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Abstract
Purpose of Review Sexual well-being and intimacy are critical to overall quality of life and retain a high degree of significance for
aging individuals, even though these considerations are often overlooked in older populations. Sexual health may be particularly
impacted in older individuals living with HIV, especially women, as a result of both physical and psychosocial disease-specific
factors. Despite this, sexuality research related to HIV has traditionally focused on risk reduction, rather than on other elements of
sexual wellness. In this review, we examine several aspects of sexual well-being that may be important to older women living
with HIV (OWLH).
Recent Findings This review summarizes existing literature on sexuality in OWLH over the age of 50 and explores five themes
related to sexual health: physical and emotional intimacy, desire/interest, satisfaction/pleasure, frequency of sexual activity, and
abstinence. Reduced intimacy among OWLH was reported across most studies, due to stigma and disclosure concerns, lack of
opportunity for relationships, and difficulty communicating sexual preferences. Data on sexual desire/interest and satisfaction/
pleasure among OWLH were mixed. Frequency of sexual activity varied widely across studies, and abstinence emerged as both
an intentional and inadvertent decision for OWLH. Factors related to menopause as it relates to sexuality and HIV are also
discussed.
Summary Sexual health and well-being are important to women living with HIV over 50, though key components such as
intimacy, desire, and pleasure remain poorly understood. As this population continues to grow, comprehensive and age-specific
interventions are needed to examine positive aspects of sexuality and promote sexual wellness among OWLH.
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Introduction

Sexual health is an important component of quality of life
across the lifespan. Intimate partner relationships are also
widely viewed as critical aspects of quality of life and emo-
tional well-being [1, 2]. Although the importance of sexuality,
sexual activity, and intimacy among older persons (aged 50
and older) who are now living longer, healthier lives has been
increasingly recognized in the literature [3–5], the sexuality of
older people is often neglected in other domains. Many major
health surveys only collect data for individuals of reproductive
age, i.e., from 15 to 49 [6], and providers often fail to address
sexual health proactively for older people [7–9]. Yet, it is
evident that older adults continue to desire romantic relation-
ships, intimacy, and sexual activity as they age [10–12], which
suggests that sexual health is a priority for this population.

Living with HIV may compromise sexual health, for older
persons and specifically for women. In the USA, the Centers
for Disease Control and Prevention estimate that older adults
will comprise 70% of HIV/AIDS cases by 2020 [13], and
older adults account for 17% of new cases [14]. With early
and sustained use of antiretroviral therapies, all persons living
with HIV are living longer and healthier lives [15–17]: as of
2013, an estimated 91,492 women living with HIV were aged
50 and older [18]. For these women, maintaining sexual health
may prove difficult for a number of reasons, including com-
promised physical and mental health, menopause, and disabil-
ity [19•, 20•, 21•, 22•]. In addition, older women living with
HIV (OWLH) face psychosocial challenges that impact sexual
well-being and affect safer sex practices, such as changes in
relationship status (from married/partnered to separated, di-
vorced, or widowed), social losses and stigma, diminished
social support (along with grief, isolation, and loneliness),
and limited opportunities for intimacy [23, 24].

Navigating the dual stigmas of age and HIV status may
also negatively affect the sexual health of OWLH. When
OWLH discuss or attempt to discuss aspects of their sexuality
with medical providers, friends, and family members, they
may be met with the belief that older women are not and
should not be sexually active [12]. Providers may also believe
that women living with HIV should not be sexually active.
Fear of discrimination, stigma, and disclosure could result in
self-imposed restrictions on expressions of sexuality, further
compromising sexual health in this population [25].

OWLH may find that the few providers who do initiate
conversations about sexual health in the exam room focus
on the reduction of HIV transmission risk to the exclusion of
sexual wellness or well-being. Research on sexual health
among individuals living with HIV most often assesses the
likelihood of sexual risk-taking or tests the efficacy of differ-
ent risk reduction strategies rather than examining interven-
tions that target intimacy, satisfaction, or pleasure [26••, 27].
Risk reduction strategies are certainly relevant to OWLH, and

they should be discussed with patients. Indeed, a recent study
demonstrated that condomless sex and other risky behaviors
may be more common in OWLH because condom use nego-
tiation is difficult with older male partners who have issues
with sexual dysfunction, the likelihood of which increases
with age [28]. Other psychosocial issues that may decrease
the likelihood of safe sex behaviors among older women in-
clude partner trust, relationship imbalance, and traditional
gender roles, among others [29, 30••]. However, although
sexual risk certainly warrants continued attention, intimacy,
and sexual well-being should also be addressed, if only to
increase engagement in HIV-related care.

To date, there are no published reviews that examine other
aspects of sexual health that are important to OWLH, such as
desire, satisfaction, and intimacy. Examining the literature on
the sexual well-being of these women is a crucial first step in
developing comprehensive, generationally specific HIV-
related interventions that attend to both risk reduction and
sexual pleasure. In this review, we identify and review several
aspects of sexual health and well-being that may be important
to women aged 50 and older who are living with HIV. At this
age, OWLH are also navigating the complexities of the men-
opausal transition, during which a range of physiological, psy-
chosocial, and sexual symptomsmay further compromise sex-
ual intimacy and overall quality of life. Though we did not
specifically focus on the effects of menopause on sexual
health among OWLH, the menopausal transition provides an
important context for these findings.

Methods

Information sources

We conducted a comprehensive search of PubMed,
PsycINFO, PsycNET, and CINAHL for papers focusing on
sexuality in older women living with HIV. To identify relevant
studies, the following keyword search terms were used: “sex-
ual satisfaction,” “sexuality NOT risk,” “sexual function,”
“sexual disclosure,” “sexual desire,” “sexual communica-
tion,” and “intimacy.” All searches included the terms
“HIV” and “older women.” Database results were combined
with results from relevant literature reference lists, and dupli-
cates were removed.

The first two authors independently reviewed article titles
and abstracts, discussed and resolved discrepancies, and
agreed on a final set of articles for a thorough review. The
authors read the full texts of all remaining articles to assess
eligibility for inclusion. Eligible articles were (1) published in
peer-reviewed journals, (2) published in English, and (3) in-
cluded women ages 50 and older who were living with HIV.
No date nor geographical restrictions were used, and studies
could be quantitative or qualitative. Clinical interventions
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were also included. Ineligible articles (1) did not include
women in our target age range, (2) focused only on sexual
or HIV risk, (3) did not cover sexual behavior, (4) did not
cover HIV, or (5) did not constitute research studies (i.e., re-
views or meta-analyses).

Quality assessment

All included studies were independently assessed for quality
by the first two authors. Quantitative studies were rated using
the Strengthening the Reporting of Observational Studies in
Epidemiology (STROBE) statement [31], which establishes
guidelines for conducting quality assessments of observation-
al research. The STROBE statement consists of a 22-item
scoring checklist, with each item worth one point. Articles
are rated across a number of domains pertaining to the ab-
stract, method, results, and discussion sections, respectively;
item scores are totaled for an overall quality rating. Articles
with scores between 17 and 22 are considered to be of high
quality, those between 11 and 16 of moderate quality, and
those 10 and under of low quality.

Qualitative studies were assessed using the Evidence-
Based Nursing Guide for evaluating qualitative research
[32]. There are nine criteria, each worth one point, which

include appraisals of the appropriateness of the research ques-
tion, design, and sampling method, as well as the thorough-
ness of the analysis, description of findings, and relevance for
clinical practice. High-quality articles are those scoring 50%
or more of the maximum score (i.e., nine points), and low-
quality articles are those with scores below 50% of the max-
imum score. All quality ratings, for both qualitative and quan-
titative studies, are displayed in Table 1.

Results

A flow chart of the literature search and article review process
is shown in Fig. 1. A total of 483 citations were identified
across all databases and reviews of reference lists in the liter-
ature. Following the removal of duplicates, 351 papers
remained. The authors screened titles and abstracts of the
351 articles for eligibility. Following this process, 336 articles
were removed; excluded articles were not about sex (n = 96)
or HIV (n = 88), focused primarily on sexual risk (n = 83), did
not include any participants in the target age range (n = 47),
did not include women (n = 14), or were review articles (n =
14). Full texts of the remaining 15 papers were read to evalu-
ate eligibility. Following this review, three additional articles

Table 1 Summary of overall
themes for all studies Reference Intimacy Desire/

interest
Satisfaction/
pleasure

Frequency of
sexual activity

Abstinence Quality of
evidence

Score

Boonyanurak
et al. [33]a

X X X High 17

Chirinda and
Zungu [34]a

X High 18

Denis and
Hong [35]a

X X X X Moderate 16

Grodensky
et al. [36•]b

X X X High 8

Kaida et al.
[37•]a

X X X High 20

Lovejoy et al.
[38]a

X High 22

Negin et al.
[39]a

X X High 18

Nevedal and
Sankar [40]b

X X High 9

Psaros et al.
[41]b

X X High 8

Siegel and
Schrimshaw
[42]b

X High 8

Taylor et al.
[43•]b

X X X High 8

Whyte et al.
[44]b

X High 7

aQuantitative studies (maximum score 22)
b Qualitative studies (maximum score 9)

Curr Sex Health Rep

Author's personal copy



were removed; one was outside the age range (n = 1), one was
not about sex (n = 1), and one was a review article (n = 1).
Thus, a total of 12 articles (six quantitative and six qualitative)
met eligibility criteria and were included in this review.

Characteristics of the selected studies

All 12 studies included in this systematic review were pub-
lished in peer-reviewed journals. The six quantitative papers
were cross-sectional studies. Six different countries are repre-
sented in the selected studies, with one conducted in Thailand,
one in South Africa, one in Australia, one in Canada, one in
Uganda, and seven in the USA. There were 13,768 total par-
ticipants, combined across all studies (9122 females). Sample
sizes ranged from 11 to 11,642. The samples of five studies
included both men and women, while seven studies included
only women. The age ranges of participants, as well as the
time since HIV diagnosis, varied across studies; these are
displayed in Table 2. Given the small number of studies that
examined these topics in older women, we opted to include

studies that included both younger and older women, focusing
specifically on data from women aged 50 and over.

Five themes of sexual health were identified across the 12
studies: intimacy, desire/interest, satisfaction/pleasure, fre-
quency of sexual activity, and abstinence. The findings of
the studies that addressed these themes are reviewed below:

Intimacy

Intimacy referred to any discussion of emotional or physical
engagement in sexual relationships and activities [40]. Six of
the 12 studies addressed intimacy in the context of romantic
relationships. Many women reported challenges initiating and
maintaining intimate relationships. In one study, postmeno-
pausal women living with HIV were significantly more likely
to avoid intimacy than non-postmenopausal women living
with HIV [33], suggesting that age does impact intimacy
and relationship building. Compared to women who did not
have HIV, OWLH had significantly lower scores on the rela-
tionship subscale of the Sexual Health Questionnaire (SHQ

Records identified by searching 
databases using keywords (n = 466)

Records combined (n = 483)

Additional records identified 
through reference lists (n = 17)

Records after duplicates removed 
(n = 351)

Articles screened on basis of title 
and abstract 

Included (n = 15)

Excluded (n = 336)
Not on sex: 96
Not on HIV: 88
Sexual risk: 83
Incorrect age range: 47
Not on women: 14
Reviews: 8

Excluded (n = 3)
Incorrect age range: 1
Not on sex: 1
Reviews: 1

Manuscript review and application 
of inclusion criteria

Included (n = 12)

Studies included in quantitative
synthesis (n = 6)

Studies included in qualitative
synthesis (n = 6)

Fig. 1 Flow diagram on
identifying literature
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[45]), which approximates intimacy by measuring the combi-
nation of conflict in the relationship, ability to communicate
sexual desires and preferences, and overall satisfaction [35].
Among older women who contracted the virus from long-term
male partners who also have sex with men, maintaining an
intimate relationship in the face of anger at that partner and a
sense of betrayal required a strong history of previous intima-
cy and joint investment in the physical health of both partners
[44]. After they were diagnosed, some women chose to leave
their partners. OWLH describe the importance of companion-
ship [44]; it is evident that intimacy with a partner is difficult
to achieve for these women.

In a study that examined the role of intimacy among
African American OWLH, some participants distinguished
between sexual intimacy and emotional intimacy [40]. For
these women, the loss of emotional intimacy at the end of a
relationship was the greater burden; they reported that sexual
relationships were sometimes not worth the risk of rejection
and humiliation, whereas emotional closeness was highly val-
ued. Similar sentiments were also expressed in other studies
[41]. Fears associated with disclosure compromised both
emotional and sexual intimacy, leading some women to pur-
sue or maintain seroconcordant relationships. Only two of the
13 women described overcoming the barriers to establishing
an intimate relationship and ultimately revealing their HIV
status to their partners. Disclosure challenges may be height-
ened among African American women, as HIV-related stigma
is reportedly higher in this group compared to other popula-
tions of older adults living with HIV [46].

Specific barriers to intimacy, such as fear associated with
disclosure, HIV-related stigma, and limited sexual opportuni-
ties, were also addressed. In a small qualitative study of

OWLH in the southern region of the USA, all participants
reported limiting social and intimate interactions because they
feared that others would learn of their HIV status [36•]. In this
same sample, only three of 15 women reported having a com-
mitted romantic partner with whom they were sexually active,
and just one woman reported having occasional sex with a
male friend. In another qualitative study, fears related to the
process of disclosure also affected intimacy; OWLH felt a
sense of obligation to disclose their HIV status to potential
partners, but they also feared their reactions [41]. This type
of HIV-related stigma led to profound hopelessness about ever
finding intimacy with a partner. In the same sample, body
image was also a significant barrier to intimacy. Participants
reported significant body dissatisfaction (due in part to long-
term use of antiretroviral medications and/or menopausal sta-
tus), which left them feeling undesirable to current or potential
intimate partners [41].

Desire/interest

Five studies examined the sexual desire of OWLH. Sexual
desire is typically defined as the motivation to engage in or
be receptive to a sexual event, whether partnered or alone.
Other words used to describe desire include interest, drive,
or libido [47]. Most of the studies reviewed here demonstrated
decreased desire among OWLH compared to both older wom-
en without HIVand pre-menopausal women, though it is chal-
lenging to disentangle the effects of menopause from those of
the virus. Compared to women who were not living with HIV,
OWLH had significantly lower scores on the sexual interest
subscale of the SHQ [45], which measures the frequency of
sexual thoughts, urges, or fantasies as well as the desire to

Table 2 Age and other demographic information from reviewed studies

Reference Sex of sample Age at time of data collection (years) Time since diagnosis

Boonyanurak et al. [33] Women only 40+ (full sample) a Median = 11.1 years (full sample)

Chirinda and Zungu [34] Men and women 50–80+ (full sample) Not reported

Denis and Hong [35] Women only Under 20–59 (full sample) a Not reported

Grodensky et al. [36•] Women only 50–79 Not reported

Kaida et al. [37•] Women only 16–50+ a Median = 10.8 years

Lovejoy et al. [38] Men and women 50+ (full sample) Mean = 11.9 years (abstinent women)
Mean = 12.4 years (sexually active women)

Negin et al. [39] Men and women 50–83 (full sample) Mean = 9 years
(full sample)

Nevedal and Sankar [40] Men and women 51–78 (full sample);
51–69 (women only)

Mean = 11.1 years (full sample)

Psaros et al. [41] Women only 50+ Mean = 16.32 years (full sample)

Siegel and Schrimshaw, 2003 [42] Men and women 50–68 (full sample) Mean = 6.29 years (full sample)

Taylor et al. [43•] Women only 50–69 Not reported

Whyte et al. [44] Women only 49–67 Mean = 1.6 years
(full sample)

a For studies including younger women as well as older women, we focused on women over the age of 50

Curr Sex Health Rep

Author's personal copy



engage in fantasy, foreplay, or sexual activity [35]. Among
older adults living with HIV in Uganda, a quantitative mea-
sure of sexual desire was lower in women than in men [39].
When asked what interfered with their ability to be sexually
active, women reported that low levels of desire and HIV
status limited their sexual engagement.

Importantly, sexual desire was not dampened for all partic-
ipants in the studies reviewed; some women reported an in-
crease in sexual desire as they aged, and a subset of women
who were currently in relationships did not report any de-
creases in sexual interest. One participant explained, “I feel
like I am at my peak. I’m in the prime of my life…that I want
to be sexually aroused. I want my husband to make love to me
because I feel that as I was growing up I really didn’t care
about sex” [43•, p. 1140-1141]. In a separate study, OWLH
who were in an intimate relationship did not report a lack of or
diminished sexual desire, whereas OWLH who were not in
relationships either did not want to have sex, did not care
either way, or reported that sex was not important to them
[36•]. It may be that relationship status and partner availability
play an important role in the maintenance of sexual desire
among OWLH.

Satisfaction/pleasure

Sexual satisfaction and pleasure were discussed in three stud-
ies, and the findings were relatively mixed. Compared to
women who were not living with HIV, OWLH had signifi-
cantly lower sexual satisfaction in one study [35]. Yet, most
women surveyed in a separate study reported being satisfied
with their current sex lives (64% [37•]). As in other research
on women without HIV, sexual satisfaction was lower among
sexually inactive OWLH than among sexually active women
(49% vs. 79% [37•]). Demographic factors may account for
this difference; OWLH in the first study were slightly older
than their comparison group. Similarly, the sexually inactive
group was significantly older and less likely to be in a com-
mitted relationship than the women who were sexually active
[37•]. Of the 12 studies included in this analysis, Taylor and
colleagues’ [43•] qualitative interviews and focus groups with
older African American and Latina OWLH most thoroughly
addressed the changes in sexual pleasure and satisfaction that
were associated with HIV and aging. Many participants re-
ported that sex became more satisfying after age 50 due to
both increased comfort with experimentation and greater
awareness of pleasurable sensations in the body, which may
also have been associated with increased desire. One partici-
pant reported that, as she aged, she derived more enjoyment
from the non-penetrative aspects of sexual activity, such as
touching, kissing, and caressing. Though sexual satisfaction
increased across the lifespan for several women, others were
dissatisfied by their partners’ inability to perform sexually,
often due to physical ailments and/or sexual dysfunction.

Participants’ own physical limitations and HIV-related health
conditions (e.g., diabetes, hypertension, neuropathy) also cre-
ated barriers to their own pleasure and associated frustration.
Despite these challenges, most participants had a strong desire
to maintain sexual pleasure as they aged, in part because it was
perceived to be a fundamentally important aspect of
womanhood.

Frequency of sexual activity

Seven studies addressed the frequency of sexual activity and
factors associated with reduced activity among OWLH, and
three studies compared the experiences of older women with
those of older men. Compared to women who were not living
with HIV, OWLH engaged in sexual activity significantly less
frequently over the past month [35]; activities assessed in this
study included vaginal intercourse as well as kissing, touch-
ing, hugging, and holding a partner. Consistent with the liter-
ature on younger individuals with and without HIV, older men
living with HIV were significantly more sexually active than
OWLH [34, 38, 39]. In one study, only 21% of heterosexual
women were sexually active in the past month, compared to
36% of gay or bisexual men and 72% of heterosexual men
[38]. In a sample of older men and women living with HIV in
Uganda, 14% of women were currently sexually active with
one partner, whereas 39% of men reported having one sexual
partner, and 10% of men had more than one [39]. In South
Africa, older men living with HIV were more likely to report
sexual activity within the past year than older women [34];
however, the prevalence of sexual activity among older wom-
en increased over time, from 28.8% in 2005 to 33.8% in 2012.
Across the seven studies, the highest percentage of sexually
active OWLH was 82%, reported by Taylor and colleagues
[43•]; this study reported a variety of sexual behaviors as well
as concurrent sexual partnerships.

Several factors, ranging from income level to HIV-related
stigma, were associated with sexual activity frequency among
OWLH. Women who reported being in a relationship had
higher annual incomes and had greater perceived physical
well-being were likely to be sexually active [38], whereas
symptoms of menopause were related to lack of sexual activ-
ity in the past month [33]. Factors associated with reduced
sexual activity in older South African women included HIV
and increasing age [34]. In a hierarchical regression model of
sexual activity among older adults living with HIV in Uganda,
the odds of sexual activity in the past year significantly in-
creased with the availability of a partner (married or
cohabitating), better physical functioning, and male gender
[39]. In a separate logistic regression model, sexual inactive
OWLH in Canada had significantly higher adjusted odds of
being older, not being in a relationship, having low household
income, and reporting high HIV-related stigma [37•]. The au-
thors of this study noted that sexual inactivity was not
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associated with ART use or viral suppression, suggesting that
strong HIV-related treatment outcomes alone do not lead to
healthy and satisfying sex for OWLH.

Abstinence

Five studies included some evidence of OWLH choosing to
remain abstinent from sexual activity for a variety of reasons,
including fear of HIV transmission, stigma, and lack of trust.
Some women refrained from sexual activity as a means of
preventing transmission to others and avoiding prosecution
for doing so. For example, one woman explained, “Where I
moved from, on the table in the clinic was a brochure, a
Xeroxed page reminding us that it’s a felony—you can be
arrested—if you, for example, have a sexual relationship and
you do not disclose it…Lots of worries about abstinence. Or if
you’re not abstinent” [41]. Among several older African
American women living with HIV, fear of rejection was a
significant contributing factor associated with abstinence
[40]. In this study, six of 13 participants refused any involve-
ment in sexual or intimate relationships; some of these women
described privileging their concerns about rejection over the
pain caused by a lack of intimacy, whereas others noted a loss
of self-esteem and poor body image as factors driving their
abstinence. Fear of rejection as well as negative expectations
and risks associated with disclosure were linked to abstinence
in several other studies [37•, 41].

In a study that specifically examined reasons for celibacy
among older adults following an HIV diagnosis, women were
more likely than men to abstain from sexual activity (78% vs.
36%; [42]). The authors defined celibacy as abstinence from
sexual intercourse and other sexual activity with another per-
son for at least 2 months following a diagnosis. Some reasons
for celibacy were shared between men and women (e.g., fear
of transmitting the virus); others were specific to women, such
as a loss of interest in sex or anger and distrust of men. Though
both men and women reported changes in their sexual activity
post-diagnosis, women often chose to remain abstinent out of
anger and a strong sense of victimization, especially when
they acquired the virus through a trusted partner.

Abstinence was also envisioned by some as an opportunity
to focus on personal issues rather than a means of coping with
fear or avoiding potential rejection. Some women viewed ab-
stinence as a permanent choice (e.g., “I don’t do that any-
more”), whereas others considered their abstinence to be tem-
porary [36•, 41]. Permanent or temporary abstinence could
either be deliberate (e.g., “I am comfortable focusing on my-
self”) or unintentional (e.g., “My partner died”, or “I desire a
partner but there are none available”). In a separate study,
some women who chose abstinence reported feeling emotion-
ally satisfied with their individual relationships with God and
therefore had little or no need for romantic partnerships [36•].
Though most OWLH associated negative experiences or

emotions with abstinence, some women chose not to engage
in sexual activity because they felt comfortable focusing on
themselves and maintaining other important relationships.

Discussion

This review explored the sexual well-being of OWLH, focus-
ing on aspects of sexual health that are often overlooked both
in this population and in general, including pleasure, desire,
and satisfaction. In 12 studies that included or specifically
recruited only OWLH, five areas of sexuality and sexual well-
ness were addressed: intimacy, desire/interest, satisfaction/
pleasure, frequency of sexual activity, and abstinence. Most
studies found intimacy to be reduced among OWLH, due to
limited opportunities for intimate relationships, concerns
about stigma and rejection after disclosure, difficulties com-
municating sexual desires and preferences to partners, body
dissatisfaction, and a general sense of hopelessness [33, 35,
36•, 40, 41]. The data on satisfaction and pleasure among
OWLHwere mixed, with some studies reporting significantly
lower satisfaction, others suggesting sufficient satisfaction,
and still others indicating an increase in sexual pleasure with
age; such findings are not uncommon in the sexual health
literature, especially among older women. With respect to
sexual activity, the percentage of sexually active OWLH
ranged from 14% [39] to 82% [43•], though sexual activity
was measured over different periods of time, from within the
past month to over the past year. Older women with HIV were
significantly less likely than older men with HIV to be sexu-
ally active [34, 38, 39], and sexually inactive women were
more likely to be older, not in a relationship, have low house-
hold income, and have high HIV stigma [37•]. Finally, some
OWLH intend to abstain from all sexual activity, whereas
others inadvertently stop having sex due to partner death or
abandonment. Avoidance-based reasons for abstinence in-
clude fear of rejection following disclosure, fear of HIV trans-
mission, and HIV-related stigma; low self-esteem, loss of in-
terest, and distrust of men also factored into the decision-
making process [37•, 40–42].

It is important to consider and address the influence of
menopause on the sexual health of OWLH. Studies have re-
ported decreases in the frequency of sexual activity in post-
menopausal women [48], as declines in estrogen and testos-
terone are known to affect sexual desire, sexual activity fre-
quency, and overall urogenital health. Several studies have
demonstrated that natural menopause occurs earlier in women
living with HIV, at approximately 46–49 years of age [33, 49•,
50]. The menopausal transition, and particularly early meno-
pause, can have multi-dimensional effects on the health and
well-being of women living with HIV. In addition to its im-
pacts on sexual function and sexual activity, early menopause
is associated with a number of negative health outcomes,
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including cardiovascular disease [51], stroke [52], and bone
fracture [53] among women in the general population. Older
women living with HIV are more vulnerable to these comor-
bidities [54–56], and therefore, they may face additional chal-
lenges during the transition to menopause. For example,
OWLH in the UK described several menopause-related con-
cerns that were associated with their HIV status, including
difficulties distinguishing menopausal symptoms from HIV
symptoms, difficulties accessing appropriate menopause care,
and challenges navigating the impact of menopausal symp-
toms on antiretroviral therapy adherence [57]. In this large,
UK-based sample (10,000+ OWLH), very few participants
were using menopausal hormone therapy, which is considered
to be the most effective treatment for vasomotor symptoms
associated with menopause at any age [58]. It is evident that
OWLH may require additional support throughout the meno-
pausal transition to maintain both physical health and sexual
well-being.

Another crucial aspect of sexual health for OWLH is
sexual risk reduction, which we purposefully did not ad-
dress in this review given the fairly robust body of extant
literature on that topic. Indeed, condomless sex may be
common among sexually active OWLH, due in part to a
low perceived risk of HIV transmission [43•]. Power dy-
namics and relationship factors affect condom use, as men
continue to play the leading role in condom use decision
making; reduced pregnancy concerns and higher rates of
age-related erectile dysfunction also contribute to in-
creased risk for transmission of HIV and STIs [11, 59].
Though OWLH may be interested in maintaining safer
sex practices, partner attitudes and beliefs around condom
use, their own misperceptions about transmission, and the
prevalence of sexual dysfunction compromise those
efforts.

With these associated risks in mind, focusing on plea-
sure and sexual wellness in both research and clinical prac-
tice may have positive implications for maintaining safe
sex practices in this population. Safety and satisfaction
can go hand in hand if both sexual health interventions
developed for OWLH and conversations between pro-
viders and patients address risk reduction and pleasure si-
multaneously. Interventions may include dyadic elements
(e.g., sexual communication tools that have been associat-
ed with increased sexual satisfaction), mindfulness-based
exercises that have been demonstrated to increase sexual
desire [60], or psychoeducation on the relationship be-
tween menopause and HIV. Providers should consider ini-
tiating conversations about sexual pleasure and satisfaction
by first asking patients if they are comfortable answering
some questions related to their sexual activity and then
directly probing about pleasure, satisfaction, and desire.
Risk-related messaging that does not incorporate these ad-
ditional strategies or fails to acknowledge the many

positive aspects of sexual health may alienate patients from
their providers and ultimately be less efficacious.

Sexual health programs or antiretroviral medication ad-
herence interventions that incorporate both risk and inti-
macy will also need to be tailored to the unique needs and
social norms of OWLH in resource-limited settings. Only
three studies in this review examined the sexual wellness
of OWLH in these settings, though evidence from cohorts
in South Africa, Uganda, Malawi, and Zimbabwe indi-
cates that men and women remain sexually active well
past their 50s [61–64]. In a population-based survey of
South Africans aged 15–80, Houle and colleagues [63••]
found that around 20% of women aged 60 and over have
had sex in the past 2 years; 20% is far from negligible.

Though this review did not explicitly examine the cul-
tural factors that affect sexual well-being among OWLH,
partnered relationships and reasons for sexual activity dif-
fer by region and by country. It is important to acknowl-
edge that sexual health data from one resource-limited
setting does not generalize to other resource-limited set-
tings. For instance, marriage rates are lower and later in
South Africa than in both Thailand and Uganda, and there
is considerable variation in age at first sex, time spent
single, and time spent sexually active in Eastern and
Southern Africa [65] as well as across Southeast Asia
[66, 67]. Moreover, in these contexts more so than in
developed countries, women may engage in sexual activ-
ity for reasons other than wanting to do so. Given the now
worldwide consensus that individuals living with HIV
whose viral loads are stably suppressed cannot sexually
transmit the virus [68••], OWLH in these settings may be
more interested in building intimate relationships with
partners, remaining sexually active, and increasing their
sexual satisfaction. Providers and clinicians who work
wi th OWLH shou ld convey the mes sage tha t
undetectable=untransmittable (U=U) not only to increase
motivation to adhere to antiretroviral regimens, but also to
enable sex without fear [68••].

For the most part, the limitations of this review reflect
the general limitations of the size and scope of this body
of literature. Five of the included studies examined as-
pects of sexual health among both women and men living
with HIV, and three studies included participants across a
wide age range. Analyses were often not separated by
gender or age, perhaps masking differences or nuances
that may warrant further exploration. No studies currently
exist that evaluate sex-positive interventions for older
women living with HIV. In addition, the sexual health
and well-being of OWLH in specific resource-limited set-
tings or culturally similar regions should ideally be the
subject of its own review. Unfortunately, data in this area
are currently lacking, which impacts the generalizability
of these findings.
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Conclusions

Sexuality, intimacy, and sexual health are multifaceted and
nuanced concepts. Models of sexual health highlight the im-
portance of safe sex practices while also acknowledging other
key components, like body image, culture, fantasy, and spiri-
tuality (see Sexual Health Model [69]). These models bring us
closer to actualizing the positive health, dignity, and preven-
tion goals that have been put forth by The Joint United
Nations Program on HIV/AIDS [70], which place the person
living with HIVat the center of her healthcare and well-being,
but evidence-based, culturally specific interventions have yet
to be developed. Sexuality and sexual wellness are a critical
component of this care, especially for OWLH, who generally
desire to maintain sexual satisfaction and intimacy but face
numerous barriers in doing so.
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