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OUTLINE

Why is this an important topic?

• Issues related to aging, sexuality and the dementia resident

• What are your thoughts and feelings about the subject

Resident rights on the topic of intimacy and sexuality

• Ombudsman role 

The importance of education, policies, evaluation and service planning

Differences between consent and abuse; when to report 

Case Examples and Regulatory Lessons Learned

Resources
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FACTORS AFFECTING INTIMACY AND SEXUALITY

Intimacy and sexuality 

important

Ignored by practitioners

• In one study – 60% of care 

workers in nursing homes 

stated sexuality is not 

necessary

Often mislabeled 

as behavior

Sometimes it is 

behavioral and missed

Barriers (Clinical, Staff, 

Family, Regulations)

Strategies important to 

both assist residents and 

protect them

FACTORS AFFECTING INTIMACY & SEXUALITY

 Bias played forth in addressing the above case

• Ageism

 Older adults are not viewed as sexual beings and/or capable of sexual intimacy and 

sexual intercourse

 Family diminished the relationship and assumed it was o.k. since they viewed it as non-sexual

 As individuals age, they are viewed as asexual

 Meaning to behaviors is based on biases on age which influences

 Staff attitudes

 Family attitudes

 Judicial perspectives
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FACTORS AFFECTING INTIMACY & SEXUALITY

 Physical/Medical conditions

 Individuals become their diagnosis

 Argument that client was non-verbal, thus assuming cannot 

communicate

 No diagnosis of diminished mental capacity or dementia; however, it 

was assumed that the client 

 Could not consent

 Lacked capacity

FACTORS AFFECTING INTIMACY & SEXUALITY

Biases 

regarding 

sexuality

• Staff attitudes toward 

sexuality influenced 

approach

• Discomfort with issues 

of sexuality impacted 

how the matter was 

addressed

• Issues related to sex 

had been couched 

under descriptions of 

abuse and neglect

• Paternalistic approach 

to sexuality
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CONCEPTS

 CONSENT

 CAPACITY 

 SAFETY 

 BOUNDARIES 

INAPPROPRIATE SEXUAL BEHAVIOR

 IS IT INAPPROPRIATE OR EVEN SEXUAL?

 BOUNDARY VIOLATIONS 

 GRABBING DURING CARES HAPPENING TO HIT THE RIGHT SPOT 

 UNDRESSING IN THE HALLWAY FOR TOILETING PURPOSES

 SEXUAL COMMENTS WITHOUT THREATS OR COERCION 

 STAFF OVERREACTING DUE TO THEIR OWN SEXUAL HISTORY 
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SEXUAL BEHAVIORS

 DOES IT CROSS THE BOUNDARIES? 

 UNWANTED SEXUAL ADVANCES IN BY SOMEONE OR TOWARD 

SOMEONE WHO CLEARLY LACKS CAPACITY 

 SEXUAL THREATS TOWARD ANOTHER RESIDENT

 EXCESSIVE MASTURBATION TO POINT OF PHYSICAL HARM OR IN 

PUBLIC AREAS 

ASSESSMENT

 Who, what, when and where and is it new?

 If anticipated, occurs during bathing for example

• second observer who can comment on

• antecedents or precipitants and potential responses

 DX: TBI, Bipolar, Schizophrenia, FTLD, DLB, HD, alcohol dementia 

have highest incidence 

 Medications? Some can help, some can make it worse

 Other associated symptoms, insomnia, hyperactivity, pressured 

speech, grandiosity, perseveration 
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RESIDENT LEVEL APPROACHES

 Mitigate impact on others

 Adjust medications that may be causing the problem (Parkinson’s 

medications for example)

 Treat the underlying illness if it is a symptom of a condition, e.g. 

Bipolar, FTLD, HD, TBI

 Medication may be needed to reduce sexual drive if other measures 

not effective

 Activities to address boredom

 Redirect to room, pull curtain, for e.g. masturbation

SYSTEM LEVEL APPROACHES

OUNCE OF PREVENTION

 Staff education/competencies on Dementia, SMI & TBI

 assessment and intervention 

 syndrome informed ADL care

 Targeted interdisciplinary weekly rounds on the at risk residents 

 Residents on psychotropics

 Residents with a history

 Appropriate behavioral notes to guide clinical assessment and 

interventions
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SYSTEM LEVEL APPROACHES

 Address at a facility level with staff training in understanding capacity 

 Training to not overreact but to react appropriately dependent on 

circumstances

 Assist staff to understand the need for intimacy, not necessarily 

sexual, but when appropriate, sexual intimacy 

OMBUDSMAN ROLES AND RESPONSIBILITIES

Resolve complaints 

made by or for residents

Educate consumers and 

providers about resident 

rights and good care 

practices

Promote community 

involvement through 

volunteer Ombudsman 

opportunities

Provide information to 

the public on nursing 

homes, assisted living 

facilities, resident rights 

and policy issues

Advocate for residents’ 

rights and quality care in 

LTC facilities
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RESIDENT RIGHTS 

VIDEO CLIPS

 https://youtu.be/NbpvWaKTD80 - Residents Speak Out: 

Resident’s Rights

• Elderly residents in assisted living and long-term care speak out 

about their right to be treated as individuals and be allowed to 

do as much for themselves as they are able

 https://youtu.be/UciTFCPCivI - The Thin Edge of Dignity

• Dick Weinman, retired professor of broadcast communications at 

Oregon State University, author and former radio personality a 

moving presentation about his experience in as assisted living 

facility 

https://youtu.be/NbpvWaKTD80
https://youtu.be/UciTFCPCivI
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WHAT IS SEXUALITY AND INTIMACY IN 

THE OLDER PERSON

What is sexuality?  According to Stuart and Sundeed it is “an integral part of the whole 

person, to a large extent, human sexuality determines who we are. It is an integral factor in 

the uniqueness of every person.” Sexuality is the capacity for sexual feelings or it can also 

be used to define a person’s sexual orientation. 

Intimacy can be defined as close familiarity, friendship or more commonly as an intimate 

act, specifically, intercourse. For a lot of our seniors, intimacy, simply means being close to 

someone, physical touch, a close friend. I personally feel that a common misnomer is that 

intimacy is only sexual intercourse, but keep in mind, in this age group of 65+, intimacy 

can be as simple as a close friend or as intimate as a sexual partner. 

STEREOTYPES OF SEXUALITY IN THE OLDER PERSON

 Sexuality does not exist

• Sex is only for the young and attractive

 Sexuality is funny

• Make fun of the “taboo” subject

 Sexuality is disgusting

• Staff attitude, beliefs  

Kessel, B. (2001). Sexuality in the older person. Age and Ageing, 30, 121-

124. 
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PROBLEMS ENCOUNTERED 

 Aging

• Normal decrease in desire

 Medical

• Comorbidities associated with aging

 Psychosocial 

• Lack of partner, privacy

Kessel, B. (2001). Sexuality in the older person. Age and Ageing, 30, 121-

124. 

INTIMACY IN SENIORS WITH DEMENTIA 
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SEXUALITY IN FACILITY SETTINGS

 “As people age, they do not lose their need to intimacy, and in fact, 

because of losses due to nursing home placement, declining health 

and lifestyle changes, the need for intimacy may be even greater. An 

intimate relationship with another resident can enhance self-esteem 

and well-being.” Catherine Bradley, MSW

Sisk, J. (n.d.). Sexuality in Nursing Homes: Preserving Rights, Promoting 

Well-being. Aging Well Magazine, (2009). 

HEBREW HOME FOR THE AGED

 Sexual Expression Policy which “recognizes and supports the 
older adults’ right to engage in sexual activity.” 

• Based on the assumption of autonomy, civil and privacy rights of all 
people, including the protected rights of all older adults. 

 Assessing Consent to Sexual Activity in Older Adults

• 1. Ability to express consent/choices

• 2. Ability to appreciate sexual activity

• 3. Personal quality of life choices in the here and now 

 “We honor what remains in a person, not what’s gone.” – Daniel 
Reingold, CEO of Hebrew Home for the Aged 

http://www.riverspringhealth.org/advocacy/
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DEFINITIONS

 Intimacy

• An act or expression that serves as a token of familiarity.

 Sexual Intimacy

• A form of sensual expression between individuals that may include 
hugging, kissing, laying down together, touching the body in intimate 
places, intercourse, or other sensual activities.

 Sexual Abuse

• Any form of non-consensual contact including but not limited to 
unwanted or inappropriate touching, rape, sodomy, sexual coercion, 
sexually explicit photographing and sexual harassment. 

 Sexual Assault

• Any non-consensual or unwanted sexual contact that warrants medical 
treatment or forensic collection.

PROCESS STEPS

 PROTECT!

• Report to your Executive Director and Resident Care Director

• Is this a behavior?

• Is this reportable?

• Is this an established relationship between two residents?

 Have we established capacity?

 Do we have consent?

 What is the resident’s documented perspective?

 What is the families’ documented perspective?

 Is there a documented plan?
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ASSESSMENTS -
WHAT TO DO WHEN A RESIDENT WITH DEMENTIA 

BECOMES INTIMATE

 Relying on the nonresident spouse/family

• What does family think is right? 

 Substituted Judgement

• Facility would act as decision maker

 Best interests

• What would benefit the resident the most? 

 Functional competence

• Is a resident capable of decision making?  

STAFF RESPONSES

 React with gentleness and patience

 Respond carefully to threat and accusations

• Do not overreact or express shock

• Avoid arguing or getting angry

• Don’t shame or ridicule

• Gently remind a person when behavior inappropriate

• Be matter of fact

 When appropriate increase the level of appropriate physical contact – more 
on this later

 Seek outside help



7/14/2018

14

PROCESS STEPS

ESTABLISHING CAPACITY

 What is capacity? How is it documented?

• Some persons incorrectly assume that anyone with dementia 
lacks capacity to consent to a sexual relationship

 Establishing Capacity (BOTH residents) – some things to 
consider:

• Ask those who know the resident well (family, friends)

• Are the residents aware of who is initiating contact (sexually 
or just intimate)?

• Are the residents misidentifying each other (delusional 
behaviors)?

• Can the residents state what level of sexual intimacy they 
would be comfortable with?

PROCESS STEPS

ESTABLISHING CAPACITY

 Establishing Capacity (BOTH residents) – some things to 
consider:

• Is either resident aware of the relationship?

• Is the behavior consistent with past held beliefs and values?

• Are either resident capable of saying no or yes?

• Do either resident recognize this may be time limited?

• Do either resident recognize health or other risks?

• Is either resident being coerced, forced or threatened?

 It is important for an assessment to be conducted in 
order to discern impulsivity vs. behavior vs. relationship
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CONSENT

 Based on capacity findings – discussed with family, resident and staff

 Documented

 Plan is established

INVOLVEMENT  OF OTHERS

 Important to involve both families.

 What are the limits?

 Do they understand the risks?

 When will they be notified of changes?

 If this is a behavior what will the plan be?



7/14/2018

16

COUPLING

 Is this a relationship between two residents or behaviors by one 

resident?

• Provide opportunities and locations for intimacy

 Identification of risks – UTI’s, HIV, STD’s, other injuries – how will 

these be prevented?

 What will occur with changes in the relationship?

CARE / SERVICE PLANNING

 Identification of specifics

 Reviewed quarterly

 Reviewed with changes

 Understood by all - available
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ABUSE VERSUS CONSENT 

1. Has a crime 

occurred? 

2. Has sexual abuse 

occurred? 

3. Has inappropriate 

sexual activity 

occurred? 

4. Has a real 

relationship 

occurred? 

http://www.riverspringhealth.org/advocacy/

SEXUALLY INAPPROPRIATE 

BEHAVIOR 

 Inappropriate behavior is not uncommon in residents with 

dementia

 Research suggests that staff and family disagree on what is meant 

by appropriate or inappropriate behavior

 If relationship deemed inappropriate offer alternatives:

• Massage

• Exercise class

• Manicures, pedicure, facials 

• Pet Therapy
International Longevity Center. (2011). The last taboo [Brochure]. London: 

Author.
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CASE EXAMPLES

Resident #1

• Male

• Admitted to 

SNF with 

diagnosis of 

alcohol 

induced 

dementia

Resident #2

• Female

• Admitted to 

SNF with 

diagnosis of 

dementia

Resident #3

• Female

• Admitted to 

SNF with 

diagnosis of 

dementia

CASE EXAMPLE NO. 1

 A facility staff member finds Resident #1 in Resident #2’s room.  

Resident #2 is laying in bed.  Resident #1 is standing at the bed with 

his pants down and his genitals were exposed.  The staff member 

tells Resident #1 to stop, he gets mad but leaves the room.

 These residents had not previously been observed to be a couple.  

 There was no care planning around sexual intimacy for either 

resident before this incident.  

 Incident not reported to DSHS.  
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CASE EXAMPLES NO. 1

 Days later, Resident #1 was observed in Resident #3’s room, found by staff, preparing to 

begin sexually inappropriate behavior.  Resident #3 expressed concern about Resident #1 

and did not want him in her room again.

 After the incident with Resident #3, the care plan of Resident #1 was updated to identify a 

behavior problem with sexual advances.  

 The behaviors were to be managed with removing him from the situation and 

immediately redirecting him from other residents’ rooms.  

 Days later, Resident #1 was observed attempting to enter Resident #3’s room and was 

redirected.  

 After additional instances with Resident #1 attempting sexual contact with Resident #3, 

DSHS was notified.  DSHS had not been notified earlier because staff thought the 

behaviors were consensual because the female residents did not object.  

CASE EXAMPLE NO. 1

 None of the care plans for these residents contained an assessment 

regarding the resident’s capacity to consent to sexual relationships.  

 Only the male resident’s care plan was updated after the first 

incident.  

 The female residents’ care plans were not updated, but notes were 

entered in the chart about the incidents and alert charting was 

initiated.
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CASE EXAMPLE NO. 1

 DSHS found immediate jeopardy.

 The facility failed to recognize the incidents as sexual abuse or sexual 
harassment.  DSHS found no evidence of an effective plan to protect other 
residents from Resident #1’s behaviors.  Thus, all residents continued to be at 
risk.  F-226 (failure to follow policies)

 DSHS found a failure to provide medically related social services to Residents #2 
and #3 for sexual harassment or sexual touching.  The facility failed to advocate 
for these residents by assessing their decision making capacity and ability to 
consent to sexual overtures, and failing to protect them while assessment was 
ongoing.  F-250 (medically related social services)

 By viewing Resident #1’s behavior as a pursuit of intimacy instead of potential 
sexual abuse, the facility failed to advocate for Residents #2 and #3’s safety and 
well being, causing harm.  This placed all female residents residing on the 
dementia unit at risk for sexual abuse or harassment.

 Facility was cited for failure to maintain the highest practicable physical, mental 
and psychosocial well being of each resident.  F-490

CASE EXAMPLE NO. 2

 Betty was a 66 year old widow.

 She had two daughters and a son.

 She was living independently in the community in IL.

 Betty met Earl, a 75 year old widower who also lived in her IL 

community.
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CASE EXAMPLE NO. 2

 For four years, Betty and Earl were a couple.

 They traveled together.

 They maintained separate residences.

 They contemplated marriage, but decided against it because 

Betty would lose her VA benefits.

 The relationship is sexually intimate, but intimacy is never 

discussed with the family. 

 Betty’s family objects to the relationship.

CASE EXAMPLE NO. 2

 Earl finds Betty at home on the floor, calls 911.  Betty is admitted to 
the hospital.  Earl is present at the hospital and rehab facility daily for 
two months.

 Betty is diagnosed with left hemispheric cerebrovascular accident 
(CVA).

 Result was swallowing impairment, expressive aphasia, and right 
sided paralysis.

 Difficulty expressing language.

 Never had any diagnosis of mental/cognitive impairment or 
dementia.
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CASE EXAMPLE NO. 2

 Betty is admitted to SNF.  No documentation of mental/cognitive 

decline.  Showed ability to problem solve and make her needs 

known.

 If she had pain, she would take staff to med-cart.

 Betty would review activities calendar and get herself to events.

 If she wanted Earl, she would point to his picture.

 Earl did not have trouble understanding or communicating with 

Betty after her CVA.

CASE EXAMPLE NO. 2

 Earl visited her at SNF almost daily for two years.

 Family was present at some visits and knew Earl visited regularly.

 Couple often seen kissing and holding hands during visits.

 Facility did not care plan the relationship, just as many facilities do 

not care plan a relationship between a husband and wife
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CASE EXAMPLE NO. 2

 CNA observed Earl in the dining room alone with Betty, massaging her 
shoulders and “top of breasts.”  CNA leaves, comes back 10 minutes later, has 
conversation with them, and does not observe any distress by Betty.

 CNA reports the “incident” to DNS.

 DNS decides to talk to the resident and her daughter.

 Social worker “uncomfortable” with discussing “sex” with elderly resident.

 Social worker determines it is more appropriate to discuss with daughter only.

 Social worker meets with daughter days later.  Daughter is not troubled.  
Daughter reports to son.

 Son “speaks” with Betty who then indicates she does not want to see Earl 
anymore.

 Son calls police, DSHS.

 Facility cited for IJ, CMP, stop placement.  Betty and Earl never see each other 
again.

CASE EXAMPLE NO. 2

 F-223 Abuse.  DSHS viewed this case as sexual abuse.

 Sexual abuse is any form of non-consensual physical contact, 

including sexual conduct with a person who lacks the mental 

capacity to exercise consent.
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CASE EXAMPLE NO. 2

 Was this case abuse or consensual?

 No indication of non-consensual interaction.

 No indication of rape or molestation.

 No indication of diminished mental capacity.

 No indication of inability to exercise consent.

CASE EXAMPLE NO. 2

 F-226 (Failure to follow policies)

 Institutional policies addressed sexuality from the perspective of 

abuse and mandatory reporting.

 Facility did not have policies on sexual intimacy.

 Policies, or lack of policies, are often reflective of a culture of 

discomfort or uncertainty of addressing sexuality.
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CASE EXAMPLE NO. 2

 What could have prevented this outcome?

 Care planning around the relationship at the time of admission with the 
inclusion of Betty.

 Care planning around the relationship with ongoing assessments, 
including Betty, in the discussion to see if she continues to consent.

 Documenting Betty’s ongoing capacity and consent.

 Having a policy addressing sexual intimacy.

 Including Betty in the discussion of the “event” rather than discussing 
only with a family member.

 Education to staff regarding sexual intimacy, rather than limiting 
education to potential abuse.

 Documenting family’s awareness of the relationship.

REGULATORY LESSONS LEARNED

 Clearly delineate policies on abuse/neglect versus consensual sexual 

interactions.

 Develop staff training to address sexuality and consent; 

understanding difference between potential sexual abuse and 

potential, consensual sexual intimacy.

 Promote environment that promotes safety and enables staff to 

approach possible situations with comfort.

 Documentation:  Facility cannot act as a passive entity waiting for the 

resident to come forward with reports of abuse and neglect.  Do not 

rely on a resident’s ability to “make needs known.”
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REGULATORY LESSONS LEARNED

 Are your records consistent?

 Some staff may note a resident can communicate while others 

note the resident’s response to questions are inconsistent or not 

reliable.  If this resident is having a sexually intimate relationship, 

what is that resident’s true level of consent and capacity?

REGULATORY LESSONS LEARNED

 Community staff need to communicate about potential sexual 

relationships and take some type of action.

 If community learns of a potential relationship, it must act 

immediately.  Do you stop the activity?

 Evaluate, identify, monitor, assess.

 Investigation.

 Who is advocating for the resident?  Social worker should take an 

active and educated role.
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CARE / SERVICE PLANNING EXAMPLE

Need What resident does What care staff do

Mary has the need for 

intimacy with staff and other

residents

Holds hands, likes hugs, will 

sometimes attempt to kiss 

residents that do not want 

to be kissed.

Give Mary lots of hugs.

Involve her in activities 

where there is hand holding.

Hold her hand when you 

walk with her.

Encourage her to hold 

hands at activities with 

residents who also like to 

hold hands.

Monitor her activities and if 

she is attempting to kiss a 

resident who is offended by 

activity – separate to protect 

her from injury.

CARE / SERVICE PLANNING EXAMPLE

Need What resident does What staff do

Mary and resident in room 

100 are in an intimate 

relationship. Family aware.

Mary is incontinent and 

wears briefs. Both residents 

are at risk for infections.

Both residents require 

private time – known to lay 

down in bed; may fondle 

each other, hug and kiss.

Staff should intervene if the 

residents are undressing. 

When alone residents 

require checking every 15 

to 20 minutes.
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CARE / SERVICE PLANNING EXAMPLE

Need What resident does What staff do

Joe has the behavior of 

touching staff in sexually

inappropriate ways 

(touching breasts and other 

private areas, making sexual 

comments).

Has a need for intimacy.

At risk for doing same 

activity with other residents 

within the facility.

May touch breast or other 

private areas when 

providing care as well as 

making sexual comments.

Redirect the resident. 

Explain you have a 

boyfriend or a husband and 

he should stop.

Monitor his behavior to 

protect other residents and 

Joe.

Report any behaviors.

Involve him in touching 

activities to meet his need 

for intimate contact.

WHEN AND WHAT TO REPORT

 To ADM / Executive Director and/or Resident Care Director  / DNS 

when there are changes to behaviors and/or intimate relationships

 Sexual Abuse

 Sexual Assault

 Unidentified relationships (meaning process steps not initiated and 

documented and service plan not developed)
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WHAT TO DOCUMENT

 Assessment of capacity and consent

 Assessment of health and safety risks

 Discussions with residents, staff and families

 The plan of care

 Interventions appropriate to risks associated with specific sexual 

behaviors

 Interventions to minimize general health and safety risks

 Behavioral interventions

OTHER THINGS TO CONSIDER

 Staff and family education

 Include this topic as part of your admission process in order to 

start the conversation

• Make no promises other than evaluation / assessment and notification 
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EXAMPLE STORIES

 From “The Last Taboo” 

• Sheila and Bill

• Patricia and Elaine

• Norman and Marie

• Andrew and Jane

• Frank and Maggie

• Jack

RESOURCES

 Best Practice Approach to Intimacy and Sexuality – a guide to practice and resource tools for 
assessment and documentation: September 2007. Contact: Debora Steele RN BSsN CPMHN© 
GNC ©, PRC Lanark, Leeds and Grenville.

 www.fcm.missouri.edu/PDFs/LongTermLinkssum01.pdf

 http://www.fhs.mcmaster.ca/mcah/cgec/toolkit.pdf

 The Hebrew Home for the Aged

• Freedom of Sexual Expression: Dementia and Resident Rights in Long-Term 
Care Facilities 

 International Longevity Center - The Last Taboo

 Alzheimer’s Association

 MMLearn.org 

• Free online training videos

http://www.fcm.missouri.edu/PDFs/LongTermLinkssum01.pdf
http://www.fcm.missouri.edu/PDFs/LongTermLinkssum01.pdf
http://www.fhs.mcmaster.ca/mcah/cgec/toolkit.pdf
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