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Abstract

Evidence exists suggesting that most sexual aggression against older adults occurs in long-term
care facilities. Fellow residents are the most common perpetrators, often due to inappropriate
hypersexual behavior caused by dementing illness. This resident-to-resident sexual aggression
(RRSA) is defined as sexual interactions between long-term care residents that in a community
setting would likely be construed as unwelcome by at least one of the recipients and have high
potential to cause physical or psychological distress in one or both of the involved. Although
RRSA may be common and physical and psychological consequences for victims may be
significant, this phenomenon has received little direct attention from researchers to date. We
review the existing literature and relevant related research examining elder sexual abuse and
hypersexual behavior to describe the epidemiologic features of this phenomenon, including risk
factors for perpetrators and victims. Preventing and managing sexual aggression in nursing homes
is made more challenging due to the legitimate and recognized need for nursing home residents,
even those with advanced dementing illness, to sexually express themselves. We discuss the
ethical dilemma this situation creates and the need to evaluate the capacity to consent to sexual
activity among residents with dementing illness and to re-evaluate capacity as the diseases
progress. We offer suggestions for managing RRSA incidents and for future research, including
the importance of designing effective interventions.
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INTRODUCTION

A common and accepted definition of sexual assault is: non-consensual physical contact of a
sexual nature, not necessarily involving intercourse. If this definition is applied to the
epidemiology of sexual assault of older adults, most sexual assaults of older persons
probably occur in nursing homes!- 2 rather than in the community. And, contrary to popular
perception, most sexual abuse of this type commonly involves nursing home residents
assaulting other residents3-3 rather than staff assaulting residents. A representative case of
this resident-to-resident sexual aggression (RRSA) was described in a 2001 report of the US
House of Representatives Special Investigations Division® entitled Abuse of Residents is a
Major Problem in U.S. Nursing Homes. In this case, a male resident with an extensive
history of inappropriate sexual contact was discovered by staff lying on top of a female
resident with his pants and underwear off, attempting to pry her legs apart. This RRSA may
be largely due to disinhibited hypersexual behavior that occurs in older adults with
dementia.

Preventing and managing sexual aggression in nursing homes is made more challenging due
to the legitimate and recognized need for nursing home residents, even those with advanced
dementing illness, to sexually express themselves. Thus, nursing home clinicians, staff, and
administrators are faced with the challenge of maintaining the delicate balance between
facilitating consensual sexual expression and ensuring resident safety from aggressive
behavior. Complicating this issue further is the need to evaluate the capacity to consent to
sexual activity among residents with dementing illness and the challenges associated with
re-evaluating capacity as the diseases progresses.

Although RRSA occurs in nursing homes and other long term care settings, has profound
clinical implications, and raises vexing ethical and policy issues, it remains virtually
unstudied. Our goal is to raise awareness about this challenging problem, provide
preliminary practical suggestions for nursing homes trying to prevent and manage it, and
propose an agenda for future research.

METHODS

RESULTS

As RRSA is a medical and psychosocial problem which may have a wide range of physical,
mental, and social consequences for victims and perpetrators, our search for relevant
publications included medical, psychological, and social-science literature. We searched the
following databases: PubMed, EMBASE, CINAHL, PsycInfo, AgeLine, Sociological
Abstracts, and ISI Social Sciences Citation Index from 1980 to December 2009. Keyword
search strategies designed to exhaust the literature included combining “elder abuse” and
“sexual abuse” as well as searching both for “hypersexuality” and inappropriate sexual
behavior.” All searches were combined with “nursing home,” “long-term care,” or
“residential facilities” to focus on studies in these settings. Additionally, reference lists of
selected articles were reviewed to identify additional potentially relevant studies.”- 8

We found only 8 original studies that focus directly on resident-to-resident sexual
aggression and only a single review article? that focuses exclusively on RRSA. The original
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studies are summarized in Table 1. As this direct research is limited to small case series and
little is currently known about RRSA, this preliminary literature synthesis of the
phenomenon also includes other relevant related literatures such as elder sexual abuse and
dementia-related inappropriate sexual behavior. Although these related studies do not
directly address RRSA, they provide indirect preliminary evidence that may shed light on
aspects of the phenomenon and suggest directions for future research.

We define resident-to-resident sexual aggression (RRSA) in long-term care facilities as
sexual interactions between long term care residents that in a community setting would
likely be construed as unwelcome by at least one of the recipients and have high potential to
cause physical or psychological distress in one or both of the involved.

Within this general definition, RRSA constitutes a wide spectrum of behaviors. The
National Center of Elder Abuse definition of sexual abuse includes: unwanted touching, all
types of sexual assault or battery, such as rape, sodomy, coerced nudity, and sexually
explicit photographing.!? Commentators have enumerated other behaviors that comprise
elder sexual abuse, including several that are relevant for RRSA: sexual harassment, forcing
to view pornography, exhibitionism, and threatening to molest or rape.!! In addition, sexual
contact with any person incapable of giving consent is considered sexual abuse. 10 This
definition has profound implications for a population in which the prevalence of incapacity
is very high in comparison to community-dwelling subjects. Assessing capacity and
differentiating between consensual and non-consensual sexual behaviors creates significant
challenges for nursing homes (see “Guidance for Physicians, Administrators, and Staft”

below).

Any definition of RRSA is necessarily problematic because some behaviors in cognitively
impaired persons that are perceived as inappropriate or aggressive may not in fact be
motivated by sexual desire.!2- 13 Rather, such behaviors may be simply an expression of a
need for intimacy or reassurance, and the person may not perceive the difference between,
for example, touching a breast and touching a shoulder. Demented persons are also often not
acutely aware of their surroundings, so they may engage in behavior such as disrobing or
masturbating that may be appropriate in private but not in public. Behaviors such as
undressing or fondling genitals may be motivated not by sexual feelings but by
uncomfortable clothes, clothes that are too hot, or discomfort or itching.14 Further, a
cognitively impaired resident may misinterpret the activities of caregivers, such as a male
patient misconstruing hygiene care provided by a female nursing assistant as a romantic or
sexual advance.!3 In some cases, cognitive impairment may cause some residents to
misidentify others as their spouses or lovers and attempt to get into bed with other

residents.>

EPIDEMIOLOGIC FEATURES

Incidence and Prevalence

We found no studies to date that have systematically examined the prevalence of elder
sexual abuse in long-term care facilities. Existing research on the frequency of elder sexual
abuse is based exclusively on official reports of sexual abuse and gives little insight into the
problem’s actual incidence and prevalence. Sexual violence is the type least likely to be
acknowledged, detected, or reported to Adult Protective Services.1® This is due to the
significant barriers to reporting elder sexual abuse.!7 The victim may be reluctant to report
due to embarrassment, guilt, shame, or fear of reprisal. 18, 19 Fyrther, the victim may be
unable to report the incident due to cognitive or communication impairment. 19,20 T some
cases of severe dementia, the victim may not even perceive that he or she has been abused.

J Am Geriatr Soc. Author manuscript; available in PMC 2013 April 14.
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Even if an older person attempts to report sexual abuse, the incident may not be investigated
properly because it is erroneously assumed that, due to her cognitive impairment or age, she
cannot be an object of sexual desire and abuse. Due to these barriers, the National Center on
Elder Abuse has opined that the “extent of elder sexual abuse remains unknown.”2! In long-
term care facilities, where victims are more likely to be physically dependent, cognitively
impaired, and unable to communicate, it is reasonable to assume that the rate of incident
reporting may be even lower than in the community and complaints may frequently be even
more difficult to substantiate. Notably, a recent mock jury study found that jurors often
questioned the credibility of older adults in elder sexual abuse cases and were even less
likely to return a guilty verdict if the incident occurred in a nursing home.22

Existing examinations of reported cases of elder sexual abuse, though limited by the
methodological considerations described above, suggest that a significant fraction of these
cases occur in nursing homes and are perpetrated by residents. For example, one study of all
elder sexual abuse cases investigated in Virginia from July 1996 - June 2001 by its Adult
Protective Services program found that the majority of incidents (72%) occurred in nursing
homes, not the community, and most of these abusive incidents (69%) were perpetrated by
other residents rather than staff.! A national study of sexual abuse in care facilities found
that, while the largest number of (43%) of alleged perpetrators were facility staff, residents
represented the overwhelming majority (78%) of confirmed perpetrators.2? A case series
reporting on 50 substantiated cases of sexual abuse of older women in nursing homes found
that 90% of the perpetrators were male facility residents.2* An examination of sexual abuse
of male residents, a victim group often neglected, reviewed all cases reported to Adult
Protective Services (APS) in five states from May-October 2005 and found a resident was
the perpetrator in 67% of cases ultimately substantiated.25

Insight into the potential prevalence of RRSA is also provided by research on inappropriate
sexual behavior among cognitively impaired older persons, often referred to in the literature
as hypersexuality. Researchers found that 7% of community-dwelling Alzheimer disease
patients displayed sexual disinhibition.25 27 Hypersexuality would be expected to be even
more prevalent in nursing homes, where cognitive impairment is present in 80-90% of
nursing home residents in some studies,2® and well over 50% have dementing illnesses.2® A
study observing 124 nursing home residents with dementia for only one week noted
inappropriate sexual behavior in 4% of residents during this short period.30 In another study,
previous caregivers reported inappropriate sexual behavior in 5% of residents upon initial
admission to a nursing home.3! Given that primary caregivers may be reluctant to report this
type of behavior and that residents’ cognitive impairment will likely worsen during their
stay in the nursing home, this study underscores the potential prevalence of this
phenomenon. In a 400-bed extended care unit for aged men, researchers found that as many
as 25% of the residents engaged in inappropriate sexual behavior.32 A study in Japanese
group homes for older adults with dementia found that inappropriate sexual behavior was
the symptom creating the most stress for caregivers.33

Research on hypersexuality in nursing homes has thus far largely been independent from
research into sexual abuse in nursing homes, neglecting the potential effects of hypersexual
behavior on victimized fellow residents. We hope that this article will provide a bridge
between these two areas of inquiry. Notably, evidence of the impact of hypersexual
behaviors on others already exists. A survey of staff of 300 nursing homes in three states
found that 17-25% of residents had unpleasant experiences from the hypersexual behavior of
other residents and that 20-30% of instances of sexual behavior required staff intercession.34
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Risk Factors

In many cases of RRSA, both the perpetrator and victim may be considered victims, as the
“perpetrator” is a sufferer of a neurodegenerative illness such as Alzheimer disease.
Currently, little is known about the risk factors for perpetrating or being victimized by
RRSA, but literature in related areas, though limited due to its case series nature, offers
preliminary insight and suggests areas for future inquiry.

Perpetrators—Existing case series research on hypersexual behaviors suggests potential
risk factors for behaving sexually aggressively towards fellow residents. Men who are
cognitively impaired are more likely to display hypersexual behaviors than women with
cognitive impairment.35 Case reports exist, however, of cognitively impaired women who
suffer from erotomania.36 Research has suggested that the more severely cognitively
impaired patients are, the more prone they are to inappropriate sexual behaviors.3” Dementia
affecting the frontal or temporal lobe is generally thought to be more likely to trigger
hypersexual behavior than impairment affecting other brain regions,3® potentially from
decreased cortical executive inhibition required to keep sexual feelings suppressed.' In one
recent study, researchers found that while disinhibited behavior was more likely associated
with non-Alzheimer dementias, intimacy-seeking hypersexuality was more likely associated
with Alzheimer disease.2” In addition to dementia, hypersexuality may occur as a result of
delusional psychosis brought on by drugs, such as dopaminergics taken for Parkinson
Disease.3 Notably, a recent nationwide study of sexual abuse in care facilities found that
40% of resident perpetrators had cognitive impairment, 32% had psychiatric impairment,
and 28% had physical impairment.?3

There is also increasing concern that sexually aggressive behaviors in nursing homes also
may be perpetrated by non-demented residents who “prey” on other residents.*? A recent
report from the U.S. Govemnment Accountability Office (GAO) found 700 registered sex
offenders were living in nursing homes or intermediate care facilities for people with mental
retardation, with ~3% of all nursing homes that receive Medicare and Medicaid funds
housing at least one sex offender during 2005.4! The report also admitted that this number
was an underestimate, and the actual number may be twice as large. The extent to which
nursing homes are notified regarding the status of sex offenders probably varies
significantly, as does the degree to which this information is shared by facility
administrators with their staff.

Victims—The limited research on victims of elder sexual abuse suggests that they are
likely to be cognitively impaired. In case series, 60-67%2% 42 of victims were diagnosed
with some form of dementia, and researchers found that most of the victimized older adults
needed help with orientation to time (86%) and place (81%).!

Victims were also commonly physically impaired, with 66% needing at least some physical
assistance with ambulation and 15% not ambulatory.! Half of the victims required assistance
with ADLs and only 1/3 were able to walk without assistance.?? In addition, most victims
(89%) were unable to manage their own finances, even with assistance.!

Most sexual abuse victims identified are women, with studies finding female victims in
93.5-95% of reported cases.!» 4> Nevertheless, a study of 26 male victims found that they
had similar characteristics to female victims: most (77%) required physical or mechanical
assistance with ambulation, 15% were not ambulatory and 64% required assistance
managing their finances.25 Notably, fewer of these male victims were cognitively impaired,
with 46% not oriented to place and 61% not oriented to time.?

J Am Geriatr Soc. Author manuscript; available in PMC 2013 April 14.
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Little is currently known about the outcomes of RRSA as no longitudinal studies have been
conducted, but existing case series evidence in related areas suggests it may result in severe
consequences for victims and perpetrators. In patients of all ages, rape and sexual assault are
violent crimes that have the potential to cause both serious physical and psychological
consequences, but these consequences may be more severe for older persons, who may have
less physiologic reserve to weather the impact. An examination of 20 victims of sexual
assault in nursing homes found that 11 of the victims died within 12 months of the assault,
underscoring the potential severity of the associated trauma. 44 45

Researchers have found that older adult rape victims are more likely than younger victims to
sustain genital injury during a sexual assault, 6 with injury in nearly half of cases and
surgical repair required in 28%.47 This phenomenon may be due to reduced estrogen levels
in postmenopausal women that causes thinning and atrophy of the vaginal wall.46: 47 Older
adult victims are commonly physically frail with co-morbid conditions and thus may be at
greater risk for physical injury during an assault.*8 For example, a victim with osteoporosis
may sustain broken ribs if an assailant lies on top of him or her. Also, the stress of sexual
assault may potentially exacerbate chronic conditions such as hypertension and diabetes.4?

Sexually transmitted infections (STIs) may also be passed on during RRSA. Despite
stereotypes, there is an increasing recognition that older adults can be carriers and
transmitters of STIs, and the issue, historically ignored, is receiving increasing attention in
the literature.>% 5! Currently, more than 65 million Americans have incurable STDs, with
several million new infections each year, of whom 50% develop infections that are
lifelong.>2 Older women have a greater risk of contracting STIs during intercourse than
younger women, because increased postmenopausal vaginal mucosal friability can cause
abrasions and tears, making STI transmission more probable.53- 54 Surveillance studies in
Los Angeles and Washington state suggest that incident infections occur at all ages, >3- 56
with nongonococcal urethritis the most common incident STI in males aged 50-80 and
genital herpes the most common in women.>%

HIV / AIDS may also be contracted during RRSA. Ten percent of all Americans living with
HIV are over 50 years old,? and, as this disease is probably dramatically underdiagnosed
among older adults, the actual number of diseased is likely much greater.5” Residents with
HIV are not uncommon in some nursing homes,® as HIV can produce frailty, social
isolation, and significant caregiver burden that has been compared to the burden created by
Alzheimer’s disease.’® Advanced HIV may cause cognitive and behavioral disturbances,
which may progress to AIDS dementia complex,>® a condition that has been associated with
hypersexuality in the literature.50

Notably, STI diagnosis has actually assisted elder abuse case finding, as the unexpected
presence of a sexually transmitted disease may lead to the discovery of sexually aggressive
behavior in a nursing home.** The literature describes, for example, an incident where elder
sexual aggression was discovered after two residents on the same unit were diagnosed with
venereal warts (human papillomavirus) within a 6-month period.** This type of symptom
may be one of the few pathognomonic signs for elder abuse.

In addition to the physical and disease-related consequences of RRSA, there may be
significant psychological, emotional, and behavioral consequences for victims. Researchers
have described several symptoms related to post-traumatic stress.*4 61 Victims become
agitated, anxious, and more frequently display anger and non-compliance.5? Some refuse all
personal care.*? Victims suffer from appetite changes®3 and sleep disturbances. Some
attempt to wear multiple layers of clothing to cover and protect their bodies.? Sexually

J Am Geriatr Soc. Author manuscript; available in PMC 2013 April 14,
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abused nursing home residents may even refuse to be bathed by a CNA who resembles the
perpetrator.6* Although community-based studies have shown that older adults are less
likely than younger adults to suffer from post-traumatic stress symptoms and depression
after sexual assault,%% previous sexual assault during one’s life has been strongly associated
in older adults with depression, panic disorder, generalized anxiety disorder, and post-
traumatic stress disorder.%® These age-related differences in frequency may be due to older
adults minimizing reports of psychological symptoms due to previous cultural mores that
discouraged such reporting.65 Also, many anxiety-related difficulties among older persons
are manifested in physical complaints, raising the concern that these psychological issues
may be incorrectly attributed by staff to physical ailments or age-related physical decline.®’

Ethical and Policy Issues in RRSA

The issues raised by sexually aggressive behavior by residents in nursing homes are made
more complicated by the recently acknowledged importance of healthy sexual expression
among older persons, including those in long-term care facilities and with cognitive
impairment.

Qualitative studies have found that sex is an important component of close emotional
relationships later in life,%8 and older persons with an active sex life and intimate
relationships are more likely to report a higher level of life satisfaction®® and quality of
life.7? Sexual activity even has been found to have positive physiological consequences,
including arthritis prevention by maintaining a larger range of motion for joints, increasing
release of cortisone, which may prevent rheumatoid arthritis, and lubricating an atrophic
vagina through stimulation of blood flow.6?

A new more tolerant, permissive attitude towards consensual sexual practices is currently
growing in nursing homes, with increased staff education’!> 72 and detailed sexuality
policies within residents’ rights.”! Literature is developing that discusses how nursing
homes can facilitate and encourage relationships, including descriptions of weddings
between residents that have been facilitated by staff”> and even dispensation of sildenafil to
nursing home patients.”# This has the potential for significant improvements in quality of
life, but it raises complicated issues of coercion and consent capacity. This is of particular
concern if one partner is considerably more cognitively impaired than the other.

Literature exists discussing the ethics of allowing and facilitating sexual relationships in
long-term care.7+7% To effectively evaluate whether nursing home residents should be able
to participate in intimate relationships, nursing home staff must assess each resident’s sexual
consent capacity. Several approaches for assessment of sexual activity within nursing homes
have been presented in the literature, based on the resident’s ability to perform sexual acts
voluntarily and to understand the consequences of his/her actions. Some commentators also
suggest considering whether the current desires are consistent with residents’ pre-demented
behaviors and values.”* Regardless of which framework is employed, assessing the sexual
consent capacity of cognitively impaired older adults is complex, challenging, and not
absolute. Certain individuals may have capacity to consent to specific sexual acts but not to
others or to consent to sexual acts with specific partners but not with others.80 A partially
demented person may become confused or disoriented during sexual activity, making
consent uncertain.’® 80-83 Also, a cognitively impaired resident may not comprehend a
partner’s sudden request to stop sexual activity.”*

Tf sexual activity between residents is clearly ongoing or if residents approach staff
requesting arrangements be made so that they may be sexually active, the capacity of each
participant should be assessed and documented. We recommend initial assessment by a
geriatrician, an internist experienced in the care of older adults, a psychiatrist or a

J Am Geriatr Soc. Author manuscript; available in PMC 2013 April 14.
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psychologist. Ideally, consent capacity is reviewed by an interdisciplinary team of nursing
home staff.# Commentators have published sample scripts for evaluating a resident’s
consent capacity.80

When evaluating the resident’s capacity, nursing home staff must consider which sexual acts
a resident may consent to and with which partners. Any accommodations made by the
nursing home to facilitate the sexual activity should take this into account. Also, for
residents with cognitive impairment, due to the progressive nature of the illness, the team
must decide how frequently to re-evaluate them to ensure that they still have capacity.

Another challenging ethical issue is whether to allow sexual contact between married
nursing home residents when one partner becomes too cognitively impaired to consent.8>
While a strict definition of sexual abuse as non-consensual sexual activity of any kind would
make this activity impermissible,?> some commentators have argued that sexual contact
between loving spouses may be allowed even when one partner cannot consent.86

Sexuality in long-term care facilities is a complex, challenging, and evolving issue.
Ethically, it involves two competing principles: (1) the nursing home staff’s desire to honor
resident rights as autonomous adults and allow them the highest possible quality of life, and
(2) the need to protect them from physical and psychological harm. Navigating between
these principles is often difficult, but it is encouraging to see nursing homes focusing more
on resident rights and making policy changes to facilitate the types of romantic relationships
that can be very fulfilling later in life. At the same time, it is important to acknowledge the
potential dangers inherent in these more permissive sexual policies and to develop
organizational processes to ensure that all participants in sexual activities are engaging in
these activities safely, willingly, and with knowledge of the consequences.

The delicate balance between ensuring opportunities for legitimate sexual expression and
protecting nursing home residents from sexual aggression should be considered by
policymakers who should issue clear guidelines for assessing capacity to consent and for
reporting incidents of RRSA. Similar policies should be considered for assisted living
facilities, where residents may be at even greater risk because of the general higher level of
functioning and mobility in these facilities in comparison to skilled nutsing homes, and the
relatively lower number of staff to identify RRSA and intervene. Nursing home
responsibility to identify in advance and prevent this behavior and liability for failure to
protect residents should be evaluated. Also, standardizing notification to nursing homes
about residents who are sex offenders should be considered.

Needed to Provide Guidance for Physicians, Administrators, and Staff

Virtually no evidence-based research exists currently to guide clinicians on how to prevent
or manage RRSA and many aspects of the phenomenon are poorly understood. Despite this,
resident-to-resident sexually aggressive behavior detracts from quality of life in long-term
care and incidents may also predispose nursing homes to state and federal sanctions and
civil lawsuits,3- ? so guidance on prevention and management is imperative.

In cases of clear RRSA where consent to sexual contact by either or both parties is not
provided or cannot be reliably ascertained, disclosure is the best policy. Nursing homes
should report the behavior to the family or guardian of both perpetrator and victim and
should report the incident to their relevant state agency that receives reports of abuse.87
Unfortunately, state departments of health currently have a variety of reporting criteria,
many of which are nebulous and not operationalized. It is to be hoped that more guidance
for facilities and staff vis-a-vis reporting is forthcoming in the future as this issue becomes
better recognized. Ramsey-Klawsnik® has suggested a strategy for management of sexually
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duasnuepy Jouny Vd-HiIN

Jduosnuepy Joyiny Vd-HIN

Jduosnuepy Jouyiny d-HIN

Rosen et al.

Page 9

aggressive resident behavior witnessed by staff that interested readers may refer to for more
information.

Nursing home medical and care staff should be vigilant for signs and symptoms of sexual
abuse.? 87- 88 Indications that sexually aggressive behavior may be occurring include, for
example, when one or more female residents consistently avoid contact with a particular

male resident.’

All individuals with hypersexual behavior or possibly hypersexual behavior should be
seriously evaluated by staff, ideally in a multidisciplinary?? fashion. These behaviors should
not be ignored, as they may escalate quickly into a dangerous situation outside the view of
staff members or be associated with other dementia-related behaviors that are potentially
injurious. For clear situations of unwelcome RRSA there are a variety of behavioral
modification interventions,> 12 89-91 which, although not directly studied for RRSA and
based on only case series data, have at least some clinical or theoretical basis in the
literature.3- 90-93 These are listed in Table 2. Geriatricians and nursing home staff are
experienced in managing dementia-related behaviors and should be empowered to do so.
They may also be guided in management strategies by the related literature identifying and
examining non-pharmacologic strategies for agitated, aggressive or inappropriate behavior
in dementia,%4-%6

Pharmacologic options are described in Table 3,35, 97-101 byt readers should be cautioned
that their use is controversial and not based on strong evidence. Currently, research includes
only cases studies and case reports in male patients. 35, 101 Eyidence-based research is
needed to identify effective strategies to manage hypersexual behavior.

Future Directions for Research—Although limited empirical data exist about RRSA,
evidence exists suggesting that RRSA may be common, underreported, and may have a
profound and lasting effect on victims. Elder sexual assault is a challenging topic to study,
but researchers have been making progress in improving methodology.%0 Future RRSA
research will improve understanding of the phenomenon, and priorities should focus on
producing results that can be helpful to nursing home residents, staff, and administrators.
Priorities include qualitative studies to understand and characterize the full spectrum of
RRSA and to develop measurement tools, descriptive epidemiology to evaluate the
incidence, prevalence, and outcomes of the phenomenon, and analytic epidemiologic studies
to identify risk factors for sexually aggressive behavior towards other residents and for being
sexually victimized. Ultimately, evidence-based research should be conducted on potential
interventions to prevent or manage RRSA. Such efforts will empower nursing home
administrators and staff with tools to effectively control this problem while simultaneously
providing residents with an improved quality of life through intimacy and sexual expression

Acknowledgments

This research was conducted with support from National Institutes of Health grant R01 AG14299. Karl Pillemer
and Mark Lachs also acknowledge support from an Edward R. Roybal Center grant from the National Institute on
Aging (1 P50 AG11711-01). Dr. Lachs is the recipient of a mentoring award in patient-oriented research from the
National Institute on Aging (K24 AG022399). Tony Rosen’s participation was supported by the American
Federation of Aging Research (AFAR) Medical Student Training in Aging Research (MSTAR) fellowship
program. We are grateful to Kevin Pain, Michael Wood, and the Weill Comnell Library staff for their assistance
with database access and search strategies. We thank Dr. Jane Ehrenberg Rosen, who read several early drafts of
this article and made many valuable suggestions.

J Am Geriatr Soc. Author manuscript; available in PMC 2013 April 14,



Jduosnuepy Jouyiny yd-HIN Jduosnueyy Jouyiny yd-HIN

Jduosnuey Joyiny vd-HIN

Rosen et al.

Page 10

REFERENCES

1

11

12.

13.

15.

16.

17.

18.

19.

20.

21.

22

23.

. Teaster PB, Roberto KA. Sexual abuse of older adults: APS cases and outcomes. Gerontologist.

2004; 44:788-796. [PubMed: 15611215]

. Teaster PB, Roberto KA, Duke JO, et al. Sexual Abuse of Older Adults: Preliminary Findings of

Cases in Virginia. J Elder Abuse Negl. 2001; 12:1-16.

. Rosen T, Lachs MS, Bharucha AJ, et al. Resident-to-resident aggression in long-term care facilities:

Insights from focus groups of nursing home residents and staff. ] Am Geriatr Soc. 2008; 56:1398—
1408. [PubMed: 18637979]

-Rosen T, Pillemer K, Lachs M. Resident-to-resident aggression in long-term care facilities: An

understudied problem. Aggress Violent Behav. 2008; 13:77-87. [PubMed: 19750126]

- Shinoda-Tagawa T, Leonard R, Pontikas I, et al. Resident-to-resident violent incidents in nursing

homes. JAMA. 2004; 291:591-598. [PubMed: 14762038]

- Special Investigations Division. Committee on Government Reform. U.S. House of Representatives.

[Accessed April 3, 2010] Abuse of Residents Is a Major Problem in U.S. Nursing Homes 2001
(online). Available at: http://www.hospicepatients.org/ilaswan/nursinghomesabuse. pdf

. Oxman AD, Cook DJ, Guyatt GH. Users’ guides to the medical literature. VI. How to use an

overview. Evidence-Based Medicine Working Group. JAMA. 1994; 272:1367-1371. [PubMed:
7933399]

. Oxman AD, Guyatt GH. Guidelines for reading literature reviews. CMAJ. 1988; 138:697—703.

[PubMed: 3355948]

- Ramsey-Klawsnik H. Elder sexual abuse perpetrated by residents in care settings. Victimization of

the elderly and disabled. 2004; 6:81-93.

- Major Types of Elder Abuse 2007. National Center of Elder Abuse (online); Available at: http://
www.ncea.aoa.gov/ncearoot/Main_Site/FAQ/Basics/Types Of Abuse.aspx

- Ramsey-Klawsnik H. Elder sexual abuse: Preliminary findings. J Elder Abuse Negl. 1991; 3:73~

90.

Kamel HK, Hajjar RR. Sexuality in the nursing home, part 2: Managing abnormal behavior--legal

and ethical issues. ] Am Med Dir Assoc. 2004; 5:548-52. [PubMed: 1498461 1]

Kuhn DR, Greiner D, Arseneau L. Addressing hypersexuality in Alzheimer’s disease. J Gerontol

Nurs. 1998; 24:44-50. [PubMed: 9611564]

- Buhr GT, White HK. Difficult behaviors in long-term care patients with dementia. ] Am Med Dir

Assoc. 2006; 7:180-192. [PubMed: 16503312]

Hashmi FH, Krady Al, Qayum F, et al. Sexually Disinhibited behavior in the cognitively impaired

elderly. Clin Geriatr. 2000; 8:61-68.

Mickish, J. Abuse and neglect: The adult and elder. In: Byers, B.; Hendricks, J., editors. Adult

Protective Service: Reach and Practice. Chalrles C. Thomas; Springfield, IL: 1993. p. 33-60.

Burgess AW, Brown K, Bell K, et al. Sexual abuse of older adults. Am J Nurs. 2005; 105:66-71.

[PubMed: 16205414]

Vierthaler K. Best practices for working with rape crisis centers to address elder sexual abuse. ]

Elder Abuse Negl. 2008; 20:306-322. [PubMed: 19042659]

Burgess AW, Hanrahan NP. Issues in elder sexual abuse in nursing homes. Nurs Health Policy Re.

2004; 3:5-17.

Benbow SM, Haddad PM. Sexual abuse of the elderly mentally ill. Postgrad Med J. 1993; 69:803—

7. [PubMed: 8290413]

[Accessed April 3, 2010] Research and scholarship. National Center on Elder Abuse Newsletter.

April, 2004 (online). Available at: hitp://www ncea.aoa.gov/NCEAroot/Main_Site/pdf/newsletter/

newsletter_040426.pdf

- Hodell EC, Golding JM, Yozwiak JA, et al. The perception of elder sexual abuse in the courtroom.

Violence Against Women. 2009; 15:678—698. [PubMed: 19299250]

Ramsey-Klawsnik H, Teaster PB, Mendiondo MS, et al. Sexual predators who target elders:

Findings from the first national study of sexual abuse in care facilities. J Elder Abuse Negl. 2008;

20:353-376. [PubMed: 19042662]

J Am Geratr Soc. Author manuscript; available in PMC 2013 April 14.



yduosnuB JOUNY Vd-HIN 1duosnue JoyINY Vd-HIN

yduosnuey Jouiny vd-HIN

Rosen et al.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42,

43,

44,

45.

46.

Page 11

Teaster PB, Roberto KA. Sexual abuse of older women living in nursing homes. J Gerontol Soc
Work. 2003; 40:105-119.

Teaster PB, Ramsey-Klawsnik H, Mendiondo MS, et al. From behind the shadows: A profile of the
sexual abuse of older men residing in nursing homes. J Elder Abuse Negl. 2007; 19:29-45.
[PubMed: 18077268]

Bums A, Jacoby R, Levy R. Psychiatric phenomena in Alzheimer’s disease IV: Disorders of
behavior. Br J Psychiatry. 1990; 157:86-94. [PubMed: 2397368]

de Medeiros K, Rosenberg PB, Baker AS, et al. Improper sexual behaviors in elders with dementia
living in residential care. Dement Geriatr Cogn Disord. 2008; 26:370-377. [PubMed: 18931496]
Teresi J, Morris J, Mattis S, et al. Cognitive impairment among SCU and non-SCU residents in the
united states: Estimates from the national institues on aging collaborative studies of dementia
special care units for alzheimers disease. Res Pract Alzheimers Dis. 2001; 4:117-138.

Magaziner J, German P, Zimmerman SI, et al. Epidemiology of Dementia in Nursing Homes
Research Group. The prevalence of dementia in a statewide sample of new nursing home
admissions aged 65 and older: diagnosis by expert panel. Gerontologist. 2000; 40:663-672.
[PubMed: 11131083]

Ryden MB, Bossenmaier M, McLachlan C. Aggressive behavior in cognitively impaired nursing
home residents. Res Nurs Health, 1991; 14:87-95. [PubMed: 2047539]

Wagner AW, Teri L, Orr-Rainey N. Behavior problems of residents with dementia in special care
units. Alzheimer Dis Assoc Disord. 1995; 9:121-127. [PubMed: 8534409]

Szasz G. Sexual incidents in an extended care unit for aged men. J Am Geriatr Soc. 1983; 31:407—
411. [PubMed: 6863791]

Onishi J, Suzuki Y, Umegaki H, et al. Behavioral, psychological and physical symptoms in group
homes for older adults with dementia. Int Psychogeriatr. 2006; 18:75-86. [PubMed: 16388705]
Holmes D, Reingold J, Teresi J. Sexual expression and dementia. Views of caregivers: A pilot
study. Int J Geriatr Psychiatry. 1997; 12:695-701. [PubMed: 9251929]

Levitsky AM, Owens NJ. Pharmacologic treatment of hypersexuality and paraphilias in nursing
home residents. J Am Geriatr Soc. 1999; 47:231-234. [PubMed: 9988296]

Brune M, Schroder SG. Erotomania variants in dementia. J Geriatr Psychiatry Neurol. 2003;
16:232-234. [PubMed: 14653432]

Harris L, Wier M. Inappropriate sexual behavior in dementia: A review of the treatment literature.
Sex Disabil. 1998; 16:205-217.

Haddad P, Benbow S. Sexual problems associated with dementia, part 2: Etiology, assessment, and
treatment. Int J Geriatr Psychiatry. 1993; 8:631-637.

Uitti RJ, Tanner CM, Rajput AH, et al. Hypersexuality with antiparkinsonian therapy. Clin
Neuropharmacol. 1989; 12:375-383. [PubMed: 2575449]

Zorza J. Are aging sex offenders still predators? Victimization of the Elderly and Disabled. 2005;
8:33.

United States General Accounting Office. Long Term Care Facilities: Information on Residents
Who Are Registered Sex Offenders or Are Paroled for Other Crimes. 2006. (GAO Publication No:
GAO-06-326)

Burgess AW, Phillips SL. Sexual abuse and dementia in older people. J Am Geriatr Soc. 2006;
54:1154-1155. [PubMed: 16866700]

Ramsey-Klawsnik H, Teaster PB, Mendiondo MS, et al. Sexual abuse of vulnerable adults in care
facilities: Clinical findings and a research initiative. ] Am Psychiatr Nurses Assoc. 2007; 12:332—
339.

Burgess AW, Dowdell EB, Prentky RA. Sexual abuse of nursing home residents. J Psychosoc Nurs
Ment Health Serv. 2000; 38:10-18. [PubMed: 10868369]

Burgess AW, Prentky RA, Dowdell EB. Sexual predators in nursing homes. J Psychosoc Nurs
Ment Health Serv. 2000; 38:26-35. [PubMed: 10959473]

Poulos CA, Sheridan DJ. Genital injuries in postmenopausal women after sexual assault. J Elder
Abuse Negl. 2008; 20:323-335. [PubMed: 19042660]

J Am Geriatr Soc. Author manuscript; available in PMC 2013 April 14.



yduosnuep JOYINY Yd-HIN yduosnuel JouIny Vd-HIN

jduasnuely Joyiny Yd-HIN

Rosen et al.

47.

48.

49.

50.

51.

52.

53.

54,

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.
65.

66.

67.

68.

69.

70.

Page 12

Muram D, Miller K, Cutler A. Sexual Assault of the Elderly Victim. J Interpers Violence. 1992;
7:70-76.

Capezuti EA, Swedlow DJ. Sexual abuse in nursing homes. Elder Advisor: The Journal of Elder
Law and Post-Retirement Planning. 2000; 2:51-61.

Simmelink K. Lessons leared from three elderly sexual assault survivors. J Emerg Nurs. 1996;
22:619-621. [PubMed: 9060332]

Wilson MM. Sexually transmitted diseases in older adults. Curr Infect Dis Rep. 2006; 8:139-147.
[PubMed: 16524551]

Wilson MM. Sexually transmitted diseases. Clin Geriatr Med. 2003; 19:637—-655. [PubMed:
14567014]

Cates W Jr. Estimates of the incidence and prevalence of sexually transmitted diseases in the
United States. American Social Health Association Panel. Sex Transm Dis. 1999; 26:52—7.
[PubMed: 10227693]

Peterman TA, Stoneburmer RL, Allen JR, et al. Risk of human immunodeficiency virus
transmission from heterosexual adults with transfusion-associated infections. JAMA. 1988;
259:55-58. [PubMed: 3334772]

Scura KW, Whipple B. Older adults as an HIV-positive risk group. J Gerontol Nurs. 1990; 16:6—
10. [PubMed: 2303675]

Smith LV, Malmgren R, Dyer IE, et al. Chlamydia trachomatis in older Los Angeles County
residents, 1991-1998: Implications and recommendations for the detection of sexually transmitted
infections in older age groups. ] Am Geriatr Soc. 2002; 50:1557-1560. [PubMed: 12383154)]

Xu F, Schillinger JA, Aubin MR, et al. Sexually transmitted diseases of older persons in
Washington State. Sex Transm Dis. 2001; 28:287-291. [PubMed: 11357895]

Inelman EM, Gasparini G, Enzi G. HIV/AIDS in older adults: A case report and literature review.
Geriatrics. 2005; 60:26-30. [PubMed: 16153142]

Buchanan RJ, Wang S, Huang C. Profiles of nursing home residents with HIV. J Health Care Poor
Underserved. 2002; 13:379-391. [PubMed: 12152507]

Meehan RA, Brush JA. An overview of AIDS dementia complex. Am J Alzheimers Dis Other
Demen. 2001; 16:225-229. [PubMed: 11501344]

Potocnik F. Successful treatment of hypersexuality in AIDS dementia with cyproterone acetate. S
Afr Med J. 1992; 81:433-434. [PubMed: 1533065]

McCartney JR, Severson K. Sexual violence, post-traumatic stress disorder and dementia. J Am
Geriatr Soc. 1997; 45:76-78. [PubMed: 8994492]

Burgess AW, Ramsey-Klawsnik H, Gregorian SB. Comparing routes of reporting in elder sexual
abuse cases. J Elder Abuse Negl. 2008; 20:336-352. [PubMed: 19042661]

Lindbloom EJ, Brandt J, Hough LD, et al. Elder mistreatment in the nursing home: a systematic
review. J Am Med Dir Assoc. 2007; 8:610-616. [PubMed: 17998119]

Tyra PA. Older women: victims of rape. J Gerontol Nurs. 1993; 19:7~12. [PubMed: 8491962]
Aciemo R, Brady K, Gray M, et al. Psychopathology following interpersonal violence: A
comparison of risk factors in older and younger adults. J Clin Geropsychol. 2002; 8:13-23.
Aciemo R, Resnick H, Kilpatrick D, et al. Assessing elder victimization-- demonstration of a
methodology. Soc Psychiatry Psychiatr Epidemiol. 2003; 38:644—653. [PubMed: 14614553]

Gray MJ, Aciemo R. Symptom presentations of older adult crime victims: description of a clinical
sample. J Anxiety Disord. 2002; 16:299-309. [PubMed: 12214815]

Gott M, Hinchliff S. How important is sex in later life? The views of older people. Soc Sci Med.
2003; 56:1617-1628. [PubMed: 12639579]

Hodson DS, Skeen P. Sexuality and Aging: the Hammerlock of Myths. J Appl Gerontol. 1994;
13:219-235.

AARP / Modern Maturity Sexuality Study. [Accessed: April 3, 2010] American Association of
Retired Persons 1999 (online). Available at: http://assets.aarp.org/rgeenter/health/
mmsexsurvey.pdf

J Am Geriatr Soc. Author manuscript; available in PMC 2013 April 14.



\ JoUInY Wd-HIN

jduosnt

1d1OSNUBIA JOUINY Ycl-HIN

yduosnuey Jouny Vd-HiN

Rosen et al.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.
81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

91.

92.

93.

94.

95.

Page 13

Fairchild SK, Carrino GE, Ramirez M. Social workers’ perceptions of staff attitudes toward
resident sexuality in a random sample of New York State Nursing Homes: A Pilot Study. J
Gerontol Soc Work. 1996; 26:153-169.

Reingold D, Burros N. Sexuality in the Nursing Home. J Gerontol Soc Work. 2004; 43:175-186.
Sullivan-Miller BH. Dealing with attitudes, preconceived notions. Provider. 1987; 13:24-26.
[PubMed: 10284713]

Berger JT. Sexuality and intimacy in the nursing home: A romantic couple of mixed cognitive
capacities. J Clin Ethics. 2000; 11:309-313. [PubMed: 11252912]

Ehrenfeld M, Tabak N, Bronner G, et al. Ethical dilemmas concerning sexuality of elderly patients
suffering from dementia. Int T Nurs Pract. 1997; 3:255-259. [PubMed: 961 1537]

Ehrenfeld M, Bronner G, Tabak N, et al. Sexuality among institutionalized elderly patients with
dementia. Nurs Ethics. 1999; 6:144—149. [PubMed: 10358530]

Everett B. Supporting sexual activity in long-term care. Nurs Ethics. 2008; 15:87-96. [PubMed:
18096584]

Howe EG. Improving treatment for patients who are elderly and have dementia. J Clin Ethics.
2000; 11:291-303. [PubMed: 11252910]

Tabak N, Shemesh-Kigli R. Sexuality and Alzheimer’s disease: Can the two go together? Nurs
Forum. 2006; 41:158-166. [PubMed: 17076798]

Lyden M. Assessment of sexual consent capacity. Sex Disabil. 2007; 25 :3-20.

Davidson S. Issues of intimacy in dementia care. Perspectives. 2003; 27:8-12. 23. [PubMed:
12894657]

McCartney JR, Izeman H, Rogers D, et al. Sexuality and the institutionalized elderly. J Am Geriatr
Soc. 1987; 35:331-333. [PubMed: 3559022]

Post SG. Comumentary on “Sexuality and intimacy in the nursing home.”. J Clin Ethics. 2000;
11:314-317. [PubMed: 11252913]

Lichtenberg PA, Strzepek DM. Assessments of institutionalized dementia patients’ competencies
to participate in intimate relationships. Gerontologist. 1990; 30:117-120. [PubMed: 2311954]
Chihowski K, Hughes S. Clinical issues in responding to alleged elder sexual abuse. J Elder Abuse
Negl. 2008; 20:377-400. [PubMed: 19042663]

Lingler J. Ethical Issues in Distinguishing Sexual activity from sexual maltreatment among women
with dementia. J Elder Abuse Negl. 2003; 15:85-102.

Schneider DC, Li X. Sexual abuse of vulnerable adults: The medical director’s response. J Am
Med Dir Assoc. 2006; 7:442—445. [PubMed: 16979089]

Teitelman JC, Copolillo A. Sexual abuse among persons with Alzheimer’s disease guidelines for
recognition and intervention. Alzheimer Care Q. 2002; 3:252-257.

Black B, Muralee S, Tampi RR. Inappropriate sexual behaviors in dementia. J Geriatr Psychiatry
Neurol. 2005; 18:155-162. [PubMed: 16100105]

Kamel HK. Sexuality in Aging: Focus on Institutionalized Elderly. Ann Long-Term Care. 2001;
9:64-72.

Tune LE, Rosenberg J. Nonpharmacological treatment of inappropriate sexual behavior in
dementia: The case of the pink panther. Am J Geriatr Psychiatry. 2008; 16:612—613. [PubMed:
18591581]

Alagiakrishnan K, Lim D, Brahim A, et al. Sexually inappropriate behaviour in demented elderly
people. Postgrad Med J. 2005; 81:463-466. [PubMed: 15998824]

Ragno, JG. Successful Redirection of the Sexually Disruptive Resident. In: Jackson, VR., editor.
The Abusive Elder: Service Considerations. Haworth Press; New York: 1996. p. 37-41.

Ayalon L, Gum AM, Feliciano L, et al. Effectiveness of nonpharmacological interventions for the
management of neuropsychiatric Symptoms in patients with dementia: a systematic review. Arch
Intern Med. 2006; 166:2182-2188. [PubMed: 17101935]

Cohen-Mansfield J. Nonpharmacologic interventions for inappropriate behaviors in dementia: A
review, summary, and critique. Am J Geriatr Psychiatry. 2001; 9:361-381. [PubMed: 11739063]

J Am Geriatr Soc. Author manuscript; available in PMC 2013 April 14.



wduoshuely Jouiny Yd-HIN

BN Jo0UInY Vd-HIN

s

!

jduosnuepy Jouny Yd-HIN

Rosen et al.

Page 14

96. Livingston G, Johnston K, Katona C, et al. Systematic review of psychological approaches to the
management of neuropsychiatric symptoms of dementia. Am J Psychiatry. 2005; 162:1996-2021.
[PubMed: 16263837]

97. Kettl P. Inappropriate sexual behavior in long-term care. Ann Long-Term Cate. 2008; 16:29-35.

98. Ozkan B, Wilkins K, Muralee S, et al. Pharmacotherapy for inappropriate sexual behaviors in
dementia: A systematic review of literature. Am J Alzheimers Dis Other Demen. 2008; 23:344—
354. [PubMed: 18509106]

99. Series H, Degano P. Hypersexuality in dementia. Adv Psychiatr Treat. 2005; 11:424—431.

100. Srinivasan S, Weinberg AD. Pharmacologic treatment of sexual inappropriateness in long-term
care residents with dementia. Ann Long-Term Care. 2006; 14:20-28.

101. Guay DR. Inappropriate sexual behaviors in cognitively impaired older individuals. Am J Geriatr
Pharmacother. 2008; 6:269-288. [PubMed: 19161930]

J Am Geriatr Soc. Author manuscript; available in PMC 2013 April 14.



jduosnuepy Joyiny Yd-HiN yduosnuep Joyiny vd-HIN

yduosnuepy Jouiny Yd-HIN

Rosen et al.

Articles describing resident-to-resident sexual aggression in nursing homes

Table 1

Page 15

Study

Study
Characteristics”

Measures

Findings¥

Conclusions§

Ramsey-
Klawsnik
etal?

Rosen ct
al?

Teaster et
al, 2007%°

Burgess
and
Phillips*?

-case series in
nursing homes,
including both
resident and non-
resident
perpetrators
-124 cases of
alleged elder
scxual abusc
reported to APS
in 5 states (NH,
OR, TN, TX,
WI) over 6-
month period

-qualitative focus
group study in
nursing homes
focusing on
resident
perpetrators only
-16 focus groups
with 7 residents
and 96 staff
mcmbers from
multiple clinical
and nonclinical
occupational
groups in an
urban long-term
carc facility

-case series in
nursing homes,
including both
resident and non-
resident
perpctrators

-26 cases of
alleged sexual
abusc of older
men reported to
APS in 5 states
(NH, OR, TN,
TX, WI) over 6-
month period

-case series
(letter to the
cditor) in the
community and
in nursing homes

victim
characteristics
including
cognitive
status,
perpcetrator
characteristics,
victim
outcomges,
perpetrator
outcomes,
lcgal outcome
of case

content,
themes
analyzed
qualitatively
and
quantitatively
using nVivo 8
software

victim
characteristics
including
cognitive
status,
perpetrator
characteristics,
victim
outcomcs,
perpetrator
outcomes,
Icgal outcome
of case

victim
characteristics
including
cognitive status
and behavior

-41% of alleged perpetrators were
facility residents

-78% of confirmed perpcetrators were
facility residents

-21% of resident perpetrators had
cognitive impairment, 15% had
physical disabilities, and 18% had a
psychiatric diagnosis

-48% of alleged victims rcquired
assistance in all activities of daily
living

-67% of alleged victims nceded at
least some physical assistance with
ambulation, 17% not ambulatory
-97% of alleged victims unablc to
manage finances independently
-50% of alleged victims had
difficulty with comunication, 7%
unable to communicate in any way
-73% of alleged resident perpetrators
were transferred to another facility,
21% received increased supervision
after incident reporting

-nonc of the 32 confirmed scxual
perpetrators (residents, facility staff,
etc.) were arrested

-38% of focus groups discusscd
witnessing sexual aggression

-types of sexual aggression
witnessed included atternpting to get
into bed with another resident,
physical abuse / inappropriate
touching, and verbal scxual abusc

-29% of cases had resident
perpetrator

-67% of cascs ultimatcly
substantiated had resident perpetrator
-85% of victims oriented to person,
54% oricnted to place, and 39%
oriented to time

-77% of victims were not ambulatory
or required physical or mechanical
assistance

-64% of victims unable to manage
their own finances or nceded
assistance

-most ocmmon types of reported
abusc were fondling (35%) and
inappropriate sexual behavior related
to sexual interest in the victim’s body
(27%)

-60% of victims diagnosed with
some form of dementia
-significantly fewer arrcsts,
indictments, and convictions of
perpretrator when victim has

-alleged sexual abuse by resident
perpetrators substantiated at much
higher rate than facility cmployce
perpetrators, suggesting that
employees may be erroneously
accused more frequently, employccs
may be more able to conceal
evidence, or employees may receive
additional protcctions during
investigation

-lack of arrests despite confirmed
abusc suggests that significantly
enhanced criminal justice
involvement needed in facility abuse
mattcrs

-resident-to-resident aggression in
nursing homes is a potentially
common phenomenon with
important conscquenccs for affected
victims, perpetrators, and facilities
-further epidemiologic research is
necessary to morc fully describe the
phenomenon and identify risk
factors and preventative strategies

-sexual abuse of older men often
difficult to substantiate, even when
witnessed

-sexual abuse by another male
resident may be easier to
substantiatc than that by other
perpetrators, such as staff

-elderly male victims of sexual
abuse have significant physical
impairment but have less cognitive
impairment than victims in other
studics

-demented victim’s frequent
inability to provide verbal account
of cvent(s) may contribute to
reduction in identification and
prosecution of perpetrators
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Stud, Stud Measures indi Conclusions§
y y Findings
Characteristics’
-284 cases of patterns after diagnosis of dementia -behavioral signs of distress

Teaster and
Roberto, 2004!

Teaster and
Roberto,
200324

Teaster et
al, 20012

Burgess et
al*

elder sexual
abuse referred to
law enforcement,
APS, forensic
nursc cxaminer,
or prosecutor

-case seties in
the community
and in nursing
homes

-82 cascs of
elder sexual
abuse
representing all
cases
investigated by
Virginia APS for
5-year period

-casc serics in
nursing homes,
including both
resident and non-
resident
perpetrators

-50 substantiated
cases of sexual
abuse of older
women in
nursing homes
investigated by
Virginia APS
over a 5-year
period

-case series in
the community
and in nursing
homes

-42 substantiated
cascs of clder
sexual abuse
reported to
Virginia APS for
first 3 years of an
intended 5-year
study period

-case series in
nursing homes,
including both
resident and non-
resident
perpetrators

-20 cases of
clder sexual
abuse in nursing
homes referred
for forensic
evaluation

incident, legal
outcomc of
case

victim
characteristics
including
cognitive
status,
perpetrator
characteristics,
victim
outcomes,
perpetrator
outcomcs,
legal outcome of
case

victim
characteristics
including
cognitive
status,
perpetrator
characteristics,
victim
outcomes,
perpctrator
outcomes,
legal outcome
of casc

victim
characteristics
including
cognitive
status,
perpctrator
characteristics,
victim
outcomecs,
perpetrator
outcomes,
Icgal outcome
of case

victim
characteristics
including 1-
year mortality,
perpetrator
characteristics,
forensic
cvidence

-72% of incidents occurred in
nursing homes

-69% of incidents in nursing homes
were perpetrated by other residents
-86% of the victims needed help with
orientation to time and 81% with
orientation to place

-66% of victims nceded at lcast some
physical assistance with ambulation
and 15% not ambulatory

-89% of victims unablc to manage
their own finances, even with
assistance

-90% of the perpetrators were male
facility residents

-women aged 80 and over more
likely to be sexually abused than
those aged 70-79 and more likely to
suffer multiple types of sexual abuse
-most common types of reported
abuse were sexualized kissing and
fondling (76%) and unwelcome
scxual interest in the woman’s body
-28% of alleged petpetrators had
untreated psychiatric illness

-73% of the victims needed help with
orientation to time and 57% with
orientation to place

-72% of victims nceded at Icast some
physical assistance with ambulation
and 6% not ambulatory

-94% of victims unablc to managc
their own finances, even with
assistance

-12% of victims received physical or
psychological treatment for abuse

-3 of the alleged perpetrators were
prosccuted and 1 was convicted

-81% of incidents occurred in
nursing homes

-88% of incidents in nursing homes
were perpetrated by other residents
-88% of the victims needed help with
oricntation to timc and 85% with
orientation to place

-79% of victims needed at least some
physical assistance with ambulation
and 24% not ambulatory

-93% of victims unable to manage
their own finances, cven with
assistance

-11 of 20 victims died within 12
months of assault

-12 of 20 victims had dementia or
Alzheimer disease and 5 of 20 had
other cognitive or neurological
disorder

-10 of 20 victims had forensic
cxaminations performed, and 6 of
these had positive findings
-trauma-related symptoms noted in
victims including withdrawal,
expressions of fear, anxiety, and

including withdrawing to a fetal
position or repeatedly refusing
personal care commonly exist in
non-verbal cognitively impaired
victims and may be important carly
clue for detecting sexual abuse

-elder sexual abuse may be more
common in nursing homes than in
the community

-residents may more commonly be
perpetrators than staff members
-victims typically cognitively
impaired, requiring physical
assistance, and depedent in
instrumental activities of daily
living

-overwhelming majority of
identified abusers were facility
residents, suggesting this is an
important category of potential
perpetrators and that staff training,
adequate staffing levels, appropriate
resident placement, and appropriate
resident monitoring are imperative
-older female nursing home patients
and thosc with self-carc limitations
likely more vulnerable to sexual
abuse

-additional medically-rclatcd
services should be considered for
victims

-elder sexual abuse reported more
commonly in nursing homes than in
the community, perhaps duc to
additional oversight in institutional
setting

-victims typically suffer from some
form of dementing illness

-research preliminary and provides
only descriptive picture of reported
cases of elder sexual abuse

-elder sexual abuse often causes
psychological conscquences similar
to post -traumatic stress as well as
exacerbation of existing physical
conditions

-cognitive impairment and physical
frailty creates challenges for
incident reporting and forensic
evidence-gathering

-nursing home staff often insensitive
to gravity of assaults on residents
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Study Study Measures Findings'r Conclusions§
Characteristics’

refusal of personal care

*Articles examining sexual aggression in the elderly have been included if they evaluate cases in long-term care settings and differentiate between
resident and non-resident perpetrators. Articles addressing inappropriate sexual behavior or hypersexuality among nursing home patients without
discussing impact on resident victims were excluded. Review articles or papers presenting only representative cases have been excluded. Articles
are ordered by recency of publication date.

rFor studies that exclusively examined incidents in nursing homes, we have indicated whether the study evaluated only sexually aggressive
behavior of nursing home residents or whether other non-resident perpetrators (facility staff, family members, etc.) were included.

1tLThe findings and conclusions from each study described in this table are those most relevant for resident-to-resident sexual aggression.

APS=Adult Protective Services
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Table 2

Behavioral modification strategies to manage resident-to-resident sexually aggressive behavior */

Explaining that the behavior is inappropriate
Distraction

Sitting a male resident who is making improper sexual advances away from female
residents in the dining room and at social gatherings

Pants that have no zipper or open in the back for male residents who expose and
fondle themselves or masturbate in public

Activities that involve use of the hands such as folding towels

Avoidance of television or radio programs that provide excessive stimulation
Encouraging family members to hug, kiss, and hold the resident’s hand while visiting
Live pets in the nursing home to increase resident sensory stimulation

Stuffed animals and baby dolls to distract resident and for grasping, fondling

Installing barricades with alarms to prevent wandering into the other residents’ rooms

Page 18

*Table adapted from and based on information presented in: Kamel HK. Sexuality in Aging: Focus on Institutionalized Elderly. Ann Long-Term
Care 2001;9:64-72. Rosen T, Lachs MS, Bharucha AJ et al. Resident-to-resident aggression in longterm care facilities: Insights from focus groups
of nursing home residents and staff. I Am Geratr Soc 2008:56:1398-1408. Tunc LE, Rosenberg J. Nonpharmacological treatment of inappropriate
sexual behavior in dementia: the case of the pink panther. Am J Geriatr Psychiatry 2008;16:612-613. Ragno JG. Successful Redirection of the

Sexually Disruptive Resident. In: Jackson VR, ed. The Abusive Elder: Service Considerations. New York: Haworth Press; 1996:37-41.
Alagiakrishnan K, Lim D, Brahim A et al. Sexually inappropriate behaviour in demented elderly people. Postgrad Med J 2005;81:463-466.

rCurrent literature describing efficacy of these behavior modification interventions for hypersexual behavior is limited exclusively to case series,

and no strong evidence from randomized controlled trials exists.
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Table 3

Pharmacologic strategies *to manage resident-to-resident sexually aggressive behavior

Drug

Rationale

selective serotonin reuptake
inhibitors (SSRIs)and tricyclic
antidepressants (TCAs)

medroxyprogesterone acetate (MPA)
and cyproterone acetate (CPA) i

Luteinizing hormone releasing
hormone (LHRH) antagonists and
cstrogens

cimetidine

anti-psychotics
pindolol

cholinesterase inhibitors

gabapentin

decreases libido and decreases the obsessive-compulsive
behaviors that may be related to hypersexuality

progestogens that reduce testicular secretion of testosterone

reduce testicular secretion of testosterone

H2-receptor antagonist that has anti-androgen properties

dopamine blockade reduces aggressive behaviors in
paticnts with dementing illness

@-blocker that decreases adrenergic drive, reducing
aggression, agitation, and hypersexuality

Decrease libido, helps cognitive and behavioral symptoms

An anti-epileptic that may increase synthesis of inhibitory
neurotransmitter GABA, reducing agitation

Page 19

*
Readers should be cautioned that use of these interventions for hypersexual behavior is controversial, and current literature describing efficacy of

these interventions for hypersexual behavior is limited exclusively to case series and case reports focusing only on male patients.

strong evidence from randomized controlled trials exists.

rCPA is only currently available in the United States in low doses as a combination drug with ethinyl estradiol.
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