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ADDRESSING SEXUALITY IN LONG-TERM CARE: 
A PERSON-CENTERED APPROACH TO INTIMACY AND DEMENTIA 

by Wendy Boren, BS, RN 
Quality Improvement Program for Missouri 

In 2004, Nicholas Sparks shocked the world with his movie The Notebook, a cinematic portrayal 
of love and Alzheimer’s. Until that time, families and caregivers tended to view any type of 
dementia with a clinical kind of sigh and despondency. But within the love story of Allie and 
Noah, we find the range of human emotions that still exist as Allie copes with her memory loss 
and her emotional and physical attraction to the man currently in her life (who turns out, of 
course, to be her Noah.) Roach (2004) states that “sexual sensations are among the last of the 
pleasure-giving processes to deteriorate”.(1) Added to that, every person with or without 
dementia, is an individual. Therefore, why would we, as caregivers, create a blanket rule and 
take away arguably the strongest, most primal emotion to be experienced by anyone, 
particularly those who no longer have the stress of paying bills, fighting political adversity, and 
time management? If you think about it, sex and intimacy is a huge part of taking those normal 
stressors away. Imagine how much more sensational, literally, it would be when that is your 
sole focus. 

Addressing sexuality with dementia in long-term care is a touchy subject at best. Everyone has 
legal concerns, questions, fears, and yet some even have compassion. Currently there are 5.7 
million Americans living with Alzheimer’s or some type of dementia. That number is expected 
to triple by the year 2050.(2) The baby boomer generation began entering skilled nursing homes 
about 6 years ago. In the next 25 years, homes will see a huge influx of people who grew up in a 
time of “free love” and where nudity was a natural expression of humanism. Unfortunately, 
many of these people will have dementia too. As the mind travels backwards and the need for 
pleasurable, physical sensation overtakes cognitive function, we would be naïve to think that 
whatever sex is going on in our homes now is all there’s going to be. As dementia hits people 
earlier and larger numbers of younger persons with mental illnesses come into our homes, sex 
and intimacy should no longer be discussed with whispers and eye rolls. Get your care plans 
ready and get on board because despite what we may think, sex is already happening!  

There are a lot of considerations when we start this discussion of sex and intimacy related to 
those with cognitive impairment. This paper will primarily focus on those with dementia but the 
tools, assessments, and discussions are appropriate and relevant to those with other cognitive 
impairments such as traumatic brain injury, some types of developmental disabilities, and those 
sub-types of dementia, such as Parkinson’s. We will focus on four core areas of sex and 
intimacy. Each of these areas will provide you with helpful tools for creating an environment of 
care, respect, dignity, and protective oversight. 

⋆ Assessing Capacity and Consent 

⋆ Understanding Legalities and Resident Rights 

⋆ Creating Environments for Intimacy 

⋆ Preventing and Managing Sexual Abuse  
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ASSESSING CAPACITY AND CONSENT 

“I'm at the age where food has taken the place of sex in my life. In fact, I've just had a mirror 
put over my kitchen table.” - Rodney Dangerfield  

AGEISM, ASEXUALITY, AND ICE CREAM 

No matter who we are, just for a moment when we hear the word “sex,” a 7th-grade snicker 
tickles the corners of our mouths and we can’t help but grin. There’s something about sex and 
intimacy that brings out that natural dopamine-induced drip of endorphins that make us wiggle 
just a little bit in our seats. However, sometimes the words that come after that - like “sex in 
long-term care,” instantly takes away the grins and giggles, and we find ourselves wiggling in 
our seats for a different reason. The smiles and memories are generally replaced with groans 
and visions of lawyers. Why is that? In the first instance we were thinking of sex as a human act 
with emotional ties; in the second, we were thinking of it like an overprotective father watching 
his daughter’s boyfriend meet her at the door. Every resident that enters our homes are at least 
18 years old. That, legally, makes them adults. We need to start looking at sex and aging in a 
new light. 

Western societies are behind the times. The United States, Canada, and Europe, among others, 
view getting older as cumbersome, frustrating, and ugly. We tend to view our elders as 
incompetent, needy, and simply “killing time.” We’re told it’s sad to get old and the visual of an 
elder in America is someone hunched over with a cane walking in the garden at the nursing 
home. Of course they’re not having sex! Sex is for young people!(1) These misconceptions, and 
the basic thought of elders having sex is like thinking of your grandparents snuggled up in bed 
naked. It’s easier to think of elders (and often those with mental illness or developmental 
disabilities) as asexual. They probably couldn’t physically do it, they mentally wouldn’t do it if 
they knew better, and so therefore, they just shouldn’t do it. Clinically, that sounds about right, 
however, we forgot about the person in that statement and that’s where we need to start our 
conversation about capacity and consent.  

Grisso and Applebaum(1) outline four criteria for determining mental capacity. The person must 
be able to: 

 Communicate a choice,  

 Understand the relevant information, 

 Appreciate the situation and its consequences, and 

 Display reasoning.  

This frame-work, along with others, focuses on important, often life-changing, decisions such as 
financial decisions or those related to major surgery, etc. In these situations having a 
designated power of attorney is appropriate and helpful. However, Tarzia(1) argues that 
different levels of consent require different levels of capacity. While it’s appropriate to rely on a 
power-of-attorney (POA) to decide whether a surgery with a high likelihood of death is 
necessary, it’s okay to ask a resident what flavor of ice cream he/she would like for dessert. 
Tarzia and others argue that decisions about whether or not to engage in sexual intimacy falls 
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closer to the ice cream capacity than the ICU. Of course, this leads us the next gray area of sex 
and intimacy - staff attitudes towards capacity and consent.  

STAFF ATTITUDES AND REACTIONS  

Read the following two scenarios: 

Situation 1: A colleague of yours entered a resident’s room and found two residents 
having sexual intercourse. One of them has dementia while the other does not.  

Situation 2: The CNA walks into a room where two residents, both with dementia, are 
having sexual intercourse.(3) 

What was your initial reaction? These situations were presented in a study by Villar et al. (2017) 
in order to explore staff responses to intimacy among persons with dementia in an 
institutionalized setting. The results were typical and varied. After offering these two scenarios, 
Villar et al. used a questionnaire to staff to gauge their responses and how they would react. 
The options were as follows: 

1. Apologize and quickly close the door.  
2. Pretend nothing happened.  
3. Discuss the situation with a supervisor or colleague. 
4. Discuss the situation with the family. 
5. Advise the couple how to do it to avoid risks. 
6. Investigate. 
7. Joke about it to colleagues. 
8. Make sure it didn’t happen again.  
9. Scold or admonish the participants.  

In both scenarios, talking with the supervisor followed by restricting practices and scolding 
participants were the top three responses from staff. Supporting practices were barely 
mentioned. In situation 2, staff chose to apologize and/or pretend nothing happened. More 
restrictive measures were discussed when only one partner had dementia.(3) An earlier study by 
Villar et al. (2015) noted slight changes in response based on place where sex was occurring and 
age of residents involved. Reactions from the 2015 study included teasing, reprimands, 
apologies, and both supportive and restrictive behaviors - the restrictive behaviors being the 
most common.(4) 

These studies support the foundation of the idea that sex in long-term care is complicated and 
staff do not know how to react. Studies conducted over the past 10-20 years show that sexual 
intimacy in long-term care has grown only slightly as the influx of baby boomers has become 
their journey into our homes and it’s not because they’ve lost the urge but rather the stigma 
and staff attitudes and the environmental limitations to make it happen inhibit, or at least limit, 
the act. 
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SEXUAL EXPRESSION AND ISB (INAPPROPRIATE SEXUAL BEHAVIOR) 

According to Nagaratnam and Gayagay (2002), sex is so much more than intercourse. Emotions 
and intimacy including tenderness, passion, warmth, and touching are part of sexual expression 
that are both normal and necessary (refer to Maslow’s Hierarchy, figure 1). 

  

FIGURE 1. MASLOW’S HIERARCHY OF NEEDS 

However, when staff consider sexuality in the elderly and/or for those with diminished 
cognitive ability, the same rules do not apply. A person who seeks sexual or intimate 
connection or satisfaction is perceived as a “dirty old man” or referred to as a “cougar.” Sexual 
expression is generally seen as positive or negative.  

Some positive forms of intimate expression include: 

 Hugging 

 Holding hands 

 Stroking one’s hair 

 Sitting close together 

Some negative forms of sexual expression or those considered as inappropriate sexual behavior 
(ISB) include: 

 Inappropriate sexual remarks 

 Inappropriate touching or fondling other residents and/or staff 

 Masturbating in front of others 

 Soliciting sexual or intimate acts(5) 



H A R D  T O  L O V E  
 

P a g e  |  6  

The Nagaratnam and Gayagay (2002) study looked particularly at eight residents with ISB and 
other behaviors such as aggression, irritation, and agitation - all behaviors associated with mid-
stage dementia. All the residents in the study were diagnosed with dementia. However, the 
clinically-significant finding suggested that seven of the eight had a silent cerebral infarct - that 
is no outward or significant symptoms of a stroke. (Confirmation of the strokes were seen on CT 
scans.) There are a host of physiological, environmental, and psychological elements that went 
into this study and another conducted with similar findings (6) but noting there was additional 
clinical cognitive deterioration other than just dementia in the presence of inappropriate sexual 
behaviors demonstrates that other factors played into the inappropriate behaviors. In other 
words, many people can have an intimate, respectful physical relationship that is absolutely 
appropriate anywhere else in society. It is also worth noting that in the Bardell et al. study that 
ISB was treated with common psychotropic medications such as citalopram (Celexa), olanzapine 
(Zyprexa), risperidone (Risperdal), and medroxyprogesterone acetate (Depo-Provera). The side 
effects of these drugs required many of them to be discontinued and there was little reduction 
in the sexually inappropriate behaviors (6). Prozac is also commonly prescribed to treat 

hypersexuality. Hypersexuality is defined by Merriam-Webster as “exhibiting unusual or 
excessive concern with or indulgence in sexual activity.” Symptoms of hypersexuality include 
repeatedly engaging in sexual fantasies or urges, discussing sex and intimacy at inappropriate 
times or settings, making inappropriate suggestions to staff on a regular basis, and physically 
engaging in self-satisfaction to the point where health is compromised.  

CAPACITY ASSESSMENT 

“Under American law, all individuals who have reached the age of consent have the right, and 
are assumed to have the capacity, to consent to sexual relations. The age of consent varies 
across states from 16 to 18 years of age. The nature of sexual behaviors requiring consent can 
range from touching to sexual intercourse. Long-term care facilities tend to be the primary 
venue for the issue of sexual consent capacity to be questioned.” - American Bar Association, 
American Psychological Association 

There is a fine line between being able to do something and knowing whether we should do 
something. It’s what we’re taught from the earliest age - should we do it just because our 
friends are? When it comes to having the cognitive capacity to consent to any behavior, we 
should first remember one hugely important point - every one of us in an individual. While we 
might be diagnosed with the same disease - Alzheimer’s, Parkinson’s, mental retardation, 
traumatic brain injury - it effects each of us completely differently. Add comorbidities to that, 
environmental factors, childhood experiences, and stages of dementia and there is no uniform 
recipe for capacity between individuals.  

Several assessment models have been created to determine cognition and capability. Two 
examples include the Lichtenberg model for cognitive impairment and the Murphy & 
O’Callaghan model for individuals with intellectual disabilities. In both models, researchers 
suggest that assessments should be conducted by licensed professionals such as nurses, 
physicians, nurse practitioners, and social workers and thoroughly documented. 
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MODEL COMPONENTS MEASURE OF CAPACITY   

Lichtenberg 
Model(7) 

Mini Mental State 
Exam and an 
extended 
interview 

First the MMSE is 
conducted. If a resident 
gets a score below 14, 
they are not capable of 
consent. 

If the score is 15 
points or above, 
the interviewer 
extends the 
assessment that 
identify 
awareness of 
relationship, 
ability to avoid 
exploitation, and 
awareness of 
potential risks. 

If all three areas of the 
extended interview are 
answered “yes,” then 
the resident is 
considered competent 
for an intimate 
relationship.  

 

Murphy & 
O’Callaghan(7) 

6 criteria required 
for capacity for 
consent  

1. Knowledge of body 
parts, sexual relations, 
sexual acts 

2. Knowledge of sexual 
relations, STDs, and 
pregnancy 

3. Understanding of 
appropriate sexual 
behavior and its 
context 

4. Understanding the 
sexual contact must be 
voluntary 

5. Ability to recognize 
potentially abusive 
situations 

6. Ability to show 
assertiveness in social 
and personal 
situations and reject 
unwanted advances 

  

 
The inability to meet some or all of these criteria do not necessarily exclude a resident from 
being intimate or sharing in sexual activity according to Hayer.(7) Hayer also suggests that the 
burden of capacity also includes the knowledge and day-to-day insight of caregivers within the 
home to determine whether or not that person is capable of understanding. For example, if a 
CNA walks into a room where sexual relations are occurring, the appropriateness of 
intervention should be based on whether the resident is able to consent, there is reasonable 
risk of harm, and whether the risk is to self or others (7). In other words, just because a staff 
member or family member may not like it, that is not sufficient grounds to interfere if all parties 
are consenting and it is safe.  
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POLICIES AND PROCEDURES 

All facilities where residents reside should have a policy on sexual expression, sexual consent, 
sexual education and protection, and resident rights. These policies should be communicated 
clearly to residents, families, guardians, and those with enacted power of attorney. As Hayer 
suggests, “long-term care homes should clearly articulate the law on the presumption of 
capacity to give consent and the limitations as a substitute decision-maker or power of 
attorney.” Homes should consider including a clinical assessment on sexual consent as part of 
the admission process(7), including provisions for those where capacity is questionable.  

Policies should also be clear on the role of guardians and families in determining capability for 
consent, including both heterosexual, homosexual engagement, and extramarital relationships. 

Policy and procedures should: 

 Be in writing,  

 Communicate resident’s right for sexual expression, 

 Provide education and protection (such as condoms and birth control options) for those 
residents wishing to engage in sexual relations (including access to physicians and 
therapists), 

 Educate caregivers on capacity requirement and when/if appropriate to intervene, and 

 Provide support for staff to be educated on resident rights of sexual expression, questions 
and answers from residents, appropriate assistive techniques, signs/symptoms of abuse.(7) 

After all, we have the burden of protective oversight and we need to protect ourselves but at 
the same time, it’s equally important that part of that protection is that afforded to every 
American citizen as written in the United States Constitution. And, as always, don’t forget to 
care plan it!  

UNDERSTANDING LEGALITIES AND RESIDENT RIGHTS 

STRAIGHT FROM APPENDIX PP(9) 

F550: Residents have the right to engage in consensual sexual activity. However, anytime the 
facility has reason to suspect that a resident may not have the capacity to consent to sexual 
activity, the facility must ensure the resident is evaluated for capacity to consent. Residents 
without the capacity to consent to sexual activity may not engage in sexual activity.  

NOTE: For information related to determining consent, refer to Assessment of Older Adults with 
Diminished Capacity: A Handbook for Psychologists - ©American Bar Association Commission 
on Law and Aging, American Psychological Association, located at 
http://www.apa.org/pi/aging/programs/assessment/capacity-psychologist-handbook.pdf  

Determinations of capacity to consent depend on the context of the issue and one 
determination does not necessarily apply to all decisions made by the resident. For example, 
the resident may not have the capacity to make decisions regarding medical treatment, but 
may have the capacity to make decisions on daily activities (e.g., when to wake up in the 
morning, what activities to engage in). Determinations of capacity in this context are complex 

http://www.apa.org/pi/aging/programs/assessment/capacity-psychologist-handbook.pdf
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and cannot necessarily be based on a resident’s diagnosis alone. Capacity on its most basic level 
means that a resident has the ability to understand potential consequences and choose a 
course of action for a given situation. Decisions of capacity to consent to sexual activity must 
balance considerations of safety and resident autonomy, and capacity determinations must be 
consistent with State law, if applicable. The facility’s policies, procedures and protocols, should 
identify when, how, and by whom determinations of capacity to consent to a sexual contact will 
be made and where this documentation will be recorded. See also 42 CFR §483.10(f) [F561] for 
concerns related to the resident’s right to self-determination through support of resident 
choice, and 42 CFR §483.10(b)(3)-(7) [F551] for concerns related to the exercise of the 
resident’s rights by the resident representative. 

GUARDIANSHIP ISSUES 

Under Missouri law, guardians and conservators retain specific rights, as does the ward. The 
Guardianship packet, developed in 2004 by the Missouri Protection and Advocacy Services(13) 
states the following 

“A guardian is a person who has been appointed by a court (usually the probate division of the 
circuit court) to have the care and custody of a minor or of an adult person who has been 
legally determined to be incapacitated. A conservator is a person or a corporation, such as a 
bank or trust company, appointed by a court (again, usually the probate division of the circuit 
court) to manage the property of a minor or of an adult person who has been legally 
determined to be disabled. 

“Guardianship is the legal process by which a court determines that a person is incapable of 
making decision about some or all areas of life. Because of certain medical conditions, a 
developmental disability, mental retardation, dementia, mental illness, or the inability to 
communicate, a person may not be able to take care of his or her own finances, make medical 
decisions, or understand the need for assistance with the activities of daily living. 

After the court has heard medical testimony and other reliable evidence, it may declare a 
person to be ‘incapacitated’ and appoint a guardian to make decisions on the person’s behalf. 
This determination of incapacity and the appointment of a guardian may take specific rights 
from the person. Once under guardianship, the court might refer to this person as the ‘ward,’ 
the ‘incapacitated person,’ or the ‘protected person.’ 

The court should specifically state which rights it is taking from the ward. The ward keeps all 
rights that the court has not specifically given to the guardian. State laws may also restrict the 
ward’s rights. The state Constitution, for example, may deny the ward the right to vote. The 
ward, however, has the right to the least restrictive guardianship suitable to his or her needs 
and conditions. The guardian also has the affirmative duty to advise the ward of his or her 
rights and to attempt to maximize the ward’s self-reliance and independence.”(13) 

The ward keeps the legal and civil rights provided to all US citizens except those rights which 
the court grants to the guardian. Two of these rights include the right to marry and the right to 
procreate.(13) Depending on the type of guardianship the guardian may have total control 
making decisions over the ward’s life (for those with Full Guardianship status), versus control 
over some but all not all of the ward’s life (for those with Limited Guardianship status). The 
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decisions related to full guardianship include whether or not to marry and with whom the ward 
may associate. More information can be found at the Missouri Revised Statues, Chapter 475 
Probate code-Guardianship http://revisor.mo.gov/main/Home.aspx. 

Determining if the person can distinguish between appropriate relationship behaviors, 
including sexual intimacy and marriage, is the key to providing person-centered care to these 
individuals, while at the same time proactively protecting them and following the statutes and 
rights of Missouri law and the U.S. Constitution.  

§483.10(A) RESIDENT RIGHTS 

§483.10(a)(1) A facility must treat each resident with respect and dignity and care for each 
resident in a manner and in an environment that promotes maintenance or enhancement of his 
or her quality of life, recognizing each resident’s individuality. The facility must protect and 
promote the rights of the resident. 

§483.10(b)(1) The facility must ensure that the resident can exercise his or her rights without 
interference, coercion, discrimination, or reprisal from the facility. 

§483.10(b)(7) In the case of a resident adjudged incompetent under the laws of a State by a 
court of competent jurisdiction, the rights of the resident devolve to and are exercised by the 
resident representative appointed under State law to act on the resident’s behalf. The court-
appointed resident representative exercises the resident’s rights to the extent judged necessary 
by a court of competent jurisdiction, in accordance with State law. (i) In the case of a resident 
representative whose decision-making authority is limited by State law or court appointment, 
the resident retains the right to make those decisions outside the representative’s authority. (ii) 
The resident’s wishes and preferences must be considered in the exercise of rights by the 
representative. (iii) To the extent practicable, the resident must be provided with opportunities 
to participate in the care planning process. 

Facility staff must obtain documentation that the resident’s representative has been delegated 
the necessary authority to exercise the resident’s rights and must verify that a court-appointed 
representative has the necessary authority for the decision-making at issue as determined by 
the court. For example, a court-appointed representative might have the power to make 
financial decisions, but not health care decisions. Additionally, the facility must make 
reasonable efforts to ensure that it has access to documentation of any change related to the 
delegation of rights, including a resident’s revocation of delegated rights, to ensure that the 
resident’s preferences, are being upheld.(9) 

Again, Appendix PP: 

“Right to personal privacy” includes the resident’s right to meet or communicate with 
whomever they want without being watched or overheard. Private space may be created 
flexibly and need not be dedicated solely for visitation purposes.  

Facilities must create and sustain an environment that humanizes and promotes each resident’s 
well-being, and feeling of self-worth and self-esteem. This requires nursing home leadership to 
establish a culture that treats each resident with respect and dignity as an individual, and 

http://revisor.mo.gov/main/Home.aspx
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addresses, supports and/or enhances his/her feelings of self-worth including personal control 
over choices, such as mealtimes, activities, clothing, and bedtime; privacy during visits, and 
treatments; and opportunities to engage in religious, political, civic, recreational or other social 
activities.  

And from 19 CSR 30-88 Missouri Department of Health and Senior Services:  

(29) The facility shall permit a resident to meet alone with a person or persons of his or her 
choice and provide an area which assures privacy. II/III  

(34) Each married resident shall be assured privacy for visits by his or her spouse. II/III 

Why am I sharing all this? Because it’s important to note, directly from the CMS regulations, 
that not only are we REQUIRED to uphold resident’s rights in matters of sexuality whether 
capability for consent is found, just because someone has family, a guardian, or a POA, doesn’t 
mean their right to certain decisions, such as sexuality.  

The United Nations Convention on the Rights of Persons with Disabilities reports state parties 
(such as the United States of America) shall 

(a) (Article 25) Provide persons with disabilities with the same range, quality and standard of 
free or affordable health care and programmes as provided to other persons, including in 
the area of sexual and reproductive health and population-based public health 
programmes; 

(b) (Article 5) Recognize that all persons are equal before and under the law and are entitled 
without any discrimination to the equal protection and equal benefit of the law.(10) 

This is an important point - we are guaranteed rights as human beings, including sex and 
intimacy. While in the course of caring and advocating for our residents, we need to make sure 
we don’t take away their basic rights. The next section will talk about how we can do make that 
happen in the literal sense.  

CREATING AN ENVIRONMENT FOR INTIMACY 

Have you ever had someone walk in on you during an intimate moment? Is there anything 
more of a mood-killer? This section will give you some real-life tips to living up to those 
resident’s rights at intimacy without it being awkward for you and making it respectful for 
them!  

 Place - Residents rooms often serve as their bedroom, living room, and office all in an 8x8 
foot area, usually with a twin-sized hospital bed, a roommate, and no lock on the door. All 
of these factors do not lend themselves to intimacy. Consider a place in your home where 
residents can have complete privacy, including access without having to ask permission, and 
the ability to put a sign on the door to indicate privacy. The sign doesn’t even have to say 
“Do Not Disturb,” but rather looping a ribbon around the door signaling “occupied” would 
be less obvious and more dignified. If another room isn’t available, consider how give the 
resident privacy in their own room without jeopardizing the rights of the roommate.  
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 Occasion - Celebrate individuality by helping residents get dressed up for “date-night,” offer 
special beverages or snacks. Ask if there is a particular movie or music they would like and 
provide a quiet place for them to enjoy it with their partner. We forget, particularly when it 
comes to couples in our homes, that there is still a need to feel physically special - a close 
shave, a nice sweater, a spritz of cologne. Take those few extra moments and help them 
enjoy their moments to the fullest. I even know of some homes where the administrator 
goes out and buys flowers for a resident from her husband. Memories, old or young, 
matter. 

 Opportunity - Self-directed activity! Need I say more?! It’s okay not to have that activity 
calendar packed to the gills. If intimacy is something your resident enjoys, make time for 
that in their schedule - not yours. Ask if there’s anything you can do to help (with a wink and 
nod!) Don’t make it awkward - make it special, whenever and however the residents wish.  

 Education - This is key for both residents and staff, although I wouldn’t provide it together.  
o Residents - Depending on your individual residents, offer a health fair, including 

information from your local health department on sexual safety, STDs, and signs of 
abuse. You might also offer an individual letter that is delivered to each resident’s room 
with information. Make condoms available without issue. While some residents may 
ask, others will not. Making them available discreetly, perhaps in a shower room, or 
somewhere more private, may be more effective than keeping them on the med cart. 
To me that’s awkward - it would be like asking your mom for a rubber before you go out 
on Friday night.  

o Staff - It’s important to give you staff a little sex education too. Physiological or physical 
changes or disabilities may require staff to have more of role than simply hanging a Do 
Not Disturb sign on the door.  

 First of all, remind them to be discreet. Jokes, whispered stories, and awkward looks do not 
go unnoticed by residents and may discourage them from sexual intimacy.  

 Secondly, apologize and close the door! Provided both partners are capable, consenting 
adults and there is no risk for harm to either person, it is not appropriate for staff to 
intervene on the basis of personal bias.  

 Third, be clear on your company’s policy and professional procedures on sexual intimacy. 
Staff need to know exactly what is okay and what is not, how someone is assessed for 
capability, and what to say to family members or guardians who may struggle or find fault 
with their loved one’s actions.(4) 

Unfortunately due to the simple architectural design and the implied psychological control of 
skilled nursing homes, finding ways to be intimate without being awkward or admonished can 
be difficult. I challenge you to think outside the box. Instead of parking everyone in wheelchairs 
in front of the TV for movie night, offer couches and love seats. Getting sparkling grape juice or 
champagne and wine glasses (the Dollar General has them cheap!) Show R-rated films that may 
include adult content! It’s okay! I’d guess most of your residents have had sex in their lifetimes 
and some may be having it now. It’s not our jobs to manage their lives. It’s our jobs to monitor 
them for safety, prevent abuse, and provide any needed assistance.  
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PREVENTING AND MANAGING SEXUAL ABUSE 

In 2016, the National Ombudsman Reporting System registered 16,000 complaints of abuse, 
with approximately 3,000 of those being sexual abuse (10). While sexual expression and 
intimacy is an important part of resident rights, it is equally important that we protect those 
that count on us from unwanted sexual advances. Again, straight from Appendix PP: 

F600 §483.12 Freedom from Abuse, Neglect, and Exploitation The resident has the right to be 
free from abuse, neglect, misappropriation of resident property, and exploitation as defined in 
this subpart. This includes but is not limited to freedom from corporal punishment, involuntary 
seclusion and any physical or chemical restraint not required to treat the resident’s medical 
symptoms. 

“Sexual abuse” is non-consensual sexual contact of any type with a resident, as defined at 42 
CFR §483.5. Sexual abuse includes, but is not limited to:  

• Unwanted intimate touching of any kind especially of breasts or perineal area;  
• All types of sexual assault or battery, such as rape, sodomy, and coerced nudity;  
• Forced observation of masturbation and/or pornography; and  
• Taking sexually explicit photographs and/or audio/video recordings of a resident(s) and 

maintaining and/or distributing them (e.g. posting on social media).  
o This would include, but is not limited to, nudity, fondling, and/or intercourse involving a 

resident.  Generally, sexual contact is nonconsensual if the resident either:   
• Appears to want the contact to occur, but lacks the cognitive ability to consent; or  
• Does not want the contact to occur.  

Other examples of nonconsensual sexual contact may include, but are not limited to, situations 
where a resident is sedated, is temporarily unconscious, or is in a coma.(9) Unwanted sexualized 
kissing or fondling, unwanted interest in resident’s body, talking about sex and jokes, oral-
genital contact, vaginal rape, penetration also constitute sexual abuse.(11) 

STEP 1: SUSPECTING ABUSE 

Sexual abuse, like other types of abuse in the elderly or cognitively impaired, may not be 
immediately visible. Be aware of these physical and psychological signs: Injury, bruising, or 
swelling of anus, genitalia, presence of STDs without known partner, difficulty in walking, 
sitting, defecating, urinating, anxiety, hypervigilance, depression, and withdrawal.(11) 

In a study completed by Tiedemann (2006), the researcher presents examples from case studies 
stating that the majority of victims were female, aged 60-70 years old, with nearly 75% living in 
a nursing home, the remainder living in the community with a family member. Of those at the 
nursing home, 69% of the perpetrators were other residents and 5% staff - a not-so-subtle 
reminder to be aware of resident-to-resident interaction in your homes!(11) 

When confronted with suspected abuse, health care providers have to get past embarrassment 
or the idea that discussing these issues could be potentially undignified. It’s difficult enough to 
have these conversations but knowing what to say and how to say it can guide you through the 
process.  
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 Provide a quiet, private environment free from distraction where the resident is 
comfortable, preferably not the DON’s office or somewhere that could be perceived as “the 
principal’s office.” 

 Include another staff member. Sit at the resident’s level and be compassionate.  

 Ask the following kinds of questions. 
1. Has anyone ever hurt you? 
2. Has anyone ever touched you in a way you didn’t like? 
3. Has anyone ever made you do something you didn’t want to do? 
4. Are you afraid of anyone here?(11) 

 Be care not to ask leading questions or anything that would place blame.  

 Allow the person time to respond and note changes in their physical demeanor and 
response.  

 Additional follow-up may be required.  

STEP 2: INVESTIGATION 

Sexual abuse has been suspected. Now what do you do? It’s time to investigate. Start with 
these basic questions and assessments, as noted in Appendix PP.  

1. Was it consensual? Any investigation of an allegation of resident sexual abuse must start 
with a determination of whether the sexual activity was consensual on the part of the 
resident. A resident’s apparent consent to engage in sexual activity is not valid if it is 
obtained from a resident lacking the capacity to consent, or consent is obtained through 
intimidation, coercion or fear, whether it is expressed by the resident or suspected by staff. 
Any forced, coerced or extorted sexual activity with a resident, regardless of the existence 
of a pre-existing or current sexual relationship, is considered to be sexual abuse. A facility is 
required to conduct an investigation and protect a resident from non-consensual sexual 
relations anytime the facility has reason to suspect that the resident does not wish to 
engage in sexual activity or may not have the capacity to consent.   

2. Are there any signs/symptoms? Indicators of Potential Sexual Abuse in addition to reports 
from residents and others that sexual abuse occurred, possible physical indicators of sexual 
abuse that would require investigation by the facility and survey team include, but are not 
limited to bruises around the breasts, genital area, or inner thighs; unexplained sexually 
transmitted disease or genital infections, unexplained vaginal or anal bleeding, and or torn, 
stained, or bloody underclothing. Also be aware of frequent, unusual urinary tract 
infections, bloody or other vaginal discharge, or fecal incontinence. 

3. Are there psychosocial changes? Depression, anxiety, and posttraumatic disorder, sudden 
or unexplained changes in the following behaviors and/or activities such as fear or 
avoidance of a person or place, of being left alone, of the dark, nightmares, and/or 
disturbed sleep.  

4. For any alleged violation of sexual abuse, the facility must: 
o Immediately implement safeguards to prevent further potential abuse;  
o Immediately report the allegation to appropriate authorities;  
o Conduct a thorough investigation of the allegation; and  
o Thoroughly document and report the result of the investigation of the allegation (9) 
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STEP 3: PROCESS FOR IMMEDIATE SUSPICION OF SEXUAL ABUSE 

1. Remove the resident to a safe area and complete a thorough physical assessment (two 
nurses should be present). Offer comfort and support.  

2. Do not wash any linens or clothing items. Bag and label with the resident’s name, date, 
time, and initials of collector. 

3. Do not wash the resident or allow to shower, brush teeth, or clean dentures.(11) 
4. Bag and retain any adult briefs, bed pads, or underwear. Label as above. 
5. Notify the physician and obtain order for transportation to the ER.  
6. Notify the family if appropriate. 
7. If resident needs to urinate or defecate prior to transport to the ER, collect the urine or 

feces in a graduated toilet container.  
8. At the ER, a SAFE kit will be used for assessment (Sex Abuse Forensics Examination, aka 

Rape kit).  
9. If abuse is confirmed, law enforcement will be called and further investigation will be 

conducted from their office.  

STEP 4: PROCESS FOR SUSPICION OF SEXUAL ABUSE AFTER 12 HOURS 

1. Retain all of the evidence possible.  
2. Notify physician and discuss use of a SAFE kit (evidence can still be obtained up to 96 hours 

after the incidence).  
3. Follow instructions as given by DHSS and local law enforcement.  
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REPORTING DECISION TOOL 

STEP 5: EDUCATE, EDUCATE, EDUCATE! 

The first and also final steps in preventing and managing sexual abuse is education. Educate all 
new staff at orientation, and all existing staff yearly, on their roles as mandated reporters and 
your home’s abuse call tree. Post the abuse hotline number and remind staff that everyone has 
a responsibility to report suspicious behavior.  

Provide additional in-services and education for your staff by reaching out to local resources 
such as the health department, Area on Aging, and reputable web sites such as the National 
Center on Elder Abuse (12). For help with in-services, you can also contact your QIPMO nurse or 
leadership coach.  

Sexuality in long-term care isn’t about you or me. Being intimate and sharing sexual expression 
is a right every resident retains, regardless of their physical ability, age, or living situation. By 
assessing capacity for appropriate consent, understanding the legalities, creating opportunities 
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without discrimination or discourse, and knowing the difference between “safe” sex and sexual 
abuse, you can give your residents an environment for freedom of expression and intimacy 
where they feel comfortable and loved.  

"So it's not gonna be easy, it's gonna be really hard. And we're gonna have to work at this every 
day, but I wanna do that because I want you. I want all of you, forever. You and me. Every day." 
- Noah, The Notebook, by Nicholas Sparks 
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