutional structures (nursing care, assistance, housing), and 

formalized regulations. Here, it is not only “support” that is organized, but also normality: Those 

perceived as “not fitting in” are given less space (literally and symbolically), less credibility, and less 

room to manoeuvre. This is particularly relevant in contexts where sexuality and intimacy are already 

socially taboo: norms then function not as an explicit prohibition, but as “not being intended” (Gagnon 

& Simon, 1973; Goffman, 1963). 

An example from everyday life  

In an inpatient facility, employees in the staff room talk about “the residents being difficult again 

today.” What does that mean? They are referring to several different individuals with unique needs. 

This collective term creates distance and obscures the specific causes of restlessness or dissatisfaction. 

This is where othering starts: a first, presumably unconscious, step has been taken toward “us 

caregivers” versus “these difficult residents,” who are viewed as a homogeneous group.  

Reflective questions for your own work  

• In what situations do I use the terms “we” and “they” in this context (e.g., “the clients,” “the 

caregivers,” “those receiving care”)? 

• How does this language affect our attitudes and actions? 

• How could we describe the same situation in a more personalized and respectful way? 

It becomes clear that at the centre of “otherism” lies the division into “us” and “them.” This distinction 

is often made unconsciously, for example when professionals distance themselves from those in need 

of care or from people under their care, or when decisions are made exclusively within the team 

without involving the people affected. Psychologically, this often serves as a means of self-orientation 

and protection against emotional overload. And it often simplifies the work when everyone is treated 

http://www.projectname.org/


  www.nevergetsold.eu 
 

 
 

104 

Funded by the European Union. Views and opinions expressed are however those of the author(s) only and do not necessarily 
reflect those of the European Union or the European Education and Culture Executive Agency (EACEA). Neither the European 
Union nor EACEA can be held responsible for them. Project Number: 2024-1-DE02-KA220-ADU-000244060 

the same. Unfortunately, the reverse is also true: the more individual needs are addressed, the higher 

the expectations of those receiving care that these needs will be met. However, this is often simply 

not possible within the given work hours and budget constraints. 

From a sociological perspective, this sweeping distinction between “us” and “them” therefore has the 

“advantage” of stabilizing the distribution of roles and power structures within care facilities. In this 

system, the “power” of the caregivers lies in providing the care recipients with the care services that 

have been defined as “standard” and in being “allowed” to set aside individual wishes. This relieves 

the caregivers both psychologically and in terms of their workload. The institution frees them from 

the “obligation” to respond to individual needs. 

Nevertheless, it is worthwhile for both individuals and institutions to reflect on where we can support 

and avoid otherism. This paper examines key theoretical aspects of otherism, particularly in residential 

long-term care facilities for the elderly. Although sexuality and identity remain central components of 

human life throughout the entire lifecycle, these topics are often treated as taboo in old age. 

Furthermore, from a professional academic perspective, intersectional considerations—that is, 

overlapping dimensions of discrimination—must not be overlooked. Sexism, ableism, homophobia, 

transphobia, and social exclusion (e.g., poverty, loneliness, limited social networks, digital exclusion) 

remain relevant and potent. 

Learning results in Module 4  

This module is primarily intended for adult educators, professional nurses, instructors in nursing 

programs, and inpatient and outpatient care facilities. However, other healthcare professionals, as 

well as family caregivers who wish to address processes of stigmatization and critically reflect on their 

own attitudes and assumptions, will also find valuable insights:  

• Starting points for recognizing “other-isms” as structural practices (not merely as individual 

attitudes), 

• a deeper understanding of intersectionality and why aging gives rise to very different life 

realities, 

• concrete guidelines for inclusive communication, the management of privacy, and ethical 

considerations (autonomy/protection/consent), 

• Ideas and inspiration on how teams and organizations can implement anti-discrimination 

standards without exposing or shaming those affected. 

 

Key Concepts and Definitions  

Identity and Orientation  

Identity describes the way in which people perceive and understand themselves based on their life 

history and through constant interaction with their social environment. Important factors that 

contribute to the formation of one’s identity include, for example, gender, age, and social background; 

ethnicity, nationality, and group affiliations; occupation and social status; as well as personal 

characteristics and competencies (Dorsch Encyclopedia of Psychology). 

• Sexual orientation: Patterns of romantic/sexual attraction. 

• Gender identity: A person’s internal sense of gender. 

• Cis: Gender identity corresponds to the sex assigned at birth. 
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• Trans: Identity differs from the sex assigned at birth. 

Self-determination 

Self-determination means that every person has the right to decide for themselves how they wish to 

live. This freedom to determine one’s own life is a human right in Europe that is also protected by our 

Constitution (Schneider et al. 2026). 

Ageism 

Discrimination or disadvantage based on age; in the context of sexuality, this often takes the form of 

desexualisation (“doesn’t need that”), moralization (“inappropriate”), or is linked to sexual 

performance or youthfulness (Butler, 1969). 

Sexism 

Discrimination based on gender; in older adults, this is often linked to body norms, economic 

inequality, and gender-based expectations regarding “decency,” caregiving, and relationship roles 

(Calasanti & Slevin, 2001; Sontag, 1972). 

Ableism 

The normalization of performance and autonomy as the standard; this leads to desexualisation, 

infantilization, overprotection, or blanket doubts about a person’s capacity to give consent (Campbell, 

2009; Goodley, 2014). 

Homophobia / Transphobia  

Discrimination, invisibilisation, or disadvantage based on sexual orientation and/or gender identity; 

often evident in heteronormative institutional practices (forms, assumptions, failure to recognize 

partnerships) or misgendering (Warner, 1991; Herek, 2000). 

Social exclusion 

Lack of resources and exclusion from participation (poverty, isolation, digital barriers, housing 

insecurity). Resources (spaces, mobility, networks, access to counseling) are often crucial for sexual 

self-determination (Levitas et al., 2007). 

Stigma 

A social label that can lead to shame, silence, withdrawal, or reduced access to care (Goffman, 1963; 

Link & Phelan, 2001). 

Intersectionality 

Inequalities do not operate in isolation from one another; rather, they are intertwined, thereby 

amplifying their impact: age × gender × disability × class × health × migration × queerness, etc. This 

gives rise to distinct, individual life circumstances, not merely additive “multiple problems” (Crenshaw, 

1989; Collins & Bilge, 2016). 

Consent 

Consent is voluntary, informed, revocable, and context-dependent. In relationships of dependency 

(care/support), power imbalances and protective measures must be actively considered and 
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continually reflected upon. In cases of cognitive decline, individual assessments should take 

precedence over blanket prohibitions. 

Mental capacity  

Informed consent requires that a person understand the information, weigh the options, and give 

voluntary consent. In older adults, particularly those with cognitive impairments, decision-making 

capacity may vary. In such cases, a situational and relational assessment is necessary (Beauchamp & 

Childress, 2019). 

Tokenism 

Tokenism refers to a form of symbolic inclusion in which members of marginalized groups are visibly 

included but remain severely underrepresented in terms of numbers, and as a result face increased 

visibility, stereotyping, role assignment, and particular pressure to perform. 

Professional Boundaries  

Professional boundaries serve to protect both the people in care and the professionals. They define 

which forms of closeness, support, and communication are ethically acceptable and which constitute 

boundary violations. 

Sexuality / Intimacy / sexual desire 

Sexuality encompasses more than just sexual practices: it involves physicality, closeness, tenderness, 

desire, identity, self-image, relationship dynamics, and boundaries. It is always experienced and 

shaped individually. For example, intimacy can be sexualized or non-sexualized. In any case, sexuality 

remains significant throughout the entire lifespan. Theoretically, this can be understood through, 

among other things, Sexual Script Theory: sexuality is culturally learned, socially framed, and situation-

dependent—not merely biological (Gagnon & Simon, 1973). 

 

Understanding the Topic  

1. Theoretical Framework 

1.1 Sexuality in older age   

Sexuality in older age is much more than physical sexuality. It includes intimacy, closeness, identity, 

sexual orientation, gender identity, and emotional bonds. Research shows that sexual experiences 

contribute to quality of life even in older age (WHO, 2015). 

Nevertheless, aging is often experienced as a continuous sexual devaluation, accompanied by 

concerns about one’s own attractiveness, declining sexual performance, and various illnesses and 

ailments. Women in particular are influenced by society’s double standard of aging (see Ingrisch 2022), 

which means that women are perceived as unattractive, old, and asexual sooner than men. Social 

norms and images then lead aging people to describe themselves as asexual, even though they do not 

feel that way. 

Furthermore, sexuality is often reduced to conventional coitus. The diverse needs and aspects of 

sexuality are ignored. Also ignored are the limited or absent opportunities for the exchange of 

tenderness, loving attention, physical contact, and intimate communication; especially in institutions 
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such as hospitals, nursing homes, and care facilities. This leads to misinterpretations of the sexual 

behaviours of older and sick people and to insufficient tolerance toward them. Older people 

sometimes experience their sexual needs as shameful and inappropriate (see Schultz-Zehden, B. 

2013).  

1.2 “Other-isms” become more prominent with age 

Discrimination does not begin in old age—but its effects can accumulate and become institutionalized 

as people age. Two mechanisms are of particular importance in this regard: 

1. Life-course accumulation: Inequalities persist over years and decades (such as lower 

incomes, poorer access to health care, gaps in employment histories, and lower pensions) and 

become more apparent in old age (Dannefer, 2003; Levitas et al., 2007). 

2. Institutional dependence: As support systems expand, the rules, routines, and interpretive 

frameworks of institutions become the central “hub” of inclusion and exclusion (Goffman, 

1961; Foucault, 1976). 

1.3 Institutional Framework and Sexuality in Later Life 

In the context of sexuality and intimacy, a third factor comes into play: sexuality in old age is often 

culturally taboo—as a result, social norms exert a particularly strong influence through silence, 

avoidance of the topic, and implicit boundaries of appropriateness (Goffman, 1963; Gagnon & Simon, 

1973). 

About how sexuality is handled in facilities, a basic pattern of “not being provided for” emerged from 

the focus group interviews conducted as part of the project. One participant in the interviews 

reported: 

 

 

 

 

                                    

 

In institutional settings, sexuality is often not explicitly prohibited but is treated as “not intended”—

as something that is symbolically “surrendered” upon entering care. 

 

 

 

 

 

“Sexuality isn’t even discussed there […] it’s a world away. They’re treated like little children 

who aren’t old enough to make their own decisions. Even the kids in kindergarten are allowed 

to do more.” 

Focus Group Interview in Göttingen, March 2025 

“And you leave your sexuality at the door. … So whether it’s day care or a retirement home, a 

nursing home—whatever it is—you leave your sexuality at the door. You don’t have any. Under 

no circumstances. You also have no feelings, no emotions.” 

Participant in the 2025 Expert Interview 
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These statements describe not just an individual taboo, but an institutional order of normality in which 

autonomy and adulthood are devalued—a typical intersection where ageism and ableism intertwine 

(Campbell, 2009; Goodley, 2014).  

This synthesis is central to “Other-isms” because it demonstrates that exclusion arises not only from 

individual prejudices but also through institutional routines and status attributions (Goffman, 1961; 

Campbell, 2009). 

1.4 Other-isms Mechanisms of the structuring of sexuality and intimacy 

1.4.1 Invisibility 

“Invisibilisation” means that needs are not identified, documented, or taken into account. As a 

result, “not addressed” quickly becomes “non-existent” (Link & Phelan, 2001; Goffman, 1963). This 

affects marginalized groups particularly severely because they already face stigma more frequently, 

and coming out (e.g., as queer or trans) can be risky (Spade, 2015).  

The invisibility of queer life stories 

Many older homosexual people still remember a time when homosexuality was a criminal offense and 

homosexuals were looked down upon by many of their contemporaries. Similarly, transgender people 

used to encounter little understanding. These experiences shape their sense of trust, feelings of 

shame, and how they approach openness about their own life stories. 

Practical Example 

Biographical surveys routinely ask about a “husband” or “wife.” Those who have remained unmarried 

are thus made to feel that “something” is missing from their lives. Older gay men, for instance, were 

unable to marry their life partners if they passed away before marriage was opened up to everyone in 

2017. Another man came here as a guest worker and did not want to enter into an arranged marriage 

with a woman from his home country. However, prejudice prevented him from meeting a woman 

here. He is therefore unmarried against his will. 

Questions for reflection 

•    To what extent do our forms and consultations reflect gender and relationship diversity?  

•    Do we actively signal that different life choices are respected? 

But even for those who do not belong to marginalized groups, the connection between health and 

sexuality is often overlooked in medical history interviews. As one of the experts in our interviews 

describes: 

 

 

 

 

Key point: Silence or concealment is not neutrality. It reinforces the norm that “old age equals non-

sexuality” and shifts the burden of proof onto those affected, forcing them to first “prove” their needs 

or to speak out “courageously” (Goffman, 1963; Link & Phelan, 2001). 

“Family doctors, when seeing patients in their 60s or 70s … don’t even think to ask, ‘How is your 

sex life?’ … Because the assumption is that, well, there’s nothing left there.” 

Participant in the 2025 Expert Interview 
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1.4.2 Desexualisation & Infantilization (Ageism × Ableism) 

Desexualisation is more than just “no sex”—it is a judgment of status: the person is no longer regarded 

as a legitimate subject of desire, intimacy, and self-determination. Ableism reinforces this judgment 

when the need for care or assistance is conflated with a lack of legal capacity (Campbell, 2009; 

Goodley, 2014). 

The two quotes from the expert interviews mentioned above reflect this with the statements “You 

leave your sexuality at the door” and “They are treated like small, incapacitated children.” 

Key point: This illustrates how care can tip over into incapacitation. This is less a matter of “individual 

misconduct” than a structural risk that arises when protection is universally prioritized over autonomy 

(Beauchamp & Childress, 2019). 

1.4.3 Moral regulation (“appropriateness”) through defence, shaming, and trivialization 

Moral regulation often manifests itself in the smallest of reactions (glances, jokes, looking away, 

trivialization) and produces shame (Goffman, 1963). Sexuality in old age thus clashes with cultural 

scripts in which sexuality is linked to youth, attractiveness, and sexual performance (Gagnon & 

Simon, 1973). 

One of our experts describes the reaction of students when she shows photos of older people 

exchanging affection during a class at a geriatric nursing school:  

 

 

 

or 

 

 

 

 

Key point: Trivialization (“cute”) denies the seriousness of intimacy and shifts it into a childish register. 

Defensiveness (“is that really necessary?”) marks it as unacceptable. In both cases, exclusion occurs 

without an explicit prohibition. 

1.4.4 Pathologization / Medicalization 

When sexuality becomes apparent in old age, it is often viewed as a “problem”: as a dysfunction, a 

symptom, or a risk. This aligns with a modern logic of normalization and medical classification 

(Foucault, 1976; Link & Phelan, 2001). As one of our experts describes: 

 

 

 

“Wow, that’s cute!” 

Participant in the 2025 Expert Interview 

 

“Ugh, I can’t even look at that—do they really have to do that?” 

Participant in the 2025 Expert Interview 
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Key point: A dual logic is created: 1. Sexuality is considered “non-existent” → no space for discussion; 

2. when it becomes visible → it is primarily framed as a risk or deviation. This often prevents a 

perspective focused on quality of life. 

1.4.5 Overregulation driven by uncertainty (“just to be safe”) 

When guidelines are lacking, institutions often respond with blanket rules. These rules 

disproportionately affect marginalized individuals because they often have fewer social networks, face 

greater risks of stigma and exposure, and have less ability to advocate for themselves (Spade, 2015; 

Link & Phelan, 2001). 

 

 

 

   

 

Key point: If an issue is officially “not on the table,” there are no professional avenues to address it in 

the event of a conflict. In such cases, informal norms (morality, shame, etc.) come into play—and that 

is precisely where “other-isms” are perpetuated. 

2. Myths vs. Realities  

Myth 1: "Treat equally = fair."  

Reality: Equal treatment can reproduce barriers. Justice means designing conditions in such a way 

that different situations of life have real access (Crenshaw, 1989; Collins & Bilge, 2016). 

Myth 2: "Sexuality in old age is rare, so it's not an issue. 

Reality: Often, it is not a rarity that is the problem, but invisibility, shame, and lack of enablement 

(Goffman, 1963). 

Myth 3: "Disability/care needs and sexuality don't go together." 

Reality: This is an ableist model of normality. Assistance logic, privacy, protection, and self-

determination are decisive (Campbell, 2009; Goodley, 2014). 

Myth 4: "Queer issues are a youth issue."  

Reality: LGBTQI+ people age - often with biographical stigma experience and specific safety needs 

(Herek, 2000; Stryker, 2008). 

“Sexually transmitted infections among older adults […] [are on the rise]. But in some cases, 
this goes completely undetected because, for example, general practitioners don’t even think to 

ask their patients in their 60s or 70s about their sex lives. [They assume] […] that there’s 
nothing going on there anymore.” 

Participant in the 2025 Expert Interview  

 

“So in nursing homes […], [sexual activity] really doesn’t happen at all.” 

Participant in the 2025 Expert Interview  
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Myth 5: "Not addressing protects."  

Reality: Silence is not neutral; it stabilizes stigmata (Goffman, 1963; Link & Phelan, 2001). 

3. Intersectional Perspective: When Categories Overlap 

Othering has a particularly strong effect when multiple characteristics converge. Older people are not 

just old—they may also have a history of migration, belong to a religious minority, be queer, live with 

a disability, or be socially disadvantaged. These overlaps (intersections) increase the risk of being 

overlooked, misunderstood, or treated stereotypically. 

For example, an unmarried, lesbian resident with a Turkish family background will have experienced 

exclusion differently than a woman of German descent who has married her partner. The latter is 

likely to fit better into the facility’s routines because the fact of being married is asked of everyone 

anyway. However, care cannot simply settle for adapting to what suits the majority. This is all the truer 

in an increasingly diverse society, where a single solution that fits everyone will become ever rarer. If 

society has now evolved to the point where, with the opening of marriage, same-sex oriented people 

are also “seen,” then care must respond accordingly. A gay man who has experienced discrimination 

must no longer find himself in a situation where he feels he has to hide his identity in a nursing home 

out of fear of being rejected again. A resident with a refugee background may react sensitively to loud 

noises or situations of control—without this being immediately recognized as a biographically 

conditioned reaction. 

Intersectional thinking means not reducing people to a single category, but recognising the complexity 

of their lived experiences and, in particular, acknowledging that where these categories overlap, the 

burdens they face can reinforce one another 

• Older LGBTQI+ people: Support groups vs. age norms 

The focus groups reveal a sense of ambivalence: the community can be a safe space – yet at the same 

time, ‘new norms’ exist. 

 

 

 

                                                      

At the same time, the experience is made:  

 

 

 

                                                        

 

 

 

„… in the queer scene ... it's the case that it doesn't matter how old you are." 

Participant of the Focus Group Discussion 2025, Göttingen 

 

 "In the club, only 'young standards' are always played - I don't fit in at all." 

Participant of the Focus Group Discussion 2025, Göttingen  
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And:  

                                                          

                                                      

 

 

Key point: Intersectionality is not an abstract addition here, but describes concrete dynamics of 

recognition and participation (Crenshaw, 1989): Age × queerness changes how visibility and belonging 

are negotiated. 

• Biographical imprint: History of discrimination continues to have an effect 

 

 

 

                                                          

 

This points to risks and protective strategies rooted in one’s life history (Herek, 2000): openness or 

silence are not a matter of ‘character’, but are often the result of a rational assessment of risk. 

• Sexism in Old Age: Double Standards and Reproduction as a Norm Framework 

Sexist images of old age have an effect, among other things, through body norms and the "double 

standard of aging" (Sontag, 1972; Calasanti & Slevin, 2001). 

 

 

 

 

                     

                                         

• Social exclusion: "You don't fit in here" 

 

 

 

 

Social exclusion thus also affects the spaces in which flirtation, relationship, visibility and belonging 

take place. 

"So I could imagine that men are a bit more self-confident, while women are still internalized 

about it, this is the topic of having children [...] when this is completed at some point, so to 

speak, then it is already a certain change or change in such a phase of life, while the man 

could still theoretically become a father until old age, if he wanted to.” 

Participant in the individual interview 2025, Göttingen 

 

 "As a lesbian pensioner, I am 'outside' twice."  

Participant of the Focus Group Discussion 2025, Göttingen 

 

  

"I still experienced paragraph 175 [...] that still has an impact today"  

Participants of the Focus Group Discussion 2025, Göttingen 

 

 

"The fact that I don't have to be at this rave now at the age of 58 [...] You don't fit in here at 

all." 

Participant in the Focus Group Discussion 2025, Göttingen 
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Guidelines for educators and professionals  

Educators and professionals have a special responsibility. Through further education and training, 

skilled workers can gain confidence in their actions and strengthen their professional attitude. 

Fundamental aspects of working in the context of Othering are: 

• Reflection on one's own values, norms and insecurities in dealing with sexuality in old age. 

• Knowledge and imparting knowledge about legal and ethical principles. 

• Fostering an open team culture where difficult situations can be discussed. 

• Active protection of privacy, intimacy and self-determination. 

• Inclusion of biography work for a better assessment of individual needs. 

Central principles to counteract othering 

Creating safe and respectful spaces 

A central component is the establishment of spaces in which sexuality and identity can be talked about 

openly. This requires an appreciative attitude, discrimination-sensitive language and the active 

confrontation with one's own prejudices. Such a space is particularly crucial for LGBTQIA+ seniors, as 

they often have lifelong experiences of discrimination (Fredriksen-Goldsen et al., 2017). 

Inclusive communication practices 

Inclusive communication means shaping language and behavior in such a way that all people feel 

addressed and respected. This includes avoiding heteronormative assumptions ("Is your wife coming 

to visit you?"), using gender-neutral language, and using active listening in conversations. 

Professionals should not avoid conversations about sexuality, but accompany them sensitively and 

professionally. 

Privacy and confidentiality 

Privacy is a fundamental human right and is of particular importance in care contexts. In long-term 

care facilities, it is often limited by multi-bed rooms, organizational processes or staff shortages. 

Intimacy and opportunities for retreat must be actively protected, especially here, for example 

through lockable rooms, clear visiting regulations and confidential conversation settings. 

Informed consent in case of fluctuating sanity 

A particularly sensitive topic is the question of the ability to consent in people with dementia or other 

cognitive impairments. Current ethical approaches argue that consent should not be viewed 

exclusively as a static state, but as a dynamic process. Desires, nonverbal signals, and previous 

biographical statements should be included in the evaluation (Dewing, 2007). 

Professional Relationships and Ethical Responsibility 

Employees are often caught between support and professional distance. It is central that it is 

legitimate and necessary to acknowledge needs for closeness and intimacy without exploiting 

relationships of dependency or crossing boundaries. Regular supervision and ethical case discussions 

can have a supportive effect here. 
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Examples of challenges in practice 

Religious, cultural and queer needs in everyday life 

Otherism also arises when institutional processes tacitly proceed from a "norm biography": 

heterosexual, German-speaking, socialized in a Christian way. 

 

Practical example 

A same-sex partner is referred to as a "friend" in everyday life and is not taken seriously as a 

life partner. She is less naturally involved in visitation arrangements than the wives of men. 

Or: Religious rituals, eating habits or shame boundaries in personal hygiene are treated as 

"special requests" instead of as part of personal dignity. 

 

Reflection Questions 

• Which ways of life are implicitly considered "normal" in our country? 

• Who has to adapt to our processes – and where could we be more flexible? 

• How do we distinguish between organizational boundaries and mere habit? 

 

Admission interviews/forms 

These heteronormative assumptions ("husband/wife") are then also evident in the admission 

interviews and forms in institutions and make relationships invisible (Warner, 1991; Spade, 2015). 

 

Privacy 

Without privacy, intimacy is hardly possible - especially in shared spaces (Goffman, 1961).  

 
 
 

 

                                                   

 
 
Cultural practices  

Trivialization, defensiveness, and humor are norm-setting (Goffman, 1963). 

 

Family conflicts 

Family norms vs. self-determination of the person (Beauchamp & Childress, 2019). 

 

Uncertainty without guidelines 

When sexuality "does not occur", ad hoc restrictions often arise in the event of conflict (Spade, 2015).  

 

 

 

  

 

 "So the room or something, that's the private space, the privacy and so on, so that it is 

simply accepted and respected differently with regard to living out sexuality." 

Participant in the individual interview 2025, Göttingen                             

 

 "The [sex life] doesn't really happen at all." 

Participant in the individual interview 2025, Göttingen 
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Communication recommendations  

Describing instead of evaluating: "I noticed ..." instead of "This is inappropriate". 

Open-ended, non-judgmental questions: "What is important to you in terms of 

closeness/privacy/relationships?" 

Do not assume: do not make assumptions about orientation, gender, relationship status, "family 

model" (Warner, 1991). 

Language and cultural attributions 

Practical example 

A resident with a headscarf rejects certain foods. The team says: "They can't eat it." In fact, it 

is not a religious prohibition, but a personal aversion. The hasty cultural attribution replaces 

individual questioning. 

Another example: An older man hardly talks about his private life. Employees suspect a lack 

of interest in social contacts. In fact, he has hidden his transgender nature for decades and is 

used to being careful because he doesn't always want to explain transsexuality to everyone. 

Reflection Questions 

• When do we prematurely interpret behavior culturally or religiously? 

• What questions could we ask instead of making assumptions? 

• How openly do we talk about diverse lifestyles so that same-sex residents can also feel safe? 

Migration, language and power 

Language is a central factor of Otherism. If older people do not speak German or speak it only to a 

limited extent, they are more quickly classified as "not oriented" or "not cooperative". 

Practical example 

A resident with little knowledge of German does not respond to care instructions. This is 

documented as a cognitive limitation. In fact, he does not understand the situation 

linguistically. A conversation in his first language shows that he is very well oriented. 

Or: Relatives are automatically used as interpreters, even for sensitive topics. As a result, self-

determination and privacy are lost and at the same time relatives are called upon, whose task 

is actually interpreting. 

Reflection Questions 

• Where do we confuse language barriers with cognitive impairments? 

• What options for professional language mediation do we know and use? 

• How can we strengthen non-verbal communication and culturally sensitive care without 

reducing people to "culture"? 

Correct mistakes and misgendering briefly, take responsibility, don't dramatize. 
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Taboo-sensitive moderation 

Don't "force" discussion spaces, but open them securely                      

One of the experts said in an interview:  

 

 

 

                                       

Do‘s und Dont’s 

Do’s Don’ts 

Thinking about sexuality/relationships as 
part of quality of life, not only in the event of 
conflict  

Interpreting silence as neutrality (Link & Phelan, 
2001). 

Actively enable privacy (knock-on rules, 
places of retreat, visiting options) (Goffman, 
1961). 

blanket prohibitions out of uncertainty ("to be sure") 
instead of individual case assessment (Beauchamp & 
Childress, 2019). 

Intersectional Reflection: Identifying Barriers 
in Recognition/Access/Safety (Crenshaw, 
1989). 

Producing outing risks (questions in front of third 
parties, documentation without consent) 

Standardizing Team Reflection: Stop Rules 
vs. Shameful Humor (Goffman, 1963). 

Reproduce infantilizing care. 

 

Risk Factors & Avoidance Strategies 

Moral regulation  

Reactions of professionals who are not neutral, but evaluate sexuality in old age or in queer people – 

e.g. as "unpleasant", "disgusting" or, conversely, childishly trivializing.  

Examples: 

• A nurse says: "At that age, it doesn't have to be anymore...". 

• Giggling or derogatory looks at same-sex intimacy.  

• Belittlement: "Oh, those two are as cute as teenagers". 

Strategy: here it is advisable to formulate a team standard: "describe instead of evaluate" 

or to use supervision  or establish collegial case counseling.  

Ableist Logic of Protection  

The sexuality of older people is restricted or even prevented with the argument of "protection"; 

especially in the case of cognitive impairments and often without a real test of self-determination 

 "With the necessary tact. Don't just invite, let's talk about sex." 

Participants in the individual interview 2025, Göttingen 
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taking place. The problem here is that self-determination is restricted in favor of an exaggerated idea 

of protection.  

Examples: 

• A relationship is prevented because a person has dementia ("She can't decide that").  

• Relatives or staff prohibit visits from a partner "for protection". 

• Intimacy is generally rated as "dangerous".  

Strategy: In this case, it is advisable to implement transparent consent management, 

structured procedures and guidelines for action to ensure the protection of vulnerable adults 

(children, adolescents) from any form of violence, abuse, exploitation or neglect (safeguarding 

pathways), good documentation and always the individual case review (Beauchamp & 

Childress, 2019). 

 

Tokenism  

Symbolic "inclusion", without real structural change. The problem is when this happens without 

further inclusive measures and an appropriate attitude. Then tokenism becomes pseudo-inclusion 

and real problems remain 

Examples: 

• Well-intentioned: the rainbow flag in the entrance area - but the staff is not trained.  

• The mission statement mentions "diversity" - but complaints from LGBTQI+ people are 

ignored.  

• There is a "queer contact person" - but he or she has no decision-making authority.   

Strategy: Self-critical examination in the organization 

• Language (do we use inclusive wording?)  

• Rooms (e.g. do we have safe places to retreat?)  

• Rules (are they sensitive to discrimination?)  

• Complaint channels (for whom and how accessible and effective are they?) 

Culturalization  
A behavior or needs are hastily attributed to "culture" instead of seeing the individual perspective. 

This reduces people to stereotypes, which reinforces othering.  

Examples: 

• "It's taboo in your culture, isn't it?" 

• Assumption that a person suppresses his sexuality because of his origin. 

• Blanket attributions to "religious families". 

Strategy: 

• Ask individual questions instead of assuming or assuming without reflection.  

• Orientation towards intersectional approaches (e.g. Patricia Hill Collins & Sirma Bilge). 
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Concrete examples of inclusive action 

Forms/anamnesis: Use of neutral terms in forms ("partner", "reference person"), optional: 

pronouns/salutation. 

Privacy by default: Respect room/private room, "Do Not Disturb" options, agree on clear call waiting 

rules. 

Team culture: Establish a reflection routine ("What triggers us? Which norm is speaking here?"), 

instead of joke or defense (Goffman, 1963). 

Health system: Sexual history as empowerment and prevention.  

 

 

 

 

Implementing aspects of culturally sensitive approaches 

Person-centered questions 

The focus is on the person's perspective, not norms or assumptions. 

Examples: 

• "What significance does closeness/relationship have for you at the moment?"  

• "What can or should we pay attention to here so that you feel comfortable?"  

• "How would you like to be addressed?" 

Thinking about the security dimension                                     

Taking into account that openness about identity can have risks (rejection, stigma, sanctions). 

Examples: 

• A person does not want to openly show their sexual orientation because relatives are 

dismissive. 

• Fear of discrimination by roommates. 

• Concern that the nursing staff will then be treated differently. 

Strategy: 

• Ensure confidentiality  

• Offer options (e.g., discreet assistance)  

• Handle information sensitively  

• Reference to Stigma Theory (e.g., Bruce G. Link & Jo C. Phelan) 

 
 "That the family doctor sometimes asks it that way."  

Participant in the individual interview 2025, Göttingen 

 

“ 
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Ethical orientation 

Everyday actions and decisions about them are not only based on institutional rules or are made 

according to one's own norms, but are based on ethical principles such as autonomy, care, justice, 

non-harm; in each case adapted to the individual lifeworld of the person (cf. Beauchamp & Childress, 

2019). Ethical orientation thus ensures that culturally sensitive care is not only "polite", but is 

systematically morally responsible, person-centred and fairly implemented. It is the bridge between 

theory (ethical principles) and practice (dealing with diversity on a daily basis).  

 

Summary & Key Messages 

In summary, this chapter makes it clear that sexuality and identity are also essential aspects of human 

dignity and quality of life in later life. At the same time, the statements of the expert interviews and 

discussions within the framework of the Never gets old project show that sexuality in old age is often 

experienced as "not provided" in institutional contexts. Discrimination often works through invisibility, 

incapacitation, moral regulation, pathologization and overregulation (Goffman, 1963; Link & Phelan, 

2001). Otherism becomes more complex when age interacts with migration experiences, experiences 

of racism, queer lifestyles or language barriers. A professional attitude in working with the elderly 

therefore also means thinking intersectionally: not to explain prematurely, but to remain curious, to 

ask biographical questions and to neither dramatize nor ignore differences. A diversity-sensitive, 

power-critical nursing practice strengthens dignity, security and belonging – especially for people who 

have already experienced exclusion in their lives. 

For work with the elderly, dealing with Otherism thus means a change of perspective: away from 

deficit-oriented attributions, towards a power-sensitive, biography-oriented and diversity-conscious 

practice. The scientific basis helps to understand everyday situations not as isolated cases, but as part 

of larger social dynamics – and thus to act more professionally, reflectively and justly. 

Inclusive practice means creating conditions so that diversity becomes possible in old age. This 

includes a safe and respectful environment, including communication, the protection of privacy and 

the sensitive handling of informed consent. These aspects form the basis of ethical practice. Especially 

in care contexts, it is necessary to critically question institutional structures and strengthen individual 

autonomy. The module thus provides important impulses for holistic, human rights-oriented care for 

older people. 

Main messages 

1. Othering is a central mechanism of social exclusion  

• Older people, and especially LGBTQI+ people, often experience their identity, needs, and 

relationships being marked as "deviant."  

• Othering happens subtly through language, normative expectations (heteronormativity, 

age norms, reproductive norms), and structural practices in organizations and institutions.  

2.  Other-isms seem intertwined 

• Other-isms (sexism, ableism, homophobia/transphobia, social exclusion) often seem 

intertwined in old age and influence recognition, access and individual security.  
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3.  Lifelong discrimination continues to have an effect  

• Biographical experiences of discrimination, stigma and marginalisation influence 

behaviour, trust and needs in old age.  

• Old people, who used to be excluded or pathologized, need sensitive handling and safe 

spaces.  

4.  Heteronormative and ableist assumptions reinforce othering  

• Language, rituals and rules in care facilities often unconsciously presuppose heterosexual, 

reproductive and "normal" age roles.  

• Blanket protective intentions or assumptions about abilities (e.g. in the case of cognitive 

impairments) can undermine self-determination.  

5.  Tokenism and symbolic inclusion are not enough  

• Rainbow flags or "diversity-friendly mission statements" without real structural measures 

are not enough on their own and often seem superficial.  

• Effective action usually requires adjustments and revisions of rules, implementation of 

inclusive complaint channels, training and concrete support services.  

6.  Culturally sensitive and person-centred approaches mitigate othering  

• Individual needs, cultural backgrounds and personal meanings are actively queried.  

• Ethical orientation (autonomy, care, justice, non-harm) is considered a basic guideline for 

transparent, responsible and respectful decisions in care.  

• Security dimensions (stigma, institutional sanctions, family norms) must be taken into 

account.  

7.  Reflection on own standards and team processes are central  

• Teams should regularly share their own assumptions, moral evaluations, and institutional 

norms (e.g., supervision, ethics meetings).  

• "Describing instead of evaluating" in communication and documentation reduces subtle 

forms of othering.  

 

Practical tools 

The training tool is intended to provide participants with opportunities for self-reflection, to expand 

their competence to act in uncertain situations and subject areas, and to collect ideas for the 

implementation of their own educational offerings.   

Learning objectives of the training module  

1. Raising awareness and raising awareness: Making "invisible" mechanisms visible 

• Participants recognize how othering arises in everyday care. 
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• They understand the impact on older people, especially LGBTQI+. 

• They reflect on their own assumptions (e.g. heteronormativity, images of old age).  

2. Strengthen reflection skills: professional self-reflection instead of unconscious reproduction of 

norms 

• Questioning one's own values, attitudes and possible prejudices.  

• Recognizing ambivalences.  

• Establishment of an appreciative approach to uncertainty in the team.  

3. Building practical skills for everyday life 

Be able to apply concrete strategies, such as:  

• Discrimination-sensitive language,  

• "Describe instead of evaluate", 

• Person-centred conversation. 

4. Promote ethical decision-making skills 

• Application of central principles: autonomy, care, non-harm, justice  

• Dealing with dilemmas (e.g. ability to consent, protection concepts). 

5. Strengthen culturally sensitive and inclusive practice and implement it in everyday life 

• Understanding individual life realities instead of relying on stereotypical assumptions. 

• Taking the dimension of safety into account (stigma, risks of discrimination). 

• Promoting trust and creating safe spaces.  

6. Initiate structural change 

Critically analyse facilities with regard to:  

• Language & Forms  

• Rules & Routines  

• Complaint structures  

• Recognizing and avoiding tokenism  

7. Reflection Questions for Teams 

• What different life experiences can be behind seemingly "unusual" reactions? 

• Where do we tend to reduce people to origin, religion, sexual orientation or gender 

identity? 

• How can biography work and open-ended questions help to better understand individual 

backgrounds? 
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Target groups of the training 

Primary Target Groups 

• Nurses (inpatient & outpatient).  

• Nursing assistants / caregivers.  

• Social workers / social pedagogues.  

• Adult educators. 

• Therapeutic professions (ergotherapy, physiotherapy, psychotherapy).  

Secondary Target Groups 

Depending on the context, higher-level levels also benefit from the training. In terms of 

organizational development processes and structural changes, it makes sense to involve managers 

and QM.  

Expanded Target Groups 

In a broader sense, target groups that often play a central role indirectly in organizations also 

benefit, as they are indispensable and usually have greater everyday contact with residents, relatives 

and medical staff:  

• Trainees in nursing and social professions.  

• Housekeeping & service staff.  

• Volunteers.  

• Relatives (optional, depending on the setting). 

Lesson Plan Module 6 

A structured guideline is used to plan and implement this module in educational work. It is to be 

understood as a suggestion and offers trainers and experts a didactic and methodological 

orientation for a training duration of approx. 2.5 hours. He provides a PowerPoint presentation as 

well as a preparation checklist and describes expected learning outcomes and three exercises (see 

below). 

Lesson Plan Module 6 – Otherisms in Working with the Elderly and the Very Old 

Presentation Module 6 

Exercise 1 – "Recognizing standard glasses" 

Objectives:  

• Making Othering and Normative Assumptions Visible  

• Low-threshold introduction to the topic  

Duration: 35 minutes 
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Resources: Prepared worksheets in the number of participants with "typical" statements in the 

nursing context.  

Exercise 2 – ‘Case study’ 

Objectives Case 1 

• Raising awareness of ableist protective logic 

• Balancing self-determination and protection 

• Applying ethical principles to concrete situations 

Objectives Case 2 

• Recognizing heteronormative exclusion 

• Dealing with conflicts in the social sphere 

• Development of inclusive action strategies 

 

Objectives Case 3: 

• Avoidance of stereotypical attributions 

• Promotion of culturally sensitive, individual approach 

• Strengthening communication skills 

Objectives Case 4: 

• Understanding Tokenism vs. True Inclusion 

• Analysis of institutional structures 

• Development of concrete approaches to change 

Duration: 45 minutes 

Resources: prepared worksheets, flipchart. 

Exercise 3 – Train the Trainer- "Transfer to your own facility" 

Objectives: 

• The participants develop a concrete, realistic mini-intervention with which they can 

introduce the topic of othering into their own institution. 

• Focus: Implementation instead of theory 

Duration: 60 minutes 

Resources: Prepared worksheets with the exact task instructions and guiding questions for the 

exercise. 
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Overview 

Why This Module Exists 

Knowing what to do is not the same as knowing how to do it. Many professionals working with older 

adults understand, in principle, that sexuality, gender, and diversity matter. They have read the 

recommendations, signed the charters, and attended the awareness sessions. Yet when faced with a 

real situation—a resident who wants to talk about their intimate needs, a couple seeking privacy, a 

trans elder whose body tells a different story—they freeze. They lack the practical tools, the right 

words, the confidence to act. 

This module exists to bridge that gap between intention and action. It moves beyond the "why" of 

inclusion to focus on the "how." It provides professionals with concrete, adaptable methodologies for 

creating environments where every older person can express their full humanity—their desires, their 

identity, their need for connection—without fear or shame. 

From Silence to Dialogue 

The most powerful tool a professional has is not a policy or a protocol—it is the ability to create a 

conversation. But how do you start a conversation about something so deeply personal, so culturally 

taboo? How do you ask an 85-year-old woman about her intimate life without being intrusive? How 

do you signal to a gay man that it is safe to mention his deceased partner's name? How do you support 

a person with dementia in expressing their need for tenderness? 

These are not theoretical questions. They are the daily challenges of anyone working in gerontology, 

social work, healthcare, or community education. This module provides answers. 

What This Module Offers 

This module is a practical toolkit. It invites professionals to: 

• Understand core principles: Learn the foundational elements of any inclusive methodology: 

respect, safety, consent, and cultural sensitivity. 

• Develop communication skills: Acquire practical techniques for inclusive language, active 

listening, and creating conditions for safe dialogue. 

• Use participatory strategies: Move beyond top-down approaches to co-create learning and 

care with older adults themselves. 

• Adapt to diverse needs: Learn how to tailor methods for people with different cognitive 

abilities, emotional states, and social contexts. 

• Navigate difficult conversations: Gain confidence in handling sensitive topics, from desire to 

grief to identity. 

Ultimately, this module affirms that methodology is not a set of rigid techniques—it is a flexible, 

responsive, and deeply human approach to supporting the people in your care. 
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Learning Outcomes Module 3 

By the end of this module, participants will be able to: 

1. Explain why specific methodologies are necessary for addressing sexuality, gender, and 

diversity with older adults, moving beyond good intentions to effective practice. 

2. Apply the four core principles of inclusive methodology—respect, safety, consent, and cultural 

sensitivity—in their professional interactions. 

3. Use concrete communication techniques (inclusive questioning, active listening, non-verbal 

cues) to create safe spaces for dialogue. 

4. Design and facilitate participatory, learner-centred activities that engage older adults as active 

partners in conversations about intimacy and identity. 

5. Adapt their approach to meet the cognitive, emotional, and social needs of diverse older 

adults, including those with dementia, sensory impairments, or trauma histories. 

6. Confidently navigate difficult conversations about sensitive topics such as desire, loss, 

identity, and consent. 

 

Key Concepts & Definitions 

Inclusive Methodology 

An approach that actively ensures all participants feel seen, heard, and respected. It adapts to 

diverse needs, challenges assumptions, and creates conditions for full participation. 

Learner-Centred Approach 

A methodology that places the learner's needs, experiences, and perspectives at the center of the 

process. The professional acts as a facilitator rather than an expert, co-creating knowledge and 

meaning with participants. 

Participatory Strategy 

An approach that actively involves the target group in designing, implementing, and evaluating 

activities. Based on the principle “nothing about us without us”.  

Psychological Safety 

The shared belief that a space is safe for interpersonal risk-taking—for asking questions, expressing 

vulnerability, or sharing personal experiences without fear of embarrassment or punishment. 

Active Listening 

A communication technique requiring the listener to fully concentrate, understand, respond to, and 

remember what is being said. It involves both verbal and non-verbal signals of engagement. 

Cultural Sensitivity 

The awareness and respect for cultural differences in values, beliefs, and practices related to 

sexuality, gender, and intimacy. It requires humility and a willingness to learn from the other 

person's framework. 
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Trauma-Informed Approach 

A methodology that recognizes the prevalence of trauma and actively avoids re-traumatization. It 

prioritizes safety, trustworthiness, choice, collaboration, and empowerment. 

 

Understanding the Topic 

1. Why Methodologies Matter: Beyond Good Intentions 

Good intentions are not enough. In fact, without proper methodology, well-meaning professionals can 

inadvertently cause harm. This section explores why a deliberate, structured approach is essential. 

1.1. The Risk of Unintentional Harm 

Consider these common scenarios: 

• A well-intentioned caregiver, wanting to be inclusive, asks a new resident: "So, do you have 

a husband or a wife?" The resident, a lesbian who lost her partner years ago, feels erased 

and unseen. 

• A social worker, hoping to create an open dialogue, starts a group session by asking everyone 

to share "their experience with sexuality." The room falls silent. Participants feel exposed and 

vulnerable. 

• An activity coordinator organizes a "romantic film night" for couples, inadvertently isolating 

all the single, widowed, or non-coupled residents. 

In each case, the professional meant well. But without a methodology—without careful thought about 

language, safety, and inclusion—their actions caused harm. Methodology is not about bureaucracy; it 

is about intentionality. It is the difference between hoping to be inclusive and actually being inclusive. 

1.2. The Power of the "Hidden Curriculum" 

In any educational or care setting, there is a "hidden curriculum"—the unspoken norms, values, and 

assumptions that are communicated through actions, not words. When it comes to sexuality and 

gender, the hidden curriculum is often powerful and damaging: 

• Silence teaches irrelevance: When professionals never mention intimacy or identity, they 

teach older adults that these topics are not important, not welcome. 

• Assumptions teach invisibility: When forms only offer "Mr./Mrs.," when questions always 

assume heterosexuality, when activities are strictly gendered, professionals teach 

LGBTQIAP+ and gender-diverse people that they do not exist. 

• Discomfort teaches danger: When a professional's body language shifts, when they change 

the subject quickly, when they avoid eye contact—they teach that this topic is dangerous, 

shameful. 

Methodology gives us tools to examine and transform the hidden curriculum. It allows us to be 

intentional about what we teach through our actions. 
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1.3. The Need for Adaptability 

There is no single "right way" to address sexuality, gender, and diversity with older adults. A 

methodology that works brilliantly with a group of cognitively healthy, socially engaged seniors may 

fail completely with individuals living with dementia. An approach that feels safe for a cisgender 

heterosexual woman may feel threatening for a trans man with a history of institutional violence. 

This is why this module focuses on principles and adaptable strategies, not rigid techniques. True 

methodology is flexible; it bends to meet the person where they are, rather than forcing the person 

to fit the method. 

2. Core Principles of Inclusive Methodology 

All effective methodologies for addressing sensitive topics with older adults rest on four 

interconnected principles: Respect, Safety, Consent, and Cultural Sensitivity. 

2.1. Respect: The Foundation of All Interaction 

Respect is not just an attitude; it is a set of observable behaviors. In practice, respect means: 

• Seeing the whole person: Recognizing that an older person is not just a patient or a resident, 

but a whole human being with a history, desires, and an identity. 

• Preserving dignity: This means, for example, always knocking and waiting for a response 

before entering a private room. It means discussing intimate care needs discreetly, not in a 

loud voice in a common area. 

• Using preferred names and pronouns: This is a fundamental act of recognition. It requires 

asking, not assuming. 

• Avoiding infantilization: Never using terms like "sweetie," "dear," or "young lady" with older 

adults. Addressing them as the adults they are. 

• Valuing experience: Recognizing that older adults have lived rich lives and have wisdom to 

share. They are experts on their own experience. 

2.2. Safety: Creating Conditions for Vulnerability 

For an older person to talk about intimacy, identity, or desire, they must feel safe. Creating 

psychological safety involves multiple layers: 

Physical safety: 

• Private, confidential spaces for conversation. 

• Visible signs of inclusion (rainbow stickers, inclusive posters) that signal "this is a safe place." 

• Clear protocols for reporting any discrimination or abuse. 

Emotional safety: 
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• Predictable, consistent interactions that build trust. 

• No judgment, no shock, no inappropriate questions. 

• The right to pass—to choose not to answer or participate. 

• Clear boundaries about what will be shared with whom (confidentiality). 

Social safety: 

• Group agreements that establish respect and confidentiality. 

• Facilitation that ensures no one is targeted or made to feel different. 

• Activities that build connection and mutual support among participants. 

2.3. Consent: An Ongoing, Active Process 

Consent is not a one-time checkbox. In the context of discussing sensitive topics, consent must be: 

• Ongoing: Check in regularly. "Is it okay if we continue talking about this?" "Would you prefer 

to stop?" 

• Active: Look for enthusiastic engagement, not just passive acceptance. Be alert to signs of 

discomfort—withdrawal, fidgeting, changes in tone. 

• Specific: Consent to discuss one topic does not imply consent to discuss another. 

• Revocable: Make it clear that the person can withdraw consent at any time, for any reason, 

without consequence. 

For people with cognitive impairments, assessing consent requires particular skill. Look for assent—

positive engagement through body language, tone, and affect. Be alert to signs of distress or 

withdrawal, which may indicate non-consent even if the person cannot verbalize it. 

2.4. Cultural Sensitivity: Meeting People Where They Are 

Cultural sensitivity does not mean knowing everything about every culture. It means: 

• Practicing cultural humility: Approaching each person as the expert on their own cultural 

framework. Asking, "Can you help me understand what this means in your culture?" 

• Avoiding assumptions: Not assuming that someone from a particular background holds 

certain beliefs. There is as much diversity within cultures as between them. 

• Recognizing intersectionality: Understanding that a person's experience is shaped by the 

intersection of multiple identities—age, gender, sexuality, race, religion, disability. 

• Adapting language and concepts: Being aware that words like "gay," "trans," or even 

"partner" may not resonate across all cultural contexts. Using the person's own language 

when possible. 
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3. Communication Approaches: Creating Safe Dialogue 

Communication is the primary tool of any inclusive methodology. This section provides concrete 

techniques for creating dialogue that is safe, respectful, and productive. 

3.1. The Power of Language 

Language shapes reality. The words we choose can open doors or close them. Here are practical 

guidelines for inclusive communication: 

 

Instead of... Try... Why 

"Do you have a 
husband/wife?" 

"Is there an important person 
in your life?" / "Tell me about 
your relationships." 

Does not assume 
heterosexuality or marital 
status. 

"Mr./Mrs. [Name]" Use first name (if preferred) or 
ask: "How would you like to be 
addressed?" 

Respects gender identity and 
personal preference. 

"When you were young..." "Throughout your life..." Avoids framing the person's 
life as "over." 

"You're so brave/young at 
heart!" 

"Thank you for sharing that 
with me." 

Avoids patronizing language. 

"That must have been difficult 
for your husband." 

"How did that affect the 
people close to you?" 

Does not assume gender of 
partner. 

 

3.2. Active Listening: Beyond Hearing Words 

Active listening is a skill that can be developed. It involves: 

Verbal techniques: 

• Paraphrasing: "So what I'm hearing you say is that you felt hurt when..." 

• Reflecting feelings: "It sounds like that experience was very painful for you." 

• Asking open-ended questions: "Can you tell me more about that?" rather than "Did that 

make you sad?" 

• Minimal encouragers: « Mm-hmm," "I see," "Tell me more » 

Non-verbal techniques: 

• Eye contact: Warm and attentive, not staring. 

• Open posture: Arms uncrossed, body turned toward the speaker. 
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• Leaning in slightly: Shows interest and engagement. 

• Nodding: Signals understanding and encouragement. 

• Silence: Allowing space for the person to think and speak without rushing to fill the silence. 

3.3. Creating Conditions for Dialogue 

Sometimes the most important work happens before a single word is spoken. Creating conditions for 

dialogue means: 

 

Preparing the space: 

• Choose a private, comfortable location. 

• Arrange seating to facilitate conversation (chairs at an angle, not across a desk). 

• Remove physical barriers. 

• Ensure the space is warm and inviting. 

Setting the tone: 

• Begin with a clear explanation of purpose and boundaries. 

• Establish confidentiality: "What we discuss here is private. The only time I would need to 

share anything is if..." 

• Emphasize the person's right to choose what to share. 

Using visual cues: 

• Display inclusive imagery (rainbow flags, diverse couples, people of all ages). 

• Provide materials (books, brochures) that signal openness. 

• Wear a pronoun pin or include pronouns in your introduction. 

 

3.4. The Art of Asking Questions 

Questions can invite sharing or shut it down. Here are guidelines for asking questions about sensitive 

topics: 

 

Do Ask Don't Ask 

Open questions: "What was your experience 
of..." 

Leading questions: "You must have found that 
difficult, right?" 
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Questions that normalize diversity: "Have you 
ever had a partner who was a different 
gender?" 

Questions that assume pathology: "When did 
you realize you were different?" 

Questions that offer choice: "Would you like to 
tell me about your relationships?" 

Questions that demand disclosure: "Tell me 
about your sexual history." 

Questions that follow the person's lead: "You 
mentioned your partner earlier. Would you like 
to talk more about that?" 

Intrusive or pry questions : "And then what 
happened?" 

 

4. Participatory and Learner-Centred Strategies 

Traditional approaches to education and care are often top-down: the professional is the expert, the 

older person is the recipient. Participatory, learner-centred strategies flip this model. They recognize 

that older adults are the experts on their own lives and that meaningful learning and support happen 

through collaboration, not prescription. 

4.1. The "Nothing About Us Without Us" Principle 

This principle, born from disability rights activism, is fundamental to inclusive work with older adults. 

It means: 

• Involving older adults in design: When creating a new program, activity, or policy, include 

older adults from the beginning. Ask them what they need, what they want, what has worked 

or not worked in the past. 

• Co-creating content: Develop materials and activities with older adults, not just for them. Let 

them shape the agenda. 

• Sharing power: Recognize that the professional's expertise is complementary to, not superior 

to, the older person's lived experience. 

4.2. Practical Participatory Methods 

Focus groups: 

• Small, facilitated discussions with 6-8 participants. 

• Used to explore experiences, needs, and ideas. 

• Can be single-session or ongoing. 

• Particularly useful for gathering diverse perspectives. 

Co-design workshops: 

• Structured sessions where professionals and older adults work together to design a solution 

(a program, a space, a resource). 

• Use creative techniques (brainstorming, prototyping, role-play). 

http://www.projectname.org/


  www.nevergetsold.eu 
 

 
 

136 

Funded by the European Union. Views and opinions expressed are however those of the author(s) only and do not necessarily 
reflect those of the European Union or the European Education and Culture Executive Agency (EACEA). Neither the European 
Union nor EACEA can be held responsible for them. Project Number: 2024-1-DE02-KA220-ADU-000244060 

• Emphasize equal partnership and shared decision-making. 

Peer facilitation: 

• Train older adults to facilitate discussions or activities with their peers. 

• Leverages the power of shared experience. 

• Builds capacity and confidence within the community. 

Community advisory groups: 

• Establish an ongoing group of older adults who advise the organization on policies, programs, 

and practices. 

• Ensure the group is diverse and representative. 

• Compensate members for their time and expertise. 

 

4.3. Learner-Centred Facilitation Techniques 

In any group setting, the facilitator's role is to create conditions for learning, not to deliver content.  

Key techniques include: 

Starting where participants are: 

• Begin by asking what participants already know, what they want to learn, what concerns they 

have. 

• Adapt the agenda based on their responses. 

Using experiential learning: 

• Build activities around participants' own experiences. 

• Use storytelling, case studies, and scenarios drawn from real life. 

• Create opportunities for reflection and sharing. 

Encouraging peer learning: 

• Structure activities so participants learn from each other. 

• Use small group discussions, pair shares, and whole-group synthesis. 

• Validate and build on contributions from all participants. 

Offering choice: 

• Provide multiple ways to participate (speaking, writing, drawing, moving). 

• Allow participants to choose their level of engagement. 

• Respect the right to pass. 
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Closing the loop: 

• Summarize what was learned. 

• Ask participants what they will take away. 

• Explain how their input will be used. 

5. Adapting Methods to Diverse Needs 

No single methodology works for everyone. Effective professionals adapt their approach to meet the 

unique needs of each individual or group. This section provides guidance for adapting methods across 

different cognitive, emotional, and social contexts. 

5.1. Adapting for Cognitive Needs 

For people with dementia or cognitive impairments: 

• Simplify language: Use short, clear sentences. Avoid abstract concepts. Be concrete. 

• Use multiple modalities: Combine words with images, objects, music, or movement. 

• Focus on the present moment: Rather than asking about past experiences, focus on current 

feelings and needs. 

• Look for non-verbal cues: Body language, facial expressions, and vocal tone are often more 

reliable than words. 

• Validate emotions: Even if the person's words don't make sense, their feelings are real. 

Reflect and validate them. It refers to an approach focused on acknowledging and accepting 

the feelings and subjective reality of a person with dementia rather than correcting factual 

inaccuracies or confronting confusion. 

• Create routines: Predictable structures reduce anxiety and create safety. 

For people with sensory impairments: 

• For hearing loss: Face the person, speak clearly, reduce background noise. Use written 

backup. Consider sign language interpreters. 

• For vision loss: Describe visual materials verbally. Use tactile objects. Ensure good lighting. 

• Provide materials in accessible formats: Large print, audio, braille, Easy Read. 

For people with aphasia or communication difficulties: 

• Give extra time: Allow the person to process and respond without rushing. 

• Use communication supports: Pictures, writing, gestures, communication boards. 

• Ask yes/no questions when appropriate: "Would you like to continue?" "Is this comfortable?" 
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• Check your understanding: "I think you're saying... Is that right? » 

5.2. Adapting for Emotional Needs 

For people with trauma histories: 

• Use a trauma-informed approach: Prioritize safety, trustworthiness, choice, collaboration, 

and empowerment. 

• Avoid triggering content: Be aware that certain topics (sexual violence, medical exams, 

certain types of touch) may be deeply triggering. 

• Provide control: Emphasize that the person can stop at any time, can choose what to share. 

• Watch for signs of distress: Withdrawal, agitation, dissociation. Be prepared to pause or stop. 

• Have support resources available: Know how to refer to trauma-informed services if needed. 

For people experiencing grief or loss: 

• Acknowledge the loss: "I understand your partner passed away. That must be so hard." 

• Follow the person's lead: Some people want to talk; others don't. Respect their pace. 

• Create space for remembrance: Offer opportunities to honor loved ones if desired. 

• Be present: Sometimes the most powerful support is simply being there, without words. 

For people who are anxious or shy: 

• Start slowly: Build trust gradually. Don't push. 

• Offer alternatives: Some people prefer one-on-one conversations to groups. Some prefer 

writing to speaking. 

• Normalize discomfort: "It's completely normal to feel a bit awkward talking about this." 

• Use structured activities: Games, quizzes, or art projects can feel safer than open discussion. 

5.3. Adapting for Social and Cultural Contexts 

For people from different cultural backgrounds: 

• Learn about cultural norms: But don't assume—ask. 

• Use the person's own language when possible: Work with interpreters if needed. 

• Be aware of family dynamics: In some cultures, family involvement in decisions is expected 

and desired. 

• Respect different values: Even if they differ from your own. 
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• Avoid imposing Western concepts of sexuality and identity: Use the person's framework. 

For people in rural or isolated settings: 

• Use technology creatively: Video calls, phone support, online groups. 

• Build on existing networks: Work with local community groups, faith organizations, or clubs. 

• Be patient: Trust may take longer to build in close-knit communities where privacy is limited. 

For people with limited social support: 

• Be a consistent presence: Reliability builds trust. 

• Connect to community resources: Help the person find groups, services, or activities. 

• Recognize the role of "chosen family": Support connections with friends, neighbors, and 

other non-traditional supports. 

6. Handling Sensitive Topics and Difficult Conversations 

Even with the best preparation, conversations about sexuality, gender, and intimacy can be 

challenging. This section provides strategies for navigating difficult moments. 

6.1. When a Person Discloses Something Unexpected 

• Stay calm: Your reaction sets the tone. Breathe. Maintain a neutral, warm expression. 

• Acknowledge the disclosure: "Thank you for trusting me enough to share that." 

• Reflect back: "So what you're telling me is..." 

• Ask what they need: "How can I best support you right now?" "What would be helpful?" 

• Don't probe: You don't need to know all the details. Focus on the person's needs, not your 

curiosity. 

• Know your limits: If the issue is beyond your expertise, say so and help connect to 

appropriate support. 

6.2. When a Conversation Becomes Emotional 

• Pause: "I can see this is bringing up some strong feelings. Would you like to take a 

moment?" 

• Validate emotions: "It makes sense that you would feel that way." 

• Offer choices: "Would you like to continue, or would you prefer to stop for now?" 

• Use grounding techniques if needed: "Let's take a few deep breaths together." "Can you 

name three things you can see in this room?" 
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• Be present: Don't try to "fix" the emotion. Just stay with the person. 

6.3. When a Person Says Something Inappropriate or Harmful 

• Stay calm and professional: Do not shame or attack. 

• Name the behavior, not the person: "That comment about [group] is hurtful. In this space, 

we treat everyone with respect." 

• Use it as a learning opportunity: "Can you tell me more about why you said that?" "How do 

you think that might feel for someone who is [group]?" 

• Reinforce group agreements: "Remember, we agreed to listen with an open mind." 

• If the behavior continues, address it privately: "I'd like to talk with you about something 

that happened in the group earlier…" 

6.4. When You Don't Know the Answer 

• Be honest: "That's a really good question. I don't know the answer, but I can find out for 

you." 

• Offer to research together: "Would you like to look into that together?" 

• Connect to resources: "I know an organization that specializes in that. Would you like their 

contact information? » 

• Follow up: If you promise to find information, do it. 

 

7. Case Studies: Methodologies in Action 

These case studies illustrate how the principles and techniques in this module can be applied in real 

situations. 

Case Study 1: The Community Education Workshop 

Context: A community center in a small town wants to offer a workshop on "Intimacy and Aging" for 

local seniors. They have never done this before and are unsure how to proceed. 

Methodology in action: 

1. Participatory design: Before designing the workshop, the organizers hold two focus groups with 

local seniors to understand their interests, concerns, and needs. They learn that participants 

want to talk about maintaining connection after loss, navigating new relationships, and dealing 

with family reactions. They explicitly do NOT want a "sex education" style presentation. 

2. Co-creation: A planning committee of four seniors and two staff members is formed. Together, 

they design a four-session workshop series. The seniors suggest titles that feel comfortable 

("Love and Connection at Any Age") and activities that feel safe (starting with general 

discussions before moving to personal sharing). 
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3. Creating safety: The first session focuses entirely on building trust and establishing group 

agreements. Participants co-create rules: confidentiality, the right to pass, no judgment, 

respectful listening. The facilitators model these principles throughout. 

4. Learner-centred facilitation: Each session begins with a check-in and a question: "What do you 

want to talk about today?" The agenda adapts to participants' needs. When someone shares a 

personal experience, the facilitator invites others to reflect: "Has anyone else had a similar 

experience?" 

5. Adapting to needs: One participant has early-stage dementia. The facilitator checks in with her 

regularly, uses simple language, and validates her contributions. When she becomes confused, 

the facilitator gently redirects or offers a break. 

6. Closing the loop: At the final session, participants reflect on what they learned and what they 

will take away. Several express interest in continuing to meet. The center agrees to support an 

ongoing peer-led discussion group. 

Case Study 2: The One-on-One Conversation 

Context: A home care worker, Marie, visits 82-year-old Mr. Ahmed regularly. He has recently been 

widowed and seems increasingly withdrawn. Marie suspects he may be lonely and isolated. 

Methodology in action: 

1. Creating conditions: Marie ensures they have time for a private conversation. She sits in a 

comfortable chair near him, not across a table. She starts with general questions about how 

he's doing. 

2. Active listening: When Mr. Ahmed mentions that he "misses the company," Marie doesn't rush 

to solutions. She reflects: "It sounds like you're feeling lonely since your wife passed." She allows 

silence for him to respond. 

3. Asking open questions: "What was your marriage like?" she asks. Mr. Ahmed begins to talk 

about his wife, their life together. Marie listens without interrupting. 

4. Following the lead: When Mr. Ahmed mentions that he sometimes thinks about "what comes 

next," Marie gently asks: "What do you mean by that?" This opens a conversation about 

whether he might want companionship again—something he has been afraid to even think 

about. 

5. Respecting boundaries: When Mr. Ahmed becomes tearful, Marie pauses. "This is bringing up a 

lot of emotion. Would you like to continue, or would you prefer to stop?" He chooses to 

continue, but Marie's offer reinforces his control. 

6. Offering support, not solutions: At the end, Marie doesn't tell him what to do. She asks: "What 

would be helpful for you now?" Mr. Ahmed says he might like to visit a local community center. 

Marie offers to help him find information. 

7. Maintaining continuity: In subsequent visits, Marie gently checks in: "Have you thought more 

about the community center?" She doesn't push, but keeps the door open. 

Case Study 3: The Institutional Response 
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Context: A nursing home realizes they have no protocol for supporting residents' intimate 

relationships. After two residents, both with dementia, begin a relationship, staff are divided on how 

to respond. 

Methodology in action: 

1. Multi-stakeholder consultation: The facility convenes a working group including staff from all 

levels, the residents' families, and—crucially—other residents themselves. An outside 

consultant with expertise in VIAS facilitates. ("VIAS" is being used as an analysis framework in 

project management or care ethics, a possible definition would be: V – Verify the facts and 

perceptions / I – Identify the core issue and ethical principles / A – Assess the risks and options 

/ S – Strategise / Decide on a collective response). 

2. Trauma-informed approach: The consultation begins by acknowledging that some residents and 

staff may have trauma histories related to sexuality. Ground rules are established for respectful 

dialogue. 

3. Assessing needs and concerns: Through facilitated discussions, the group identifies key issues: 

lack of privacy, staff discomfort, family concerns, lack of clear policy, fear of abuse. 

4. Co-creating solutions: The group brainstorms potential solutions: installing "Do Not Disturb" 

signs, creating a private visiting space, developing a staff training program, creating a simple 

protocol for assessing consent capacity. 

5. Developing a draft policy: A smaller group drafts a policy based on the consultation. It includes 

clear principles (right to privacy, right to relationships, commitment to safety), practical 

guidelines, and a decision-making process for complex situations. 

6. Piloting and feedback: The draft policy is piloted for three months. Staff and residents are 

invited to share feedback. Adjustments are made. 

7. Implementation and ongoing review: The final policy is adopted. It includes a commitment to 

review annually and to continue involving residents in its implementation. 
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Guidance for Educators and Professionals 

Essential Reflexes to Develop 

Language: 

• Replace closed, assuming questions with open, inclusive ones. 

• Ask about pronouns and preferred forms of address. 

• Use neutral terms like "partner" until you know otherwise. 

• On forms, replace “Mr./Mrs.” with “First name, Last name, Preferred pronouns.” 

Posture: 

• Position yourself at the same level as the person you're speaking with. 

• Maintain open, relaxed body language. 

• Make warm eye contact without staring. 

• Be present—put away phones and other distractions. 

Environment: 

• Ensure private spaces are truly private. 

• Display visible signs of inclusion. 

• Provide materials in accessible formats. 

• Create opportunities for connection (social spaces, activities, events). 

Practice: 

• Always ask for consent before discussing sensitive topics. 

• Follow the person's lead—they are the expert on their own life. 

• When in doubt, ask: "What would be most helpful for you right now?" 

• Know your limits and when to refer. 

Common Pitfalls to Avoid 

• Assuming rather than asking: Assuming heterosexuality, assuming comfort, assuming what 

the person needs. 

• Rushing to solutions: Sometimes the most powerful thing is simply listening. 
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• Avoiding the topic altogether: Silence is not neutral—it communicates that the topic is 

taboo. 

• Using jargon or complex language: Keep it simple and clear. 

• Making it about you: "When I..." "I think..." Focus on the person. 

• Pushing too hard: Respect the right to pass, the right to privacy, the right to say no. 

 

Summary & Key Messages 

• Methodology matters. Good intentions are not enough. Deliberate, thoughtful approaches 

are essential for creating truly inclusive environments. 

• Start with principles. Respect, safety, consent, and cultural sensitivity are the foundation of 

all effective practice. 

• Communication is key. The words we choose, the way we listen, the space we create—all 

shape whether dialogue is possible. 

• Participatory approaches work. Older adults must be partners, not just recipients, in any 

process that concerns them. 

• Adaptation is essential. No single method works for everyone. Tailor your approach to meet 

the unique cognitive, emotional, and social needs of each person. 

• Difficult conversations are part of the work. With the right preparation and support, they can 

be navigated effectively. 

• You are not alone. Use the resources, networks, and tools available. Collaborate with 

colleagues and community partners. 

 

Practical Tools & Resources 

Lesson Plan Module 7 

The lesson plan is a structured guide which provides instructions for trainers or professionals on how 

to implement Module 7 in a group setting. It provides a structure for a training duration of 3 hours 

with a correspondent PowerPoint presentation, lists learning outcomes and a preparation checklist, 

and describes three exercises (see below). 

Exercise 1 — Creating Inclusive Questions 

Objective: To practice formulating open, inclusive questions for different situations. 
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Instructions: In pairs, take a "closed" or "assuming" question and transform it into an open, inclusive 

alternative. Discuss why the new formulation is more effective.  

Exercise 2 — Adapting to Diverse Needs 

Objective: To practice adapting a standard methodology to meet different cognitive, emotional, or 

social needs. 

Instructions: In small groups, receive a scenario describing a participant with a specific need (e.g., 

early-stage dementia, trauma history, hearing impairment). Discuss how you would adapt a standard 

group discussion activity to ensure their full and safe participation.  

Exercise 3 — Co-Designing a Workshop 

Objective: To practice applying participatory design principles. 

Instructions: In groups, imagine you are tasked with creating a workshop on "Intimity and Aging" for 

seniors in your community. Using the "Nothing About Us Without Us" principle, outline a participatory 

design process. Who would you involve? What steps would you take? What challenges might arise 

and how would you address them?  
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Overview 

This module explores the complex relationship between dementia and sexuality, with particular 

attention to how cognitive changes can influence intimacy, sexual expression, consent and 

interpersonal relationships in later life. Changes associated with dementia, such as difficulties with 

memory, judgement, emotional regulation or social awareness, can affect how individuals experience 

and express sexuality. In everyday practice, these changes may lead to situations of misunderstanding, 

emotional distress or ethical uncertainty, both for people living with dementia and for those who 

support them. 

Sexuality in later life, and especially in the context of dementia, is often surrounded by silence, 

discomfort and ageist assumptions. Older adults living with dementia are frequently perceived as 

asexual or incapable of meaningful intimacy, which can result in their needs being overlooked or 

actively restricted. At the same time, cognitive impairment can raise genuine concerns related to 

consent, vulnerability and protection from harm. Professionals are therefore often required to 

navigate difficult tensions between respecting autonomy and ensuring safety, without clear or 

consistent guidance. 

This module responds to these challenges by adopting a rights-based and person-centred perspective. 

Rather than approaching sexuality in dementia as a problem to be managed, it encourages more 

nuanced, compassionate and ethically informed responses that recognise sexuality as an ongoing 

aspect of identity and wellbeing across the life course. 

The content of the module builds on findings from WP2, which highlight how dementia intersects with 

factors such as gender, health status, cultural norms and social expectations. WP2 findings also point 

to a lack of training and clear frameworks for professionals, as well as to the emotional and ethical 

difficulties they encounter when responding to expressions of intimacy or sexual behaviour in people 

with cognitive decline. 

By completing this module, professionals, educators and family caregivers will develop a clearer 

understanding of the ethical, social and practical issues related to sexuality and dementia. They will 

gain greater confidence in responding to sensitive situations, increased awareness of consent and 

safeguarding considerations, and practical communication strategies that support autonomy while 

maintaining safety, dignity and respect (World Health Organization, 2015; Alzheimer Europe, 2018). 

 

Key Concepts & Definitions 

This section introduces key concepts that are particularly relevant for understanding sexuality and 

intimacy in the context of dementia. Using clear and shared terminology helps support more 

consistent, ethical and sensitive practice, especially in situations that may be emotionally or morally 

complex. 

Dementia  

Dementia is a progressive neurocognitive condition characterised by a decline in memory, executive 

functioning, language, judgement and social awareness that interferes with daily functioning.  
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It includes different conditions such as Alzheimer’s disease, frontotemporal dementia and vascular 

dementia, as well as mixed forms. In addition, there are reversible or secondary causes of cognitive 

impairment that may present with similar symptoms. These conditions may show distinct behavioural 

and emotional patterns. The associated neurological and cognitive changes can affect impulse control, 

emotional regulation, and interpersonal boundaries, which may in turn influence expressions of 

intimacy and sexuality. 

Understanding dementia as a neurocognitive condition is essential to avoid moral interpretations of 

behaviour and to support clinically informed, proportionate responses. 

Capacity 

Capacity refers to a person’s ability to make a specific decision at a specific time. It is not a global or 

permanent state but is decision-specific and may fluctuate. 

A person is generally considered to have capacity if they can: 

• understand relevant information 

• retain that information long enough to make a decision 

• weigh or evaluate the information 

• communicate their decision 

In the context of dementia, capacity may vary depending on the complexity of the decision. A person 

may lack capacity for financial decisions but retain capacity for relational or intimate decisions. 

Consent 

Consent is a central ethical concept in discussions of sexuality and dementia. It refers to the ability to 

understand, agree to and freely participate in intimate or sexual interactions. In the context of 

cognitive decline, consent should be understood as a dynamic and situation-specific process rather 

than a fixed capacity. Assessing consent involves attention to current abilities, verbal and non-verbal 

communication, emotional responses and the relational context. Safeguarding responsibilities must 

be carefully balanced with respect for autonomy and personhood. (World Health Organization, 2015; 

Syme & Cohn, 2016). 

Intimacy 

Intimacy refers to emotional, physical and relational closeness between people. It may involve trust, 

affection, mutual recognition and shared vulnerability, and does not necessarily imply sexual activity. 

For people living with dementia, expressions of intimacy may change over time, but the underlying 

need for closeness, reassurance and meaningful connection often remains. Viewing intimacy in this 

broader sense can help professionals respond more appropriately to behaviours that might otherwise 

be misinterpreted. 

Hypersexuality and Sexual Disinhibition 

Hypersexuality refers to increased or disinhibited sexual behaviours that may occur in certain forms 

of dementia, particularly frontotemporal dementia, due to impaired impulse control. 

Sexual disinhibition may manifest as socially inappropriate comments, touching or behaviours. These 

behaviours are often neurological in origin and should not automatically be interpreted as intentional 

misconduct. 
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Apathy and Reduced Sexual Interest 

Apathy is common in Alzheimer’s disease and may reduce initiative, emotional engagement or sexual 

interest. Reduced desire should not automatically be interpreted as relational rejection. 

 

Understanding the Topic 
This section explores the key issues related to dementia and sexuality, drawing on research findings, 

ethical frameworks and professional practice. It addresses common misconceptions, highlights 

challenges faced by professionals, and considers the specific needs of vulnerable and diverse groups 

through an intersectional lens. 

Dementia, Cognitive Change and Sexual Expression 

Dementia (clinically referred to as major neurocognitive disorder) is a progressive condition that 

affects how the brain works. It is not a normal part of ageing. It involves a decline in memory, thinking, 

judgement and the ability to function independently in daily life. 

There are several types of dementia. The most common types include: 

✓ Alzheimer’s disease, which mainly affects memory, orientation and language in the early 

stages. 

✓ Frontotemporal dementia (FTD), which often affects behaviour, impulse control, empathy 

and social boundaries. 

✓ Vascular dementia, which may affect attention, planning, speed of thinking and emotional 

stability. 

✓ Lewy body dementia, which can involve fluctuations in attention, visual hallucinations and 

changes in movement. 

Dementia can affect different cognitive areas, including: 

• Memory (forgetting recent events or conversations) 

• Executive functioning (planning, decision-making, impulse control) 

• Language (difficulty finding words or understanding meaning) 

• Social cognition (understanding social rules, empathy, recognising boundaries) 

• Emotional regulation (managing emotions appropriately) 

Because sexuality and intimacy depend on memory, emotional understanding, impulse control and 

social awareness, changes in these areas may influence how sexual behaviour is expressed. 

Changes in sexual behaviour in dementia may vary. Some individuals may show reduced interest in 

intimacy (apathy), particularly in Alzheimer’s disease. Others, especially those with frontotemporal 

dementia, may display increased or disinhibited sexual behaviours due to reduced impulse control.  

Memory difficulties may lead to confusion about partners, forgetting previous sexual activity, or 

misinterpreting relational boundaries. In some cases, behaviours may appear socially inappropriate, 

such as undressing in public or masturbating without awareness of context.  

Several factors may contribute to these changes. Brain changes may reduce impulse control or 

empathy. Individuals may misinterpret needs for comfort, reassurance or closeness as sexual desire. 
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Loneliness, anxiety, pain or unmet emotional needs may also be expressed through sexualised 

behaviour. In addition, medication side effects, hormonal changes or psychiatric comorbidities may 

influence sexual expression. 

Sudden changes in sexual behaviour should always prompt medical evaluation. In older adults, urinary 

tract infections, dehydration, electrolyte imbalances or other acute medical conditions can cause 

confusion or behavioural disinhibition. Assessing for underlying medical causes is therefore essential 

before assuming intentional behaviour. 

Professionals and family caregivers should respond proportionately and contextually. Not all 

expressions of sexuality require restriction. Differentiating between low-risk behaviours (e.g., holding 

hands, seeking closeness) and high-risk behaviours (e.g., coercion, clear distress or inability to 

demonstrate understanding) supports balanced safeguarding that protects dignity while preventing 

harm. 

While some forms of dementia, particularly frontotemporal dementia, may lead to impulsive or 

disinhibited sexual behaviours due to impaired executive functioning, it is important to distinguish 

these neurological manifestations from the relational meaning of sexuality itself. As one older 

participant expressed during WP2 discussion: 

 

This perspective reminds us that sexual expression is closely linked to emotional connection. Although 

dementia can affect impulse control and social boundaries, it does not take away the underlying 

human need for attachment and intimacy. 

Myths and Realities 

Despite increasing awareness, many assumptions about dementia and sexuality continue to shape 

professional responses. These assumptions are often based on discomfort, fear or lack of training 

rather than on evidence or lived experience. Addressing common myths is an important step in 

preventing overly restrictive or stigmatizing practices. 

Myth: People living with dementia are asexual or lose interest in intimacy. 

Reality: Sexuality and the need for intimacy often persist, although they may be expressed 

differently. 

Research with older adults in care settings also shows that intimacy and emotional closeness continue 

to matter for their wellbeing (Frankowski & Clark, 2021).Although stereotypes about ageing are still 

“Sexual intimacy is a 

bond that strengthens 

love.” 

(Older participant, WP2 focus group) 
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common, older adults themselves remind us that sexuality and intimacy continue to matter 

throughout later life. As one participant shared during WP2 group discussion: 

This perspective challenges reductive understandings of sexuality and supports a broader, more 

inclusive view that recognises emotional closeness and relational needs as central to wellbeing in later 

life. 

Myth: Any sexual behaviour in dementia is a symptom that must be controlled. 

Reality: While some behaviours may require intervention, many expressions of intimacy are 

meaningful and appropriate when understood in context. 

Myth: Protection and safeguarding require the restriction of all sexual expression. 

Reality: Ethical practice involves balancing safeguarding with respect for autonomy, dignity 

and rights. 

Challenging these myths is essential to avoid overly restrictive or paternalistic responses that may 

harm wellbeing and self-esteem. 

Consent, Capacity and Ethical Complexity 

Consent and capacity in dementia require balancing autonomy and safeguarding. A diagnosis of 

dementia does not automatically remove a person’s ability to consent. Decisions must be assessed 

situationally and proportionately. 

Capacity refers to the ability to understand, weigh and communicate a specific decision. It is decision-

specific and may fluctuate. Professional guidance also emphasises that capacity should be assessed in 

relation to each specific decision, particularly in the context of cognitive impairment (British 

Psychological Society, 2018). Consent refers to the voluntary agreement to engage in an interaction 

and requires basic understanding and absence of coercion. 

A person may have fluctuating capacity but still demonstrate situational consent. These distinctions 

are particularly important in medico-legal contexts. 

Professionals should distinguish between lower-risk intimacy (e.g., holding hands, hugging, kissing) 

and higher-risk sexual activity (e.g., genital contact, penetrative sex, or situations involving clear power 

“Sexuality is more than genital sex. It 

is the need for affection, 

communication and tenderness, which 

we carry within us from birth until the 

end of life.” 

(Older participant, WP2 group discussion) 

 

 

http://www.projectname.org/


  www.nevergetsold.eu 
 

 
 

153 

Funded by the European Union. Views and opinions expressed are however those of the author(s) only and do not necessarily 
reflect those of the European Union or the European Education and Culture Executive Agency (EACEA). Neither the European 
Union nor EACEA can be held responsible for them. Project Number: 2024-1-DE02-KA220-ADU-000244060 

imbalance or distress). While lower-risk expressions of intimacy may require monitoring and support 

for privacy, higher-risk situations call for a more structured assessment.  

 

 

Figure 1. AI-generated image 
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When behaviour is identified, professionals should clarify the level of risk, assess decision-specific 

capacity if necessary, document the reasoning and apply the least restrictive option. In practice, this 

may involve offering psychological support, giving gentle reminders about boundaries, supporting safe 

and private interactions, or adjusting communication to help understanding. Involving a trusted 

person or checking for possible medical causes may also be helpful (e.g., delirium, infection, 

medication effects). More restrictive actions should only be used if there is a clear risk of harm, and 

should be regularly reviewed. 

Capacity to consent to sexual activity should be evaluated through four core questions: 

 Does the person understand the relationship? 

 Do they appreciate potential consequences? 

 Can they explain their choice? 

 Is consent consistent and free of distress? 

Ethical decision-making in this context should be guided by four core principles: 

 Autonomy – respect for the person’s self-determination and relational identity, for example 

by supporting their choices and preferences wherever possible. 

 Beneficence – promoting emotional and psychological wellbeing, such as ensuring comfort, 

connection, and a sense of safety. 

 Non-maleficence – preventing harm, exploitation or coercion, for instance by recognising 

signs of distress or vulnerability and responding appropriately. 

 Justice – avoiding discrimination, including ageism, by ensuring fair and respectful treatment 

regardless of age or cognitive ability. 

Dementia may alter expression, but it does not erase personhood (Beauchamp & Childress, 2019). 

Ethical decision-making is strengthened through transparency, documentation, reflection and shared 

responsibility within teams. 

Beyond formal capacity assessments, consent in the context of dementia cannot be reduced to purely 

verbal confirmation or legal criteria. In many situations, particularly in moderate cognitive decline, 

relational and emotional indicators become central to ethical evaluation. As highlighted during the 

WP2 discussions: 

 

“Consent is not always about 

words. Sometimes it is about 

calmness, familiarity, emotional 

comfort and the absence of 

distress.” 

(Professional participant, WP2 group discussion) 
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This reflection draws attention to the importance of recognising non-verbal communication, 

emotional comfort and the absence of distress as meaningful signs of consent. It encourages an 

approach that considers not only the person’s understanding, but also how they feel during the 

interaction. To avoid wrong or harmful decisions, it is important to take time, observe the person over 

time, and, when needed, ask for input from colleagues or family members. Decisions should be based 

on the person’s usual behaviour, preferences and overall wellbeing. 

Challenges Faced by Professionals 

Professionals across health, social care and educational settings frequently describe feeling uncertain 

or unprepared when issues of sexuality arise in the context of dementia. This uncertainty is not 

necessarily due to lack of concern, but often reflects limited guidance, inconsistent policies and fear 

of making ethical or legal mistakes.  

Common challenges include: 

 Lack of clear organisational policies or guidance 

 Fear of legal or professional consequences 

 Conflicting expectations from families, institutions and individuals 

 Personal values or cultural norms influencing responses 

These challenges may lead to avoidance, inconsistent practice or overly restrictive responses. 

Knowledge and attitudes towards sexuality in later life can also shape how such situations are 

understood and managed (Mahieu et al., 2020). 

Professionals also report that family reactions can significantly complicate responses to intimacy in 

later life. This tension is reflected in the lived experiences of older adults themselves. As one 

participant shared:  

 

Such reactions illustrate how ageist assumptions can persist even within families, placing professionals 

in difficult positions when trying to respect autonomy while managing conflict and emotional distress.  

“My children were angry when I 

fell in love again. They thought it 

was ridiculous at my age, even 

though I was alone and needed 

companionship.” 

(Older participant, WP2 interview) 
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These challenges may lead to avoidance, inconsistent practice or overly restrictive interventions. 

Training and reflective practice are therefore essential to support confident, ethical and 

compassionate responses. 

Safeguarding Without Stigmatization 

Safeguarding is a crucial responsibility, but it should not be implemented in ways that stigmatise or 

suppress sexuality. Risk assessments should be proportionate, transparent and focusing on preventing 

harm while preserving dignity and relational needs. 

Observations from professional practice highlight the emotional significance of relationships, even in 

advanced cognitive decline. One health professional involved in WP2 reflected: 

 

This example demonstrates that affective bonds can persist beyond verbal communication and 

cognitive capacity, reinforcing the need for safeguarding approaches that do not automatically restrict 

relational closeness.  

This requires: 

 Clear communication within multidisciplinary teams; 

 Involvement of the person living with dementia whenever possible; 

 Respectful engagement with families and caregivers; 

 Ongoing review rather than fixed assumptions. (Alzheimer Europe, 2018; World Health 

Organization, 2015). 

By addressing these core issues, this section provides a foundation for understanding dementia and 

sexuality as a complex, ethically sensitive and deeply human area of professional practice. 

 

“Even when both people had 

dementia, they would sit together, 

eat together and hold hands. When 

one of them died, the other became 

deeply depressed.” 

(Health professional, WP2 discussion) 
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Guidance for Educators and Professionals 

Working with issues of sexuality and intimacy in the context of dementia can be emotionally 

challenging and ethically complex. Professionals may experience uncertainty, discomfort or fear of 

“getting it wrong”, particularly when clear institutional guidance is lacking. This section offers practical 

orientation to support thoughtful, respectful and person-centred practice. 

First, it is important to approach sexuality in dementia with curiosity rather than assumption. 

Behaviours or expressions of intimacy should not be immediately categorised as problematic or 

inappropriate. Instead, professionals are encouraged to consider the person’s life history, 

relationships, cultural background and current emotional state. Asking “What might this behaviour be 

communicating?” can help shift responses from control to understanding. 

Communication Recommendations 

Effective communication is central when addressing sexuality and intimacy in the context of dementia. 

Professionals should use clear, simple and respectful language, adapted to the person’s cognitive 

abilities. Non-verbal communication, including tone of voice, facial expression and body language, 

plays a crucial role and should come across as calm and reassuring. 

Table 1. Do’s and Don’ts in Professional Practice 

Do Don’t 

✔ Acknowledge sexuality and intimacy as 

part of human wellbeing across the life 

course 

✖ Assume that people living with dementia 

are asexual or incapable of intimacy 

✔ Approach situations with openness and 

curiosity rather than judgement 

✖ Automatically label expressions of 

sexuality as inappropriate or problematic 

✔ Consider personal history, relationships 

and emotional needs 

✖ Rely on blanket restrictions instead of 

individual assessment 

✔ Involve the person living with dementia in 

decisions whenever possible 

✖ Allow personal discomfort or moral beliefs 

to guide professional decisions 

✔ Seek multidisciplinary input when ethical 

uncertainty arises 

✖ Ignore or silence expressions of need for 

closeness and affection 

✔ Assess consent using a decision-specific 

and relational approach 

✘ Attribute all behavioural changes solely to 

dementia without medical evaluation 

✔ Rule out reversible medical causes (e.g., 

delirium, infection, medication effects) when 

behaviours change 

✘ Use punitive or shaming responses to 

sexualised behavior 
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Taking time, slowing interactions and checking for understanding can reduce distress and help 

maintain dignity and trust. 

Examples of Inclusive Behaviour  

Inclusive practice may include recognising and respecting long-term intimate relationships, supporting 

appropriate expressions of affection, and ensuring that care environments allow for privacy and 

dignity. Using inclusive language and acknowledging diverse sexual identities and orientations, 

including those of LGBTQI+ older adults, are also essential components of respectful care.  

Supporting Privacy and Intimacy in Care Environments 

Care environments, including both institutional settings and private care arrangements, should 

actively support the right to intimacy and privacy for older adults living with dementia. The absence 

of private space can unintentionally restrict emotional expression, reinforce stigma, and negatively 

impact psychological wellbeing and sense of identity. 

In many care settings, organisational routines, shared spaces, and risk-averse practices may limit 

opportunities for private interaction, even when there is no clear risk of harm. As a result, expressions 

of affection or intimacy may be discouraged, interrupted, or misinterpreted, leading to frustration, 

distress, or withdrawal. 

To address these challenges, care environments should incorporate dedicated or adaptable spaces 

that allow for privacy, dignity and safe expression of intimacy. This may include access to private 

rooms, the possibility for couples to spend time together without interruption, and flexibility in visiting 

arrangements. Staff practices also play a crucial role, particularly in recognising when privacy is 

appropriate and in avoiding unnecessary intrusion. 

Importantly, supporting intimacy should not be seen as incompatible with safeguarding. Creating 

environments that enable privacy is therefore not an optional aspect of care, but a key component of 

ethical, inclusive and dignity-based dementia care (World Health Organization, 2015; Alzheimer 

Europe, 2018; Mahieu & Gastmans, 2015). 

✔ Review current treatments and consider 

side effects that may influence behaviour 

✘ Override possible consent without 

structured assessment 

✔ Take into account comorbidities 

(psychiatric conditions, neurological 

disorders, chronic pain) when evaluating 

sexual behaviour 

 

✔ Manage inappropriate behaviours 

proportionately, focusing on understanding 

triggers before applying restriction 
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During WP2 discussions, older participants clearly expressed this barrier: 

 

Educators and professionals should therefore reflect on how organisational structures and routines 

can either support or undermine dignity, intimacy, and quality of life. 

Risk Factors and How to Avoid Them 

Common risk factors include reinforcing ageist stereotypes, focusing too much on risk without 

properly assessing the situation, and prioritising institutional convenience over individual rights. These 

issues can lead to overly cautious or restrictive responses that may affect a person’s dignity and 

autonomy. They are often linked to uncertainty, lack of clear guidance, or fear of making the wrong 

decision. Reducing these risks requires ongoing reflection, regular training, and clear organisational 

policies. It also means reviewing decisions over time and adapting them as situations change, rather 

than relying on fixed assumptions. 

Culturally Sensitive Approaches 

Professionals should be aware that cultural, religious and social norms, as well as a person’s life 

experiences, can influence how sexuality, intimacy and dementia are understood and expressed. For 

example, individuals who grew up at a time when homosexuality was stigmatised or criminalised 

may experience discomfort, fear or confusion when expressing their identity or forming intimate 

relationships. Others may have different expectations shaped by past relationships and social norms. 

Sensitive practice involves listening carefully, avoiding assumptions, and adapting responses to 

respect both cultural and personal backgrounds. 

While these recommendations primarily address professional practice, similar principles are equally 

relevant in family and home contexts, where most day-to-day care takes place. 

 

“Some couples told us that the 

hardest part was not their 

condition, but the lack of privacy 

in care institutions.” 

(Older participant, WP2 discussion) 
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 Guidance for Family Members and 
Caregivers (Psychoeducation at Home) 

In everyday life, home is often where intimacy, emotional connection, and behavioural changes are 

most visible and need to be managed. Caregivers frequently feel unprepared or distressed when 

confronted with changes in sexual behaviour. Psychoeducation is therefore essential to support both 

the person living with dementia and the caregiver’s confidence, wellbeing, and emotional resilience 

(Gitlin & Hodgson, 2015) 

Understanding Behaviour: “What is this communicating?” 

A shift from judgement to understanding is essential. 

Sexual or intimacy-related behaviours often reflect unmet needs rather than intentional actions. 

These may include: 

• need for comfort or closeness 

• loneliness or fear 

• confusion about identity or relationships 

• physical or emotional discomfort 

• reduced impulse control 

Caregivers are encouraged to ask: “What might this behaviour mean?”. This perspective supports 

more compassionate and effective responses (de Medeiros, 2013). 

Practical Strategies for Everyday Situations 

• Closeness or affection 

Offer safe, appropriate alternatives (e.g., holding hands), provide reassurance, and avoid rejection or 

shaming. 

• Inappropriate behaviour (e.g., undressing, sexual comments) 

Remain calm, avoid confrontation, and use gentle redirection (“Let’s go to your room”, “Let’s have 

some tea together”). Consider possible triggers such as discomfort, lack of privacy, or overstimulation.  

• Confusion about partners 

Avoid harsh correction (“That’s not your spouse”). Use reassurance and focus on emotional security 

rather than factual accuracy. Use validation and emotional anchoring: “You are safe, I’m here with 

you”. 

• Repetitive requests 

Recognise memory impairment, respond consistently, and redirect attention without frustration. 

Boundaries, Consent and Safety at Home 

Balancing protection and respect is essential. Not all expressions of intimacy are harmful. Caregivers 

should observe signs of comfort or distress, consider the person’s level of understanding, and take 

into account the history of the relationship. 
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When uncertainty exists, professional advice should be sought, patterns of behaviour monitored, and 

restrictive responses avoided where possible (National Institute for Health and Care Excellence, 2018). 

Emotional Impact on Family Members 

Caregivers may experience discomfort, embarrassment, grief, jealousy, or moral conflict. These 

reactions are common but may affect care if unsupported. 

Psychoeducation should encourage open discussion, access to support groups, and professional 

counselling when needed. 

Communication Within the Family 

Differences in beliefs are common, particularly between partners and adult children. 

Focusing on the person’s wellbeing, avoiding ageist assumptions, and involving professionals when 

needed can help reduce conflict. 

Creating a Supportive Home Environment 

A supportive environment can prevent many difficulties: 

• ensure privacy and dignity 

• reduce overstimulation 

• maintain predictable routines 

• adapt clothing if needed 

• monitor physical comfort 

When to Seek Professional Help 

Support should be sought when behaviour changes suddenly, distress or risk is present, consent is 

unclear, or the caregiver feels overwhelmed. Medical causes should always be considered first (World 

Health Organization, 2017). 

Key Message for Families 

• Living with dementia does not remove the need for affection, closeness, emotional 

connection, and dignity. 

• Supporting these needs requires understanding, patience, and flexibility—not control. 

Sexual Behaviour in Family Context: Additional Considerations 

In the family context, expressions of sexuality in dementia are shaped not only by cognitive changes, 

but also by existing relational roles and emotional histories. Behaviours that might be more easily 

contextualised in professional settings can become significantly more complex when they occur within 

close personal relationships, such as between spouses, or when directed towards adult children or 

informal caregivers. This relational proximity may intensify emotional responses, including discomfort, 

confusion or moral tension, particularly when behaviours challenge socially or culturally internalised 

boundaries. 

Understanding these situations means looking beyond behaviour itself and trying to see what might 

be behind it. Changes in intimacy or sexual expression are often shaped by relationships, identity, and 

a person’s life story. For this reason, supporting families is not just about managing behaviour. It is 
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also about helping caregivers make sense of what they are seeing, process their own reactions, and 

feel more confident responding in a way that is respectful and non-judgemental. 

Small, thoughtful changes in how situations are approached - such as slowing down, paying attention 

to emotional cues, and focusing on connection rather than control - can make a meaningful difference 

in everyday care. At its core, this is about holding on to what makes us human: the need to feel close 

to others, to be understood, and to belong. 

 

Summary & Key Messages 
Sexuality and intimacy remain important aspects of human identity and wellbeing, even in the 

presence of dementia and cognitive decline. While dementia can change how sexuality is experienced 

and expressed, it does not eliminate the need for closeness, affection, recognition and dignity. This 

module has highlighted the importance of moving beyond ageist and stigmatizing assumptions that 

deny older adults their sexual and relational needs. 

Addressing sexuality in the context of dementia requires professionals to navigate complex ethical, 

emotional and practical challenges. Central to this process is an understanding of consent as dynamic 

and context-dependent, alongside a commitment to safeguarding that does not rely on blanket 

restrictions or fear-based responses. Respecting autonomy while preventing harm is not a fixed rule, 

but an ongoing process of reflection, assessment and communication. 

This module also reminds us to see each person as an individual. Factors such as gender, sexual 

orientation, culture, health, and life circumstances all shape how dementia and sexuality are 

experienced. Being aware of these differences helps professionals respond in ways that are more 

inclusive, respectful, and sensitive, especially for those who may already feel overlooked or 

marginalised. 

For educators and professionals, confidence in addressing sexuality and dementia grows through 

knowledge, reflection and open dialogue. Clear guidance, multidisciplinary collaboration and 

organisational support are essential in creating environments where intimacy is acknowledged as part 

of holistic care rather than treated as a problem to be managed. While this represents an important 

goal, it may not always be easy to achieve in practice due to constraints related to time and available 

resources. However, even small steps towards more open and respectful approaches can make a 

meaningful difference. 

Family members and informal caregivers also play a crucial role in supporting the emotional and 

relational needs of people living with dementia. With appropriate guidance and support, they can 

contribute to creating safe, respectful and meaningful opportunities for intimacy at home. 

 

Practical Tools 
This module is supported by a comprehensive set of practical tools included in the AgeWise Toolkit. 

These tools are designed to translate the ethical and theoretical content of the module into 

structured, applicable professional practice. 
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PowerPoint Presentation and Trainer Notes 

A structured slide deck guiding the progression from awareness to applied ethical reasoning. 

Lesson Plan Module 8 

A structured 2 and a half hour training framework supporting facilitators in delivering the module 

through interactive discussion, case analysis and ethical reflection. 

Exercise 1:  Myth vs Reality     

An interactive activity aimed at challenging ageist and stigma-based assumptions about sexuality and 

dementia. 

Exercise 2: Consent and Capacity Reflection Tool 

A structured framework supporting professionals in assessing consent in a context-specific and 

proportionate manner. 

Exercise 3: Case Study Cards and 3-Step Action Plan Template 

Practice-based scenarios that guide participants through ethical reasoning, safeguarding 

considerations and long-term planning. 

Together, these tools help turn understanding into action when supporting people living with 

dementia in real-life situations. 
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Practical 

Tools  
Module 1 
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Lesson Plan 

 

Module 1 
Ageing Population and Positive Approaches to 

Ageing 

Target Group  
Adult educators, healthcare professionals, social workers, care 
staff  

Duration 2.5 hours 

Learning Outcomes 

Learners will be able to:  

• Explain the impact of demographic shifts in Europe | 
Structural Awareness 

• Differentiate between Healthy Ageing, Active Ageing, and 
Quality of Life models | Framework Integration 

• Use validated tools (CASP-19/WHOQOL) to measure 
wellbeing beyond clinical health | Subjective Assessment 

• Apply a Gender and Culture lens to identify barriers faced 
by older adults | Holistic Application 

• Balance the Dignity of Risk (Autonomy) against 
institutional safety (Beneficence) | Professional Ethics 
 

Preparation 

- Prepare room with chairs and tables, computers and a 
projector. Book it in advance, if necessary. 

- Organise projector, flipchart and markers. 
- Print necessary handouts, worksheets and 

questionnaires. 
o Exercise 1: World Café station names. 
o Exercise 2: Questionnaires WHOQOL-BREF 

and/or CASP-19.  
o Exercise 2: Role Play Persona Cards. 
o Exercise 3: Case Study Cards. 
o Exercise 3: 3-Step Action Plan Worksheets.  

- Having put up the setup, inform participants about the 
purpose of the module, its objects and the agenda. 

- Provide any breaks when necessary. 
 

Check List 

Tech: PPTX & projector check 
Exercise 1: Three flipchart sheets & markers 
Exercise 2: Printed questionnaires & persona cards & clipboards 
Exercise 3: Case file cards & worksheets 
General: Name Tags & feedback forms 
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Lesson Plan | Face-to-Face 

Topics & Activities 
Duration in 
Minutes 

Methods 
Equipment & 
Materials 

Opening and expectations – 
Presenting agenda and learning 
outcomes for module 1. 

5 min Presentation Laptop,  
projector,  
PowerPoint 
presentation 

Theoretical input on European 
demographic data. 

15 min Presentation Laptop,  
projector,  
PowerPoint 
presentation 

Exercise 1 - World Café  
Objective: Connect the EU data to 
the learners’ specific regional and 
professional reality. 
 
Activity: Set up three "stations" 
(tables) with a large sheet of paper 
on each. 
 
Station 1: Implications for Funding & 
Infrastructure in our community. 
 
Station 2: Implications for Staff & 
Personal Workload. 
 
Station 3: Implications for the Well-
being of older adults. 
 
Groups spend 5 minutes at each 
station adding their thoughts on 
paper sheets before rotating. After 
three rounds, points will be 
presented and discussed within the 
whole group.  
 
Example question for facilitator:  
Despite some differences in the 
numbers between countries, what is 
one challenge or trend that seems to 
be the same for all of us?  
How do these numbers explain what 
you are seeing every day in your 
facility or with your residents right 
now?  
If you had to pick just one piece of 
information from these papers to 
share with a colleague who wasn't 

30 min World Café 
(Rotating small 
group discussions),  
Group Presentation 

Three separate tables 
or wall spaces labeled 
with station names 
(printed handout),  
three pieces of paper 
or flipchart sheets, 
markers, 
tape, 
timer 
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here today, which one would it be 
and why? 

Theoretical input on Positive Ageing 
Frameworks. 

15 min Presentation Laptop,  
projector,  
PowerPoint 
presentation 

Exercise 2 - Measuring Quality of 
Life 
Objective: To gain practice in using 
the WHOQOL-BREF and CASP-19 
tools. 
 
Activity: Divide learners into pairs 
and hand out Role Play Persona 
Cards and printed questionnaires: 
one plays the Practitioner, the other 
the Older Adult. The Practitioner 
conducts a 10-minute interview 
using one of the two questionnaires. 
 
After the interviews, impressions, 
ideas and feedback will be discussed 
within the whole group. 

20 min Role-Play 
Simulation,  
Group Discussion 

Handouts: printed 
copies of WHOQOL-
BREF and CASP-19,  
printed (and 
laminated) Role Play 
Persona Cards,  
pens and clipboards 
for practitioners to 
take notes. 

Theoretical input on Holistic 
Frameworks and Professional 
Challenges. 
 
Follow-up group brainstorming: 
“What are your challenges?” 

15 min Presentation, 
Group Discussion 

Laptop,  
projector,  
PowerPoint 
presentation 

Exercise 3 - Analysing Case Studies 
and Creating a 3-Step Action Plan 
Objective: To apply Gender and 
Culture lenses and solve ethical 
dilemmas. 
 
Activity: Divide participants into 
small groups. Each Group is given a 
Case File. They must complete a 
two-part task: 
 

1) Identify how gender and 
culture are creating barriers 
in this specific story. 

2) Draft a 3-step action plan to 
move from a Deficit Model 
to a Positive Ageing 
approach for this person. 

 
Afterwards, different cases will be 
presented to the group, including 

30 min Case-Study Work 
and Action 
Planning,  
Group Discussion 

Handouts: Printed 
Case Study Cards, 
printed 3-Step Action 
Plan Worksheets 
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action plans. A group discussion will 
be facilitated. 

Theoretical input on guidance for 
educators and professionals, ethical 
considerations, Do’s and Don’ts. 

10 min Presentation Laptop,  
projector,  
PowerPoint 
presentation 

Key messages & wrap-up – 
discussing final questions and 
feedback. 
 

5 min Presentation, 
Group Discussion 

Laptop,  
projector,  
PowerPoint 
presentation,  
optional: Flipchart to 
document questions 
and feedback 

Feedback form (optional) 5 min Module evaluation Printed feedback 
forms or QR-code to 
access online survey 
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Excersie 1 

 

World Café  

 

 

 

Implications for 

Funding & 

Infrastructure in our 

community. 

Implications for Staff 

& Personal 
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Implications for the 

http://www.projectname.org/


  www.nevergetsold.eu 
 

 
 

172 

Funded by the European Union. Views and opinions expressed are however those of the author(s) only and do not necessarily 
reflect those of the European Union or the European Education and Culture Executive Agency (EACEA). Neither the European 
Union nor EACEA can be held responsible for them. Project Number: 2024-1-DE02-KA220-ADU-000244060 

Exercise 2 

 

Measuring Quality of Life 
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SET 1 

PRACTITIONER: YOUR GOAL IS TO USE 
THE QUESTIONNAIRE TO CHECK ON THE 

PERSON'S MENTAL HEALTH. YOU ARE 
FRIENDLY BUT FEEL PRESSURED BY 

TIME. TRY TO MOVE BEYOND "YES/NO" 
ANSWERS. 

SET 1 

OLDER ADULT (MARTA, 79): YOU MOVED INTO 
RESIDENTIAL CARE 3 MONTHS AGO. 

PHYSICALLY, YOU ARE FINE, BUT YOU FEEL 
INVISIBLE. YOU MISS YOUR GARDEN AND YOUR 

OLD DOG. 
IF THE PRACTITIONER ASKS ABOUT YOUR 

HEALTH, TALK ABOUT YOUR MEDICATION. 
WAIT FOR THEM TO ASK SPECIFICALLY ABOUT 

YOUR FEELINGS OR HOBBIES BEFORE 
MENTIONING THE GARDEN. 
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SET 2 

PRACTITIONER: YOU ARE A SENIOR 
NURSE. YOU ARE VERY FOCUSED ON 

SAFETY AND PREVENTING FALLS. YOUR 
GOAL IS TO ASSESS THE OLDER ADULT’S 

QUALITY OF LIFE USING THE 
QUESTIONNAIRE. 

SET 2 

OLDER ADULT (ARTHUR, 82): YOU LIVE AT HOME 
AND USE A WALKER. YOU ARE ANNOYED BECAUSE 

YOUR CHILDREN WANT YOU TO STOP COOKING FOR 
YOURSELF. YOU VALUE YOUR AUTONOMY. BE 

SLIGHTLY DEFENSIVE. IF THE PRACTITIONER FOCUSES 
TOO MUCH ON SAFETY, TELL THEM YOU’D RATHER 

TAKE A RISK AND BE HAPPY THAN BE SAFE AND 
BORED. 
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SET 3 

PRACTITIONER: YOUR GOAL IS TO SEE IF THE 
ENVIRONMENT MEETS THE PERSON’S 

NEEDS. USE THE QUESTIONNAIRE. YOU 
WANT TO ENCOURAGE THEM TO JOIN LOCAL 

COMMUNITY GROUPS. 

SET 3 

OLDER ADULT (ADNAN, 75): YOU ARE A MIGRANT 
WHO WORKED IN CONSTRUCTION FOR 40 YEARS. 
YOUR NEIGHBORHOOD HAS CHANGED, AND YOU 
DON'T FEEL AT HOME OR THAT YOU "FIT IN". YOU 
FEEL THE SENIOR CENTERS ARE ONLY FOR PEOPLE 

WHO SPEAK THE LOCAL LANGUAGE PERFECTLY. SEE 
IF THE PRACTITIONER LOOKS FOR A CULTURALLY 

SENSITIVE SOLUTION. 
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SET 4 

PRACTITIONER: YOU ARE A YOUNG 
STUDENT. YOU ARE A BIT NERVOUS ABOUT 
ASKING PERSONAL QUESTIONS. YOUR GOAL 

IS TO EXPLORE THE PLEASURE AND SELF-
REALISATION SECTIONS OF THE 

QUESTIONNAIRE. 

SET 4 

OLDER ADULT (LUCIA, 71): YOU ARE VIBRANT AND 
RECENTLY STARTED DATING ANOTHER PERSON IN 
YOUR WALKING CLUB. YOU FEEL LIKE A TEENAGER 
AGAIN, BUT YOU ARE AFRAID PEOPLE WILL THINK 

YOU ARE SILLY AT YOUR AGE. 
MENTION THAT YOU FELL NEW ENERGY. ONLY 

REVEAL THE DATING PART IF THE PRACTITIONER 
CREATES A VERY SAFE ATMOSPHERE. 
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SET 5 

PRACTITIONER: YOU HAVE RECEIVED A COMPLAINT 
FROM A FAMILY MEMBER WHO SAW THEIR FATHER 

KISSING ANOTHER RESIDENT. ASSESS THE 
RESIDENT'S WELL-BEING USING THE 

QUESTIONNAIRE. YOU ARE WORRIED ABOUT 
CONSENT, BUT YOU WANT TO SUPPORT THEIR 
RIGHTS. DETERMINE IF THE RELATIONSHIP IS 

ENHANCING THE RESIDENT’S QUALITY OF LIFE. 

SET 5 

OLDER ADULT (HENRY, 81): YOU HAVE LIVED IN THE 
FACILITY FOR TWO YEARS. SINCE MEETING JANE, YOU 
FEEL HAPPIER THAN YOU HAVE IN A DECADE. YOU ARE 

FULLY AWARE OF WHAT YOU ARE DOING, BUT YOU 
FEEL THE STAFF WATCH YOU AND TREAT YOU LIKE A 

CHILD WHEN YOU ARE TOGETHER. 
IF THE PRACTITIONER BRINGS UP THE FAMILY'S 

COMPLAINT, EXPRESS YOUR FRUSTRATION. 
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Exercise 3  

 

Analysing Case Studies and Creating a 3-Step Action Plan  

 

STEP 1: The Lens Analysis 

Which "lenses" are at play here? 

Check all that apply: ☐ Gender ☐ Culture ☐ Ageism ☐ Institutional Safety. 

Briefly describe the clash between the "Deficit Model" (what the system wants) and the "Positive 

Ageing Model" (what the person needs). 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 

STEP 2: The Holistic Reframe 

Looking at the Whole Person: What is one thing about this person’s history, pride, or joy that is being 

ignored? 

The Dignity of Risk: If we prioritise this person's autonomy, what is the "safe-enough" compromise? 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 

STEP 3: The Implementation (3 Concrete Actions) 

What can you say to the person or family today to validate them? 

What change is needed in the care plan or staff behaviour? 

How do we ensure this person's Quality of Life? 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 

 

http://www.projectname.org/


  www.nevergetsold.eu 
 

 
 

181 

Funded by the European Union. Views and opinions expressed are however those of the author(s) only and do not necessarily 
reflect those of the European Union or the European Education and Culture Executive Agency (EACEA). Neither the European 
Union nor EACEA can be held responsible for them. Project Number: 2024-1-DE02-KA220-ADU-000244060 

"Lens" References: Quick Definitions 

 

1. The Gender Lens 

This is a way of looking at a situation to see how social expectations of being a man or a woman 

affect an older adult’s experience. 

In practice it asks: "Is this person being treated, or are they behaving, this way because of traditional 

'rules' about their gender?" (e.g., assuming a daughter will provide free care, or assuming an older 

man doesn't need emotional support). 

 

2. The Culture Lens 

This is a way of looking at care through the person’s values, language, and heritage. It recognises 

that well-being means different things in different cultures. 

In practice it asks: "Are we judging this person's behaviour based on our own cultural norms, or are 

we respecting their specific traditions regarding family, food, and authority?" 

 

3. The Dignity of Risk 

This is the ethical principle that every adult has the right to make choices and take reasonable risks 

that might lead to personal growth or happiness, even if those choices could result in a fall or injury. 

In practice it asks: "Are we 'protecting' this person so much that we are taking away their freedom 

and joy?" It shifts the goal from total safety to the best possible life. 
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Case Study Files 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1: THE INVISIBLE PATRIARCH (GENDER & CULTURE) 

PERSONA: GIOVANNI (76), A TRADITIONAL ITALIAN 
IMMIGRANT. HE HAS EARLY-STAGE PARKINSON’S. HIS 

WIFE OF 50 YEARS RECENTLY PASSED AWAY. 

DILEMMA: GIOVANNI REFUSES TO LET FEMALE NURSES 
HELP HIM WITH PERSONAL CARES BUT GETS ANGRY 

WHEN MALE STAFF AREN'T AVAILABLE. HE IS 
BECOMING ISOLATED BECAUSE HE BELIEVES MEN 
DON'T GO TO “COMMUNITY COFFEE MORNINGS”. 

CHALLENGE: HOW DO GENDER ROLES AND CULTURAL 
PRIDE CREATE A DEFICIT IN HIS CARE? 

 

2: THE PROTECTING SON (ETHICS & AUTONOMY) 

PERSONA: MARTHA (82), A RETIRED JOURNALIST 
WHO LOVES HER INDEPENDENCE. SHE HAS 

MINOR BALANCE ISSUES. 

DILEMMA: MARTHA WANTS TO CONTINUE TAKING THE 
BUS TO THE CITY LIBRARY ALONE. HER SON HAS 

CALLED THE FACILITY DEMANDING THEY LOCK HER IN 
OR TAKE HER BUS PASS AWAY FOR HER SAFETY. 

CHALLENGE: APPLY THE DIGNITY OF RISK. HOW DO 
YOU BALANCE THE SON'S FEAR (SAFETY) WITH 

MARTHA'S QUALITY OF LIFE (AUTONOMY)? 
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3: THE SILENT LANGUAGE (CULTURE & QUALITY OF LIFE) 

PERSONA: SUN-HI (88), A KOREAN WOMAN LIVING IN A 
WESTERN CARE HOME. HER ENGLISH WAS FLUENT, 

BUT AS HER DEMENTIA PROGRESSES, SHE IS 
REVERTING TO HER NATIVE LANGUAGE. 

DILEMMA: STAFF TREAT HER AS NON-VERBAL 
OR DIFFICULT BECAUSE SHE DOESN'T FOLLOW 

INSTRUCTIONS. SHE IS LOSING WEIGHT BECAUSE 
SHE DOESN'T RECOGNISE THE FOOD BEING 

SERVED. 

CHALLENGE: USE THE CULTURE LENS. HOW IS THE 
SYSTEM FAILING TO SEE SUN-HI’S WHOLE PERSON 

BEYOND HER DIAGNOSIS? 
 

4: THE "SILLY" ROMANCE (SEXUAL AGEISM) 

PERSONA: DAVID (79) AND LILLIAN (81). BOTH 
ARE RESIDENTS WHO HAVE STARTED A 
ROMANTIC RELATIONSHIP. 

DILEMMA: THEY WERE FOUND IN LILLIAN'S ROOM 
WITH THE DOOR LOCKED. THE STAFF ARE GOSSIPING, 
AND SOME ARE MAKING JOKES ABOUT “GRANDMA’S 

BOYFRIEND”. A STAFF MEMBER SUGGESTS THEY 
SHOULD BE SUPERVISED DURING DATES. 

CHALLENGE: IDENTIFY THE SEXUAL AGEISM. HOW 
DOES THIS GOSSIP IMPACT THEIR RIGHT TO 

INTIMACY AND SELF-ESTEEM? 
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5: THE GENDERED BURDEN (GENDER & POLICY) 

PERSONA: SARAH (60), WHO IS A "YOUNG-OLD" ADULT 
HERSELF, IS THE PRIMARY CAREGIVER FOR HER 

MOTHER (89) AND FATHER (91). 

DILEMMA: SARAH IS EXHAUSTED AND LOSING HER 
OWN HEALTH. WHEN SHE ASKS FOR HELP, THE SOCIAL 

WORKER SAYS, "IT’S SO WONDERFUL THAT THE 
FAMILY IS TAKING CARE OF THEM; DAUGHTERS ARE SO 

MUCH BETTER AT THIS." 

CHALLENGE: APPLY THE GENDER LENS TO THE 
CAREGIVER. HOW DO SOCIETAL EXPECTATIONS OF 

WOMEN'S ROLES CONTRIBUTE TO THE 
DEMOGRAPHIC DRAG ON INDIVIDUALS? 
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Practical 

Tools  
Module 2 
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Lesson Plan 

 

Module 2 Ageism and Misconceptions About the Elders 

Target Group  
Adult educators, healthcare professionals, social workers, care 
staff  

Duration 2.5 hours 

Learning Outcomes 

Learners will be able to:  

• Identify and define the three levels of ageism and their 
systemic impact. 

• Recognise the gap between explicit professional approval 
of sexual rights and implicit personal biases. 

• Understand how gender, culture, and cognitive status 
overlap to create unique barriers to intimacy. 

• Challenge the Asexual Stereotype and the prioritisation of 
safety over the adult right to privacy. 
 

Preparation 

- Prepare room with chairs and tables, computers and a 
projector. Book it in advance, if necessary. 

- Organise projector, flipchart and markers. 
- Print necessary handouts and worksheets. 

o Exercise 1: Case Situation Cards for each group. 
o Exercise 1: Myth Cards for each group. 
o Exercise 1: Key Worksheet for facilitator to check 

pairings. 
o Exercise 2: 5 Major Theme Cards. 
o Exercise 3: Campaign Worksheets for each group. 

- Having put up the setup, inform participants about the 
purpose of the module, its objects and the agenda. 

- Provide any breaks when necessary. 
 

Check List 

Tech: PPTX & projector check 
Exercise 1: Case & Myth Cards, Master Key for facilitator 
Exercise 2: 5 Major Theme Cards, Flipchart & Markers 
Exercise 3: Campaign Worksheets, Post-it Notes, Large Papers 
General: Name Tags & feedback forms 
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Lesson Plan | Face-to-Face 

Topics & Activities 
Duration in 
Minutes 

Methods 
Equipment & 
Materials 

Opening and expectations – 
Presenting agenda and learning 
outcomes for module 2. 

5 min Presentation Laptop,  
projector,  
PowerPoint 
presentation 

Theoretical input on definitions, 
effects and levels of Ageism. 

15 min Presentation Laptop,  
projector,  
PowerPoint 
presentation 

Exercise 1 – The Ageism Puzzle 
Objective: Learners will identify how 
12 Myths of Ageing (WHO, 2013) 
manifest across Institutional, 
Interpersonal, and Internalised levels 
of ageism through real-world 
scenarios. 
 
Activity: In small groups, read the 
following mini-case studies. Identify 
which level of ageism is present and 
which of the 12 WHO Myths are being 
reinforced. 
 

25 min Case Study 
Analysis,  
Group Matching 
Exercise, 
Comparative 
Discussion 

12 Case Situation 
Cards,  
12 Myth Cards,  
Worksheet: A Master 
Key for the facilitator 
to check the pairings. 
 
Depending on 
number of small 
groups, print various 
packs of puzzle 
cards. 

Theoretical input on negative societal 
beliefs, myths, and taboos 
surrounding sexuality in older age,  

15 min Presentation Laptop,  
projector,  
PowerPoint 
presentation 

Exercise 2 – Shades of Grey 
Objective: To help professionals 
recognise gaps between their explicit 
(conscious/polite) beliefs and their 
implicit (unconscious/gut) reactions 
using 5 major research themes. 
 
Each group takes one theme card (1. 
Decline Narrative, 2. Asexual 
Stereotype, 3. Quantity to Quality, 4. 
Hegemony of Penetration, 5. 
Ambivalence). 
 
Groups will discuss: 
Where have we seen this in our 
facility? 
Anything comes to mind when 
connecting the theme to any explicit 
or implicit ageist act? 
 

25 min Focused Group 
Discussion, 
Reflective 
Storytelling, 
Brainstorming 

5 Major Theme 
Cards,  
Flipchart & Markers 
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Theoretical input on bias impact on 
healthcare, education and 
institutional settings, vulnerable 
groups, intersectionality and 
professional challenges. 
 
Follow-up group brainstorming: 
“What are your challenges?” 

15 min Presentation, 
Group Discussion 

Laptop,  
projector,  
PowerPoint 
presentation 

Exercise 3 – Reimagining the 
Narrative: A Media Campaign 
Workshop 
Objective: To empower learners to 
create counter-narratives that 
challenge ageist media content and 
promote the sexual rights and 
diversity of older adults. 
 
Activity: Using the worksheet as a 
guide, groups move through a creative 
process: 
 
1. Choose a thematic (e.g. a myth) 
2. Select a powerful slogan to give 
their campaign a voice. 
3. Describe a visual - what does the 
image look like? 
4. Groups sketch a rough version of 
their poster or social media post on 
flipchart paper. Define a specific Call 
to Action: What is the one concrete 
thing you want a professional or a 
family member to do differently after 
seeing your campaign?  
5. Each group pitches their campaign. 
 

30 min Creative Design, 
Collaborative 
Writing, 
Presentation 

Campaign 
Worksheets,  
Post-it Notes,  
Large Papers 
 

Theoretical input on guidance for 
educators and professionals, ethical 
considerations, Do’s and Don’ts. 

10 min Presentation Laptop,  
projector,  
PowerPoint 
presentation 

Key messages & wrap-up – discussing 
final questions and feedback. 
 

5 min Presentation, 
Group Discussion 

Laptop,  
projector,  
PowerPoint 
presentation,  
optional: Flipchart to 
document questions 
and feedback 

Feedback form (optional) 5 min Module 
evaluation 

Printed feedback 
forms or QR-code to 
access online survey 
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Exercise 1 

The Ageism Puzzle Key: 12 Myths of Ageing 

Myth Case Situation for the Card Level of Ageism 

1. Mental & Physical 

Deterioration 

A doctor ignores a 75-year-old’s complaint of chronic joint pain, stating, "At 

your age, you have to expect things to stop working; there’s no point in further 

testing." 

Interpersonal 

2. Similar Needs 
A residential home provides only one type of leisure activity (Bingo) for all 200 

residents. 
Institutional 

3. Creativity is for the Young 
A local community center refuses to fund an innovative and new business idea: 

The "Senior Startup Incubator." 
Institutional 

4. Experience is Irrelevant 

During a strategy meeting at a non-profit organisation, a younger coordinator 

interrupts a retired executive, saying, "The world has changed too much for 

your 'old school' methods to work now." 

Interpersonal 

5. Want Peace and Quiet 

A care assistant discourages two residents from going to a late-night jazz club, 

telling them, "You’d be much happier staying in your quiet room with a nice cup 

of tea." 

Interpersonal 

6. Hospital Beds are the Issue 
A city council focuses its entire senior budget on building more clinical ward-

style rooms instead of accessible parks or social dance halls. 
Institutional 

7. Taking from the Young 
A newspaper argues that pension increases should be frozen because every 

Euro spent on "the past" (seniors) is stolen from "the future" (school children). 
Institutional 

8. Spending is a Waste 

A hospital ethics board debates whether to provide an expensive heart valve to 

a 80-year-old, questioning the "Return on Investment" given her remaining 

years to live. 

Institutional 
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9. Unsuited for Modern Work 

A tech company’s recruitment algorithm automatically filters out any applicant 

with more than 30 years of experience, assuming they can't handle a fast-

paced environment. 

Institutional 

10. Can't Teach New Tricks 

An 80-year-old woman stops herself from signing up for a coding class, 

thinking, "My brain is too old to absorb new technology; I’ll just stick to what I 

know." 

Internalised 

11. Expect to Move Aside 
A senior volunteer resigns from a board she loves because she feels guilty for 

taking up a seat that she believes rightfully belongs to a younger person. 
Internalised 

12. Things Work Out Themselves 

An aged care facility has no policy on sexual consent or intimacy, assuming that 

seniors don't have sexual lives and therefore no rules or protections are 

needed. 

Institutional 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.projectname.org/


  www.nevergetsold.eu 
 

 
 

191 

Funded by the European Union. Views and opinions expressed are however those of the author(s) only and do not necessarily 
reflect those of the European Union or the European Education and Culture Executive Agency (EACEA). Neither the European 
Union nor EACEA can be held responsible for them. Project Number: 2024-1-DE02-KA220-ADU-000244060 

 

Myth  Some Counterpoints for Reference (WHO, 2013) 

1. Mental & Physical Deterioration 
Much of the decline in vigour is not inevitable; it results from societal expectations and a lack of physical activity. Simple 
changes like increased exercise and improved diet can tackle many problems associated with age, such as muscle loss 
and aerobic capacity. 

2. Similar Needs 
Diversity actually increases with age. The oldest population segment is the least homogeneous, with needs varying wildly 
based on chronological, biological, and psychological age. 

3. Creativity is for the Young 
Creativity has no "sell-by date". Many influential figures, from Michelangelo to contemporary authors, produced their 
greatest work well after 70. Compulsory retirement is a social construct, not a biological limit on productivity. 

4. Experience is Irrelevant 
Older people possess stored knowledge and managerial skills that cannot be learned from books. They serve as vital 
transmitters of tradition and can mentor younger generations in disappearing skills like handicrafts or complex problem-
solving.  

5. Want Peace and Quiet 
Most older people do not withdraw from social interaction unless forced by society. For example, community centers in 
Athens see high demand for parties, dances, and excursions. 

6. Hospital Beds are the Issue 
While medical care is important, the true issue is maintaining independence. Policies must focus on income, housing, and 
social networks to reduce the inappropriate and wasteful over-reliance on hospital beds. 

7. Taking from the Young 
Many improvements for older people benefit all ages. Safe road crossings, better street lighting, and low-floor buses help 
parents with strollers and people with shopping carts just as much as they help seniors. 

8. Spending is a Waste 
Appropriate spending actually saves money. Small investments in hearing aids, walking aids, or home maintenance keep 
people mobile and in their social networks, preventing the need for much more expensive long-term care. 

9. Unsuited for Modern Work 
Older workers are often more consistent, reliable, and loyal than their younger counterparts. They excel in strategic 
thinking, deliberating complex issues, and taking a comprehensive perspective. 

10. Can't Teach New Tricks 
Older adults are often more motivated and persistent in training than younger students. The "trick" is the teaching 
method; when allowed to proceed at their own pace with practical applications, they learn as effectively as anyone. 

11. Expect to Move Aside 
Older people are becoming an increasingly vocal and influential "grey euro" in the marketplace. They are better 
informed about their health rights than ever and can make surprising contributions to community decision-making if 
given a seat at the table. 

12. Things Work Out Themselves 
Relying on chance is dangerous because of the rapid pace of modern change. Without active discussion and planning 
involving all generations, the specific needs of the most vulnerable older citizens will be ignored. 

World Health Organization. (2013). Demystifying the myths of ageing. WHO Regional Office for Europe. https://iris.who.int/bitstreams/27967758-3b6e-47cf-

9242-e5961ddd3252/download 
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Case Situations 

 

A doctor ignores a 75-year-
old’s complaint of chronic 

joint pain, stating, "At your 
age, you have to expect things 

to stop working; there’s no 
point in further testing." 

 

A residential home provides 
only one type of leisure 

activity (Bingo) for all 200 
residents. 

 

A local community center 
refuses to fund an innovative 
and new business idea: The 
"Senior Startup Incubator." 

 

During a strategy meeting at a 
non-profit organisation, a 

younger coordinator 
interrupts a retired executive, 

saying, "The world has 
changed too much for your 

'old school' methods to work 
now." 

 
A care assistant discourages 
two residents from going to a 

late-night jazz club, telling 
them, "You’d be much happier 

staying in your quiet room 
with a nice cup of tea." 

 

A city council focuses its entire 
senior budget on building 
more clinical ward-style 

rooms instead of accessible 
parks or social dance halls. 

 

A newspaper argues that 
pension increases should be 
frozen because every Euro 

spent on "the past" (seniors) 
is stolen from "the future" 

(school children). 
 

A hospital ethics board 
debates whether to provide an 
expensive heart valve to a 80-

year-old, questioning the 
"Return on Investment" given 

her remaining years to live. 
 

A tech company’s recruitment 
algorithm automatically 

filters out any applicant with 
more than 30 years of 

experience, assuming they 
can't handle a fast-paced 

environment. 
 

An 80-year-old woman stops 
herself from signing up for a 
coding class, thinking, "My 

brain is too old to absorb new 
technology; I’ll just stick to 

what I know." 
 

A senior volunteer resigns 
from a board she loves 

because she feels guilty for 
taking up a seat that she 

believes rightfully belongs to 
a younger person. 

 

An aged care facility has no 
policy on sexual consent or 

intimacy, assuming that 
seniors don't have sexual lives 

and therefore no rules or 
protections are needed. 
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Myths 

 

MYTH 1: 
PEOPLE SHOULD EXPECT TO 

DETERIORATE MENTALLY AND 
PHYSICALLY. 

 

MYTH 2: 
MOST OLDER PEOPLE HAVE SIMILAR 

NEEDS. 
 

MYTH 3: CREATIVITY AND MAKING A 
CONTRIBUTION IS THE 

PROVINCE OF YOUNG PEOPLE. 
 

MYTH 4: 
THE EXPERIENCE OF OLDER PEOPLE 
HAS LITTLE RELEVANCE IN MODERN 

SOCIETY. 
 

MYTH 5: 
MANY OLDER PEOPLE WANT TO BE 

LEFT IN PEACE AND QUIET. 
 

MYTH 6: HOSPITAL BEDS AND 
NURSES 

ARE THE MAIN ISSUE. 
 

MYTH 7: PROVIDING FOR OLDER 
PEOPLE 

TAKES AWAY RESOURCES 
FROM YOUNG PEOPLE. 

 

MYTH 7: PROVIDING FOR OLDER 
PEOPLE 

TAKES AWAY RESOURCES 
FROM YOUNG PEOPLE. 

 
MYTH 9: 

OLDER PEOPLE ARE NOT SUITED TO 
MODERN WORKPLACES. 

 

MYTH 10: 
YOU CAN’T TEACH AN OLD DOG NEW 

TRICKS. 
 

MYTH 11: 
OLDER PEOPLE EXPECT TO MOVE 

ASIDE. 
 

MYTH 12: 
THINGS WILL WORK OUT FOR 

THEMSELVES. 
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Exercise 2 

 

Shades of Grey 

 

 

 

The Decline Narrative - "The World Belongs 
to the Young" 

A significant portion of respondents viewed later-life 
sexuality purely through a lens of loss and decline. 

They assumed that desire naturally vanishes and that 
older bodies are less attractive or less capable. 

 

The Asexual Stereotype 

Some participants struggled to even imagine older 
adults as sexual beings. They described sex in later life 
as rare, non-existent, or boring often linking it only to 

biological functions (like hormones) rather than 
emotional connection.  
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Quantity to Quality  

Many respondents believed that while the frequency 
of sex might decrease, the emotional depth increases. 

They viewed later-life sexuality as more complete, 
mature, and meaningful compared to the more 

physical sex of youth.  

 

The Hegemony of Penetration 

The public still narrowly defines sex as penetrative 
intercourse. Because aging can bring physical changes 

(like erectile dysfunction or vaginal dryness) that 
make penetration difficult, the public often assumes 

that if penetration stops, the sex life is over. 
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5. Ambivalence and Contradiction 

The Shades of Grey title refers to the fact that many 
people hold conflicting views. They might say they 

support older adults' right to have sex (explicitly) yet 
still find the idea distasteful or "weird" when 

confronted with it in reality (implicitly). 

 

http://www.projectname.org/


  www.nevergetsold.eu 
 

 
 

197 

Funded by the European Union. Views and opinions expressed are however those of the author(s) only and do not necessarily 
reflect those of the European Union or the European Education and Culture Executive Agency (EACEA). Neither the European 
Union nor EACEA can be held responsible for them. Project Number: 2024-1-DE02-KA220-ADU-000244060 

Exercise 3 

 

Reimagining the Narrative: A Media Campaign Workshop 

 

Step 1: Choosing a thematic 

Choose a thematic for your campaign, for example choosing from the different myths we learned 

about. Example: We are fighting Myth #3 (Creativity is for the young) or Theme #2 (The Asexual 

Stereotype). 

Our theme is:  

 

 

Step 2: A powerful slogan 

Write a punchy headline. Ensure it does not use infantilising language. Use adult, respectful, and 

empowering vocabulary. 

Our slogan/slogan is:  

 

 

Step 3: Sketching the visuals 

Visuals in age-care often focus on weakness or isolation. Describe an image for your poster that 

shows agency, diversity, or intimacy. Consider: Who is in the picture? What are they doing? How do 

they look (clothing, posture, expression)? 

Visual Description:  

 

 

 

Step 4: The Call to Action 

What is the one concrete thing you want a professional or a family member to do differently after 

seeing your campaign? Example: "Ask, don't assume," "Knock and wait," or "Include sexual health in 

the care plan." 

Our Call to Action:  
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Practical 

Tools  
Module 3 
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Lesson Plan 

 

Module 3 
Sexuality, Gender and 

Diversity 
Target Group Adult educators, healthcare professionals, social workers, care 

home staff 

Duration 2.5 hours 

Learning Outcomes Learners will be able to: 
• Distinguish between sexual orientation, gender identity, 
gender expression and biological sex. 
• Describe the specific life experiences of LGBTQIAP+ elders 
(criminalization, HIV/AIDS, "return to the closet"). 
• Analyse how age, sexual orientation and gender identity 
intersect to create unique vulnerabilities. 
• Identify manifestations of ageism within LGBTQIAP+ 
communities themselves. 
• Cite inspiring initiatives (Maison de la Diversité, Grey Pride, 
Lebensort Vielfalt). 
• Use language and adopt a posture that does not assume 
heterosexuality or cisidentity. 

Preparation - Prepare room with chairs and tables, computers and a 
projector. 
- Organise projector, flipchart and markers. 
- Print necessary handouts and worksheets: 
○ Exercise 1: Scenario Cards for each group 
○ Exercise 2: Case Study Card for each group 
○ Exercise 2: Discussion Questions handout 
○ Exercise 3: Institution Cards for each group 
○ Exercise 3: 3-Domain Action Plan Worksheet for each group 
- Inform participants about the purpose of the module, its 
objectives and the agenda. 
- Provide any breaks when necessary. 

Check List ☐ Tech: PPTX & projector check 

☐ Exercise 1: Scenario Cards 

☐ Exercise 2: Case Study Cards & Discussion Questions 

☐ Exercise 3: Institution Cards, Action Plan Worksheets, Post-it 
Notes, Large Papers 

☐ General: Name Tags & feedback forms 
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Lesson Plan | Face-to-Face 

Topics & Activities Duration Methods Equipment & 
Materials 

Opening and expectations – 
Presenting agenda and learning 
outcomes for Module 3 

5 min Presentation Laptop, projector, 
PowerPoint 
presentation 

Theoretical input – Why a 
specific module? History, 
HIV/AIDS impact, specific 
challenges, inspiring initiatives 

25 min Presentation Laptop, projector, 
PowerPoint 
presentation 

Exercise 1 – The Vocabulary of 
Inclusion  
 
Objective: To understand and 
appropriate key LGBTQIAP+ 
terminology and its importance 
in professional practice. 

Activity: Participants work in 
small groups. Each group receives 
a set of scenario cards describing 
situations involving LGBTQIAP+ 
older adults. Participants identify 
the most relevant terminology, 
discuss why it is important in the 
situation, and reflect on how lack 
of knowledge may affect the 
quality of care. Groups share 
their conclusions in plenary, 
using the facilitator answer key 
to support discussion. 

20 min Small group 
discussion, plenary 
sharing 

Scenario Cards (4 
scenarios) 

PAUSE 1 10 min – – 

Theoretical input – 
Intersectionality in practice, case 
study introduction 

10 min Presentation Laptop, projector, 
PowerPoint 
presentation 
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Exercise 2 – Case Study Analysis 
 
Objective: To analyse a concrete 
situation of a LGBTQ+ elder and 
collectively build an appropriate, 
person-centred response. 
 

Activity: Participants analyse a 
case study. Working in small 
groups, they discuss challenges 
for the individual, staff and 
institution, identify potential 
assumptions and biases, assess 
possible risks, and propose 
person-centred responses. 
Groups present their 
recommendations and discuss 
inclusive institutional practices in 
plenary. 

25 min Case study analysis, 
small group 
discussion, plenary 
sharing 

Study Card, 
Discussion 
Questions handout 

PAUSE 2 10 min – – 

Exercise 3 – Reimagining the 
Institution  
 
Objective: To design concrete 
actions for making an institution 
more inclusive for LGBTQIAP+ 
elders across three domains. 
 

Activity: Each group receives an 
institution card describing a 
different care or community 
setting. Participants identify 
potential barriers related to age, 
sexuality and gender diversity 
and develop practical solutions 
across three domains: training, 
physical environment, and 
policies & protocols. Groups 
complete the Action Plan 
Worksheet and present their 
three priority actions to the 
plenary. 

30 min Creative design, 
collaborative writing, 
presentation 

Institution Cards, 3-
Domain Action Plan 
Worksheets, Post-it 
Notes, Large Papers 

Theoretical input – Guidance for 
educators and professionals, Do's 
and Don'ts 

10 min Presentation Laptop, projector, 
PowerPoint 
presentation 
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Key messages & wrap-up – 
discussing final questions and 
feedback 

5 min Presentation, Group 
Discussion 

Laptop, projector, 
PowerPoint 
presentation 

Feedback form 5 min Module evaluation Printed feedback 
forms or QR code 
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Exercise 1 
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Exercise 2 
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Exercise 3 
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Lesson Plan 

 

Module 4 
The History of Social Norms of Gender and 

Sexuality in Europe 

Target Group  
Adult educators, healthcare professionals, social workers, care 
staff  

Duration 2.5 hours 

Learning Outcomes 

Participants 

• can place social norms relating to gender roles, sexuality and 
age in their historical context, 

• understand the mechanisms of social taboos relating to 
sexuality, 

• are able to reflect on their own attitudes and uncertainties,  

• are aware of their own values and can distinguish between 
social norms and personal judgements. 

• are familiar with the criteria for respectful, non-judgmental 
communication and can apply them, 

• know how to sensitively question stereotypical attributions and 
address people respectfully instead of avoiding them and 
conversations about sexuality. 

Preparation 

Organize  

• a room large enough for 12-18 people (book it in advance, if 
necessary). 

• a projector, laptop and flipchart with paper and a facilitator's 
toolbox. 

• possibly bring an adapter for your laptop. 

• Print the Worksheets. 

• Prepare evaluation forms or QR-code survey.  

• Prepare Name Tags 
Draft an invitation letter that provides information about the 
event, including details of the content and timing. 
On site 

• Arrange the chairs in a circle in the middle of the room and 
place any tables around the outside against the wall.  

• Technical and Presentation check. 

• Provide any breaks when necessary. 

Check list 

1. Invitation letter. 
2. Moderation material. 
3. Prepared and printed worksheets.  
4. Prepared moderation cards.  
 

http://www.projectname.org/


  www.nevergetsold.eu 
 

 
 

240 

Funded by the European Union. Views and opinions expressed are however those of the author(s) only and do not necessarily 
reflect those of the European Union or the European Education and Culture Executive Agency (EACEA). Neither the European 
Union nor EACEA can be held responsible for them. Project Number: 2024-1-DE02-KA220-ADU-000244060 

Lesson Plan | Face-to-Face (minutes) 

 

Topics & Activities 
Duration 
in 
Minutes 

Methods 
Equipment & 
Materials 

Opening and expectations –  
Present agenda and establish 
respectful discussion space. 

10 min Presentation Laptop, Projector, 
PowerPoint 
presentation 

Exercise 1: Einstiegsübung 
Brainstorming various statements 
on the topic of age and sexuality; 
short reflection on each position.  

 
20 min 

 
Sociometric Exercise  

A worksheet with the 
various statements 

 
Theoretical input: Historical 
overview of social norms. 
 

 
10 min 

 
Lecture 

Laptop, Projector, 
PowerPoint presen-
tation 

 
Exercise 2 –"Images of Age and 
Sexuality" 

 
35 min 

 
Map query 
(Kartenabfrage) 
Discussion 

 
Pin board, moderation 
material 

 
Theoretical input: Visibility and 
invisibility. 
 

 
15 min 

  
Laptop, Projector, 
PowerPoint presen-
tation 

Exercise 3 –"Self-reflection": 
Sexuality in old age – norms, 
values and taboos. 
 

 
25 min 

 
Single reflection 10 min 
Small group exchange 
15 min 

 
Worksheet Exercise 3 

 
 Guidelines for educational work 

 
10 Min 

 
Presentation 

 
PowerPoint 

 
Perspectives for one's own 
educational work. 
 

 
15 min 

 
 Discussion 

 

 
Key Messages & Farewell. 
 

 
10 min 

 
Discussion and 
summarising the results 
 

 
Flipchart 
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Exercise 1 

 

Worksheet - Statements for Constellation Work 

Invite the participants:  

"I read out different statements one after the other. Please position yourself in terms of your 

agreement, conditional agreement, or disagreement with the statements. You are welcome to move 

a little between the individual statements" and read the statements one after the other. Point out 

that it is voluntary.  

Important: mark a ground anchor with a free map. Participants can position themselves here if 

they do not want to say anything about it. 

 

- Talking about sexuality with people I don't know is foreign to me (unpleasant, unsettles me, 

embarrasses me, ...) 

- Sexuality in old age is a completely normal need. 

- I've never really dealt with the topic of sexuality in old age. 

- When I see old people holding hands or kissing in public spaces, I notice it differently than I 

do with young people. 

- Older people are also sexually active, I've often noticed that in various ways. 

- I notice that the topic of sexuality is often still shameful for me. 

- To be able to talk openly about sexuality, with people of all ages, would be a wish of mine. 

- When I'm older, I want sexuality, intimacy and closeness to other people to be part of my 

everyday life. 

 

 

 

http://www.projectname.org/


  www.nevergetsold.eu 
 

 
 

242 

Funded by the European Union. Views and opinions expressed are however those of the author(s) only and do not necessarily 
reflect those of the European Union or the European Education and Culture Executive Agency (EACEA). Neither the European 
Union nor EACEA can be held responsible for them. Project Number: 2024-1-DE02-KA220-ADU-000244060 

Exersice 2  

 

"Images of Age and Sexuality" 

Duration: 35 minutes 

Format: Individual and whole group 

Materials required: presentation materials, flipchart, pin board 

Learning objectives: 

The participants,  

• recognize that their ideas are shaped by social images 

• distinguish between personal associations and social visibility 

• understand that norms are historically variable 

• reflect on how invisibility and stereotypes arise 

• develop initial approaches to question their own images. 

Procedure:  

1. Introduction: Activation with associations (individual work, 5 minutes) 

Introduction: 

"When you think of age and sexuality – what images, scenes or associations come to mind? These 

can be concrete images, terms or situations. Important: It's about what comes to mind 

spontaneously, not about what you think is right."  

Task: 

• 2–3 tickets per person  

• Terms or small sketches (both allowed)  

 

2. Collection & first sighting (plenary, 5 minutes) 

Moderator collects the cards and hangs them on the pin board in a disorderly and visible way. 

Key question: 

"What do you notice when you see it that way?" 

Important: no reviews 

 

3. Reflect on visibility (plenary, 10 minutes) 

Introduction: 

Where do we actually encounter these images?" 

Guiding questions (have prepared for maps in advance): 

• "Which of these images do we often see in the media or in public?"  

• "Which ones rarely or not at all?"  
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Division on the pin board with two heading cards: 

• "frequently visible" (prepare heading cards) 

• "rarely visible" (prepare heading cards) 

 

4. Historical Change of Perspective (plenary, 10 minutes) 

Introduction: 

"Imagine if we had asked the same question to your parents, grandparents or great-grandparents..." 

Key questions: 

• "What pictures would have been taken back then?"  

• "What might not have been said at all?"  

• "What would have been considered inappropriate?"  

• Plenary discussion.  

Optional: in groups of 2, then short feedback in the plenary. 

 

5. Final reflection (plenary, 5 minutes) 

Key questions: 

• "What does that tell us about social norms?"  

• "What seems self-evident today – but wasn't it always the case?"  

• "What is perhaps completely missing?"  

 

 

Conclusion:  

• Images are created through repetition (media, culture). 

• Visibility creates the impression of "normality". 

• Invisibility does not mean non-existence. 

• Norms change historically. 

• one's own ideas are socially shaped, not individually "neutral". 
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Exercise 3 

 

Self-Reflection: Sexuality in Old Age – Norms, Values and Taboos 

 

Duration: 10 minutes of individual work, 15 minutes of exchange in a small group 

Format: Individual work and subsequent exchange in small groups 

Materials needed: Prepared worksheets with the questions 

Learning objectives: 

1. An in-depth examination of one's own assumptions 

2. Insight into how attitudes towards social norms are shaped 

3. Reflection on social norms and brainstorming to avoid stereotypes 

Procedure: 

In the individual work, the participants write down keywords for themselves on the following key 

questions:  

1. What norms about sexuality do you think apply in our society?  

2. What are your own assumptions about sexuality in old age? To what extent do they perhaps 

differ from the prevailing norms?  

3. Do you have contact with old people? If so, to what extent can you also talk openly about 

topics such as sexuality, intimacy and closeness? 

4. The topic of sexuality is still often taboo and shameful. Do you feel the same way? Where do 

you think this shame comes from? 

5. How were you yourself socialized in terms of sexuality? What are messages about sex, 

intimacy, and physical closeness that you grew up with? 

6. When you are old yourself, how do you want to live sexuality and physical intimacy? What 

are your wishes regarding this need? 

7. In your opinion, what would be the prerequisites for being able to live your wishes? 

8. What do you think it takes to ensure that the topic of sexuality in old age does not continue 

to be taboo in society?  

9. What would you like to contribute more to this in your educational work in the future? 

Result assurance: 

Finally, the entire group comes together again and holds key findings on the question "What are our 

most important findings and what do they mean for us personally and our educational work?"  
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Attention: the questions can be very concerning. Question to the group: how did you feel about the 

questions? What is going through your head and stomach now? How do you feel? If necessary, offer 

an energizer after the exercise.  
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Worksheet – Self-Reflection: Sexuality in Old Age – Norms, Values and 

Taboos 

Take 10 minutes to reflect on the following guiding questions. This reflection is only for you 

personally. You can jot down bullet points and then decide what you want to contribute to the small 

group discussion.  

• What norms about sexuality do you think apply in our society? In what ways were they 

conveyed to you?  

______________________________________________________________________________ 

______________________________________________________________________________ 

 

 

• What are your own assumptions about sexuality in old age? To what extent do they perhaps 

differ from the prevailing norms?  

______________________________________________________________________________ 

______________________________________________________________________________ 

 

 

• Do you have contact with old people? If so, to what extent can you also talk openly about 

topics such as sexuality, intimacy and closeness? 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

 

• The topic of sexuality is still often taboo and shameful. Do you feel the same way? Where do 

you think this shame comes from? 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

 

• How were you yourself socialized in terms of sexuality? What are messages about sex, 

intimacy, and physical closeness that you grew up with? 

______________________________________________________________________________ 

______________________________________________________________________________ 
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• When you are old yourself, how do you want to live sexuality and physical intimacy? What 

are your wishes regarding this need? 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

 

• In your opinion, what would be the prerequisites for being able to live your wishes? 

______________________________________________________________________________ 

______________________________________________________________________________ 

 

 

• What do you think it takes to ensure that the topic of sexuality in old age does not continue 

to be taboo in society?  

______________________________________________________________________________ 

______________________________________________________________________________ 

 

 

• What would you like to contribute more to this in your educational work in the future? 
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Practical 

Tools  
Module 5 
 

http://www.projectname.org/


  www.nevergetsold.eu 
 

 
 

249 

Funded by the European Union. Views and opinions expressed are however those of the author(s) only and do not necessarily 
reflect those of the European Union or the European Education and Culture Executive Agency (EACEA). Neither the European 
Union nor EACEA can be held responsible for them. Project Number: 2024-1-DE02-KA220-ADU-000244060 

Lesson Plan 

 

Module 5 Sexuality in the Third Age and Health Indicators 
Target Group 

 

Adult educators, healthcare professionals, psychologists, social 
workers, care staff 

Duration 

 

2.5 hours 

Learning Outcomes 

 

Participants:    

• can describe key medical, physiological and psychosocial 
aspects of sexuality in later life,   

• understand how chronic illness, medication and mental 
health may influence sexual wellbeing,    

• can apply the sexual response cycle framework to later-life 
case scenarios,    

• are able to reflect on relational, emotional and ethical 
dimensions of intimacy in ageing,    

• can demonstrate person-centred and respectful 
communication when addressing sexual health concerns. 

Preparation 

 

Organize:  

• a room large enough for 12–20 participants (book it in 
advance if necessary),    

• a projector, laptop and flipchart with paper and facilitator 
materials,    

• printed Case Study worksheets, Role Play worksheets and 
Holistic Reflection Tools,    

• evaluation forms  

• name tags if appropriate.    

Facilitators should:    

• review Module 5 content, especially medical–physiological 
and psychosocial links,    

• select one or two case studies appropriate to participants’ 
professional background,    

• prepare a short introductory statement normalising 
sexuality as part of health and dignity in later life,    

• ensure a respectful, confidential and non-judgemental 
learning environment suitable for sensitive discussion.    

On site:    

• arrange chairs to support pair and group discussions,    
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• conduct technical and presentation checks before the 
session,    

• provide breaks when needed,    

• ensure privacy and a comfortable atmosphere for reflective 
discussion. 

Check list 

 

1. PowerPoint presentation (Module 5).    

2. Printed Case Study worksheets.   

 3. Printed Role Play worksheets.    

4. Printed Holistic Sexual Wellbeing Reflection Tool.    

5. Feedback forms  

6. Pens and moderation materials.    

7. Laptop, projector and timer/visible clock. 

 

Session Plan (Timing and Activities) 

Topic & Activities Duration Methods 

Opening and 
Theoretical Input 
 

40 minutes ✓ Welcome and brief framing of the topic 
within healthy ageing and quality of life; 

✓ Short expectation round: one word 
describing participants’ main concern or 
curiosity; 

✓ Establish ground rules: confidentiality, 
respect, voluntary sharing; 

✓ Facilitator presentation covering: 
• physiological changes and variability; 
• chronic illness and medication effects; 
• mental health and relational wellbeing; 
• sexual health risks; 
• principles of person-centred communication. 

Case-based 
worksheet (sexual 
response cycle 
application)  
 

30 minutes ✓ Participants work in small groups analysing a 
later-life scenario using the sexual response 
cycle framework; 

✓ Groups identify: biological contributors, 
psychological/relational factors, possible 
professional responses; 

✓ Short plenary sharing focused on practical 
implications for care. 

Break 10 minutes  

Holistic Sexual 
Wellbeing 
Reflection Tool 
and Wrap-up 
 

30 minutes ✓ Guided use of the Holistic Sexual Wellbeing 
Reflection Tool (individual or group 
reflection); 

✓ Discussion: barriers and facilitators for 
addressing sexuality in professional settings; 
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✓ Key takeaways: one insight and one action 
for practice; 

✓ Facilitator summary linking reflection to 
person-centred care. 

Communication 
and Sexual 
Response Cycle – 
Role-play Activity 

 

30 minutes ✓ Participants work in pairs: one participant 
takes the role of the older adult and the 
other the role of the professional; 

✓ Participants practice empathetic and 
respectful communication about sensitive 
concerns; 

✓ The professional explores the situation using 
questions related to the sexual response 
cycle; 

✓ Participants identify possible influencing 
factors; 

✓ After approximately 7 minutes, participants 
switch roles using a different scenario; 

✓ Short debrief discussion focused on 
communication challenges and person-
centered approaches. 
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Exercise 1  

 

Sexual Response Cycle Application - Case-based worksheet 

 
1. Learning objectives 

By the end of the activity, participants will be able to: 

✓ recognise how different phases of sexual response may be affected in later life; 

✓ distinguish between medical, psychological, relational and social influences on sexual 

wellbeing; 

✓ formulate respectful and appropriate professional responses; 

✓ reflect on personal attitudes and potential age-related assumptions. 

 

2. Instructions 

This activity is designed as a small-group case analysis exercise. 

- Divide participants into small groups of 3-5 people. 

- Assign one case scenario to each group. 

- Ask participants to read the scenario carefully and discuss it together.  

 

3. The Scenarios 

 

Case 1  

Maria is 72 and has been in a long-term relationship for over 40 years. 

In recent years, she has begun to avoid sexual intimacy because intercourse has become painful and 

uncomfortable. She feels embarrassed discussing this with her partner and has never mentioned it 

to her doctor. Her partner interprets the avoidance as emotional rejection and tension has grown 

between them. 

Case 2  

John is 68 and lives with diabetes and hypertension. 

Over the past year, he has experienced erectile difficulties and increasing fatigue. He feels ashamed 

and has gradually withdrawn from physical and emotional closeness with his partner, avoiding 

affectionate contact altogether. He has not discussed these changes with any healthcare 

professional. 

Case 3  

Helen is 75 and was widowed five years ago. 

She has recently formed a close emotional relationship with a man she met at a community centre. 

Although she feels companionship and affection, she experiences anxiety about how her family and 

friends might judge a romantic relationship at her age. She is unsure how to navigate intimacy and 

worries about “what is appropriate.” 

Case 4  

George is 80 and has been diagnosed with mild cognitive impairment. 

He has begun expressing increased physical affection toward another resident in his care facility. 

Staff members feel uncertain about how to respond, while his family is concerned that he may be 
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confused or vulnerable. No structured conversation about his emotional or relational needs has 

taken place. 

 

4. Sexual Response Cycle Framework 

 

 

5. Participant analysis questions 

Each group discusses the assigned case using the following guiding questions: 

1. Which phase or phases of sexual response may be affected? 

(e.g., desire, arousal/comfort, satisfaction, emotional meaning) 

2. What factors may contribute to the situation? 

• medical or physiological 

• psychological or emotional 

• relational 

• social or cultural 

3. What would be an appropriate professional response? 

Consider communication, assessment, reassurance, referral or environmental support. 

6. Plenary reflection 

After group discussions, invite each group to briefly share: 

• the main issue identified; 

• the factors influencing sexual wellbeing; 

• one possible supportive professional action. 

Facilitators should emphasise that multiple interpretations may coexist and that the aim is not to 

produce a single correct answer, but to develop reflective and person-centred thinking. 

Sexual 

Response 

Cycle 
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7. Key learning messages 

• Sexual wellbeing remains a meaningful component of quality of life in later life. 

• Difficulties in intimacy often reflect interacting biological, psychological and social factors, 

rather than a single cause. 

• Open, respectful communication can significantly reduce distress and stigma. 

• Professionals play an essential role in recognising needs, supporting autonomy and 

facilitating appropriate care. 

• A holistic, person-centred perspective aligns with healthy ageing, dignity and inclusion. 
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Exercise 2  

 

Holistic Sexual Wellbeing Reflection Tool 

 

1. Objectives 

This worksheet supports participants in: 

✓ recognising the multidimensional nature of sexual wellbeing in later life; 

✓ exploring biological, psychological, relational and social influences on intimacy; 

✓ reflecting on personal assumptions and professional attitudes toward sexuality in ageing; 

✓ strengthening person-centred and respectful approaches in practice. 

 

2. Instructions 

Read the reflection areas listed below. 

1. Choose one real-life professional situation or a hypothetical older adult scenario from 

the list below.  

2. Consider how each dimension of sexual wellbeing may be relevant in that situation. 

3. Write brief notes individually or discuss your ideas in a small group. 

4. Focus on understanding the person’s experience rather than finding a single “correct” 

answer. 

Case 1 

Anna is 70 and lives alone since her husband died eight years ago. Recently she has begun a close 

friendship with a neighbour and they spend a lot of time together. She enjoys the companionship but 

feels uncertain about whether intimacy would be “appropriate” at her age. She also worries that her 

adult children might react negatively if they knew she was considering a romantic relationship again. 

At the same time, Anna has been experiencing low mood and occasional loneliness, particularly during 

the evenings. 

Case 2 

Peter is 73 and has been living with Parkinson’s disease for several years. His mobility has gradually 

decreased and he often feels tired. He and his partner still care deeply about each other, but physical 

intimacy has become more difficult due to stiffness, fatigue and changes in coordination. Peter 

sometimes feels frustrated and worries that he is becoming a burden to his partner. They rarely talk 

openly about intimacy anymore. 

Case 3 

Elena is 67 and recently retired from her job as a teacher. Since retirement she has noticed changes 

in how she perceives her body and attractiveness. She has gained some weight and feels less confident 

about her appearance. Although her relationship with her partner remains supportive, she sometimes 
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avoids intimacy because she feels embarrassed about her body and worries that she is no longer 

attractive. 

 

Case 4 

Victor is 79 and lives in a residential care facility after the death of his spouse. He has recently 

developed a friendly and affectionate relationship with another resident. They often spend time 

together talking, holding hands and sitting close. However, the facility has limited private space, and 

some staff members feel uncomfortable with displays of affection between residents. Victor 

sometimes feels that his emotional and relational needs are not fully recognised within the 

institutional environment. 

3. Tasks 

Step 1 – Identify the context 

Briefly describe the older adult or situation you are reflecting on: 

• Age range and living context (e.g., community, partner relationship, care setting): 

• Relevant health or life changes: 

• Main concern related to intimacy, sexuality or emotional closeness: 

Step 2 – Explore holistic dimensions of sexual wellbeing 

Reflect on each dimension and note possible influences. 

 

 

Biological/ health factors 

(e.g., chronic illness, medication, pain, 

hormonal or functional change) 

 

Notes: 

 

 

Biological/ 
health factors

Psychological 
factors

Relational 
factors

Social and 
environmental 

factors
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Psychological factors 

(e.g., mood, anxiety, body image, self-esteem, 

loneliness, past experiences) 

 

 

Notes: 

 

 

 

 

 

 

Relational factors 

(e.g., partner relationship, communication, loss, 

caregiving roles, emotional closeness) 

 

Notes: 

 

 

 

 

 

 

Social and environmental factors 

(e.g., privacy, cultural attitudes, institutional 

rules, family dynamics, stigma) 

 

 

Notes: 

 

 

 

 

 

 

 

 

Step 3 – Person-centred professional response 

Based on the reflections above, consider: 

• What needs or wishes might this person have? 

• What would be a respectful first step in professional communication? 
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• Is there any support, referral or environmental change that could improve wellbeing? 

 

4. Reflection Questions 

1. Which dimension of sexual wellbeing is most often overlooked in your professional context? 

2. What assumptions about ageing and sexuality might influence professional responses? 

3. How can a person-centred approach change the way this situation is addressed? 

4. What is one action you could apply in your practice after this reflection? 

5. Trainer Notes (Facilitation Guidance – if considered) 

✓ Allocate 20–30 minutes depending on group size and discussion depth. 

✓ Emphasise that participants may use hypothetical cases to avoid personal disclosure. 

✓ Maintain a non-judgemental and confidential atmosphere. 

✓ During debrief, focus on learning insights and professional implications, not personal stories. 

✓ Conclude by linking reflections to person-centred communication and holistic care in later 

life. 
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Exercise 3 

 

Communication and sexual response cycle - Role-play activity 

1. Objectives 

This activity helps participants practise how to: 

✓ respond empathetically to sensitive sexual concerns 

✓ explore sexual wellbeing in a structured way using the sexual response cycle 

2. Instructions  

Participants work in pairs. One participant plays the older adult. One participant plays the professional 

(doctor, nurse, psychologist, social worker, caregiver). 

The role-play has two steps: 

Step 1 – Respond to the concern 

The older adult introduces their situation. 

The professional should: 

✓ acknowledge the concern 

✓ normalise discussion of sexuality 

✓ respond respectfully. 

Step 2 – Explore sexual wellbeing 

The professional continues the conversation by exploring the person’s experience using questions 

related to the sexual response cycle: desire, arousal, plateau, orgasm, emotional resolution.  

Participants should try to identify possible influencing factors such as: health conditions, medication, 

emotional wellbeing, relationship dynamics, living environment. 

After approximately 7 minutes, participants switch roles with a new scenario. 

Scenario 1  

You are 72 years old and have been married for over 40 years. Over the last few years, you have 

noticed that you rarely feel interested in sexual intimacy. Your partner sometimes interprets this as 

rejection, which has created tension between you. 

Recently you have also felt more tired and less motivated in general. You are not sure whether these 

changes are “just ageing” or something else. 

You have come to a routine medical consultation and hesitantly mention that intimacy has become 

difficult in your relationship. 

Scenario 2  

You are 68 years old and in a long-term relationship. Over the past year, sexual activity has become 

uncomfortable because of dryness and occasional pain during intercourse. 
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Because of this, you and your partner have started avoiding intimacy, even though emotional 

closeness is still important to you. 

You feel embarrassed bringing up the topic, but you would like to understand whether anything can 

help improve comfort during intimacy. 

Scenario 3 

You are 74 years old and have recently been diagnosed with hypertension and type-2 diabetes. Over 

the last year you have noticed that erections take longer to occur and are sometimes difficult to 

maintain. 

You are worried that something may be seriously wrong, and you feel frustrated because intimacy 

used to be an important part of your relationship. 

You mention this during a medical visit but are unsure how openly you should talk about it. 

Scenario 4 

You are 80 years old and live in a residential care facility. Over the past months you have developed a 

close relationship with another resident. 

You enjoy spending time together, holding hands and sitting close to each other, but you worry that 

staff or family members might judge you if the relationship becomes more intimate. 

You feel uncertain about what is considered acceptable in this environment and would like 

reassurance. 

3. Additional Guidance 

During the role-play, the professional should: 

1. Acknowledge the concern 

Examples: 

“Thank you for sharing this with me.” 

“Many people experience similar changes in later life.” 

“It’s completely appropriate to talk about intimacy and sexuality.” 

2. Explore using the sexual response cycle 

Example directions for questions: 

Desire: interest in intimacy, emotional closeness, mood and motivation 

Arousal: physical comfort, lubrication or erection, medication or health conditions 

Plateau: stamina, fatigue, environmental barriers 

Orgasm: satisfaction or changes in pleasure, medication effects 

Resolution: emotional connection, feelings after intimacy, companionship and affection. 
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Lesson Plan 

 

Module 6 
Other-isms in working with the elderly and very 

old adults 

Target Group  

Adult educators, healthcare professionals, social workers, care 
staff, extended target groups such as trainees in nursing and social 
professions, housekeeping & service staff, volunteers, relatives 
(optional, depending on the setting). 

Duration 2.5 hours 

Learning Outcomes 

Benefits for participants 

1. Raising awareness: Making ‘invisible’ mechanisms visible. 

2. Strengthening reflective skills: professional self-reflection 
rather than the unconscious reproduction of norms. 

3. Building practical skills for everyday life. 

4. Promoting ethical decision-making. 

5. Strengthening culturally sensitive and inclusive practice and its 
implementation in everyday life. 

6. Expanding skills to initiate structural change. 

Preparation 

Organize  

• a room large enough for 12-18 people (book it in advance, if 
necessary). 

• a projector, laptop and flipchart with paper and a facilitator's 
toolbox. 

• possibly bring an adapter for your laptop. 

• Print the Worksheets. 

• Prepare evaluation forms or QR-code survey.  

• Prepare Name Tags 
Draft an invitation letter that provides information about the 
event, including details of the content and timing. 
On site 

• Arrange the chairs in a circle in the middle of the room and 
place any tables around the outside against the wall.  

• Technical and Presentation check. 

• Provide any breaks when necessary. 

Check list 

1. Invitation letter. 
2. Moderation material. 
3. Prepared and printed worksheets.  
4. Prepared moderation cards.  
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Lesson Plan Module 6| Face-to-Face (minutes) 

 

Topics & Activities 
Duration 

in 
Minutes 

Methods 
Equipment & 

Materials 

Opening and expectations –  
Present agenda and establish 
respectful discussion space. 

10 min Presentation Laptop, Projector, 
PowerPoint 
presentation. 

Exercise 1: "Recognizing 
standard glasses" 

1. Making Othering and 
Normative Assumptions 
Visible  

1. Low-threshold 
introduction to the topic  

 

 
30 min 

1. Individual work (5 min): 
2. Small groups (10 min):  
3. Plenum (10 Min): 
4. Part 4: Reflection in the 

plenary (5) 
 

Prepared worksheet 1 
in number of 
participants, flipchart, 
pin board 

Exercise 2: „Case Study“ 30 min Small group work (10 min) 
Plenary discussion (20 min) 

Four worksheets, each 
with one case study 

 
Theoretical Input 

 
10 min 

 
Lecture 

Laptop, Projector, 
PowerPoint presen-
tation. 

 
Exercise 3: „Train the Trainer- 
Transfer into practice" 

 
60 min 

 
Small group work, 
presentation  

 
Worksheet 3, pin 
board, flipchart, 
moderation material. 

    

 
Key Messages & Farewell. 
 

 
10 min 

 
Discussion and safing Results 

 
Flipchart. 
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Exercise 1 

 

"Recognising standard glasses" 

Duration: 35 minutes 

Format: Part 1: Individual work, Part 2: Small groups, Part 3: Plenary discussion 

Materials required: prepared worksheets, presentation materials, flipchart or pin board. 

Learning objectives:  

1. Making Othering and Normative Assumptions Visible 

2. Low-threshold introduction to the topic 

Procedure:  

1. Individual work (5 min): 

Evaluate statements (e.g.):  

• "Do you have a husband?"  

• "At that age, it's no longer important"  

• "This is certainly only a phase"  

2. Small groups (10 min):  

• What is problematic about that?  

• What is the norm behind this?  

• Who does that exclude?  

3. Plenary (10 min): 

Collection under categories:  

• Heteronormativity  

• Alternative standards  

• Moral evaluation  

4. Reflection in plenary (5 min) 

• What patterns stand out? 

• What statements do you know from your everyday work? 

• What does this mean for dealing with residents/patients? 
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If necessary, deepening: Select 2–3 statements and rephrase them sensitively and inclusively. 

Example: Instead of: "Do you have a husband?" → "Would you like to tell me about important 

people in your life?" 

If necessary, transfer question: "How would you do this exercise yourself with a team?" 

Outcome: Participants recognize that seemingly everyday statements  are not neutral, but normative 

(result: "I listen differently now."), they can name which norms are behind statements (result: "I 

understand why this may be problematic."), they become more sensitive to the effect on those 

affected (change of perspective), reflect on their own attitude and develop new linguistic skills ("I 

know how to say it differently.") and experience leadership competence in the exercise, which they 

can take with them into their organisation.  
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Worksheet- "Recognising standard glasses"  

 

Part 1: Individual work (5 minutes) 

Read the following statements and mark spontaneously: 

1. ✔ = unproblematic 

2. ? = uncertain 

3. ! = problematic 

Statements: 

1. "Do you have a husband?" 

2. "At your age, sexuality no longer plays a role." 

3. "This is certainly only a phase." 

4. "The two are cute together." 

5. "Your daughter must come to visit you often, doesn't she?" 

6. "You're already too old for such topics." 

7. "We just want to protect you." 

8. "That's rather unusual in your culture, isn't it?" 

9. "You don't seem like a lesbian woman at all." 

10. "This is not the right place for something like this." 

11. "They don't have a family of their own." 

12. "You don't mean that seriously." 

13. "In the past, it wasn't all that complicated." 

14. "We treat everyone equally here." 

15. "We don't have to address that separately." 

Part 2: Small group work (10 minutes) 

Exchange ideas in your group. 

Key questions: 

1. Which statements have you marked as problematic – for what reason? 

2. What norms or assumptions are behind this? (e.g. heteronormativity, age norms, cultural 

attributions) 

3. Who could be excluded or hurt by these statements? 

4. Which statements may seem "harmless" at first glance, but are still problematic? 
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Exercise 2 

Case studies 

 

Case 1: “We just want to protect them” 

Situation: 

Mrs. M. (82) lives in a nursing home and has incipient dementia. She has a close, also physically 

intimate relationship with a roommate. The team is unsure whether Ms. M. is “really capable of 

consenting”. A nurse suggests that the two be spatially separated – “for their protection”. 

Work order: 

Analyse the case in your group. 

Key questions for reflection: 

• Where does othering manifest itself? 

• What assumptions about age, sexuality or cognitive impairment become visible? 

• Which ethical principles are affected (autonomy, care, etc.)? 

• How can consent be assessed responsibly here? 

• What are the options for action? 

Please note down a few bullet points for each.  

The questions are intended as a suggestion. You don’t have to answer them all in writing. 

 

 Choose a time guard and a person to write down bullet points.     

            After 15 minutes you will return to the   

            Plenary session.  

 

Case 2: "This is not the right place" 

Situation: 

Mr. K. (76) receives regular visits from his long-time partner. Some roommates complain to the staff, 

which is "unpleasant" and "not appropriate". A nurse asks Mr. K. to "make such visits more 

discreet". 

Work order: 

Discuss how the team might respond appropriately. 

Key questions for reflection: 

• What forms of othering are recognizable? 

• What role do heteronormative ideas play? 
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• Whose needs are prioritized here – and why? 

• What could an inclusive approach look like? 

• What structural solutions would be possible? 

The questions are intended as a suggestion. You don't have to answer them all in writing. 

               

 Choose a time guard and a person to write down bullet points.     

            After 15 minutes you will return to the   

            Plenary session.  

 

Case 3: "It's different in your culture" 

Situation 

Mrs. A. (79) has a migration background. One caregiver avoids talking to her about partnership or 

sexuality on the grounds that "it's certainly taboo in her culture." However, Mrs. A. seems 

increasingly withdrawn. 

Work order 15 minutes 

Analyse the situation and develop alternative courses of action. Write down your ideas on cards; 

please one keyword per card.  

Guiding questions for the discussion: 

1. What is the problem here? 

2. What does "culturalization" mean in this case? 

3. What are the risks for Ms. A.? 

4. How could one ask sensitively and openly? 

5. What role does person-centred communication play? 

The questions are intended as a suggestion. You don't have to answer them all in writing. 

               

 Choose a time guard and a person to write down bullet points.     

            After 15 minutes you will return to the   

            Plenary session.  

 

Case 4: "We're all right here" 

Situation: 

The mission statement of the institution says "We treat everyone equally". Nevertheless, there are 

no gender-neutral forms, and LGBTQI+ issues are not addressed in everyday life. One resident says 

that she feels "not seen". 
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Work order: 

Evaluate the situation on a structural level. 

Key questions for reflection: 

1. What is meant by "equal treatment" here – and what is the problem? 

2. Where does tokenism or invisibility manifest itself? 

3. What structural barriers exist? 

4. What specifically needs to be changed (language, rules, offers)? 

5. How can real inclusion be implemented? 

The questions are intended as a suggestion. You don't have to answer them all in writing. 

               

 Choose a time guard and a person to write down bullet points.     

            After 15 minutes you will return to the   

            Plenary session.  
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Exercise 3 

 

"Transfer to your own facility" 

 

Aim of the exercise 

The participants develop a concrete, realistic mini-intervention with which they can introduce the 

topic of othering into their own institution. 

Focus: Implementation instead of theory 

 

Step 1: Clarify the starting point (10 minutes) 

Think about your own setup: 

Key questions: 

• Where do you experience situations in everyday life that have to do with othering? (e.g. 

language, dealing with residents, rules, uncertainties in the team) 

• Which situations are typical or recurring? 

• Where is there a need for clarification or reflection in the team? 

Write down 1 specific situation: 

 

Step 2: Select mini-intervention (10 minutes) 

Choose a suitable method (you don't have to reinvent anything!): 

☐Reflecting on statements (as in exercise 1) 

☐Case discussion (as in exercise 2) 

☐Short impulse + discussion 

☐ Change of perspective exercise ("How does it feel for those affected?") 

What else can you think of? 

 

Step 3: Schedule mini-training (20 minutes) 

Plan a short session (10-15 minutes) for your team. 

Structural aid: 

• Topic / goal of the unit: 

→ What should colleagues have understood afterwards? 
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• Entry (2-3 minutes): 

→ How do you pick up the team? (e.g. statement, question, short case) 

• Main part (5–7 minutes): 

→ What should colleagues do specifically? (discuss, reflect, evaluate) 

• Conclusion (2–3 minutes): 

→ What is the central finding? 

Step 4: Presentation of your schedule 5-10 minutes   

Step 5: Feedback (5 minutes) 

Key questions: 

• What was understandable and easy to implement? 

• What inspired reflection? 

• Where was it unclear or too complex? 

• Did the attitude seem appreciative and open? 

If there is time for a practical unit:  

In small groups: 

• One person moderates the mini-session 

• The others take on the role of the team 

Aim of the exercise 

The participants: 

• transfer the topic concretely to their own practice 

• develop realistic, short interventions for everyday work 

• gain confidence in leading groups 

• learn to flexibly adapt existing methods 

• realize: Change often begins with small impulses in the team 

Remember 

You don’t need to provide comprehensive training– a well-placed 10-minute impulse can already 

trigger change. 

Transfer question 

When and in what context could you implement your mini-intervention in concrete terms? (e.g. team 

meeting, handover, further training). 
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Lesson Plan 

Lesson Plan | Face to face 

Topics & Activities Duration Methods 
Equipment & 

Materials 

Opening and expectations – 
Presenting agenda and learning 
outcomes for Module 7 

5 min Presentation Laptop, projector, 
PowerPoint 
presentation 

Theoretical input – Why 
methodology matters? The 
principles of inclusive 
communication (language, 
posture, environment) 

20 min Presentation Laptop, projector, 
PowerPoint 
presentation 

Exercise 1 – Communication 
Do's and Don'ts  
 
Objective: To identify and 
practice inclusive 
communication techniques 
through real-life scenarios. 
 

Activity: Participants work in 
small groups using a set of 
communication cards. For each 
statement, they decide whether 
it represents inclusive 
professional practice (DO) or 
problematic communication 
(DON’T), explain their reasoning, 
and propose a more respectful 
alternative when appropriate. 
Groups discuss their responses 
and compare them with the 
facilitator answer key during 
plenary feedback. 

25 min Small group discussion, 
card sorting, role play 

Communication Do's 
and Don'ts Cards, 
flipchart 

PAUSE 1 10 min – – 
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Theoretical input – Creating 
safe spaces, adapting to 
different realities (cognitive 
decline, disability, cultural 
diversity) 

15 min Presentation Laptop, projector, 
PowerPoint 
presentation 

Exercise 2 – Complex Situation 
Analysis  
 
Objective: To analyse delicate 
situations (resident 
relationships, family opposition) 
and build a team-based 
response. 
 

Activity: Small groups analyse a 
complex case scenario involving 
intimacy, relationships, consent, 
family concerns or diversity in 
later life. Using the structured 
reflection worksheet, 
participants identify the key 
issues, stakeholders and ethical 
principles involved, and develop 
a step-by-step response plan. 
Groups present and discuss 
their recommendations in 
plenary. 

25 min Case study analysis, 
small group discussion, 
plenary sharing 

Complex Situation 
Cards 

PAUSE 2 10 min – – 

Exercise 3 – Photo-Expression 
Facilitation Practice  
 
Objective: To experiment with 
the photo-expression tool and 
practice facilitating a short 
discussion on a sensitive topic. 

Activity: Participants work in 
small groups and take turns 
facilitating a short discussion 
using photo-expression images 
and facilitation scenario cards. 
One participant acts as 
facilitator, while others take the 
role of participants. Observers 
complete the Peer Observation 
Form and provide feedback on 

30 min Small group facilitation 
practice, peer 
observation 

Photo-Expression 
image set, 
Facilitation Scenario 
Cards 
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communication style, 
questioning techniques, group 
management and handling of 
sensitive topics. 

Theoretical input – Guidance for 
educators and professionals, 
ethical considerations, working 
as a team 

10 min Presentation Laptop, projector, 
PowerPoint 
presentation 

Key messages & wrap-up – 
discussing final questions and 
feedback 

5 min Presentation, Group 
Discussion 

Laptop, projector, 
PowerPoint 
presentation 

Feedback form 5 min Module evaluation Printed feedback 
forms or QR code 
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Exercise 1 
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Card DO/DON’T Why Better alternative 

1 

   DON’T Dismissive, ageist, shuts 
down conversation 

“Many people find that 
intimacy continues to be 
important. Is this something 
you’d like to talk about?” 

2 
    DO Inclusive, open, allows for 

diverse relationships 
 

3 
   DON’T Assumes heterosexuality, 

assumes cause of sadness 
“You seem sad. Would you like 
to talk about what’s on your 
mind?” 

4 
    DO Respectful, creates safety 

for trans and non-binary 
people 

 

5 
   DON’T Signals discomfort, shuts 

down trust, humiliates 
Stay calm, listen, respond 
seriously: “Thank you for 
sharing that with me.” 

6 
    DO Normalises the topic, opens 

dialogue 
 

7    DON’T Violates privacy and dignity  

8 
    DO Respects preferences, 

especially important for 
trans residents 

 

9 
   DON’T Infantilising, dismissive of 

adult relationship 
“It’s wonderful to see you both 
so happy together.” 

10 
    DO Normalises, creates 

permission to speak 
 

11 
   DON’T Heteronormative, erases 

other possibilities 
“Was there an important 
partner in your life?” 

12 
    DO Open, caring, invites sharing 

without pressure 
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Exercise 2 
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Step Questions Your Team’s Response 

Step 1 

What is the main issue here? 
What are the different 
perspectives involved? 

 
 
 

 

Step 2 

Who needs to be involved in 
addressing this situation? 
(resident, family, staff, 
management, external 
experts?) 

 
 
 

 

Step 3 

What ethical principles are at 
stake? (autonomy, dignity, 
safety, privacy, consent, family 
relationships?) 

 
 
 

 

Step 4 

What actions should be taken, 
and in what order? (immediate 
steps, short-term, long-term) 

 
 
 

 

Step 5 

How do you document and 
communicate the decision to 
everyone involved? 
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Exercise 3 

Peer Observation Form – Facilitation Practice 

Facilitator’s name: __________________________________________ 

Scenario: ☐ A ☐ B ☐ C ☐ D ☐ E 

Observation Area What worked well? 
What could be 

improved? 
Opening – Did the facilitator 
explain the topic clearly? 
Create a safe atmosphere? 

 

  

Use of images – Did the 
facilitator use the photo-
expression tool effectively? 
Were the images helpful? 

 

  

Questioning – Did the 
facilitator ask open, 
inclusive questions? Did 
they listen actively? 

 

  

Managing the group – Did 
everyone get a chance to 
speak? Were silences 
respected? 

 

  

Handling sensitive moments 
– Did the facilitator respond 
well to any discomfort or 
emotion? 

 

  

Closing – Did the facilitator 
summarise or thank 
participants appropriately? 
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Tools  
Module 8 
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Lesson Plan 

 

Module 8 Dementia and Sexuality: Critical Points 

Target Group   
Adult educators, healthcare professionals, social workers, care 
staff. 
For optimal interaction, participants should work in small groups 
of 3-5 people. This allows for active participation, sharing 

perspectives and more effective discussion. For optimal ictive 

participation, sharing perspectives and more effective di 
Duration 2.5 hours   

Learning Outcomes Learners will be able to:  

• Explain how dementia-related cognitive changes 
influence intimacy and sexual expression | Structural 
Understanding 

• Differentiate between autonomy, safeguarding, 
beneficence and dignity of risk | Ethical Literacy 

• Apply a context-specific and time-specific approach to 
consent assessment | Consent Competence 

• Recognise intersectional vulnerabilities (gender, 
LGBTQI+, culture, health status) | Inclusive Awareness 

• Develop a structured 3-Step Action Plan for complex 
ethical scenarios | Professional Confidence 

Preparation - Prepare room with chairs and tables arranged for group 

work. 

- Organise projector, laptop and flipchart. 

- Print Myth vs Reality worksheets. 

- Prepare Consent Reflection Tool and Case Study Cards. 

- Print 3-Step Action Plan worksheets. 

- Prepare evaluation forms or QR-code survey. 

 

Check List Tech: PPTX & projector check 
Exercise 1: Three flipchart sheets & markers 
Exercise 2: Printed questionnaires & personal cards & clipboards 
Exercise 3: Case file cards & worksheets 
General: Name Tags & feedback forms 
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Lesson Plan | Face-to-Face (150 minutes) 

Topics & Activities 
Duration in 
Minutes 

Methods 
Equipment & 
Materials 

Opening and expectations –  
Present agenda and establish 
respectful discussion space. 

5 min Presentation Laptop,  
projector,  
PowerPoint 
presentation 

Theoretical input:  
Sexuality, Ageism & Dementia 
Sexuality as lifelong identity; stigma; 
cognitive change and relational 
needs. 

15 min Presentation PowerPoint 
presentation 

Exercise 1 – Myth vs Reality 
Small group classification and 
plenary discussion 

20 min Group work + 
plenary 

Printed worksheets, 
flipchart 

Theoretical input : Consent & Ethical 
Complexity 
Context-specific consent; non-verbal 
indicators; dignity of risk. 

20 min Presentation PowerPoint 
presentation 

Exercise 2 – Consent in Practice 
Case analysis using Consent 
Reflection Tool and proportional 
response. 

30 min 
 

Case-study group 
work 

Case cards, Consent 
Tool 

Short Break – Participants take a 
short pause to rest and reflect 
before continuing. 

10 min Informal break -  

Exercise 3 –  
3-Step Action Plan 
Immediate response; Ethical 
reasoning; Long-term strategy. 

35 min Group work + 
presentations 

Case cards, Action 
Plan worksheet 

Key Messages & Wrap-Up 
Shift from control-based responses 
to dignity-centred practice. 

10 min Plenary discussion Flipchart 

Evaluation 
Confidence scale + open reflection 
question. 

5 min Individual 
reflection 

Feedback forms / QR 
code 
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Exercise 1 

 

Myth vs Reality 

 

Duration: 20 minutes 

Format: Small group work (3–5 participants) 

Materials needed: Printed worksheet, flipchart, marker 

 

1. Purpose of the Exercise 

This activity aims to: 

• Challenge ageist and stigma-based assumptions regarding sexuality in dementia 

• Strengthen participants’ critical thinking skills 

• Encourage evidence-based reflection rather than reactive judgement 

• Prepare participants for deeper ethical analysis in subsequent activities 

The exercise supports the shift from control-based responses to person-centred and rights-based 

practice. 

2. Instructions for Participants 

 1. Work in small groups. 

 2. Read each statement carefully. 

 3. Decide whether the statement represents a Myth or a Reality. 

 4. Provide a short justification for your choice. 

 5. Be prepared to briefly share one example in plenary discussion. 

3. Worksheet – Statements for Classification 

For each statement, mark:  

☐ Myth or ☐ Reality 

1. People living with dementia lose all interest in intimacy. 

2. Sexual expression in dementia is always inappropriate or pathological. 

3. Capacity to consent must be assessed for each specific decision. 

4. Safeguarding requires prohibiting intimate relationships in care institutions. 

5. Hypersexual behaviour may result from neurological changes affecting 

impulse control. 
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6. If a person cannot verbally explain consent, this requires careful 

assessment,but it does not automatically mean that consent is absent. 

7. Emotional calmness and absence of distress may indicate situational 

consent. 

8. Sexuality in later life includes affection, tenderness and emotional closeness. 

9. Family disagreement automatically justifies stopping a relationship. 

10. Sudden sexual disinhibition may have medical causes that require 

evaluation. 

 

4. Facilitator Debrief Guide 

Correct classification: 

1 → Myth 

2 → Myth 

3 → Reality 

4 → Myth 

5 → Reality 

6 → Reality 

7 → Reality 

8 → Reality 

9 → Myth 

10 → Reality 

Key discussion points 

• Sexuality persists across the life course, although expression may change. 

• Dementia does not automatically remove relational identity or the need for 

closeness. 

• Safeguarding must be proportionate and not based solely on discomfort. 

• Sudden behavioural change should prompt medical evaluation. 

5. Reflection Questions (Plenary) 

• Which statement generated the most debate? 

• Which myth is most common in your professional context? 

• How might these myths influence institutional practice? 
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Exercise 2 

 

Consent and Capacity Reflection Tool 

Duration: 30 minutes 

Format: Small group case analysis 

Materials needed: Case cards, Consent Reflection Tool worksheet, flipchart 

 

1. Purpose of the Exercise 

This activity aims to: 

• Develop decision-specific consent assessment skills 

• Strengthen understanding of fluctuating capacity 

• Practise proportional safeguarding responses 

• Integrate ethical reasoning into practical decision-making 

The exercise supports the application of a structured, context-sensitive approach to consent. 

 

2. Instructions for Participants 

Participants work in small groups (3–5 members). 

Each group receives one case scenario. 

Using the Consent Reflection Tool, groups must: 

 1. Identify the type of behaviour (low-risk / moderate-risk / high-risk). 

 2. Assess whether capacity concerns are present. 

 3. Apply the four consent assessment questions. 

 4. Identify possible medical or contextual factors. 

 5. Propose a proportionate professional response. 

Groups will present their conclusions briefly in plenary (3–5 minutes). 

 

2. Case Scenarios 

Case 1 – Emotional Relationship in Care Setting 

Maria (79) has moderate Alzheimer’s disease and lives in a residential care facility. She has formed a 

close relationship with Ion (82), another resident. They hold hands, sit together during meals, and 

occasionally kiss. Maria’s daughter insists that the relationship must stop, arguing that her mother 

“does not understand what she is doing.” 
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When staff speak with Maria, she says: “He makes me feel calm. I like being with him.” 

She appears emotionally relaxed and does not show signs of distress. 

Case 2 – Disinhibited Behaviour 

Andrew (75) has been diagnosed with dementia. Over the past two weeks, he has begun making 

explicit sexual comments toward staff and once attempted to touch a caregiver inappropriately. 

This behaviour is new. He appears impulsive and laughs when redirected. 

Staff are concerned and unsure whether this reflects intentional misconduct or neurological change. 

Case 3 – Gender Expression and Staff Discomfort 

Alexander (76) is a resident with moderate dementia living in a care facility. Throughout their life, Alex 

occasionally expressed a non-conforming gender identity, although this was not openly discussed with 

family. Recently, Alexander has started asking to wear clothes traditionally associated with a different 

gender and has requested access to personal items such as makeup and jewellery. 

Some staff feel uncomfortable and unsure how to respond, while others question whether this reflects 

Alex’s authentic identity or is a result of cognitive decline. Alex appears calm and becomes distressed 

when prevented from expressing these preferences. 

Family members dismiss this behaviour as “confusion” and ask staff to discourage it. Staff are 

uncertain how to balance respect for identity, dignity and wellbeing with family expectations and 

professional boundaries. 

How should staff respond in a way that respects identity, dignity and wellbeing? 

 

4. Consent Reflection Tool (Participant Worksheet) 

For your assigned case, discuss and complete 

A. Behaviour Classification 

☐ Low-risk (affection, holding hands, consensual closeness) 

☐ Moderate-risk (unclear or fluctuating consent, unequal cognitive ability, behaviour causing 

possible discomfort,  context not fully understood) 

☐ High-risk (coercion, distress, power imbalance, genital contact without clarity) 

Explain your reasoning: 

 

B. Consent Assessment – Four Key Questions 

 1. Does the person understand the nature of the relationship or interaction? 

 2. Can the person appreciate potential consequences? 

 3. Can the person express a voluntary choice? 

 4. Is consent consistent and free from distress, coercion or fear? 
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C. Capacity Considerations 

 • Is capacity decision-specific in this situation? 

 • Could it fluctuate? 

 • Is formal assessment required? 

D. Medical / Contextual Factors 

E. Proportionate Professional Response 

What is the least restrictive and ethically justified intervention? 

 

5. Plenary Debrief (Facilitator Guide) 

Case 1: 

Assessment approach: 

• Observe whether both individuals appear comfortable, relaxed and engaged. 

• Look for signs of mutuality, consistency and absence of distress. 

• Consider the stage of dementia and ability to understand the relationship. 

• Avoid making assumptions based solely on family views. 

 Ethical reflection: 

• Balance autonomy with safeguarding responsibilities. 

• Avoid unnecessary restriction based on age or diagnosis. 

• Recognise the importance of relational wellbeing. 

Response 

• Support the relationship if there is no indication of harm or coercion. 

• Ensure privacy and dignity for both individuals. 

• Communicate openly with the family, acknowledging their concerns  

• Document observations and decisions clearly. 

 Case 2: 

Assessment approach: 

• Identify possible triggers (e.g., discomfort, confusion, overstimulation). 

• Assess whether the behaviour is persistent or situational. 

• Consider underlying medical causes (e.g., infection, medication effects). 

• Observe whether others are experiencing distress or harm 

 Ethical reflection: 

• Balance protection of others with respect for the individual. 

• Avoid moral judgement and focus on understanding behaviour. 

• Ensure responses are proportionate to the level of risk. 
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Response 

• Use calm, non-confrontational communication. 

• Redirect behaviour in a respectful way. 

• Modify the environment if needed (e.g., privacy, reduced stimulation). 

• Seek medical review if behaviour changes suddenly. 

• Provide staff with guidance and support. 

For case 3: 

Assessment approach: 

• Observe Alex’s emotional state and consistency of preferences over time. 

• Explore whether expressing gender identity brings comfort or reduces distress. 

• Consider past identity, but prioritise present wellbeing and lived experience. 

• Reflect on whether restrictions may cause harm or distress. 

 Ethical reflection: 

• Balance autonomy and dignity with safeguarding responsibilities. 

• Avoid assumptions based on personal values or discomfort. 

• Recognise the risk of discrimination or invalidation of identity. 

Response: 

• Support Alex’s choices where these do not cause harm. 

• Ensure privacy and create a respectful environment. 

• Provide staff with guidance and space to reflect on their own attitudes. 

• Engage in sensitive communication with family, explaining the importance of dignity 

and wellbeing. 
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Exercise 3 

 

Case Study Cards and 3-Step Action Plan Template 

Duration: 35 minutes 

Format: Small group work + plenary presentations 

Materials needed: Case scenario sheet, 3-Step Action Plan worksheet, flipchart 

 

1. Purpose of the Exercise 

This activity aims to: 

 • Strengthen ethical decision-making skills in complex situations 

 • Apply autonomy, beneficence, non-maleficence and justice in practice 

 • Develop proportionate safeguarding responses 

 • Increase professional confidence in situations of uncertainty 

2. Case Scenario 

Maria (83) lives in a long-term care facility and has vascular dementia (moderate stage). She has 

formed an intimate relationship with Petru (85), who also lives in the same institution and presents 

mild-to-moderate cognitive impairment. 

They spend significant time together, hold hands, and have been observed kissing. Staff report that 

both appear emotionally calm and comfortable in each other’s presence. 

However, their families disagree: 

• Maria’s daughter believes her mother “no longer understands relationships” and 

demands separation. 

• Petru’s son supports the relationship, stating that his father “deserves 

companionship.” 

The institution has no clear written policy regarding intimacy between residents. 

Staff feel uncertain and concerned about legal and ethical consequences. 

3. Instructions for Participants 

Work in groups of 3–5 participants. 

Using the 3-Step Action Plan Template, analyse the case and prepare a short presentation (5 minutes 

per group). 

Focus on proportional, rights-based and ethically grounded responses. 
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4. 3-Step Action Plan Template (Participant Worksheet) 

STEP 1 – Immediate Professional Response 

Consider: 

• Is there visible distress, coercion or imbalance of power? 

• Are there signs of confusion or misunderstanding? 

• Are reversible medical causes excluded? 

• What level of risk is present (low / moderate / high)? 

Write your assessment: 

 

STEP 2 – Ethical Analysis 

Tick the principles involved: 

☐ Autonomy 

☐ Beneficence 

☐ Non-maleficence 

☐ Justice 

For each selected principle, briefly explain: 

• Autonomy 

• Beneficence 

• Non-maleficence 

• Justice (including ageism concerns) 

• What is the core ethical tension in this case? 

 

STEP 3 – Long-Term Strategy 

Develop a proportionate response addressing: 

• Capacity assessment (if needed) 

• Documentation 

• Family communication strategy 

• Institutional policy clarification 

• Privacy and dignity support 

• Multidisciplinary consultation 

Proposed structured plan: 

 

5. Plenary Presentation 
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Each group presents: 

 1. Main ethical dilemma identified 

 2. Level of risk assessed 

 3. Proposed proportionate intervention 

 

6. Facilitator Debrief Guide 

Emphasise: 

• A dementia diagnosis does not automatically remove relational autonomy. 

• Family discomfort alone is not sufficient justification for restriction. 

• Proportionate safeguarding requires structured assessment. 

• Institutional uncertainty increases professional anxiety — policy development is part of 

ethical responsibility. 

• The least restrictive option should always be considered first. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.projectname.org/


  www.nevergetsold.eu 
 

 
 

297 

Funded by the European Union. Views and opinions expressed are however those of the author(s) only and do not necessarily 
reflect those of the European Union or the European Education and Culture Executive Agency (EACEA). Neither the European 
Union nor EACEA can be held responsible for them. Project Number: 2024-1-DE02-KA220-ADU-000244060 

 

 

 

 

 

 

 

 

Thank you for supporting dignity, inclusion and sexual 
wellbeing in later life. 
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