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Objectives: This qualitative study canvassed residents’ perceptions of the needs and
barriers to the expression of sexuality in long-term care. Methods: Sixteen residents,
including five with dementia, from six aged care facilities in two Australian states
were interviewed. Data were analysed using a constant comparative method. Results:
Four categories describe residents’ views about sexuality, their needs and barriers to its
expression: ‘It still matters’; ‘Reminiscence and resignation’, ‘It’s personal’, and ‘It’s
an unconducive environment’. Discussion: Residents, including those with dementia,
saw themselves as sexual beings and with a continuing need and desire to express
their sexuality. The manner in which it was expressed varied. Many barriers to sexual
expression were noted, including negative attitudes of staff, lack of privacy and limited
opportunities for the establishment of new relationships or the continuation of old ones.
Interviewees agreed that how a resident expressed their sexuality was their business and
no one else’s.

Keywords: sexuality; older people; residential aged care; dementia

Background

Sexual expression and intimacy are the fundamental aspects of an individual’s well-being
(Hajjar & Kamel, 2003; PAHO & WHO, 2000), and they continue to be important later
in life (Bortz, Wallace, & Wiley, 1999; Gott & Hinchliff, 2003b) and for those with poor
health (Lindau et al., 2007). The myth that older people are asexual has been decisively
contradicted by the literature (Lindau & Gavrilova, 2010; Nay & Gorman, 1999; Taylor &
Gosney, 2011) and many older adults living in residential aged care facilities (RACFs)
continue to desire sex and intimacy, even in the presence of dementia or other cognitive
impairment (Ehrenfeld, Bronner, Tabak, Alpert, & Bergman, 1999; Kuhn, 2002).

A number of barriers have been identified that prevent older people who live in RACFs
from expressing their sexuality. These include negative staff attitudes (Hajjar & Kamel,
2003; Roach, 2004), lack of staff education (McAuliffe, Bauer, & Nay, 2007), lack of pri-
vacy (Bauer, 1999), lack of opportunity or partner (Parker, 2006; Rheaume & Mitty, 2008)
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2 M. Bauer et al.

and a lack of assistance with medical or physiological issues which can cause sexual dys-
function (Hill, Bird, & Thorpe, 2003; Mott, Kenrick, Dixon, & Bird, 2005). Furthermore,
the sexual expression of people with dementia living in RACFs has often been categorised
in a negative way as ‘inappropriate’ or ‘challenging’ behaviour, a ‘problem’ to be dealt with
pharmacologically or through other preventative measures, and this is reflected in the liter-
ature (Alagiakrishnan et al., 2005; Bardell, Lau, & Fedoroff, 2011; Harris & Wier, 1998;
Renshaw, 2007; Rosen, Lachs, & Pillemer, 2010; Tucker, 2010). It has also been found
that family can interfere in the sexual lives of residents when they demand that a particular
relationship be prohibited from continuing (Lindsay, 2010).

Despite the increasing focus on person-centred care and the body of research demon-
strating the benefits of sexual expression on residents’ well-being (Miles & Parker,
1999; Silverstone & Wynter, 1975), RACFs still tend to ignore the issue of sexuality
(Frankowski & Clark, 2009). While some recent research suggests that the attitudes of
staff towards residents’ sexuality may have improved (Heron & Taylor, 2009; Mahieu,
Van Elssen, & Gastmans, 2011), many still struggle to practically address sexual issues or
proactively ensure that the environment is conducive to sexual expression (Heron & Taylor,
2009; Saunamäki, Andersson, & Engström, 2010; Shuttleworth, Russell, Weerakoon, &
Dune, 2010). In Australia, the Commonwealth’s Charter of Resident’s Rights and
Responsibilities states that all residents living in an RACF have the right to ‘be treated with
dignity’ and ‘to have his or her individual preferences taken into account and treated with
respect’. However, the tendency of RACFs to negate or ignore residents’ sexual needs is
neither consistent with this ideology nor with the view that ‘sexuality and sexual expression
[are] a right and a human need’ (Reingold & Burros, 2004, p. 180).

Current RACF accreditation standards in Australia do not require facilities to develop
policies regarding sexuality (www.accreditation.org.au). Research by Shuttleworth et al.
(2010), involving interviews with senior managers of RACFs in three Australian states,
found that there were no formal policy guidelines or training to enable them to adequately
meet residents’ sexuality needs. Most facilities dealt with sexuality-related issues in a case-
by-case, ad hoc manner (Shuttleworth et al., 2010). This lack of official framework is also
reflected in a study by Bauer, Nay, and McAuliffe (2009) that found RACFs generally do
not provide adequate information to residents and prospective residents (or their family
members) regarding the ways in which they cater to intimacy and sexuality needs.

It is expected that future generations of older people moving into RACFs will have a
greater interest in maintaining their right to express their sexuality, and higher expecta-
tions of what RACFs should offer in this respect. For example, Lemieux, Kasiser, Pereira,
and Meadows (2004) and Aizenberg, Weizman, and Barak (2002) found that older peo-
ple believe that health professionals should ask them about their sexual needs. We can
also expect that in the next generation of older people there will be a higher proportion
of more openly Gay, Lesbian, Transgender, Bisexual, Intersex (GLTBI)-identifying indi-
viduals. We know relatively little, however, about how sexuality is viewed by older people
themselves (including those with dementia) currently living in an aged care environment.
This knowledge is vital to assist RACFs to meet the needs of current residents and those
who will live in this environment in the future.

This article reports on a study that sought to explore the needs and barriers to the
expression of sexuality in the long-term care (nursing home and assisted living) envi-
ronment as perceived by people living in these facilities in two Australian states. Given
that more than half (52%) of the people living in RACFs in Australia have a diagnosis
of dementia (Access Economics, 2010), the views of residents with dementia were also
sought. The interviews with people with dementia are a unique aspect of the work as sex
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Psychology & Sexuality 3

research typically excludes them. The study is one aspect of a larger study that aims to
develop and validate a sexual assessment tool that will be included in a tool kit to assist
staff respond appropriately to resident’s sexual needs; this builds on previous work on
policy development.

There is a widespread perception that people with dementia cannot provide meaningful
accounts of their personal experiences or preferences because of their impaired commu-
nication ability, reasoning ability and memory deficits; however, the comprehension of
people with dementia is actually far greater than was originally understood (Wilkinson,
2002). People with early to moderate dementia are known to retain the capacity to make
some judgements and decisions about the future (Claire, Rowlands, Bruce, Surr, & Downs,
2008) and are usually still able to verbalise and maintain an effective span of attention.
Cognitive issues are most apparent and present as difficulties for the person when engaged
in lengthy conversation, rather than in shorter interactions where the person can present as
quite competent (Nygard, 2006).

The research study aimed to answer the following questions:

• What are the needs of residents (with and without dementia) in relation to sexuality?
• What are the barriers to residents expressing their sexuality in an aged care facility?

Study design and methods

To understand sexuality as it was experienced by aged care residents, a constructivist
methodology was used. From a constructionist perspective, human behaviour is inter-
actional and the individual and the social environment are connected and developed
through social interactions and societal structures. Within this paradigm, individual beliefs
about ageing and sexuality are constructed through social processes and as such are not
immutable and can change over time and place. How we know ourselves as sexual beings
is thus derived from influences other than essential biological or psychological features
such as our sexed body. Making the transition from the community into an RACF can be
difficult for an older person if, for example, they arrive with a personal construct in which
they identify themselves as a sexual being, but must now live within a social structure that
may or may not align with their own beliefs around sexuality.

To better understand how residents living in aged care construct sexuality, the research
design was guided by naturalistic inquiry (Lincoln & Guba, 1985), a qualitative method-
ology that is well suited to the goal of understanding how sexuality is perceived and
experienced by older people.

Recruitment and participants

Purposive sampling seeking maximum variation was used to select facilities in metropoli-
tan and rural Victoria and Queensland. Facilities representing all levels of care, that is
nursing home and assisted living facilities from the private, ‘not for profit’ and public
sectors, participated (Table 1). A total of six facilities participated.

Using non-probability sampling techniques, 18 residents were initially recruited from
across the six facilities; 14 from Victoria and 6 from Queensland. Facility managers dis-
tributed information about the project to all residents in the form of a flyer. Members
of the research team also held information sessions at facilities during resident meet-
ings. Project information was made available for residents in a large print format and
in a simplified form for residents with dementia. Interviews with dementia residents
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4 M. Bauer et al.

Table 1. Characteristics of participating residential aged care facilities.

Type of facility Level of care Number of beds Location

Not-for-profit High care (nursing home) 72 Metropolitan, Victoria
Not-for-profit Low care (assisted living)

and dementia-specific
74 Metropolitan, Victoria

Public Mixed (high- and low-
care-ageing in place)

176 Rural, Victoria

Private, not-for-profit Mixed and dementia-specific 60 Metropolitan, Queensland
Community,

not-for-profit
Mixed 97 Rural, Queensland

Private, for profit Mixed 94 Metropolitan, Queensland

were restricted to those in the early stage of the disease as these people can best under-
stand what is being asked of them and express their views on the topic. Participants
with dementia were initially identified by the managers of facilities and invited to
participate.

Although residents with dementia can still express specific preferences and make care-
related decisions (Feinberg & Whitlach, 2001), the traditional competency-based approach
to consent may not be feasible. Where a resident was judged by the care manager not
to be able to provide informed consent to participate, the resident was approached by
a member of the research team only after the resident’s authorised representative had
been informed about the project by the facility manager and where written permission
for a researcher to approach the resident about participation had been given by that
person. Once a resident had agreed to be interviewed, their assent (or dissent) to partic-
ipation was continually assessed throughout the interaction as determined by verbal and
non-verbal cues. The usual process for obtaining informed consent was followed for other
participants.

All interviews were conducted by researchers with training and experience in commu-
nicating with people with dementia in RACFs. To facilitate the contribution of valuable
research data, which was both confirmable and trustworthy, a number of strategies as pro-
posed by Clarke and Keady (2002) were adopted when interviewing people with dementia.
Firstly, questioning was usually more direct, and the accuracy and stability of information
provided was confirmed by subsequent interview questions which allowed for repetition
and the confirmation of issues. Secondly, participant’s tiredness and anxiety was avoided
by responding appropriately to emotional reactions and body language during the interview
and tailoring the duration and pacing of the interview accordingly.

Nine men and seven women, including two married couples who lived in the same
facility (but did not share a bedroom), participated in an interview. All residents, except
one, were aged between 79 and 101. Two Victorian residents who had initially agreed to
an interview decided to not participate when the researcher arrived at the facility. Five
participants had a confirmed diagnosis of dementia. None of the participants identified
themselves as gay, lesbian, bi-sexual, transsexual, intersex or queer (GLBTIQ).

Data collection

Participants were recruited over a 12 month period and data were collected using semi-
structured interviews. Interviews took place at the RACF at a time convenient to the
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Psychology & Sexuality 5

participants. Some time was spent prior to each interview, reiterating the aims of the project
and establishing rapport with the participants. Interviews lasted between 15 and 60 min-
utes. The interview began with some rapport building conversation before the open-ended
question: ‘What do you think of when I use the word sexuality’? Additional questions
aimed at further exploring residents’ views about the importance of various elements of
sexuality, including relationships, intimacy, intercourse, masculinity/femininity and sex-
ual expression. For residents with dementia, interviews were typically of shorter duration
and questions were simplified so as not to impose undue cognitive demands. Interviews
were audio-recorded and later transcribed. Data collection was discontinued when no new
issues emerged from the interviews.

Data analysis and rigour

A constant comparative method of data analysis as outlined by Lincoln and Guba (1985)
was used to develop categories. Using this approach, data were coded and categories were
developed by comparing the data to look for similarities and differences in participants’
views. Perspectives that emerged when interviewing a participant were investigated in sub-
sequent interviews with other participants. Where possible, participants with dementia
were also asked to comment on the views of previous (non-identified) participants. This
approach inductively generated more complex and more robust co-constructed categories
of data. Comparisons were made across categories and between participants and rela-
tionships were examined. Each transcript was read in detail by the researchers and data
were subjected to constant critical reflection by the researchers. Emergent propositions
were continually challenged through the postulation of alternate interpretations of the data.
Categories were tested through a process of ‘peer debriefing’ and conclusions verified by
the research team.

Ethical considerations

The study was approved by the University Human Research Ethics Committees (Ethics
Approval: 10-040) and all participating facilities.

Findings

It was evident that the residents who were interviewed still thought about sexuality. For
some, the need for physical intimacy and intercourse continued to be an important aspect of
their life in the facility. For others, the expression of sexuality was now marked by nostalgia
and loss. There was a shared view that the expression of sexuality in an RACF was fraught
with difficulties. Four categories describe residents’ views about sexuality, their needs and
the barriers to its expression in aged care. Selected quotations that exemplify each category
are provided.

It still matters

Participants highlighted the fact that sexuality continued to matter, whether that be phys-
ical intimacy, companionship, sex or how one was socially presented, irrespective of
whether they lived in an aged care facility or not. Many of the participants, including those
with dementia, longed to be intimate with another person and would have welcomed the
opportunity to be with someone:
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6 M. Bauer et al.

I think it’s very important (for older people to express their intimacy needs). Because oth-
erwise they become . . . I think they become demented really . . . people have to express
themselves.

82 year old woman

Oh I’d love a man in my life. . . .
88 year old woman

I always look under the bed for a man.
91 year old woman

Oh yes, yes, yes, I do miss intimacy . . . companionship and love.
87 year old man with dementia

There was a widespread view that people living in aged care facilities still thought about
sex, and moreover, it was recognised that this was perfectly normal. Even where residents
may not have been interested in sexual intercourse, it was clear that other expressions of
sexuality nonetheless still remained important.

To snuggle up together is lovely you know . . . you don’t have to have intercourse but you can
have a cuddle. I miss that.

80 year old married man

I don’t see anything wrong with it (sex). It’s happened since time began. These people (staff)
can’t alter it.

80 year old man with dementia

I’m a man! That’s it. It’s up there.
80 year old man with dementia

Some participants found thinking about intimacy and sex difficult now that they were living
in an aged care facility without their former partners:

. . . it’s finished (sex and intimacy), you don’t think about it, or you try not to think about it.
89 year old woman with dementia

One participant was concerned about what other people might think if any sexual liaisons
with other residents were discovered:

There was this woman that was really keen on me . . . and she said ‘oh I’ll take you in my
room’ and I said ‘I don’t think I better, I’ll get caught’ . . . but oh she was . . . hot! . . . she
used to say ‘oh, I want you’ . . . .

81 year old man

Participants discussed optimal physical appearance and personal grooming as important
elements of sexuality and felt that this was something care staff should be aware of and
help residents with:

I think if a lady comes in, or a gentleman comes in to an institution . . . the people can see how
he presents himself and how she presents herself. Well that’s how she wants to be known, and
to be helped to keep up (appearances). They (the staff ) should really help them. You know,
don’t take anything away from them that they think is important to them. They should try and
help them to keep it.

82 year old woman
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Psychology & Sexuality 7

Reminiscence and resignation

Thinking about aspects of sexuality evoked fond memories of earlier relationships for many
residents. For others, memories were not so fond and some had just decided they were
‘past it’:

There’s no woman could ever get past her (deceased wife).
85 year old man with dementia

I don’t require any sort of help with that sort of thing at all [intimacy] because I had a
wonderful life with my husband and nobody would be able to replace him in any shape or
form.

82 year old woman

We had (before moving into an aged care facility) a motel, we had bakeries, and we had a love
life.

81 year old man

Not all residents had memories of loving relationships:

. . . it was . . . comfortable. It wasn’t full of love or anything of that sort. But it was
companionship I suppose.

88 year old woman

Not every resident however expressed an ongoing interest in the expression of sexuality;
some felt they were ‘past it’:

I don’t hold hands with anyone, only myself. I’m certainly not interested in anyone. Not even
you young girls. I’m past it! Look and don’t touch anymore!

81 year old man

I couldn’t be bothered now . . . .
87 year old man with dementia

It’s personal

Irrespective of the importance residents placed on sexuality and the manner in which this
was expressed, there was a view that sexuality was a private matter for the individual and
his or her partner:

. . . if they (two residents) want to form a relationship and get caught with their pants down
(it’s their business).

85 year old man with dementia

How we feel about each other is our own personal thing. We don’t do it so people can see us
doing something . . . .

90 year old married woman

It’s between me and that lady. It’s private, like your thoughts.
80 year old man with dementia

(Staff should) Keep out of it. Keep out of it, that’s the best way.
81 year old woman with dementia

It was made clear by a number of participants that if discussions about sexuality did need
to take place, the family should not be involved:
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8 M. Bauer et al.

It’s none of their (the families’) business.
91 year old woman

If they’re capable of making decisions like me . . . you don’t need the family to make decisions
57 year old man

It’s an unconducive environment

Participants did not portray RACFs as places that were conducive to the expression of sex-
uality. Opportunities for the development of relationships and physical intimacy with other
residents were thought to be limited and the environment was not seen to be supportive
of activities which warranted privacy. Participants felt that many care staff had little or no
understanding of sexuality in old age and were moreover unaware of residents’ needs for
sexual expression.

The lack of privacy in aged care facilities was noted by some participants as they talked
about staff who did not knock before entering residents’ rooms, or only gave a perfunctory
tap on the door as they entered:

. . . alright they knock but at the same time they’re in already.
79 year old man

As this younger resident noted, the lack of privacy made activities of a sexual nature very
difficult. In his case, the frequency of staff intrusions forced him to severely curtail his
activities:

I used to masturbate once a month, but the worse off (more dependent) I got . . . (the less I
masturbated). I don’t feel private.

57 year old man

On the other hand, some participants felt that the staff were respectful of residents’ privacy:

I’ve got a very private room because it’s that little bit recessed and you know, I’ve not had
anybody burst in upon me.

88 year old woman

Participants also commented on the amenities available at facilities that they believed did
not facilitate physical intimacy between couples. The absence of double beds, including
for residents who were long-standing couples, was particularly stressed:

We’ve tried to lie on the one (single) bed and there just isn’t room.
90 year old married woman

Well it’s a problem for staff isn’t it? If . . . you wanted a fellow to stay the night, what happens?
89 year old woman with dementia

Even where facilities had made an attempt to provide privacy by offering a married couple
a room for their occasional use, it did not accord complete privacy. Everyone in the facility
would know what the room was used for and what was occurring when the door was shut:

. . . they told us, you know, that they’d made a room especially for us if we want to use it. But
who wants to go in there and enjoy themself? No.

79 year old man
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Psychology & Sexuality 9

. . . everybody would know about it and they’d be ‘yap yap yap.’
85 year old man with dementia

Participants felt that to facilitate the expression of sexuality, care staff needed to appreciate
residents’ needs and feel comfortable responding to the issue when it arose. Many care
staff however seemed to lack an understanding that sexuality was still a relevant concern
for older people living in aged care:

. . . some would say ‘good luck to them’ and others would say ‘that’s not on’.
85 year old man dementia

It was evident that residents expected staff to understand the behaviour of those who still
had sexual needs:

Well they [the staff ] would be bloody stupid if they did [get upset about sexual behaviour]!
80 year old man with dementia

Not being able to discuss sexuality with the care staff was clearly a hurdle for those partici-
pants who would have liked to confide in someone about their sexual needs. Staff typically
did not raise the issue with residents and residents found it very difficult to raise the subject
with staff:

. . . it’s something personal isn’t it?
87 year old man with dementia

. . . they’re all (the staff ) strangers to me.
89 year old woman with dementia

Well . . . I wouldn’t (talk about sex with staff ) . . . you’ve got sexual discrimination, you know.
You have to be careful . . . there might be somebody who might say, ‘oh look what he said to
me’ . . . and you’d get in trouble.

79 year old man

Participants felt that it was equally difficult for residents to get to know each other in an
aged care facility as there were few opportunities for residents to become more acquainted
and form more intimate relationships. The lack of attention staff gave to residents’ personal
appearance, dress and grooming in aged care facilities was an issue raised by many of the
participants:

When I went to taking young ladies to balls I had tails. Oh my god. You know, white tie, tails,
the lot. I used to enjoy that. (Now) I’ve got nothing to get dressed up in.

85 year old man with dementia

Everyone likes getting dressed up, nice dinner suit or something. . . .

80 year old man with dementia

I haven’t worn perfume in years.
Married woman age unknown

Opportunities for meaningful conversation and socialising with members of the opposite
sex were also reduced in an environment where most of the residents were women and
where many of the residents had a degree of cognitive impairment:
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10 M. Bauer et al.

Well you just can’t communicate with [people with dementia], you know? They’re not
argumentative or anything but just . . . .

80 year old man

At the dinner table, there’s 10 people (women) and 1 man . . . . With a woman, you know,
sewing and cooking and that don’t interest me.

Married man, age unknown

Discussion

This study sought to explore the needs and barriers to the expression of sexuality as per-
ceived by people living in RACFs. The findings further support the view that many people
living in RACFs, including those without a partner and those with early-stage dementia,
still view themselves as sexual beings and furthermore have the need to express their sex-
uality in various ways. As has been previously reported in the literature, older people’s
expression of their sexuality varies widely and is heavily dependent on the individual and
their personal circumstances, as well as the ethos of the organisation (McAuliffe et al.,
2007; Nay & Gorman, 1999). Expressions of sexuality such as companionship, intimacy,
touching, hugging, flirting, grooming, attire, being able to share a bed with another person,
masturbation and intercourse all held varying degrees of significance for participants in
this study. These needs, moreover, were considered to be an acceptable and normal part
of living in a facility, even by residents for whom intercourse and other forms of sexual
expression were no longer significant.

As has also been noted by Frankowski and Clark (2009), the language used by resi-
dents when speaking about sexuality is often figurative and metaphoric, highlighting the
taboo nature of this topic. While sexuality was strictly a private matter for some residents,
others would have welcomed the opportunity to discuss their needs with the staff, although
shame, embarrassment and fear can make it difficult for older people to raise this topic
(Gott & Hinchliff, 2003a). Staff are also not always seen as approachable, and a number of
residents were aware that some staff members could not deal with sexuality, lacked under-
standing and were judgemental about a resident’s sexuality needs. It was noted that staff
often overlooked the importance of personal grooming and physical appearance as a com-
ponent of sexuality and that this neglect may impact on a resident’s sense of well-being and
self-esteem. This finding is especially significant given the crucial role and responsibility
of care staff in assisting with (or undertaking totally in some situations) residents’ dress
and styling.

The observation that some staff are not able to cope with residents’ sexuality is not
surprising given that many health care professionals, including aged care facility staff,
are known to lack an understanding of, and knowledge about, older people’s sexuality
(McAuliffe et al., 2007). Many care staff are not comfortable responding to sexual-
ity because they are untrained in dealing with this issue (Parker, 2006; Ward, Vass,
Aggarwal, Garfield, & Cybyk, 2005). When residents have dementia, staff find sexuality
even more challenging, as sexualised behaviour is commonly thought to be inappropriate
and dementia-driven (Tsatali, Tsolaki, Christodoulou, & Papaliagkas, 2011), something
that needs to be tightly controlled and curtailed. Sexuality education for RACF staff is
known to be inadequate or non-existent and there is little published research to guide prac-
tice and policy in this area (Bauer et al., 2009; National Ageing Research Institute, 2002).
Policy documents and sexuality guidelines for Australian RACF staff are moreover known
to be scare. As a consequence, staff readily underestimate the capacity and agency of peo-
ple with dementia to form meaningful relationships (Everett, 2007; McLean, 1994) and
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engage in purposeful sexual behaviours (Archibald, 2003), and responses to expressions of
sexuality are, in addition to being ad hoc, often aimed at curtailing the behaviour.

Given that 70% of Australian aged care facility residents are female (Australian
Institute of Health and Welfare, 2011) and many residents have a diagnosis of dementia,
opportunities for people without dementia to form relationships can, as pointed out by
participants, be limited. Physical intimacy is further curtailed by a scarcity of beds that
can accommodate more than one person and an absence of private spaces in what are
essentially public institutions. In the coming years, facilities will need to take ‘greater
responsibility for ensuring that the residents’ rights are respected and supported, [and] that
necessary environmental changes are made’ (Reingold & Burros, 2004, p. 182) including
the provision of double beds.

The lack of privacy remains a major barrier to the expression of sexuality in the aged
care environment and it is apparent that staff need to have a greater understanding of res-
idents’ needs for privacy and moreover be more aware of creating space and time for
residents which they can call their own. Although residents have their own rooms, staff
intrusions into residents’ bedrooms are common and frequently unannounced and unex-
pected. Even where privacy is provided by facilities, some residents acknowledge feeling
self-conscious about engaging in intimate activities, because staff are still aware of the
nature of the activities that are taking place behind closed doors. This fear of being ‘found
out’ is not completely without foundation, since aged care staff are known to frequently
share information about residents (Bauer, 1999) and moreover are not uncomfortable with
the low levels of privacy that are accorded. Aged care facilities remain highly structured
environments where staff have unlimited access to residents’ personal space and where
residents are often closely monitored (Bauer, 1999). As Frankowski and Clark (2009,
p. 33) point out, ‘almost every aspect of a resident’s life is noted by someone and recorded,
even if only mentally’.

Frankowski and Clark (2009) also point out that RACFs often routinely inform family
members about residents’ relationships and/or sexual behaviours and defer to their wishes
because they want to keep the family happy and yet several of the participants in this study
did not condone, or even support the involvement of the family. At the very least this
would suggest that the involvement of family should be considered on an individual basis,
with the resident making this decision where able, rather than an across-the-board practice
indiscriminately applied in all cases.

This study has several limitations. First, it cannot be assumed that the views of the
relatively small number of residents who self-selected to participate are representative of
the RACF sector as a whole. Second, attitudes towards sexuality are known to be linked
to the social mores of the time and it would be difficult to extrapolate the experiences
and views of the current cohort of residents to the generation of ‘baby boomers’ who
may be in need of long-term care in the foreseeable future. Finally, little is known about
the experiences of older GLBTIQ people and their needs in RACFs (Harrison, 2006; Lo,
2006). The views portrayed in this study were relatively hetero-normative in so far as no
participants identified themselves as GLBTIQ. The views described therefore do not reflect
the experiences of other sexualities.

Conclusion

This research provides a further insight into the experiences and perceptions of people
living in RACFs on the topic of sexuality and this is one of the few studies to include
and report on the views of people with dementia. Findings confirm the general literature
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that older people in RACFs are viewed by staff as asexual and that sexuality as an aspect
of residents’ care and quality of life is still largely ignored. Facilities need to continue
to take into account that older people in their care, irrespective of relationship status and
dementia, have sexuality needs. It is incumbent on RACFs to uphold and facilitate the
rights of all residents as individuals to express their sexuality by consciously acknowl-
edging and addressing this issue as a legitimate component of residents’ care. To support
the rights of residents to express their sexuality, all RACFs need supportive environments,
structures, policies and decision-making frameworks that provide privacy, non-judgemental
behaviours and attitudes and clear guidance for all stakeholders.
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