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Foreword by #ReadyToListen partners 

Craig Gear, OAM, OPAN CEO 

The Older Person’s Advocacy Network (OPAN) is the national peak body for 
individual aged care advocacy. Our goal is to support and empower older people to 
get the best out of their aged care services and to ensure they are actively involved 
in discussions that affect them. 
 
In 2021, we asked the Department of Health to support the #ReadyToListen project, 
because we recognised the need to build the capacity of service providers to prevent 
the Royal Commission into Aged Care Quality and Safety’s estimated 50 sexual 
assaults in residential aged care each week. We also recognised the need to provide 
older people with information about their sexual rights, including the right to be free 
from sexual assault. 

 
Being #ReadyToListen is about understanding the risk of sexual assault, knowing 
the indicators, believing those who disclose, acknowledging the impacts, providing 
support, and taking proactive steps to protect residents.  
 
I want to acknowledge that the definition of sexual assault changes in each state and 
territory and the definition we used is from the aged care Quality of Care Principles 
which refer to ‘unlawful sexual contact or inappropriate sexual conduct.’ We have 
found few people can remember that term – but essentially that is what we are 
referring to. 
 
We are proud of what the #ReadytoListen project has achieved over the past 18 
months. Outcomes and outputs include the following:  
 

• consulted more than 40 experts 

• published more than a dozen resources  

• engaged 4000+ participants in the project’s online seminars, forums, and 
webinars  

• 77.4% increase in traffic to the OPAN website  

• 80+ media interviews and mentions with a potential audience reach of 2.3 
million 

 
Engaging media is an important tool in raising awareness of the importance of being 
#ReadyToListen.  
 
While #ReadyToListen has delivered substantial outcomes, there is still so much 
work to be done. 
 
A critical component of the project has been listening to, and working with, people 
living with dementia and older women – because they represent most 
victims/survivors of sexual assault in residential aged care.  
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The #ReadyToListen Town Hall was born out of an approach by dementia 
campaigner and researcher Kate Swaffer to establish a Sexual Assault and 
Dementia Special Interest Group. This group of people have been meeting for the 
last six months to consider the issue of sexual assault in residential aged care and at 
home. They have adopted the acronym SAD-SIG. 
 
We know from the National Plan to End Violence Against Women and Children that 
prevention requires culture change and takes time and collective effort. We identified 
over 35 categories of organisations and groups that have a role to play in prevention 
and we were delighted that more than 55 were represented at the Town Hall.  
 
OPAN was pleased to host the event in partnership with Dementia Alliance 
International, Celebrate Ageing Ltd and the Older Women’s Network NSW. 
 
The Town Hall was the first national gathering of its kind. OPAN has taken a lead in 
supporting this Town Hall Meeting, but the responsibility for change rests with all of 
us. So, thank you to everyone who made time to participate.  
 

Dr Catherine Barrett, #ReadyToListen Project Coordinator, 

Director Celebrate Ageing Ltd 

I have been advocating for prevention of the sexual assault of older women for the 
past 27 years; as a Nurse Unit Manager in residential aged care, a Senior Research 
Fellow coordinating a Sexual Health and Ageing Program at La Trobe University, a 
‘cultural engineer’ and Director of Celebrate Ageing Ltd, a not-for-profit organisation 
combatting ageism and building respect for older people, and as the coordinator of 
the #ReadyToListen project. 
 
Over these multiple roles and decades, I have witnessed the silencing and the 
silence. Service providers from a broad range of sectors who could support 
prevention have too often argued that sexual assault is either rare, not a priority, or 
not within their scope of work. This contributes to a cycle of silence and silencing that 
must be challenged. 
 
We have failed to create safe spaces for older women, men, Trans and Gender 
Diverse people and people living with dementia to disclose sexual assault. The 
absence of safe spaces has resulted in few disclosing their sexual assault. The 
resulting silence is then interpreted as an indication that sexual assault of these 
cohorts is rare. On the contrary, it is not rare, rather it is rarely reported, and we must 
critique why this is so.  
 
One possible explanation is Wilful Blindness,1 or that we have chosen not to know. 
Data on sexual assault in residential aged care has been published annually since 
2004,2 but we have done so little until now to prevent it.  

 
1 https://www.mheffernan.com/book-wilfulblindness.php#modal-close 
2 https://www.opalinstitute.org/prevalence.html 
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Wilful blindness may be motivated, in part, by ‘cognitive dissonance’.3 This 
phenomenon occurs when there is an uncomfortable gap between the way we 
believe something should be and the way it is. The discomfort can lead to defensive 
responses or changing our beliefs to alleviate the discomfort we feel.  
 
For example, most people believe that older people and people living with dementia 
should not be sexually assaulted. Therefore, when presented with information about 
sexual assault, some service providers responses are defensive, dismissive, or 
minimising; for example, she must be confused, he wouldn’t do that, she won’t 
remember, at least there are no impacts, it’s over-reporting, it’s not in our scope, it’s 
not a priority.  
 
While no one wants to hear that vulnerable older people or people living with 
dementia have been sexually assaulted, that doesn’t mean it doesn’t happen. 
Furthermore, as Wilful Blindness expert Margaret Heffernan4 states, if there is 
something we should have known, but chose not to know, we are still responsible. 
Sexual assault of older people and people living with dementia happens at home and 
in residential aged care and we are responsible for preventing it and for supporting 
victims/survivors.  
 
The leadership by OPAN on prevention and support is particularly significant. OPAN 
was established in 2017 and set up the #ReadyToListen project in 2021. OPAN is 
the first national peak body to take action to prevent sexual assault of older people 
and people living with dementia.  
 
The #ReadyToListen project is a starting point for change. What is now required is 
leadership across all sectors who have capacity to prevent sexual assault and 
support victims/survivors. In drawing up the concept of the Town Hall’s ‘Agents of 
Collective Action’ (see Figure 6), we identified over 35 individuals, organisations and 
groups with capacity to take an active role in sexual assault prevention at home and 
in care. I never imagined that so many would come to the Town Hall Meeting. This 
brings so much hope for change. 
 
I want to particularly acknowledge the members of the SAD-SIG, who worked hard to 
make the Town Hall Meeting a success. Their presentations were so powerful, and 
not without cost to themselves. Talking about sexual assault was difficult and talking 
about vulnerability made it even more difficult. But what SAD-SIG members said was 
most difficult for them was reflecting on the historical inaction and their fear that the 
momentum gathered at the Town Hall Meeting would not continue.  
 
I believe the momentum will continue. I believe the Town Hall Meeting represents a 
shift in our wilful blindness; so many stakeholders are now #ReadyToListen and 
ready to take action. I believe the Town Hall is a turning point in our awareness, and 
what we now see cannot be unseen. Thank you to everyone who helped make this 
our new reality.  

 
3 https://www.apa.org/pubs/books/Cognitive-Dissonance-Intro-Sample.pdf 
4 https://www.mheffernan.com/book-wilfulblindness.php#modal-close 
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Kate Swaffer, dementia campaigner and researcher 

As one of the eight co-founders of the Dementia Alliance International, the global 
voice and peak body by, and for, people with dementia, I was honoured to Chair the 
#ReadyToListen Town Hall, whilst also distressed and sad that we needed to host 
the meeting at all.  
 
That we must work on the recognition and prevention of sexual assault of people 
receiving care in Australia is difficult to reckon with, and the Royal Commission into 
Aged Care Quality and Safety’s estimated 50 sexual assaults per week is shameful. 
Furthermore, that other sexual assault activists do not include older people, 
highlights just how ageist we are as a country. 
 
Following my witness statement and submission to the Royal Commission, which 
was one of only a few to ask for any form of redress or reparations for past harms, 
which potentially ignores future harm and violations of the rights of people with 
dementia and older persons receiving community or residential care, I believe it is 
critical to focus on the many breaches of human rights being experienced and also 
on redress and reparations for past and future harms. 
 
The #ReadyToListen Town Hall was co-led by people living with dementia. In a world 
where co-design too often means ‘consultation’, my hope is that government and 
service providers, as well as civil society, are not only listening to us, but more 
importantly, they are ready to act.  
 
By listening to the voices of people living with dementia, OPAN and the 
#ReadyToListen project partners have created safe and empowering spaces for us 
to identify strategies to prevent sexual assault and better support victims/survivors. 
One of those strategies was the Town Hall meeting. 
 
The Town Hall meeting matters because preventing the sexual assault is not solely 
the responsibility of residential aged care service providers. It is something we must 
all take responsibility for.  
 
And prevention cannot simply focus on residential aged care. People living with 
dementia are also sexually assaulted in their own homes. And sometimes, people 
living with dementia perpetrate sexual assault because they are hypersexual or 
sexually disinhibited and have lost capacity to understand the importance sexual 
consent. This is a trauma to the victim and an indignity to the perpetrator living with 
dementia who is not stopped. 
 
Most victims of sexual assault in residential aged care are women living with 
dementia. People living with dementia are also sexually assaulted in their own 
homes. I put to you that the subhuman status afforded older women living with 
dementia, on top of ageism and gender inequalities, makes them particularly 
vulnerable to sexual assault. 
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When people are diagnosed with dementia they are stripped of their full citizenship. I 
know this from my own personal experience. We are perceived as less than human. 
For example, there is a commonly held myth that people with dementia don’t feel 
pain, or that if we do feel pain, we won’t remember it. So, we get less pain 
management than a person without dementia who has the same needs. That’s 
wrong. We are human, we feel pain, even if you can’t see it, or we can’t express it. 
And we have the right to access appropriate pain management. 
 
In a similar way, some service providers think if someone with dementia is sexually 
assaulted, they won’t feel distressed and they won’t remember the sexual assault, so 
it doesn’t matter. This is truly appalling.  
 
A KPMG study in residential aged care found in 58% of sexual assaults, staff 
reported there was no harm to the victim. If service providers believe there is no 
harm – how motivated will they be to support the victim and prevent or report further 
sexual assault? 
 
There is always harm from sexual assault. If a victim can't communicate the harm, 
that does not mean there is no harm. And the fact that we even have to argue the 
harm that sexual assault does is an indicator of ableism. People living with dementia 
are human beings who like all others have the right to be free from sexual assault, 
whether people understand it as harmful or not 
 
Victims with dementia are unlikely to be given information about sexual assault 
support services by staff if staff perceive there is no harm 
 
There is so much work to do, and it is not just the responsibility of residential aged 
care service providers. The Town Hall report notes that some sexual assault 
services believe it is not within their scope to provide services to people living with 
dementia. It also noted that women with dementia may not be believed by the police 
and the police may refuse to investigate. 
 
It is perhaps then not surprising that research shows victims with dementia have less 
access to the justice system and are less likely to have their cases substantiated. 
Change is needed. Not just in residential aged care, but also at home. We are not 
reaching people living with dementia and their families with information about how to 
stop sexual assault at home by a person living with dementia. 
 
It is not brain pathology that makes people living with dementia vulnerable to being 
sexually assaulted, it is our ableist attitudes.  
 
There is so much we need to change, and we need your help. 
 
We need to do this – together, and real change will only happen when everyone 
takes responsibility for it. We must also collaborate and cooperate with each other, 
as individuals and as organisations, which I witnessed at this Town Hall meeting. 
That 55 organisations were represented at the Town Hall meeting, and that a large 
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majority of people who attended made commitments to action either as individuals or 
in their organisations highlighted to me just how #ReadyToListen and ready to act 
we all are.  
 
It was a day of powerful, moving stories from passionate people with and without 
dementia, and a day of hope. I am thrilled to have been able to contribute to this 
important milestone event and project.  
 

Yumi Lee, OWN NSW CEO 

Recently, Monash University released a study which pointed to the fact that it will 
take about 200 years for women to achieve gender equity in Australia. We’re first in 
the world for women’s education, but 70th for economic security and opportunity. We 
have less income, poorer health and suffer more physical pain compared to men. Is 
it any surprise that more and more older women are retiring into poverty and 
homelessness? Older women are the new face of homelessness in Australia.  
 
Thirty-two per cent of older women who are single and over 65 live in poverty. 
Seventy per cent of elder abuse cases in Australia involve older women. We are also 
the largest group of unpaid carers. There are fewer older women in the paid 
workforce compared to men because of discrimination. In other words, the odds are 
stacked against us. 
 
But it doesn’t have to be this way. We must address these inequalities and we can 
see the light at the end of the tunnel for older women. We are beginning to listen to 
older women. Take the new National Plan to End Violence Against Women and 
Children, which has taken a life stage approach that explicitly acknowledges the 
sexual assault of older women, for the very first time. This recognition is fantastic 
and long overdue. 
 
In developing policies, we hear people say we need to have the gender lens on. 
We’re calling for the addition of the age lens, too. Unless we explicitly include older 
women and reach out to older women, and respond to their many different 
experiences and issues, we will continue to fail them.   
 
This is especially the case involving sexual assaults. People look at the data and 
say, goodness, it’s not as prevalent as financial abuse of older women. There is a 
widespread belief that sexual assaults of older women are really not important. 
Because the numbers are small, the research on this is minimal.  
 
So far, thanks to the work of Dr Barrett, we know only of Margarita Solis who publicly 
disclosed her sexual assault as an older woman at the age of 95.  
 
There are three main reasons why we do not see older women disclosing their 
sexual assaults:  
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1. We have not provided the safety and support for them to disclose.  
2. There is deep shame felt by some older women due to the taboos and stigmas 

associated with sex and sexual assaults.  
3. We have not been ready to listen. 

 
When we don’t listen, we don’t hear. Older women continue to be silenced and 
sexual assaults continue to occur. Then we look at the low rates of reporting and 
conclude it isn’t prevalent and it’s not a priority. This vicious cycle has to stop, and 
we are so grateful and appreciative that so many stakeholders turned up to the Town 
Hall to listen.  
 
Once upon a time, smoking was cool. People smoked everywhere; it was 
fashionable. In 1945, 72% of men smoked; now it is 14%. This tells us that changing 
community attitudes and behaviour can be achieved. Similarly, it’s our collective 
action which can prevent sexual assault of the 6% of older people who live in 
residential aged care and the 94% who live at home. It’s not enough to depend on 
residential aged care service providers to prevent sexual assaults.  

 
For the Town Hall Meeting we identified over 35 Agents of Collective Action, from 
Ministers to organisations, services and communities. All have a role to play in 
preventing sexual assault at home and in care.  
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Summary  

This report documents a community call to action focused on preventing the sexual 
assault of older people and people living with dementia at home and in residential 
aged care. The initiative was led by people living with dementia and supported by the 
Older Person’s Advocacy Network (OPAN), Dementia Alliance International (DAI), 
Celebrate Ageing Ltd, and the Older Women’s Network NSW.  
 
People living with dementia identified gaps and potential strategies to prevent sexual 
assault and they called for organisations, services, and the broader community to 
take action on prevention.  
 
The sexual assault of older people and people living with dementia is a problem that 
was thrown into the spotlight in 2021 with the release of the Royal Commission into 
Aged Care Quality and Safety’s final report.5 The Commission estimated there are 
50 sexual assaults in residential aged care each week and referred to this as “a 
disgrace and … source of national shame.” Most victims/survivors of sexual assault 
in residential aged care are women living with dementia.6 
 
The Royal Commission’s findings emphasised the need for cultural change led by 
residential aged care service providers. However, prevention is not solely the 
responsibility of residential aged care providers. Prevention requires collective action 
by policy makers, educators, advocates, police, family violence services, sexual 
assault services, researchers, the justice system, family members and the broader 
community.  
 
Additionally, sexual assault of older people and people living with dementia is not 
limited to residential aged care. Older people and people living with dementia 
experience sexual assault in their own homes,7 perpetrated by intimate partners and 
other family members, service providers and others.  
 
The #ReadyToListen project 
In 2021 the #ReadyToListen project was established to prevent sexual assault in 
residential aged care. The project is led by the Older Person’s Advocacy Network8 
(OPAN) in partnership with Celebrate Ageing Ltd9 and the Older Women's Network, 
New South Wales10 and funded by the Department of Health.  
 
Being #ReadyToListen is about understanding the risk of sexual assault, knowing 
the indicators, believing those who disclose, acknowledging impacts, providing 
support and taking proactive steps to protect residents.  
 

 
5 https://agedcare.royalcommission.gov.au/publications/final-report 
6 https://pubmed.ncbi.nlm.nih.gov/28402419/ 
7 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf 
8 https://opan.org.au/ 
9 celebrateageing.com 
10 https://ownnsw.org.au/ 
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Sexual Assault and Dementia Special Interest Group. 
The #ReadyToListen project established a Sexual Assault and Dementia Special 
Interest Group (SAD-SIG) led by people living with dementia in partnership with 
Dementia Alliance International (DAI).11 The aims of the SAD-SIG are to increase the 
efficacy of the #ReadyToListen project in residential aged care and to advocate for 
expansion of the #ReadyToListen approach to home care. 
 
A key focus of the SAD-SIG was pulling together a hybrid Town Hall Meeting of key 
stakeholders from aged care, sexual assault, family violence, advocacy, criminal 
justice and other services. The Meeting was held in December led by people living 
with dementia with the aim of increasing recognition of, and reporting of sexual 
assault, as well as preventing sexual assault of older people and people living with 
dementia in every context they live.  
 
Background information  
Background information developed for Town Hall participants included the drivers of 
the sexual assault of older people and people living with dementia, primary 
prevention approaches, collective action, key issues and strategies and draft 
priorities.  
 
The #ReadyToListen approach to primary prevention draws on a model developed 
by Our Watch, a national organisation focused on primary prevention of violence 
against women and their children in Australia.12 It draws on the drivers of the sexual 
assault of older people and people living with dementia, which include: 
 

• Condoning the sexual assault of older women and people living with dementia 

• Men’s control of decision-making and limits to older women’s independence 

• Unequal sexual rights and the legacies of marital rape immunity laws 

• Ageing and the gender binary  

• Condoning sexual assault by people living with dementia 
 
The approach also examines underlying forms of oppression, including the way 
ableism is experienced by people living with dementia, the influence of ageism on 
our inaction to protect older women, and other forms of oppression. 
 
The drivers underpin a call to collective action that encompasses 35 organisations, 
services and groups who could contribute to prevention. It also incorporates key 
national strategies, such as The National Plan to End Violence Against Women and 
Children, The National Plan to Respond to Abuse of Older Australians and The 
National Dementia Action Plan.  

 
Key issues and potential strategies  
Five key concerns and 25 related issues were outlined in a briefing paper for 
participants of the Town Hall Meeting. The Meeting then assisted in refining these 

 
11 https://dementiaallianceinternational.org/ 
12 https://www.ourwatch.org.au/ 
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concerns, potential strategies and stakeholders to lead change. The concerns and 
issues are as follows: 
 
1.Full citizenship 
People living with dementia experience social prejudice that can leave them feeling 
isolated and stigmatised.13 Too often, they are viewed as less than human and there 
is a general failure to promote their human rights,14 and their sexual rights including 
the right to be free from sexual assault. Older women also have their sexual right 
erased and key issues include: 
 

• 1.1: Normalising the sexual assault of people living with dementia 

• 1.2: The legacies of marital rape immunity laws 

• 1.3: Start by believing 

• 1.4: Sexual rights and responsibilities 

• 1.5: Sexual consent 

• 1.6: Brain pathology, dementia and sexual assault  

• 1.7: Information and education for people living with dementia/older people 

• 1.8: The voices of victims/survivors  
 
2.Safety, recovery and healing  
There is a well-established body of evidence in the broader community clarifying the 
impacts of sexual assault and highlighting the importance of strategies for safety 
planning, recovery and healing. However, this body of evidence has not been 
applied to the safety and recovery of older people and people living with dementia. 
Key issues include 
 

• 2.1: Understanding the Impacts of sexual assault 

• 2.2: Safety planning education and awareness  

• 2.3: Trauma informed residential aged care services 

• 2.4: Inclusive sexual assault services  

• 2.5: Inclusive family violence services  
 
3.Access to justice 
Access to justice is an issue for many victims/survivors across their life span. Justice 
and policing responses have begun to evolve alongside our understanding of sexual 
violence. However, this has not reached older women and people living with 
dementia. Key issues include: 
 
 

• 3.1: Police responses 

• 3.2: The criminal justice system 

• 3.3: Independent third party  
 
 
 

 
13 https://www.dementia.org.au/sites/default/files/documents/Dementia-Social-Stigma-Report-2017.pdf 
14 See Kate Swaffer on Dementia and Human Rights at: https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_9DementiaMAPfinal.pdf 
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4.Health, aged and community care  
Service providers are powerfully placed to prevent sexual assault of older people 
and people living with dementia, but this requires building their knowledge and 
capacity. Education is required across the broad spectrum of services accessed by 
older people and people living with dementia. Key issues include: 
 

• 4.1: Education in residential aged care 

• 4.2: Education for aged care in the home  

• 4.3: Tackling technology-facilitated abuse 

• 4.4: Education for health and community services 

• 4.5: Education for carer support services (and outreach) 

• 4.6: Education for dementia services (and outreach) 
 
5.Research  
Research is essential to building a sense of urgency, identifying what works in 
prevention, and in shifting priorities. There is a dearth of research on the experiences 
and needs of older people and people living with dementia and a need to 
acknowledge the impacts of this on willingness to disclose, victim/survivor support 
and prevention. Key issues include: 
 

• 5.1: Research approaches and focus 

• 5.2: Data collection and interpretation 

• 5.3: Research translation  
 
Priorities for action identified by people living with dementia 
A Town Hall briefing paper (an earlier version of this report provided to all attendees) 
outlined six priorities identified by members of the SAD-SIG (see Part 10). To 
promote equitable opportunities for input, people living with dementia were invited to 
identify their priorities prior to the meeting. The priorities identified are as follows: 
1)  
 

1. Educating home based and residential aged care service providers 
2. Clarifying needs and promoting safety  
3. Building more accessible sexual assault services 
4. Supporting sexual consent  
5. Continuing partnership with people living with dementia  
6. Promoting access to justice 

 
Participants were also invited to identify issues and priorities that had not been 
covered in the Meeting. These additional priorities are:  
 

1. Funding to implement strategies and undertake research  

2. Education for staff, families, community, older people, people living with 
dementia, all stakeholders 

3. Inclusion of all genders 

4. Working across organisational silos 
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5. Support for carers who are sexually assaulted 

6. Culture change – zero tolerance of sexual assault 

7. SIRS support for sexual assault reporting at home 

8. SIRS review of data to identify patterns and response strategies 

9. Improving perpetrator accountability and management  

10. Increasing surveillance in residential aged care 

11. Trauma-informed approaches to residential aged care  

12. Shift expectation that victims/survivors will ‘self-advocate’ 

13. Shift expectation that care partners and/or family members of 
victims/survivors will advocate, or have the resources to do so effectively 

14. Improve access to justice. 

 
Town Hall Meeting participants made time to provide feedback through online 
discussions or a follow-up email. Some of the (deidentified) comments include:  
 

• Well done OPAN in bringing these really important issues to this conversation 
and the broader community ... This issue of sexual violence is not an easy 
one ... but it is very important ... We are ready and willing to help! 

• Thank you for chance to be part of such an important project – well done to all 
involved including those who shared their stories today. 

 
Members of the SAD-SIG said their hope for change was tinged with fear about lack 
of funding.  
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Introduction 

The sexual assault of older people and people living with dementia is a problem that 
was ignored, until recently. In 2021, the Royal Commission into Aged Care Quality 
and Safety’s final report15 estimated there are 50 sexual assaults in residential aged 
care each week and referred to this as “a disgrace and … source of national shame.” 
Most victims/survivors of sexual assault in residential aged care are women living 
with dementia.16 
 
The definition of sexual assault varies across each state/territory,17 and in this 
document we use the term sexual assault in place of ‘unlawful sexual contact and 
inappropriate sexual conduct’ as outlined in Quality of Care Principles 2014 and 
utilised as part of the Serious Incident Response Scheme.18 This includes any sexual 
activity between a staff member and a resident and any contact or conduct of a 
sexual nature without consent.19 
 
Using accessible language is important. Most service providers, older people and 
family members are unable to remember the term ‘unlawful sexual contact and 
inappropriate sexual conduct’, and this is a barrier to prevention. 
 
A further barrier was identified in research that found in 58% of sexual assault 
reports, staff in residential aged care believed there were no negative impacts on the 
victim/survivor.20 
 
The Royal Commission’s findings threw the spotlight on the need for cultural change 
led by residential aged care service providers. However, prevention is not solely the 
responsibility of residential aged care providers. Prevention requires collective action 
by policy makers, educators, advocates, police, family violence services, sexual 
assault services, researchers, the justice system, family members and the broader 
community.  
 
Additionally, sexual assault of older people and people living with dementia is not 
limited to residential aged care. Older people and people living with dementia 
experience sexual assault in their own homes,21 perpetrated by intimate partners and 
other family members, service providers and others. Strategies to prevent sexual 
assault of older people and people living with dementia need to include those living 
at home.  
 
In 2021 the #ReadyToListen project became the first national project with the aim to 
prevent sexual assault in residential aged care. 
 

 
15 https://agedcare.royalcommission.gov.au/publications/final-report 
16 https://pubmed.ncbi.nlm.nih.gov/28402419/ 
17 ibid 
18 https://www.legislation.gov.au/Details/F2021C00887 
19 https://www.agedcarequality.gov.au/sites/default/files/media/sirs_unlawful_sexual_contact_or_inappropriate_sexual_conduct_fact_sheet_1.pdf 
20 https://www.health.gov.au/resources/publications/prevalence-study-for-a-serious-incident-response-scheme-sirs 
21 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf 

https://www.health.gov.au/resources/publications/prevalence-study-for-a-serious-incident-response-scheme-sirs
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The #ReadyToListen project 

The #ReadyToListen project is led by the Older Person’s Advocacy Network22 
(OPAN) in partnership with Celebrate Ageing Ltd23 and the Older Women's Network, 
New South Wales.24 Being #ReadyToListen is about understanding the risk of sexual 
assault, knowing the indicators, believing those who disclose, acknowledging 
impacts, providing support and taking proactive steps to protect residents.  
 
The project’s six stages were implemented over an 18-month period from July 2021, 
as highlighted in Figure 1 below.  
 
Figure 1: The #ReadyToListen project framework  

 
 
The #ReadyToListen approach acknowledges the complex nature of change 
required. Preventing sexual assault in residential aged care will not be achieved 
solely through the provision of staff training. It requires drawing on the expertise of 
key stakeholders, building risk management systems, supporting staff, promoting 
leadership, empowering victims/survivors and engaging the community.  
 
At the time the project commenced, there were no freely available resources building 
risk management systems to prevent sexual assault in residential aged care. 
Consequently, the project engaged service providers, peak bodies, other groups, 
people living with dementia, and older people and their families to develop resources 
and education. Over 41 experts were consulted, with more than a dozen resources 

 
22 https://opan.org.au/ 
23 celebrateageing.com 
24 https://ownnsw.org.au/ 
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published (further resources pending) and education was delivered to over 4000 
people.  
 
At the heart of the risk management system developed is the #ReadyToListen 
MAP,25 a set of guidelines outlining 10 elements, or ways of knowing and doing, to 
prevent sexual assault in residential aged care. The Guidelines provide an overview 
and framework for a library of resources providing more information on each MAP 
elements. These are shown in Figure 2 below and available on the project webpage: 
(see https://opan.org.au/support/support-for-professionals/ready-to-listen/) 
 
Figure 2: The #ReadyToListen MAP  

 
 
In the process of learning from experts, the #ReadyToListen team worked with 
people living with dementia to develop a Dementia MAP,26 applying the 
#ReadyToListen MAP to preventing sexual assault of victims/survivors living with 
dementia. The process also included the development of a resource on sexual 
consent, co-produced by a person living with dementia.27  
 
The resources were launched in June 2022 with a webinar and media engagement 
strategy to raise awareness amongst service providers, older people and the broader 
community. The success of the engagement strategy was apparent in 80+ media 
interviews and mentions with a potential audience reach of 2.3 million. Additionally, a 
46% open rate by OPAN’s 30,000+ email recipients to project updates representing 
a heart-warming shift in willingness to listen. 
 

 
25 https://media.accessiblecms.com.au/uploads/opan/2022/06/MAPguidelinesFINAL.pdf 
26 https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_9DementiaMAPfinal.pdf 
27 https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_2ConsentConsiderations.pdf 
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These outcomes are remarkable, given the historical silence on the sexual assault of 
older people and people living with dementia. While there is still so much work to be 
done, the response to the #ReadyToListen project has clearly generated 
conversations about the need for change. One particularly important conversation 
led by people living with dementia led to establishment of the Sexual Assault and 
Dementia Special Interest Group. 
 

The Sexual Assault and Dementia Special Interest Group  

The #ReadyToListen Sexual Assault and Dementia Special Interest Group (SAD-
SIG) is a collaboration between the #ReadyToListen project partners and Dementia 
Alliance International (DAI);28 a registered 501c3 charity and global organisation that 
represents the more than 57 million people living with dementia globally,29 provides 
advocacy and support, and educates people living with dementia, and the wider 
dementia community.  
 
The SAD-SIG draws on the expertise of nine people living with dementia, and one 
family member, to prevent sexual assault, with the following objectives: 
 

• To increase the efficacy of the #ReadyToListen project in residential aged care 

• To document the experiences and needs of people of victims/survivors living 
with dementia and older people 

• To advocate for expansion of the #ReadyToListen approach to home care 
 
The SAD-SIG hosted four online meetings in 2022 and at one of these meetings 
members identified the need to promote collective action to prevent sexual assault. 
To achieve this, a virtual Town Hall meeting was facilitated.  
 

About this resource  

An earlier version of this document was developed by the SAD-SIG to brief 
participants of the 2022 #ReadyToListen Town Hall Meeting. It has been updated to 
include participants’ input and feedback. There are nine sections to the resource, 
with the following sections covering: 
 

• An overview of primary prevention  

• The call to collective action 

• The Town Hall Meeting agenda 

• Key issues and potential strategies 

• Priorities identified by the SAD-SIG 

• Stories from victims/survivors  

• Links to support services. 
 

 
28 https://dementiaallianceinternational.org/ 
29 https://www.thelancet.com/journals/lanpub/article/PIIS2468-2667(21)00249-8/fulltext 
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At the time of writing there was no public record of the key issues and concerns 
related to sexual assault of older people and people living with dementia at home 
and in care in Australia. Given this gap it seems important to outline a broad range of 
issues, resulting in this large document.  
 
While it is generally necessary to keep documents brief to ensure they are read – 
this was outweighed by the ethical imperative to document as much of the gap as 
possible.  
 
While the Town Hall Meeting was planned to focus on sexual assault of people living 
with dementia, the SAD-SIG recognised the importance of including older women 
and older people more broadly in the focus. Members of the SAD-SIG were 
concerned about older people being sexually assaulted by partners living with 
dementia, intimate partners, other family members and service providers.  
 
Any repetition across the issues and strategies outlined reflects the lack of any single 
organisation being responsible for the implementation of the strategies – and the 
need to ensure stakeholders read as much information as possible about the work 
required.  
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Primary prevention of sexual assault  

A significant focus of the #ReadyToListen Town Hall Meeting was the primary 
prevention of sexual assault. Primary prevention, which is a priority in preventing 
sexual assault,30 focuses on stopping the violence before it starts. It is part of a 
continuum of addressing violence against older women.31 
 
The #ReadyToListen approach to primary prevention draws on a model developed 
by Our Watch, a national organisation focused on primary prevention of violence 
against women and their children in Australia.32 The Our Watch model has been 
taken up by National Plan to End Violence Against Women and Children33 and 
embraced globally. It focuses on Changing the Story,34 or addressing the drivers of 
violence by changing attitudes, norms, practices, structure and power imbalances.  
 
Our Watch outlines four drivers of violence against women including the condoning of 
violence against women, men’s control of decision making, rigid gender stereotyping 
and dominant forms of masculinity and cultures of masculinity that emphasise 
aggression, dominance, and control.35  
 
These drivers cannot be disentangled from other intersecting forms of oppression such 
as ableism and ageism.36 In the following section, the drivers and other forms of 
oppression outlined by Our Watch are applied to the lives of older people and people 
living with dementia. 
 

Drivers 

Drivers of violence are the underlying causes required to create the necessary 
conditions in which sexual assault occurs.37 Five drivers have been identified and are 
summarised in Figure 3 below and described on the following pages.  
 
Figure 3: Drivers of sexual assault of older people/people living with dementia 

Driver 1 Driver 2 Driver 3 Driver 4 Driver 5 

Condoning the 
sexual assault of 
older women and 
people living with 

dementia 

Men’s control of 
decision-making 

and limits to older 
women’s 

independence 

Unequal sexual 
rights and the 

legacies of 
marital rape 

immunity laws  

Ageing and the 
gender binary  

 

Condoning 
sexual assault by 
people living with 

dementia  

 

 
30 https://aifs.gov.au/resources/practice-guides/what-effective-primary-prevention-sexual-assault 
31 https://www.ourwatch.org.au/resource/preventing-intimate-partner-violence-against-older-women/ 
32 https://www.ourwatch.org.au/ 
33 https://www.dss.gov.au/women-programs-services-reducing-violence/the-national-plan-to-end-violence-against-women-and-children-2022-2032 
34 https://media-cdn.ourwatch.org.au/wp-content/uploads/sites/2/2021/11/18101910/Change-the-story-exec-summary-AA.pdf 
35 https://www.ourwatch.org.au/change-the-story/ 
36 ibid 
37 https://www.ourwatch.org.au/resource/change-the-story-a-shared-framework-for-the-primary-prevention-of-violence-against-women-in-australia/ 
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Driver 1: Condoning sexual assault of older women and people living with 
dementia 
The first driver focuses on condoning violence against older women and people 
living with dementia. Condoning is to accept a behaviour is wrong, but excuse, 
downplay, justified or deny it. The sexual assault of older people and people living 
with dementia has been condoned in residential aged care.  

 
In Australia, processes for reporting sexual assault in residential aged care were 
introduced in 2004, when the Department of Health launched a scheme for the 
compulsory reporting of incidents, including sexual assault.38 There were ‘limited 
circumstances’ to reporting, which meant that sexual assault was not required to be 
reported if the perpetrator had a cognitive impairment.  
 
Furthermore, very little has been done to prevent sexual assault of older people and 
people living with dementia in their own homes. We have failed to create safe 
spaces for older people and people living with dementia to disclose sexual assault 
and talk about their needs. This has led to downplaying prevalence and impacts of 
sexual assault – and a need to explain why sexual assault is a problem. 
 
The #ReadyToListen project represents significant leadership on the part of OPAN, 
the first peak body to call out the condoning of sexual assault. The project, and the 
Town Hall Meeting in particular, bring the hope of engaging a broad range of 
stakeholders in understanding the collective responsibility to prevent sexual assault 
of older women and people living with dementia.  
 

Driver 2: Men’s control of decision making and women’s limited 
independence 
While there is awareness of gender inequalities experienced by women broadly,39 
there is less awareness of the harsh inequalities experienced by older women 
historically and the legacies on their health, wellbeing, and empowerment.  
 
To highlight these inequalities, the following timeline traces the journey of an 80-
year-old woman, let’s call her Thea, and the restrictions to her independence 
experienced over her lifetime.  
 
 
 

 
38 https://www.gen-agedcaredata.gov.au/Resources/Reports-and-publications/2020/September/Report-on-the-operation-of-the-Aged-Care-Act 
39 https://humanrights.gov.au/our-work/education/face-facts-gender-equality-2018 

https://www.gen-agedcaredata.gov.au/Resources/Reports-and-publications/2020/September/Report-on-the-operation-of-the-Aged-Care-Act
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Figure 4: One older woman's journey 

Milestone   Inequality 

Birth, migration, 
and work 

• Born: Thea is born in 1942 in Europe 

• 12 years old: Thea and her parents migrate to Australia  

• 18 years old: Thea is employed in full time secretarial work 

Married  • 20 years old: Thea marries and has to give up her career 
because being a wife and mother is considered a job40,41 

Raising children  • 21 years old: Thea’s husband is violent and begins a regular 
pattern of physical and sexual assault 

• 27 years old: Thea gains full rights to access their joint 
property due to legacies of Married Women’s Real Property 
law42  

• 29 years old: Thea is able to get a bank loan without a male 
guarantor43  

• 33 years old: Thea can apply for a no-fault divorce. She no 
longer has to prove her husband was to blame for the 
separation44  

• 34 years old: Rape committed by Thea’s husband is 
considered a criminal offence45  

• 41 years old: Thea can obtain a passport without her 
husband’s authorisation46  

• 46 years old: Thea can access child support47 

Growing old  • 74 years old: Thea’s husband is diagnosed with dementia 
and continues to sexually assault her nightly 

• 75 years old: Thea hears about #MeToo  

• 79 years old: Thea hears about the #March4Justice 

• 80 years old: The National Strategy to End Violence Against 
Women and Children takes a life span approach 

 
The ways Thea and other older women were viewed and treated historically have 
legacies in their old age. For example, older women are: 
 

• more likely that older men to experience age-related discrimination48  

• the lowest income earning family group49  

• the largest group of unpaid carers50  

• the fastest growing group of homeless51  

 
40 https://www.forbes.com/sites/millystilinovic/2017/03/07/how-far-has-australia-come-in-terms-of-gender-equality/?sh=579808d24eaf 
41 http://www.austlii.edu.au/au/journals/AUJlGendLaw/2009/6.pdf 
42 ibid 
43 https://timeline.awava.org.au/archives/1286#:~:text=Following%20a%20campaign%20from%20women's,without%20requiring%20a%20male%20guarantor. 
44 https://www.abc.net.au/news/2020-02-11/history-no-fault-divorce-and-family-law-in-australia/11931556 
45 https://timeline.awava.org.au/archives/391 
46 https://web.archive.org/web/20060614171552/http://www.passports.gov.au/Web/passport_history.aspx 
47 https://www.dss.gov.au/our-responsibilities/families-and-children/programs-services/history-of-the-child-support-scheme 
48 https://humanrights.gov.au/about/news/speeches/safety-and-security-older-women 
49 https://melbourneinstitute.unimelb.edu.au/__data/assets/pdf_file/0010/2437426/HILDA-SR-med-res.pdf 
50 https://humanrights.gov.au/about/news/speeches/safety-and-security-older-women 
51 https://humanrights.gov.au/our-work/age-discrimination/publications/older-womens-risk-homelessness-background-paper-2019 

https://timeline.awava.org.au/archives/391
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• more likely to live in poverty (34% of single older women live in poverty)52  

• more likely to experience workplace discrimination53  

• more likely to experience elder abuse than men54  
 
The multiple unpaid caring roles older women have can also affect their employment 
and economic security and mean they have limited control over finances and 
decision-making.55 
 
While gender inequalities continue for all women,56 the unique experiences of older 
women are not well understood and are seldom the focus of contemporary planning, 
advocacy and activism on gender equality.  
 

Driver 3: Unequal sexual rights and martial rape immunity 
A further driver of sexual assault is unequal sexual rights, particularly apparent in 
relation to marital rape immunity. Over hundreds of years, marital rape immunity 
laws established a sexual power imbalance in heterosexual relationships –husbands 
were not required to negotiate sexual consent with their wives and were immune 
from rape prosecution.57 A cultural tone was set and women who challenged this 
dynamic were labelled vindictive.58  
 
Marital rape immunity laws still exist in many countries,59 but were reformed in the 
1980s in Australia.60 The legacies of these laws continue to shape perceptions of 
sexual consent, sexual rights and responsibility, particularly for older women. In a story 
shared for the #ReadyToListen Older Women’s MAP,61 an older woman recounted: 
 
 

‘I was born in the 1950s in a large country town. No one spoke about sexual 
rights. The expectation was that you were men’s property and then you got 
married. I couldn’t see how there was anything in it for me. Marriage was all 
there was, in most people’s minds, and I thought I’m not going to do that. I 
didn’t know what was going to happen next, but I knew I was not doing that. 
… Whenever I think about sexual assault I think about my mother and 
aunties, their hands in shreds as they peeled prawns and the men sat around 
drinking beer.  
 
‘My cousin’s husband sexually abused me since the age of 11. That taught 
me it was a man’s world and men were allowed to do whatever they wanted 
to. There was no way that I was going to turn around to my mum and the 
women she was shelling prawns with to tell them what was happening to me 
and what I needed.’  

 
52 https://melbourneinstitute.unimelb.edu.au/__data/assets/pdf_file/0010/2437426/HILDA-SR-med-res.pdf 
53 https://humanrights.gov.au/about/news/speeches/safety-and-security-older-women 
54https://aifs.gov.au/sites/default/files/publication-documents/2021_national_elder_abuse_prevalence_study_final_report.pdf 
55 https://www.ourwatch.org.au/resource/preventing-intimate-partner-violence-against-older-women/ 
56 https://humanrights.gov.au/our-work/education/face-facts-gender-equality-2018 
57 https://law.unimelb.edu.au/__data/assets/pdf_file/0004/1699006/37_3_7.pdf 
58 http://www.auswhn.org.au/blog/marital-rape/ 
59 https://academic.oup.com/book/26404/chapter-abstract/194774379?redirectedFrom=fulltext 
60https://www.alrc.gov.au/publication/family-violence-a-national-legal-response-alrc-report-114/24-sexual-assault-and-family-violence-2/history-of-activism-and-legal-
change/ 
61 See ‘Peeling Prawns’, Older Women’s MAP forthcoming  

http://www.auswhn.org.au/blog/marital-rape/
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The failure to recognise older women’s right to sexual consent was part of the 
general context of gender inequalities – and the oppression of women’s sexual rights 
more broadly. In interviews with older women for the development of the Older 
Women’s MAP, the following reflections were provided: 
 

‘… I reckon there are a lot of older women who have internalised that they 
don’t have sexual rights and think that this is just the way it is. If someone has 
lived most of their life with marital rape, it goes in your head that this is how it 
is and even though the law has changed it would take something big to make 
that mind-set go away in the men and in the women as well.62 

 
‘We are conditioned to be compliant with our social and cultural expectations. 
So, it's up to me as a woman to make my marriage work in spite of the fact 
that I might be married to an absolute dickhead. Men never get the blame for 
breaking up a marriage. He can have the affair, but it's the wife's fault he has 
an affair. Maybe she wasn't giving him enough sex. Maybe she should have 
had a son. Maybe she should have cooked better. If you'd have been a good 
girl … No matter how consciously or cognitively you push it back … it pops up 
in those dark moments. … I felt like a piece of meat.63’ 

 
The repression of older women’s sexual rights was not only embedded in law, it was 
also apparent in medicine. Professor Helen O’Connell, an Australian-based urologist 
noted in the mid 1980s that medical textbooks had almost no mention of the clitoris, 
other than reference to a ‘failure of male genital formation.’64 Women’s sexual 
pleasure was not in focus. Removal of the clitoris was used to treat insanity, 
epilepsy, catalepsy and hysteria,65 with clinicians believing clitoral organism was not 
possible in adult women.66 
 
Older women in heterosexual relationships were expected to provide for the male 
partner’s sexual needs and were not given information about sexual consent or their 
own sexual rights.67  
 
This inequality contributes to myth that sexual assault of older women by their male 
partners is less harmful.68,69 It also creates barriers to reporting – older women may 
not use the term ‘sexual assault’ to describe their experiences, particularly in the 
context of an intimate relationship.  
 

 
62 The Cost, by Patricia. Older Women’s MAP, forthcoming 
63 The Phoenix, by Kirin. Older Women’s MAP forthcoming 
64 https://www.academia.edu/22796305/Anatomy_of_the_Clitoris 
65 https://pubmed.ncbi.nlm.nih.gov/10349421/ 
66 https://www.taylorfrancis.com/books/edit/10.4324/9780203727317/new-sex-therapy-helen-singer-kaplan 
67 https://www.routledge.com/Addressing-the-Sexual-Rights-of-Older-People-Theory-Policy-and-Practice/Barrett-Hinchliff/p/book/9781138189188 
68 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf 
69 https://federationpress.com.au/product/the-hidden-gender-of-law/ 
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Driver 4: Ageing and the gender binary  
Trans and Gender Diverse (TGD) people are four times more likely to be sexually 
assaulted than the broader community,70 with some TGD people experiencing a 
lifetime of sexual assaults motivated by transphobia.71  
 
TGD people recognising and affirming their gender diversity in their old age face 
limited opportunities for physical transition and consequently increased visibility and 
vulnerability to sexual assault.72 This includes sexual assault by family members,73 
and community members, in their own homes and in residential aged care.74  
 

Driver 5: Condoning sexual assault by people living with dementia  
Brain changes related to dementia may lead to sexual assault. Dementia is a 
collection of symptoms caused by disorders affecting the brain,75 and people living 
with dementia may no longer know when or where to appropriately exercise sexual 
desire.76 Brain changes can result in sexual disinhibition,77 hypersexuality78 and 
inappropriate sexual behaviour,79 including sexual assault.80 
 
However, the driver of sexual assault here is not the brain pathology itself; rather it is 
the failure to stop people living with dementia who perpetrate sexual assault. Sexual 
assault to too often is condoned in residential aged care as a ‘normal’ or unstoppable 
part of ageing. As dementia educator John Quinn reflected in the Dementia MAP 
resource:81 
 
 

‘Age care service providers shouldn’t fob sexual assault off as a 
normal part of dementia … If a resident with dementia is touching 
another resident who doesn’t consent, he needs to be redirected. If 
you don’t stop him, it’s not fair on the female resident; it’s also not fair 
on him.  

 
‘There are boundaries: if people with dementia can’t see the 
boundaries, you need to show them where the boundaries are. 
Redirect, divert, not the pharmacological option. 

 
‘This scenario is a bit prickly for me to discuss. I couldn’t imagine it. I 
would want staff to take steps to stop me. I would want staff to 
understand that my brain may have changed, and I may have lost 
insight – and I would want to be stopped. If I transgressed a sexual 
boundary, if I touched someone without consent, that’s not okay. 

 
70 https://kirby.unsw.edu.au/sites/default/files/kirby/report/ATGD-Sexual-Health-Survey-Report_2018.pdf 
71 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/cookdaniels.pdf 
72 https://alicesgarage.net/wp-content/uploads/The-Kinfolk-Report.pdf 
73 http://www.opalinstitute.org/uploads/1/5/3/9/15399992/transnarrativeresource.pdf 
74 http://www.opalinstitute.org/uploads/1/5/3/9/15399992/mypeople_exploring-experiences-2008.pdf 
75 https://www.dementia.org.au/about-dementia/what-is-dementia 
76 https://www.dementia.org.au/support-and-services/families-and-friends/personal-care/intimacy-and-sexual-issues 
77 https://baycrest.echoontario.ca/wp-content/uploads/2019/01/7-Resource.pdf 
78 https://www.cambridge.org/core/journals/advances-in-psychiatric-treatment/article/hypersexuality-in-dementia/E2CFB1E9F2791BBCAE15F9580388BD19 
79 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3596201/ 
80 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf 
81 See John Quinn at https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_9DementiaMAPfinal.pdf 
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There is harm to the other resident. There is also a dignity issue for 
me.’ 

 
The condoning of perpetrators living with dementia is a driver or underlying cause of 
sexual assault in residential aged care and at home. In residential aged care some 
service providers do not understand their responsibly to prevent sexual assault by a 
person living with dementia, nor their strategies to do this.  
 
Sexual assault of intimate partners by people living with dementia in their own 
homes is also condoned. The stories shared in Part 8 of this briefing document 
highlight the silencing of older women sexually assaulted by a partner/husband living 
with dementia. Those victims/survivors who reach out to family members or health 
practitioners may find their call for help dismissed.82 
 
This driver needs to be explored separately to the first driver: condoning sexual 
assault of older women and people living with dementia. While they have similar 
origins in gender inequalities, ageism and ableism, they create different conditions 
and require different strategies.  
 

Social context - underlying forms of oppression 

Alongside the drivers of sexual assault, prevention needs to take into account the 
underlying social context, including gender inequality and other forms of oppression 
such as ableism and ageism.83 These overlapping forms of oppression are shown in 
Figure 5 below.  
 
Figure 5: Underlying forms of oppression 

 

 
 

 
82 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf 
83 https://media-cdn.ourwatch.org.au/wp-content/uploads/sites/2/2021/11/18101910/Change-the-story-exec-summary-AA.pdf 

https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf
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The following section outlines how the toxic trilogy of the ageism, sexism and 
ableism disempowers older women, particularly those living with dementia. It also 
argues for an intersectional lens or understanding other characteristics that 
marginalise and oppress.  
 

Ableism and dementia 
People living with dementia are vulnerable to sexual assault at home and in care. 
Additionally, the partners of people living with dementia at home may be vulnerable 
to sexual assault if their partner is sexually disinhibited or hypersexual.84  
 
As discussed previously, brain pathology may lead to people living with dementia 
perpetrating sexual assault, but it’s attitudes towards people living with dementia that 
hold the key to prevention. 
 
When people are diagnosed with dementia, they are stripped of their full citizenship 
and perceived as less than human.85 For example, there is a myth that people living 
with dementia feel less pain.86 In reality, people with dementia may have intensified 
pain processing87 but are unable to communicate it88 and consequently receive 
poorer pain management.89 As dementia researcher and campaigner Kate Swaffer 
explains:90 
 

‘… In a similar way, some service providers think if someone with dementia is 
sexually assaulted, they won’t feel distressed and they won’t remember the 
sexual assault, so it doesn’t matter. This is truly appalling.  
 
‘We all have a role to play in preventing sexual assault of people with 
dementia. And it requires that we challenge the myths of sexual assault as 
being less harmful for people with dementia.  
 
‘We need our residential aged care service providers to understand this. And 
we also need our governments and advocates, and particularly our dementia 
specific services, to understand it. 

 
‘It is our attitudes that make people with dementia vulnerable. And if you do 
not understand this – you are part of the problem.” 

 
Figure 6 (following page) demonstrates how ableist attitudes towards people living 
with dementia contribute to their vulnerability to sexual assault. While brain 
pathology can lead to sexual assault (see yellow circle) at home and in care, it is our 
attitudes towards people living with dementia that contributes to failure to prevent, 
support, report, investigate or hold perpetrators to account (green areas).  
 

 
84 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf 
85 https://pubmed.ncbi.nlm.nih.gov/22340956/ 
86 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7004504/ 
87 https://www.sciencedirect.com/science/article/pii/S0197458021002037 
88 https://www.dementia.org.au/sites/default/files/helpsheets/Helpsheet-DementiaQandA16-PainAndDementia_english.pdf 
89 https://www.iasp-pain.org/resources/fact-sheets/pain-management-in-dementia/ 
90 https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_9DementiaMAPfinal.pdf 
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The subhuman status afforded people living with dementia increases their 
vulnerability. People living with dementia who disclose sexual assault are unlikely to 
be believed, supported, or protected.  
 
Women living with dementia have reduced access to the justice system91 and are 
less likely to have their sexual assault cases substantiated than older women without 
dementia.92 The failure to address this imbalance is driven, in part, by the myth that 
sexual assault of people living with dementia is less harmful.93  
 
Figure 6: Ableism and sexual assault of people living with dementia 

 
 
Dementia has no correlation to whether a person is capable of suffering from a 
traumatic event such as sexual assault.94 People with dementia may have delays in 
processing and impaired communication, which potentially compounds the trauma of 
sexual assault.95 
 
In future research, we also need to consider the impact of disablism, where people 
with less severe dementia, may discount the sexual assaults of those with less 
capacity than themselves.  
 

Ageism 
The World Health Organisation96 estimates 50% of people globally hold ageist 
beliefs, with devastating impacts to the health and wellbeing of older people. It is 

 
91 https://www.researchgate.net/publication/326624229_Sexual_assault_of_older_women_Breaking_the_silence 
92 https://pubmed.ncbi.nlm.nih.gov/26331674/ 
93 https://www.ojp.gov/pdffiles1/nij/grants/216550.pdf 
94 ibid 
95 https://www.nsvrc.org/sites/default/files/Elder_Sexual_Assault_Technical-Assistance-Manual.pdf 
96 https://www.who.int/publications/i/item/9789240016866 
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reasonable to expect the prevalence is even higher, given ageism is so pervasive 
most people don’t even see it.   
 
Ageism underpins the Elder Abuse experienced by 14% of older people,97 leads to 
workplace discrimination98,99 and is one of the eight most expensive health 
conditions in the USA, costing an estimated $63 billion in health care each year.100 
Ageism is most harmful when it is internalised. Internalised ageism can lead to: 
 

• diminished perceptions of self-worth and a sense of shame, anger, or 
sadness101 

• reduced confidence and quality of life102  

• poorer subjective health, higher feelings of loneliness, more frequent 
dependency behaviours, and reduced will-to-live103  

• age denial and distancing from older people104,105  

• reduced life expectancy by up to 7.5 years.106,107 

 

Ageism is so pervasive and nebulous that many people don’t recognise it.108 
Furthermore, ageism is deeply entrenched in gerontophobia, or the fear of ageing, 
morbidity and death which leads to the denial of ageing, internalised ageism, and a 
desire to distance ourselves from older people, particularly those who are older and 
frailer than we are.109  
 
The problem of ageism is experienced uniquely and in particularly caustic ways by 
older women. Older women’s bodies and physical signs of ageing are the subject of 
derision in public discourses, the media and entertainment industry. The mocking 
portrayal of older women as narrow minded, bitter, asexual, sexually inept, sexually 
unattractive and sexually desperate goes largely unnoticed.  
 
Destructive humour focuses on older women’s incontinence, wrinkles, sagging 
breasts and grey hair. By way of contrast, older men have more status and those 
with grey hair are considered a silver fox, or physically attractive. 
 
The combined oppressive effects of ageism and sexism experienced by older 
women exacerbates the effects of the drivers of violence outlined previously. In 
particular, the disempowering impacts of men’s control and older women’s limited 
independence (Driver 2) are amplified by the cultural tendency to mock older 
women.   
 

 
97 https://aifs.gov.au/research/research-reports/elder-abuse-understanding-issues-frameworks-and-responses 
98 https://news. gallup.com/businessjournal/23164/price-age-discrimination.aspx  
99 https://humanrights.gov.au/sites/default/ files/document/publication/AgePrevalenceReport2015.pdf  
100 https://pubmed.ncbi.nlm.nih.gov/30423119/ 
101 https://humanrights.gov.au/our-work/age-discrimination/publications/national-prevalence-survey-age-discrimination-workplace 
102 https://humanrights.gov.au/our-work/age-discrimination/publications 
103 https://pubmed.ncbi.nlm.nih.gov/25307537/ 
104 https://www.ingentaconnect.com/content/asag/gen/2005/00000029/00000003/art00003 
105 https://doi.org/10.1111/j.1540-4560.1980.tb02018.x 
106 https://pubmed.ncbi.nlm.nih.gov/29864106/ 
107 https://pubmed.ncbi.nlm.nih.gov/12150226/ 
108 https://ebin.pub/multicultural-responsiveness-in-counselling-and-psychology-working-with-australian-populations-1nbsped-9783030554262-9783030554279.html 
109 See Barrett, Chapter 7.2.1 in https://link.springer.com/book/10.1007/978-3-030-55427-9 
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Ageism is a unique form of oppression. It is probably the most common form of 
discrimination and is internalised by most people, having an adverse impact on our 
capacity to prevent sexual assault of older people. In older people we may see our 
future selves and fear of the vulnerability we see may heightened by the knowledge 
that sexual assault of the most vulnerable occurs.  
 
The gerontophobia or cognitive dissonance that arises can lead people to distance 
themselves from engaging in sexual assault prevention. From government ministers 
and bureaucrats to peak bodies and service providers, families, community members 
– we must value our own ageing before we value older people and commit to 
promoting their right to be free from sexual assault.  
 
Older women experiencing intimate partner violence are often forgotten within both 
the elder abuse and family violence sectors110 and many other services that could 
support victims/survivors and promote prevention. It is difficult to see how this will 
shift until we combat ageism.  
 

An intersectional lens 
Taking an intersectional lens to preventing sexual assault is important. Intersectionality 
focuses on categories of inequality and differences in power,111 or involuntary 
positions at the margins.112 Intersectional characteristics contribute to oppression – 
often it is not the characteristic itself that leads to inequalities, rather responses to it. 
For example, it is not a woman’s age that makes her unequal, rather it is community 
attitudes to older women that disempower and oppress.  
 
Understanding intersectionality is critical learning in how power imbalances operate 
and how they can be addressed. Intersectionality provides a valuable lens for 
understanding family violence.113 In addition to ageism and ableism, other forms of 
oppression that older people and people living with dementia may encounter include 
the following:  
 

• Older Aboriginal and Torres Strait Islander women may be caring for 
family, and may be unwilling to access services due to the history of 
institutional violence, child removal and dispossession114 

• Older women from migrant or refugee backgrounds may experience 
barriers to services due to language barriers, or visa restrictions, 115 or may 
originate from countries where marital rape immunity still exists116 

• LGBTIQ+ communities have higher rates of family violence, homelessness 
and disability, which may contribute to higher rates of sexual assault.117 
Transgender people four times more likely to experience sexual assault118and 

 
110 https://www.ourwatch.org.au/resource/preventing-intimate-partner-violence-against-older-women/ 
111 https://journals.sagepub.com/doi/10.1177/1350506810386084 
112 https://library.oapen.org/handle/20.500.12657/28031 
113 https://www.vic.gov.au/everybody-matters-inclusion-and-equity-statement 
114 https://www.ourwatch.org.au/resource/preventing-intimate-partner-violence-against-older-women/ 
115 ibid 
116 https://academic.oup.com/book/26404/chapter-abstract/194774379?redirectedFrom=fulltext 
117 https://www.latrobe.edu.au/__data/assets/pdf_file/0005/1229468/Private-Lives-3-The-health-and-wellbeing-of-LGBTQ-people-in-Victoria.pdf 
118 https://kirby.unsw.edu.au/report/2018-australian-trans-and-gender-diverse-sexual-health-survey-report-findings 

https://www.ourwatch.org.au/resource/preventing-intimate-partner-violence-against-older-women/
https://www.ourwatch.org.au/resource/preventing-intimate-partner-violence-against-older-women/
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experience lifelong sexual assault motivated by transphobia.119 Older 
LGBTIQ+ people may be unwilling to report sexual assault to services they 
fear are homophobic120  

• Older women in rural and remote communities face additional challenges, 
such as isolation, rural conservatism, and limited services121 
 

There are many other intersecting forms of marginalisation that can be experienced 
by older women and people living with dementia and research is required to explore 
these. 
 

The call to collective action 

While the Royal Commission has thrown the spotlight on preventing sexual assault 
in residential aged care, there is a misconception that sexual assault of older people 
and people living with dementia is just a problem in residential aged care. There is 
also a myth that prevention of sexual assault in residential aged care is solely the 
responsibility of residential aged care service providers. Neither is true.  
 
As the following figures show, most older people live in their own homes, including 
people living with dementia: 
 

• Around 185,000 older people live residential aged care122 

• Around 6% of older people live in residential aged care123  

• 68% of aged care residents have moderate to severe cognitive impairment124  

• 487,500 Australians living with dementia125  

• 65% of people with dementia live in the community.126 
 
Older people and people living with dementia are sexually assaulted in residential 
aged care and their own homes. Sexual assault prevention requires cultural shifts in 
residential aged care, in the broader community and in every service older people 
and people living with dementia access. It requires collective action. 
 
The importance of collective action is highlighted in the National Plan to End 
Violence Against Women and Children.127 Collective action needs to encompass 
older people and people living with dementia at home and in care. As shown in 
Figure 7 (following page), over 35 Agents (people with capacity to take an active role 
in prevention) of Collective Action have been identified, highlighting the limitations of 
an approach that focuses solely on the responsibilities of residential aged care 
service providers. Four relevant national strategies/plans have also been identified.  
 

 
119 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/cookdaniels.pdf 
120 https://aifs.gov.au/resources/practice-guides/sexual-violence-and-gay-lesbian-bisexual-trans-intersex-and-queer#footnote-001 
121 https://www.ruralhealth.org.au/partyline/article/are-you-ready-listen 
122 https://www.aihw.gov.au/reports/older-people/older-australians/contents/aged-care 
123 https://www.mja.com.au/journal/2020/213/4/australia-over-reliant-residential-aged-care-support-our-older-population 
124 https://www.dementia.org.au/statistics 
125 https://www.dementia.org.au/information/statistics/prevalence-data 
126 https://www.aihw.gov.au/reports/dementia/dementia-in-aus/contents/summary 
127 https://www.dss.gov.au/women-programs-services-reducing-violence/the-national-plan-to-end-violence-against-women-and-children-2022-2032 

https://www.dementia.org.au/information/statistics/prevalence-data
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Agents of Collective Action include government ministers, commissioners, regulating 
bodies, the various departments of health and local government. Ministers are 
responsible for the National Plan to End Violence Against Women and Children, the 
National Plan to Respond to Abuse of Older Australians and the National Dementia 
Action Plan – all of which have a role to play in combatting the sexual assault of 
older people and people living with dementia.  
 
Figure 7 Agents of Collective Action 

 
 
Agents of Collective Action encompasses all health services that older people 
access, including home-based services, as well as safety and support services and 
the criminal justice system, including courts, judges, police prosecutors and 
independent third-party advocates.  
 
Agents of Collective Action are those with power to develop a knowledge base on 
sexual assault of older people and people with dementia, including researchers and 
funding bodies. That includes organisations responsible for knowledge translation, 
such as universities, TAFE colleges, dementia training centres, aged care advocates 
and a broad range of professional bodies that deliver aged care and dementia 
training. 
 
In addition to those with health and wellbeing responsibilities, Agents of Collective 
Action include those who shape community and popular culture such as family 
members, local councils, and media.  
 
Finally, older people and people living with dementia are also Agents of Collective 
Action. When safe and inclusive spaces have been created for older people and 
people living with dementia to disclose sexual assault, they will tell us about their 
fears, experiences and needs. This is a critical step in prevention.  
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The impression that the figure representing Agents of Collective Action is ‘busy’ is 
realistic and important. There are many who could take an active role in prevention 
and support who have not yet done so. Prevention is the responsibility of the whole 
community and must focus on people living with dementia and older people in every 
context in which they live. 
 
To further highlight the importance of collective action, an extract from Sandra’s story 
is shared below. This story was shared by Sandra’s family for the #ReadyToListen 
Dementia MAP.128 Sandra was living with dementia in a residential aged care home 
when she reported she had been raped. Sandra’s family obtained their mother’s 
medical and care records and recounted the responses of a broad range of service 
providers to her mother’s rape disclosure:  
 

‘When mum reported she had been raped, service providers wrote: 
she must have a urinary tract infection 
she has hallucinations of rape 
she has rape ideation 
she has ideas of being raped 
she needs treatment for her behaviour and agitation 
polypharmacy is a significant issue 
her current beliefs about being raped 
she has delusions of being raped 
she is preoccupied with thoughts of sexual assault 
she has rape fantasies. 
 
‘So, we took mum home. 
I wish I knew then what I know now.  
I now know that sexual assault happens in residential aged care and  
most of the victims are people with dementia.  
If we don’t listen to people with dementia who report sexual assault, 
if we do not believe them – we are part of the problem.’ 

 
Each one of above statements represents a different service provider, including 
residential aged care services, inpatient psychiatric services and acute care 
services, a general practitioner, dementia experts, a geriatrician, and police.  
 
Over six months, a broad range of service providers were unable to reduce Sandra’s 
distress. However, there was no referral to aged care advocacy services or sexual 
assault services. The police were not contacted by the service, and when they were 
contacted, they would not investigate because Sandra had a diagnosis of dementia 
and, in their view, ‘rape fantasies’.  
 
Over this period of time, Sandra continued to cry out that she was being raped. 
Interventions were developed to reduce her distress, rather than the cause of her 
distress. A number of attempts to increase Sandra’s sedation resulted in a drug 
overdose. Sandra was transferred to the acute sector for review of a possible urinary 

 
128 https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_9DementiaMAPfinal.pdf 
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tract infection, which was difficult to obtain and so a number of staff physically 
restrained her while they inserted a urinary catheter. Sandra’s family believe the 
failure to acknowledge her sexual assault retraumatised her. 
 
Sandra’s family initially assumed that she had not been sexually assaulted, because 
they trusted that staff would tell them if they were concerned about sexual assault. 
When her distress did not stop, Sandra’s family empowered themselves with 
information, obtained Sandra’s medical records and began a very long process of 
trying to help service providers reflect on what occurred and how it could be 
prevented in the future. They lost faith this would occur. Sandra’s distress continued 
until her family took her home.  
 
We are grateful to Sandra’s family for sharing their experiences and for helping us to 
learn how to improve services and responses to victims/survivors. There are many 
more stories like Sandra’s story that can help to build momentum for change, but we 
have not yet created safe spaces for older people and people living with dementia to 
share their stories of sexual assault.  
 
It would also be invaluable to learn from residential aged care services where sexual 
assault is prevented and where victims/survivors are supported. However, no 
families or services shared stories like this.  
 
In the following section we reflect on the power of service providers to prevent sexual 
assault of older people and people living with dementia in their own homes and in 
residential aged care. We also outline opportunities for family violence and sexual 
assault services, police, and the justice system to contribute to prevention.  
 

Safe at home 

There is currently little data on the prevalence of sexual assault of older people and 
people living with dementia in their own homes. As highlighted in Part 3, older people 
and people living with dementia in their own home are vulnerable to sexual assault 
because of historical and contemporary gender inequalities and the oppressive 
impacts of ageism and ableism.  
 
Despite this vulnerability, no stories have been publicly shared by people living with 
dementia or older people who have been sexually assaulted in their own homes. The 
absence of first-person narratives (or prevalence data) should not be interpreted as 
evidence that sexual assault does not occur. Rather, it reflects our failure to listen 
and create safe spaces for older people and people living with dementia to disclose.  
 
The following section presents extracts from research on sexual assault of older 
people in their own homes.129 The narratives highlight the power of home-based 
services to identify when sexual assault may be occurring, and the opportunity to 
provide older people with information about their choices. The stories are told by 
service providers who participated in a national survey and interviews.  

 
129 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf 
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‘There was an older woman and her husband accessing our services over a 
period of years. The woman was frail and struggling to care for her husband 
who had dementia. Her own health issues and carer status meant her social 
withdrawal and weepiness was put down to stress and ill health by workers 
who saw her regularly. It was only when a new worker probed a little further 
into how they were coping that the wife disclosed  she was being sexually 
assaulted by her husband. The dementia had rendered her husband 
incapable of determining her consent or willingness and she was afraid to tell 
anyone as she felt she needed to protect her husband.’ (Survey 19: aged care 
service)  

 
‘…[an older] woman … with a sight impairment as well as other physical 
disabilities … was being sexually assaulted by her partner…  it just happened 
that the [outreach] nurse who was visiting her happened to come in … on a 
day when she was very upset by the assault by her partner …. It was funny 
because this nurse always felt that there was something she was uneasy 
about in terms of the carer – he never would let the nurse care for or talk to 
the woman without him being there.” (Interviewee S8: sexual assault service)  

 
Service providers who have education and information on sexual assault prevention 
can identify warning signs and provide information to the victim/survivor about their 
choices, including support services.  
 
Across the narratives on sexual assault at home there was a recurrent theme of 
older women being sexually assaulted by a partner living with dementia, as the 
following survey participant highlighted:  
 

‘... what is really tragic … is many of these people … are seeing this almost as 
therapeutic; that is, not for them, but what they're saying is that a lot of carers, 
especially where their partner is demented, that they're using sex as a means 
of calming the person down and to appease behavioural issues. So, what … 
these people were telling me was that their partner, who obviously they once 
loved and once had a very good sexual relationship with, as part of their 
dementia process have become dis-inhibited or hyper-sexual and wanting to 
have sex with them. And these women are … actually agreeing to it because 
it's the quickest pathway to quieten the person down.’ (S33: aged care service 
provider) 

 
Further examples from the research are shared in Part 8 to highlight the need to 
provide these older women with information about their choices.  
 
Across the #ReadyToListen project (and previous research), the project team 
reached out to older women to learn from their experiences of contemporary sexual 
assault. Feedback from older women and aged care service providers indicates that 
older women who are being sexually assaulted by a partner living with dementia 
‘need support, not a researcher.’  
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The reticent to disclose is compounded by loyalty, or perceptions of ‘wifely duty’, As 
one older woman shared in an interview:130 
 

‘I think loyalty is a complicating factor in the situation. I would say, though, that 
for many older women dealing with a partner with dementia, it is not so much 
loyalty, which is about emotional connection, as wifely duty, what you are 
trained to do as a wife, that motivates their care. Older women will look after a 
husband who is sexually assaulting her because that is her wifely duty, that is 
what she was brought up to be and do.’ (Not the Venus, interview for Older 
Women’s MAP)  

 
Education for service providers could assist in opening up conversations with older 
women who feel bound by ‘wifely duty’ and clarify alternatives to allowing unwanted 
sexual contact. This education needs to be extended beyond those working in home-
based services to include the health and community services older people access.  
 

Safe in residential aged care  

The problem of sexual assault in residential aged care has been on public record 
since 2004, when the Department of Health launched a scheme for the compulsory 
reporting of incidents,131 including sexual assault. The scheme did not require 
reporting of sexual assault by a person with cognitive impairment.  
 
The number of sexual assault reports was published annually until 2020, in the 
Report on the Operation of the Aged Care Act, with 851 sexual assaults reported for 
the 2019-2020 period.132 From 2020, sexual assault data was published through the 
Serious Incident Response Scheme.133 
 
A critique of the compulsory reporting scheme was that data was collected, but it 
was not clearly utilised to inform strategies for prevention. The inaction and the 
limited circumstances clause may have contributed to the sexual assault of older 
people in residential aged care being conceptualised as a lesser crime – or no crime 
at all. For example, one study134 found that in 58% of sexual assaults, staff reported 
there was no harm to the victim/survivor.  
 
A sense of urgency around reforms was generated in 2021 with the release of the 
interim report from the Royal Commission into Aged Care Quality and Safety.135 The 
Commission estimated there are 50 sexual assaults in residential aged care each 
week and called this a disgrace and source of national shame. In the 15 months 
following the Royal Commission, a number of reforms took place, including: 
 

 
130 Extract from ‘Not the Venus’ story – Older Women’s MAP, forthcoming 
131 https://www.gen-agedcaredata.gov.au/Resources/Reports-and-publications/2020/September/Report-on-the-operation-of-the-Aged-Care-Act 
132 https://www.gen-agedcaredata.gov.au/resources/reports-and-publications/2020/november/2019%E2%80%9320-report-on-the-operation-of-the-aged-care-a 
133 https://www.agedcarequality.gov.au/sirs 
134 https://www.health.gov.au/sites/default/files/documents/2020/06/prevalence-study-for-a-serious-incident-response-scheme-sirs_0.pdf 
135 https://agedcare.royalcommission.gov.au/publications/final-report 
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• Introduction of a Serious Incident Response Scheme (SIRS), including sexual 
assault136  

• Compulsory reporting of all sexual assaults 

• Development of a sexual assault fact sheet by the ACQSC137 

• Allocation of Priority 1 reporting for all sexual assaults.138 
 
While there have been significant reforms, there is evidence that prevention will take 
time. Most victims/survivors of sexual assault in residential aged care are female 
residents with high degrees of frailty, particularly dementia.139 While dementia has no 
correlation to whether a person is capable of suffering from a traumatic event such 
as sexual assault,140 there is a myth that people with dementia won’t remember and 
don’t suffer.  
 

Sexual assault services 

Supportive counselling assists recovery from sexual assault. It provides opportunities 
for victims/survivors to be heard, believed, and validated.141 In Australia there is a 
national network of free sexual assault services, part of the National Association of 
Services Against Sexual Violence (NASASV).142 The objectives of NASASV are to 
promote equity of access to services for all victims/survivors, paying particular 
attention to those most marginalised, including on the basis of their age and 
disability.  
 
NASASAV has developed Standards of Practice143 to ensure accessible, high quality 
and consistent services. The Standards note that over time, as awareness of sexual 
assault has opened up, so too has awareness of those who need additional support 
to ensure they can access sexual assault services.  
Awareness of the need for additional support for people living with dementia and 
older people is now being raised. However, anecdotal reports suggest that few 
victims/survivors in residential aged care know about or access sexual assault 
services. This may be due, in part, to the myth that sexual assault has no adverse 
impacts on people who live in residential aged care – so the need for supportive 
counselling is not understood. To help overcome this barrier, the #ReadyToListen 
project developed a Guide to Contacting a Sexual Assault Service.144 
 
Another reason few victims/survivors in residential aged care access sexual assault 
services is the view of some sexual assault service providers that their services are 
‘not for’ people living with dementia and residents of aged care homes. 
 
A further gap relates to understanding the additional support needs of 
victims/survivors in residential aged care and those living with dementia. In the USA, 

 
136 https://www.agedcarequality.gov.au/sirs/decision-support-tool/unlawful-sexual-contact 
137 https://www.agedcarequality.gov.au/sites/default/files/media/sirs_unlawful_sexual_contact_or_inappropriate_sexual_conduct_fact_sheet_1.pdf 
138 https://www.agedcarequality.gov.au/consumers/serious-incident-response-scheme 
139 https://pubmed.ncbi.nlm.nih.gov/28402419/ 
140 https://www.ojp.gov/pdffiles1/nij/grants/216550.pdf 
141 https://www.anrows.org.au/publication/womens-input-into-a-trauma-informed-systems-model-of-care-in-health-settings-the-with-study-final-report/ 
142 https://www.nasasv.org.au/ 
143 https://www.nasasv.org.au/resources 
144 https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_6SexualAssaultServices.pdf 
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there are specific therapeutic approaches to working with victims/survivors living with 
dementia,145 particularly victim/survivors who are unable to communicate.  
 
Some women living with dementia in residential aged care are targeted by 
perpetrators because they cannot speak (or won’t be believed).146 It would be a 
compounding injustice if the characteristic that makes older women vulnerable (i.e.: 
no verbal communication) also excludes them from support to recover – double 
silencing.  
 
There is also a need for sexual assault services to reach out to older women and 
people living with dementia in their own homes. Anecdotal reports suggest that 
growing numbers of older women are now seeking sexual assault counselling for 
child sexual abuse. There is also a need to communicate to victims/survivors in 
language that reaches older women who do not identify their contemporary 
experiences as sexual assault.  
 

Family violence services 

The launch of the 2022 National Plan to End Violence Against Women and 
Children147 includes, for the first time, explicit recognition of older women. The Plan 
takes a ‘life stages’ approach (see image below from the Plan, page 40 on the 
following page).  
 
The power of the explicit inclusion of older women in reference to sexual assault 
cannot be understated. It helps to make older women’s experiences visible. It also 
provides opportunities to link older women to sexual assault services and to compels 
family violence services to ensure the inclusion of older women.  
 
Figure 8: Life Stages approach to Family Violence 

 
 
Data on older women’s experiences of family violence remains limited, and significant 
underreporting is likely due to multiple barriers to older women disclosing and 

 
145 https://opan.org.au/videos/sexualassault-reporting 
146 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf 
147 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf 

https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf
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reporting. Barriers include not identifying behaviour as abuse, shame, guilt, financial 
insecurity and greater tolerance or acceptance of abuse due to the length of time over 
which violence is perpetrated.148  
 
A further barrier to data collection and understanding family violence experienced by 
older people and people living with dementia is the failure to create cultures where 
these vulnerable cohorts feel safe disclosing family violence. The language used in 
data collection tools, the strategies for promoting data collection, and the way services 
are promoted fail to include older people and people living with dementia. 
 
Sexual assault data carries significant power in helping us to grasp the nature and 
extent of the issues.149 In residential aged care services, data is a critical part of 
incident management systems to identify trends and inform ongoing continuous 
improvement to improve the quality of the care and services.150  
There is also a failure of services to engage with and tailor service provision to older 
women.151 Older women may not refer to what they are experiencing as family 
violence and so may not recognise that they can access family violence services. This 
is not limited to older women living at home. It also includes those in residential aged 
care who experience family violence during visits from family, or when they are on 
leave at home.  
 
There is a need to build relationships between family violence, sexual assault, aged 
care, and elder abuse services to exchange knowledge and promote collaboration.  
 

Police services 

The police have a critical role to play in responding to, and preventing, sexual 
assault at home and in residential aged care. However, there are few guidelines on 
sexual assault reporting for older people and people living with dementia. The role of 
police in responding to sexual assault in residential aged care is particularly unclear.  
 
The establishment of the Serious Incident Response Scheme in 2021 bought 
changes to the reporting of sexual assault in residential aged care. The ACQSC’s 
fact sheet on sexual assault152 states that:  
 

‘All reportable incidents of unlawful sexual contact or inappropriate sexual 
conduct … that are unlawful or considered to be of a criminal nature (for 
example sexual assault) must also be reported to the police within 24 hours of 
becoming aware of the incident. If you are in any doubt about whether an 
incident is of a criminal nature, make a report to the police. Police are the 
appropriate authorities to investigate and identify whether an incident may 
involve criminal conduct.’ 

 

 
148 https://www.ourwatch.org.au/resource/preventing-intimate-partner-violence-against-older-women/ 
149 https://aifs.gov.au/resources/practice-guides/nature-and-extent-sexual-assault-and-abuse-australia 
150 https://www.agedcarequality.gov.au/sites/default/files/media/effective-ims-guidance-august-2021.pdf 
151 https://www.ourwatch.org.au/resource/preventing-intimate-partner-violence-against-older-women/ 
152 https://www.agedcarequality.gov.au/sites/default/files/media/sirs_unlawful_sexual_contact_or_inappropriate_sexual_conduct_fact_sheet_1.pdf 
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To support residential aged care service providers to understand the process of 
reporting to the police, the #ReadyToListen project developed Guidelines for Police 
Reporting,153drawing on guidelines developed by Victoria Police and the Victorian 
Government Department of Health and Human Services on sexual abuse of people 
with disability.154  
 
The guidelines clarify that police have a role to play in promoting safety of the 
victim/survivor, gathering forensic evidence, determining whether charges will be 
laid, assisting the legal processes, and recording allegations.155 The guidelines also 
clarify that police should: 
 

• ensure a timely response to a victim/survivor, witness, alleged perpetrator, or 
person in need of assistance  

• ensure processes and support are tailored to the victim/survivor’s individual 
needs 

• ensure the victim/survivor or their substitute decision-maker (where 
applicable) is involved in processes, decisions and actions that concern them 

• not make assumptions about cognitive capacity, particularly for 
victims/survivors with dementia 

• actively listen to the victim/survivor 

• communicate respectfully and in a way that is appropriate to the 
victim/survivor’s communication needs.  

 
Alongside these guidelines there is a need to improve service providers’ 
understanding of police reporting and police responses to victims/survivors living 
with dementia. Anecdotal reports suggest that some residential aged care service 
providers contact police to report a sexual assault in response to consensual 
intimacy. Other reports suggest a lack of responsiveness from police who do not 
believe they have a role when sexual assault occurs.  
 
Part 4 of this document shared part of the story of Sandra, a woman living with 
dementia in residential aged care. Sandra reported she had been raped and her 
family struggled for six months to have service providers respond to the rape 
disclosure. In sharing Sandra’s story for the #ReadyToListen Dementia MAP156 and 
her family reported: 
 

‘A friend put me in contact with a retired senior police officer, who agreed to 
review mum’s notes and make up a timeline of what occurred. He contacted 
the police on our behalf to ask them to investigate the possibility that mum 
had been sexually assaulted. We had copies of mum’s records from the aged 
care service and noted that some references to rape had been removed; we 
wanted police to investigate that as well.  
 

 
153 https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_5PoliceFINAL.pdf 
154 https://providers.dffh.vic.gov.au/responding-allegations-abuse-involving-people-disabilities 
155 https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_5PoliceFINAL.pdf 
156 https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_9DementiaMAPfinal.pdf 
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‘The police said they would not investigate because mum had dementia. Not 
because of her level of cognition; but because of her diagnosis of dementia. I 
told them I thought that was outrageous. We got a copy of the police report, 
and it refers to mum’s “rape fantasies”. They dismissed mum’s report of rape 
as “‘fantasy”; they clearly need education as well.’ 

 
Sandra’s story highlights the need to educate police about working with 
victims/survivors living with dementia and to educate residential aged care service 
providers about the role of police and processes for police reporting.  
 
There is also a need to provide information about reporting sexual assault to older 
people and people living with dementia in their own homes. Information about sexual 
assault and police reports seldom reference older people and people living with 
dementia and police elder abuse task forces do not appear to focus on sexual 
assault. The provision of information and education in this area is likely to lead to 
significant and welcome improvements.  

 

The justice system 

Older women are less likely than younger victims to have their cases processed 
through the criminal justice system, due to ignorance and disbelief, insufficient 
evidence, victim/survivor inability or unwillingness to participate, or the prosecution’s 
decision not to proceed.157,158 Barriers such as the lack of information, support, and 
finances can increase vulnerability and reduce the likelihood of disclosure159 and 
legal justice.160 
 
Most victims/survivors of sexual assault in residential aged care are women living 
with dementia who may not be believed, nor able to give evidence.161 They have 
reduced access to the justice system162 and are less likely to have their cases 
substantiated than older women without dementia.163  
 
Failure to address the obstacles to justice for people living with dementia may be 
driven by the myth that sexual assault of people living with dementia is not 
harmful.164 On the contrary, dementia educator Theresa flavin165 notes:  
 

‘There is always harm. Always, always harm. And to assume that there isn't 
just because the person who was sexually assaulted has dementia or can’t 
tell you, is appalling. There's always, always harm.166 

 

 
157 https://cnpea.ca/images/eldersexualassault_revised_literature_review_final_submitted_august_23_2018.pdf 
158 https://repository.law.umich.edu/cgi/viewcontent.cgi?article=1222&context=mjgl 
159 https://www.taylorfrancis.com/chapters/edit/10.4324/9781315641751-8/sexual-assault-older-women-bianca-fileborn-catherine-barrett-karen-roberto 
160 https://www.ngocoa-ny.org/recent-documents-of-interes/a_76_157_ie-report-on-older.pdf 
161https://www.researchgate.net/publication/328866628_The_Epidemiology_of_Sexual_Assault_of_Older_Female_Nursing_Home_Residents_in_Victoria_Australia_betw
een_2000_-_2015 
162 https://www.taylorfrancis.com/chapters/edit/10.4324/9781315641751-8/sexual-assault-older-women-bianca-fileborn-catherine-barrett-karen-roberto 
163 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5028134/ 
164 https://www.ojp.gov/pdffiles1/nij/grants/216550.pdf 
165 https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_2ConsentConsiderations.pdf 
166 https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_9DementiaMAPfinal.pdf 
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‘When you have a disability like dementia, we can't communicate the way the 
outside world expects us to, or wants us to, but it doesn't mean we're not 
communicating. It means you're not listening. If I couldn't speak, I can still 
communicate. We all know that. But no one's looking. No one is listening.’ 

 
There is also a need to consider the use of impact statements for victims/survivors 
living with dementia and those who are unable to communicate or have no advocate. 
A victim impact statement is an oral or written statement that describes the impact of 
the offence on the victim, including details of the harm suffered by the victim as a result 
of the offence. It is now widely accepted that the recognition of the impact of a crime 
upon victims is relevant to sentencing.167 But impact statements can be a well-kept 
secret and input from victims can be dependent on the personal initiative or goodwill 
of the court official.168 
 
In an Australian case, a residential aged care worker was charged with two counts of 
possessing prohibited visual recordings and one count of distributing the prohibited 
visual recording of a naked female resident with dementia. In the court transcript169 
the judge noted:  
 

‘…whilst I have no particular detail about [the victim’s] state of age, or infirmity, or 
disability, the inference I draw is that they certainly were not consenting to what 
you did, and the inference I draw is that they most probably were not even aware 
of what was happening and so that in itself is a significant indignity to a person 
who is incapable of giving consent to, or doing something about what you were 
doing.’ 

 
The judge’s comments show that the lack of information and education is not limited 
to residential aged care service providers. In the same court transcript, the judge 
noted that the staff member, who was found guilty of taking photographs of his face 
close to a female resident’s naked genitalia, was undertaking … ‘a stupid laugh out 
loud joke with no malice or sexual connotation intended.’ 
 
It is difficult to understand how such actions were not perceived to be sexual, 
particularly as photographic evidence was provided of potential sexual assault.170 
Furthermore, it is concerning that people living with dementia who cannot speak may 
have their cases heard in courts where the judiciary and police prosecution do not 
understand sexual assault of people living with dementia. How are their voices 
heard? 
 

Leadership and coordination 

While there is a need for collective action, there is also a need for a coordinating 
body to lead change. At the Town Hall meeting, members of the SAD-SIG expressed 
their appreciation for the leadership demonstrated by OPAN. There is currently no 

 
167 https://csd.njca.com.au/principles-practice/general_sentencing_principles/s16a_specific_relevant_factors/victim-impact-statement/ 
168 https://www.aic.gov.au/sites/default/files/2020-05/tandi033.pdf 
169 Court transcript not available on public record 
170 Trigger Warning ** victim/survivor was penetrated with an object 
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overall body responsible for implementing the strategies outlined in this resource. 
The members of SAD-SIG identified the need for funding for a coordinating body to 
ensure the strategies are actioned.  
 

Changing the story - a Town Hall Meeting 
The sexual assault of older people and people living with dementia is not inevitable. 
By addressing the social, cultural, political, and economic factors that drive sexual 
assault we can end it. Our Watch171 calls for us to ‘Change the Story’ or to change the 
attitudes, norms, practices, and power imbalances that drive sexual assault or for 
primary prevention or stopping the violence before it starts.172  
 
Collective action is required at every level of society using legislative, institutional, 
policy and program responses; by governments, organisations and individuals; in 
settings where people live, work, learn and socialise; in ways that are tailored to the 
context and needs of different groups.173 This is what the #ReadyToListen Town Hall 
meeting sets out to achieve.  
 

Aims  

The aim of the Town Hall Meeting was to bring together a collective group of 
stakeholders to help inform prevention of the sexual assault of people living with 
dementia and older people in residential aged care and the broader community.  
 
While the key focus is on primary prevention, the Town Hall also considered 
recovery and tertiary prevention, or support for the victims/survivors and holding 
perpetrators to account.174 
 

Participants  

The Town Hall Meeting was held on 9 December 2022 and chaired by Kate Swaffer. 
Invitations were sent to 107 organisations and groups, with 55 representatives 
attending online and 12 in person. Representatives included sexual assault and 
family violence services, aged care peaks, advocacy groups, dementia services, 
carer services, police and legal bodies, diverse groups, policy makers, academics 
and researchers, medical and allied health bodies.  
 
Such a positive response to the invitation to participate in the Town Hall meeting is 
heart-warming. Of particular significance is the building of a communications bridge 
between aged care and advocacy peaks and sexual assault/family violence services.  
 

 
171 https://www.ourwatch.org.au/ 
172 https://media-cdn.ourwatch.org.au/wp-content/uploads/sites/2/2021/11/18101910/Change-the-story-exec-summary-AA.pdf 
173 https://www.dss.gov.au/women-programs-services-reducing-violence/the-national-plan-to-end-violence-against-women-and-children-2022-2032 
174 https://www.ourwatch.org.au/resource/preventing-intimate-partner-violence-against-older-women/ 

https://www.dss.gov.au/women-programs-services-reducing-violence/the-national-plan-to-end-violence-against-women-and-children-2022-2032
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Structure 

The Chair began by presenting a framework for a trauma-informed approach, with 
particular emphasis on the difficulties for people living with dementia to talk about 
sexual assault inaction. The framework applied the six principles of trauma-informed 
approaches to the meeting (see Table 1: following page). 
 
Then five key concerns and 25 related issues were outlined by members of the SAD-
SIG – drawing on a briefing paper (earlier version of this document) sent to 
participants prior to the Meeting. The five key concerns are:  
 

1. Full citizenship 
2. Safety, recovery, and healing  
3. Access to justice 
4. Health, aged and community services 
5. Research.  

 
Members of the SAID-SIG presented their perspectives (to ensure their voices were 
heard in such a large meeting), followed by a power point presentation summarising 
the concerns, myths and facts, and potential strategies. These are presented in the 
following section – beginning with the perspectives of SAD-SIG members.  
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Table 1: Trauma Informed Principles  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Trauma Informed Principles for the Town Hall Meeting 

Safety 

● Sexual assault is harmful to older people and people living with dementia. It’s not a 
given that everyone understands that. And talking about sexual assault can be 
difficult for all of us 

● Your safety is important. Please take a break if you need to, mute the sound or your 
camera if you need to and please contact 1800RESPECT or Beyond Blue if this 
meeting raises difficult issues for you and you need to talk to someone. There is no 
shame in reaching out for support 

● The safety of people living with dementia who are here today is also important. 
Please understand that this is very difficult content for us. Talking about sexual 
assault is difficult enough – but then to talk about the inaction to prevent it or support 
victims/survivors is distressing for us  

 

Choices 

• You have a choice about whether or not to participate 

• You have a choice about how much you contribute 
 

Collaboration 

● There is so much conflict in our world and so many of us are tired, but this meeting 
can create a different kind of space and energy 

● We invite you to bring an open heart and a collaborative spirit today.  

● We will not achieve change unless we put aside our differences and our 
defensiveness and listen to each other  

● Please help us to make this meeting count 
 

Trustworthiness 

● You may not understand that just by accepting the invitation to be here you have 
bought us hope 

● We now want to see that we can work together and that there is a real commitment 
to prevention and better support  

 

Empowerment 

● We have worked with members of the SAD-SIG to present their issues and 
concerns and to ensure their voices are heard  

● In the discussion today, please bear in mind that it is very difficult for people living 
with dementia to hear about the silencing and inaction 

 
The trauma-informed approach also included reminding participants of the support 
services available and providing follow-up debriefing to members of the SAD-SIG.  
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Key issues and strategies  

Perspectives of SAD-SIG members 

The following section presents extracts from the presentations by SAD-SIG 
members to the Town Hall Meeting.  
 

Theresa Flavin  
Since I have been diagnosed with dementia, I have changed from being a thinking 
woman with feelings to a feeling woman with thoughts. 

 
Mostly, our emotions are not affected by dementia. If you ask me what I had for 
dinner last night, I might not be able to tell you I had brussels sprouts, but I will 
remember the feelings of nausea when I realised brussels sprouts were on the 
menu. 
 
The point I am making is that just because I can't say something doesn’t mean I 
don’t feel something. But we are judged because we can’t communicate to other 
people’s satisfaction. 
 
We are expected to move to your lane, to communicate to your standards. That’s not 
reasonable because we can’t. Our deep hope is that you will look for non-verbal 
communication and that you will understand we are not empty vessels – we are fully 
human.  
 
When we are diagnosed with dementia, we are given information about tidying up 
our wills and managing our finances. But for most of us, our relationships are the 
most important things in our lives.  

 
We need information on how to negotiate changes in our intimate relationships. We 
also need information on affirmative consent. Service providers need this as well. 
We could also develop advanced sexual directives to document our wishes in 
relation to sexual activity and sexual consent, so that if we can’t speak, our wishes 
are still clear.  
 
We need to support older women who are being sexually assaulted by their partner 
or husband who has dementia and doesn’t know what he is doing. How are we 
communicating to these women that they can talk about what they are experiencing? 
We need to let them know they have nothing to be ashamed of, they can ask for help 
and still be a loyal or dutiful wife. 

 
And the men for whom sexual assault is completely out of character, but changes to 
their brain have meant they no longer seek sexual consent also need our support. 
Failing to support them is a violation of their right to dignity. So many men I know 
would hate to think they have sexually assaulted a wife they love when they didn’t 
understand what they were doing. 
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Too often when there are problems, we turn to service providers for the solutions. 
People living with dementia have solutions as well. We can co-lead the development 
of resources and education to help promote sexual consent and to prevent sexual 
assault.  
 
The education needs to be developed in conjunction with people who have lived 
experience. As the Royal Commission into Aged Care Quality and Safety showed, 
services developed for us – but not with us – are ineffective at best, cruel at worst. 
 
I am also calling for mandatory acknowledgment from medical and other service 
providers of the rights of sexual assault victims/survivors to be given information 
about their options. They don’t need to take up the information but need to be given 
information about support options and referrals. This needs to include 
victims/survivors who can't communicate. We need to be seen when we can't ask for 
help. And the model of ‘self- service’ or being given a phone number or brochure isn't 
enough – we need support to access services.  

 
People living with dementia and older people who are being sexually assaulted need 
someone they can talk to. Someone who will offer them information and strategies. 
But who can they call? Or who can they tell?  
 
Are aged care and dementia services sending the clear message to older people 
and people living with dementia that they can talk about sexual assault? Are sexual 
assault and family violence services sending the message to older people and 
people living with dementia that they are welcome? I don’t think so.  

 
We have begun to talk to older people and people living with dementia about sexual 
assault, but how do we move past the shame or embarrassment they might feel? 
How do we let older women know that just because they said YES at the altar, that 
doesn’t mean they can't say NO now.  

 
And just because we are #ReadyToListen, that doesn’t mean older people and 
people living with dementia are ready to talk. Low levels of sexual assault reporting 
mean we are not doing enough to build trust or provide support. Until we do that, 
people are not going to disclose, and we are not going to be able to help make sure 
they are safe.  
 
Why can't we have a support line for intimacy and sexual assault for both older 
people and people living with dementia? We could provide them with information and 
soft referral and then collect deidentified data that could be used for education and 
resource development 

 
It's wonderful that so many people are now listening ….  
 

John Quinn and Glenys Petrie 
We want to talk to you about access to justice and the need for dementia-friendly 
communities. 
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The Dementia-Friendly Communities program is an initiative of Dementia Australia 
that helps to combat stigma, isolation, and discrimination. It also helps to build 
accessible and responsive services, right from the individual and the grass roots 
level through to businesses and organisations. Dementia-friendly communities 
include accessible and responsive police and court services. 
 
If police or the courts pigeon-hole people living with dementia as incapable of 
providing evidence about sexual assault, that is discrimination. We feel we need to 
reiterate that dementia is a disability, therefore under the UN Convention of the 
Rights of People with a Disability, people living with dementia have the same 
recognition as other persons before the law. 
 
So, dementia-friendly communities are not just about signage and supermarkets; 
they are also about the education of police and court services. 
 
People living with dementia need to feel safe to approach the police and they also 
need to feel safe and supported when they are talking to the police. Aged care 
service providers also need to know how and when to talk to the police; and police 
need to better understand sexual assault in the context of residential aged care. 
 
Police need to be dementia friendly. There is a need for education and training about 
the capabilities and the rights of people living with dementia. They need to be 
listened to and respected. This involves every point of contact, from the front desk to 
the police who take victim impact statements and the police and other judiciary who 
are present in court. 
 
We also need to consider the role that Independent Third Person Programs could 
play in supporting the victims, but we need to make sure they have education as 
well. Education should include communication support and how to document victim 
impact statements, particularly if someone has difficulty communicating. 
 
There are similar concerns with regards to the criminal justice system. The recently-
released National Plan to End Violence Against Women and Children notes that as 
our understanding of sexual violence has grown, the justice and policing responses 
have begun to evolve. However, this evolution has not begun to evolve responses to 
the needs of older women and people living with dementia. 
 
Lady Justice, the global symbol of justice, wears a blindfold as a reminder that the 
administration of justice should be applied without prejudice. If the justice system 
doesn’t evolve in response to the needs of older women and people living with 
dementia, that is prejudice. 
 
Before the criminal justice system develops accessible services, there must first be 
an understanding of the unique needs of sexual assault victims who are older or 
living with dementia. Some of the questions we have are:  
 

• What happens if the victim with dementia can’t communicate? 
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• Are victim impact statements being used? 

• Who is in their corner?  

• Who is advocating for the rights of the victim living with dementia to be heard? 

• What education does any person in their corner have on dementia? 

• Do they understand that not being able to communicate does not mean there 
is no harm? 

• What support is there during the court case and afterwards? 

• How do we promote the dignity and safety of the victim? 

• Can video evidence be used? 
 
We want people living with dementia and older people to know that the justice 
system is there for them as well. When that message is clear, more victims will be 
willing to come forward. We need to work together to say to older people and people 
living with dementia: we are here for you, we will help by making sure you are safe, 
and we will try our best to hold perpetrators to account. 
 

Kate Swaffer  
We need to do better at promoting the safety and recovery of victims, but a major 
barrier to this is ableism and ageism. People who believe older women and people 
living with dementia are not harmed by sexual assault are unlikely to prioritise sexual 
assault. 
 
We need to improve safety planning for victims. We need trauma-informed aged 
care services and we need accessible sexual assault and family violence services.  
 
Safety planning is well known within sexual assault and family violence services – 
but not aged care. We need guides on safety planning for people living with 
dementia and older women in their own homes and in residential aged care. Then 
we need to educate aged care service providers about how to use these. 
 
Trauma-informed principles are best practice in helping victims recover from sexual 
assault. These principles are well understood by family violence and sexual assault 
services – but not by aged care service providers. Trauma-informed approaches 
could provide a framework for acknowledging the impacts of sexual assault on 
victims, and for acknowledging the trauma of service providers.  
 
Some service providers will have their own personal experiences of trauma and may 
experience vicarious trauma when an older person or person living with dementia is 
sexually assaulted. 
 
We need to recognise the humanness of service providers – as well as residents. 
How can we promote trauma-informed aged care services? And how can we 
enhance a life stages approach to sexual assault and family violence services? This 
could involve: 
 

• Reaching out to older women and people living with dementia 

• Learning from older people and people living with dementia 
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• Learning from each other 

• Developing education  

• Building more accessible services 
 

Sexual assault services also play a critical role in victim recovery – but so few victims 
are given information about sexual assault services by residential aged care service 
providers. We need to build relationships between residential aged care services and 
their local sexual assault service to promote referral. 
 
We need to make sure that older women and people living with dementia in their 
own homes know that sexual assault services are them for them as well – even if 
they don’t call what is happening to them sexual assault. 
 
We need to better understand how to provide sexual assault counselling to victims 
with dementia and older people who cannot communicate. And we need to make 
sure that sexual assault services do not restrict access to people living with dementia 
and victims in residential aged care. 
 
Family violence services also have a critical role. Some older women have 
experienced a lifetime of family violence, including sexual assault. Some older 
women may experience family violence, including sexual assault, for the first time by 
a partner who has dementia and has lost capacity to understand the importance of 
sexual consent. 
 
Some residents experience family violence during family visits and some families 
perpetrate violence when visiting residential aged care. This raises questions about: 
 

• How do we build links between residential aged care and the family violence 
sector? 

• How do we exchange knowledge about family violence and dementia and 
ageing? 

• How do we educate service providers going into homes to identify potential 
indicators of family violence and then provide older people and people living 
with dementia information about the choices they have? 

 
Services who attended the Town Hall Meeting have expertise in sexual assault and 
family violence. We want you to share it with us and with aged and dementia 
services. We want to learn from you. We want to collaborate.  
 
We want you to help us call out sexual assault, but to do that we must first call out 
the need for inclusion in your services and planning. Please include older women 
and people living with dementia. We need your help, and you need our expertise and 
support.  
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Stephen Grady  
I used to be a measurement scientist at the National Measurement Institute of 
Australia. I am interested in numbers. I think about things in a questioning way. 

 
I am also living with dementia since 2014 and my wife had a stroke in 2020 and is in 
an aged care home and is either confined to a wheelchair or bed and is paralysed on 
her left side, so I also see things from a very personal perspective. 
 
People with dementia have feelings. We are people. We feel fear, anger, frustration. 
We know when something is not right. We are human beings and have human 
rights. Sexual assault of people living with dementia is not a victimless crime. 
Dementia is not always about memory, if something inappropriate happens to us we 
can remember with our feelings and our bodies. 
 
Residential aged care today is based on the hotel model. The physical environment 
gives people privacy, which is important, but it also makes the residents vulnerable 
to assault without anyone else knowing about it. This concerns me. It is impossible 
for supervising staff to know what goes on in every room, every hour of the day. 
Residents who can't speak out to call for help or to report an assault are even more 
vulnerable. 

 
We also need to be safe in our own homes. We don’t always know what goes on in 
people’s own homes. They may be isolated and frightened. They may be 
experiencing elder abuse, including sexual assault. They may not have information 
on their choices, and they might be frightened of service providers coming into their 
home because they don’t know them. 

 
We need staff to speak out for people who can't speak for themselves. Some staff of 
residential aged care facilities are afraid to speak out because of the negative 
attention and trouble that can bring. 
 
Our best chance of preventing sexual assault in both residential aged care and home 
is policy and staff education. 

 
Staff need to create a culture of zero tolerance of sexual assault. Staff need to 
understand the importance of speaking up. We need to educate them to make sure 
that happens. 
 
Service providers have a key role to play in supporting older people and people living 
with dementia in their own homes. 

 
They can assess their needs and offer them information about the choices they 
have. They now need to report sexual assault at home – but to do all of this we need 
to give them education to understand how to identify when a client is potentially at 
risk, how to open a conversation with the older person or the person living with 
dementia, what information to give them or where to go to for more information.  
We need to continue educating both residential aged care and home service 
providers about sexual assault. It is important that this education is expanded to 
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home-based services now that we have mandatory reporting of sexual assault at 
home.  

 
I think it is important that the education is guided by the data collected on sexual 
assault in residential aged care and at home. Gathering the data from the Serious 
Incident Response Scheme (SIRS) reporting is important, then we need to close the 
quality improvement loop. What I mean by this is we need to analyse that data to 
identify trends and then develop strategies to combat the trends.  
 
These strategies need to be the focus of updated education. Then we check the data 
again to see what is changing. We must constantly check the validity of the data 
collected (not collect data for the sake of collecting it). 

 
In residential aged care we need to continue the existing momentum of the 
#ReadyToListen project. We need to analyse the sexual assault data and use it to 
educate services. Education is not just for staff; it also needs to be for residents. We 
also need to encourage residents to speak out – let them know that they can talk 
about sexual assault and who they can speak to. Management should be audited on 
this by the Aged Care Quality and Safety Commission 

 
At home we need education for health and aged services, all services (police, courts, 
sexual assault, family violence). They now must report sexual assault under SIRS. 
Staff need education on this and reporting to the SIRS and the police. We also need 
information for older people and people living with dementia. Most people living at 
home with dementia have support staff. The staff should have training in dementia 
and sexual assault reporting.  

 
In conclusion, perpetrators who prey on older people need to be found and brought 
to justice and those who can’t be brought to justice must be managed to prevent 
sexual assault. Metrics can help identify perpetrators and protect our vulnerable 
people. Education of recipients of care, providers, staff, and management has to be 
a priority. Each person who has a role in aged care has to be an advocate for the 
people in care. 
 

Issue 1: Full citizenship 

People living with dementia experience social prejudice that can leave them feeling 
isolated and stigmatised.175 Too often, they are viewed as less than human and 
there is a general failure to promote their human rights.176  
 
The concern for promoting full citizenship begins by challenging the myth that sexual 
assault is an inevitable consequence of living with dementia. We similarly challenge 
the myth that sexual assault prevention is futile.  
 

 
175 https://www.dementia.org.au/sites/default/files/documents/Dementia-Social-Stigma-Report-2017.pdf 
176 See Kate Swaffer on Dementia and Human Rights at: https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_9DementiaMAPfinal.pdf 
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Full citizenship is also asserted in the call to Start by Believing177 people living with 
dementia and older people who disclose sexual assault.  
 
Other issues identified include the need to promote sexual rights,178,179 particularly 
the right to sexual consent.180 There is an ageist and ableist misconception that older 
people and people living with dementia are asexual and that this protects them from 
sexual assault – by those who believe the myth that sexual assault is motivated by 
sexual attraction.  
 
The development of information and education to address these issues and 
concerns must focus beyond the needs of service providers to include older people, 
people living with dementia and service providers. These resources should also 
encompass strategies for adjusting to changes in intimate and family relationships. 
Across all of the strategies outlined in this document there is a need to create safe 
spaces to hear the voices of victims/survivors of sexual assault who older people or 
living with dementia, particularly in the development of Elder Abuse and Family 
Violence strategies. 
 

1.1: Normalising sexual assault of people living with dementia 
• Myths 

a) There is a myth that sexual assault is a normal and best forgotten part of 
living with dementia 

b) There is a myth that uncontrolled sexual urges make sexual assault by 
people living with dementia inevitable  

c) There is a myth that nothing can be done to prevent the sexual assault of 
people living with dementia. 

 

• Facts  
a) Preventing sexual assault requires changing community attitudes and social 

norms that justify, excuse, trivialise, normalise, or downplay sexual 
assault181 

b) Preventing sexual assault of people living with dementia and older people 
requires challenging the attitudes and norms that justify, excuse, trivialise, 
normalise, and downplay the sexual assault of people living with dementia 
and older people. 
 

• Potential Strategies  
a) Information and education for people living with dementia and older people 

must include information on their right to be free from sexual assault 
b) The education of service providers must clarify that sexual assault is not a 

normal part of living with dementia or being an older person and can – and 
should – be prevented. 

 
177 https://startbybelieving.org/ 
178 https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_2ChartersexualrightsFinal.pdf 
179 https://www.opalinstitute.org/rights.html 
180 https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_2ConsentConsiderations.pdf 
181 https://www.dss.gov.au/women-programs-services-reducing-violence/the-national-plan-to-end-violence-against-women-and-children-2022-2032 
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1.2: The legacies of marital rape immunity laws 
• Myths 

a) Older women don’t experience sexual assault  
b) Older women are not viewed as victims of ‘real rape’182 
c) Older heterosexual women should provide for their husband/male partner’s 

sexual needs 
d) When an older woman says ‘yes’ at the altar, she forfeits her rights and says 

‘yes’ to whatever her husband wants 
e) Sexual assault of older women is not as harmful 
f) There are no services for older women who are sexually assaulted 
g) There is no need for sexual assault services for older women.  

 

• Facts 
a) Some older women have been sexually assaulted across their lifetime183 
b) Sexual assault of an older women in the context of an intimate relationship is 

still sexual assault  
c) Marital rape immunity laws were reformed in the 1980s, but a sexual power 

imbalance continues184 in the absence of community education  
d) Older women who spoke out against marital rape were silenced185 
e) Older women are less likely to be believed if they report sexual assault186  
f) They are less likely to have their cases processed through the criminal justice 

system, due to ignorance and disbelief, insufficient evidence, victim inability or 
unwillingness to participate, or the prosecution’s decision not to proceed187,188  

g) Ageist and sexist perception of disempowered older women limit service 
providers responses to sexual assault189 

h) The inequalities experienced by older women (i.e.: older women are more likely 
to experience age-related discrimination,190 workplace discrimination,191 elder 
abuse,192 and family violence193, and live in poverty;194 and are the lowest 
income earning family group,195 the largest group of unpaid carers,196 and the 
fastest growing group of homeless197), contribute to their vulnerability to sexual 
assault and their capacity to seek safety and support. 
 

• Potential strategies 
a) Develop community information and education on older people and sexual 

consent 
b) Undertake gender analysis of elder abuse data and take this into account in the 

development of strategies for prevention 

 
182 https://academic.oup.com/gerontologist/advance-article/doi/10.1093/geront/gnab144/6381181 
183 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf 
184 https://law.unimelb.edu.au/__data/assets/pdf_file/0004/1699006/37_3_7.pdf 
185 ttp://www.auswhn.org.au/blog/marital-rape/ 
186 https://academic.oup.com/gerontologist/advance-article/doi/10.1093/geront/gnab144/6381181 
187 https://cnpea.ca/images/eldersexualassault_revised_literature_review_final_submitted_august_23_2018.pdf 
188 https://repository.law.umich.edu/cgi/viewcontent.cgi?article=1222&context=mjgl 
189 https://journals.sagepub.com/doi/pdf/10.1177/1077801217732348 
190 https://humanrights.gov.au/about/news/speeches/safety-and-security-older-women 
191 https://humanrights.gov.au/about/news/speeches/safety-and-security-older-women 
192https://aifs.gov.au/sites/default/files/publication-documents/2021_national_elder_abuse_prevalence_study_final_report.pdf 
193 https://www.dss.gov.au/women-programs-services-reducing-violence/the-national-plan-to-end-violence-against-women-and-children-2022-2032 
194 https://melbourneinstitute.unimelb.edu.au/__data/assets/pdf_file/0010/2437426/HILDA-SR-med-res.pdf 
195 https://melbourneinstitute.unimelb.edu.au/__data/assets/pdf_file/0010/2437426/HILDA-SR-med-res.pdf 
196 https://humanrights.gov.au/about/news/speeches/safety-and-security-older-women 
197 https://humanrights.gov.au/our-work/age-discrimination/publications/older-womens-risk-homelessness-background-paper-2019 

http://www.auswhn.org.au/blog/marital-rape/
https://www.dss.gov.au/women-programs-services-reducing-violence/the-national-plan-to-end-violence-against-women-and-children-2022-2032
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c) Identify strategies to ensure a life span approach to family violence is 
implemented 

d) Promote the development of inclusive sexual assault services 
e) Develop community campaigns to challenge ageism and sexism.  

 
1.3: Start by believing 
• Myths:  

a) There is a myth that every person living with dementia who discloses sexual 
assault is doing so because they are delirious, are recounting an historical 
sexual assault, or are conflating intimate care with sexual assault  

b) There is a myth that no-one would sexually assault a person living with 
dementia or an older person 

c) There is a myth that sexually assaulting a person with dementia is not ‘real rape’ 
because they won’t remember it, can’t communicate it, or no one will believe 
them 

d) There is a myth that sexual assault of older people is less harmful and so not 
‘real rape’. 
 

• Facts:  
a) Some perpetrators target victims/survivors living with dementia and older 

people because the victim/survivor is unlikely to be believed if they disclose the 
sexual assault  

b) Some perpetrators target older victims/survivors who cannot communicate the 
sexual assault  

c) To start by believing198 older victims/survivors and people living with dementia 
when sexual assault is disclosed is an important part of their trauma recovery  

d) Accountability for sexual assault can take different forms and can involve victim-
survivors being heard and believed, as well as the person who committed the 
violence facing appropriate consequences.199 
 

• Potential Strategies: 
a) Campaigns to raise awareness of sexual assault and family violence must 

clarify that people living with dementia and older people are victims/survivors 
of sexual assault 

b) Plans for preventing sexual assault and elder abuse must include responses to 
the sexual assault of people living with dementia. 

 

1.4: Sexual rights and responsibilities 
• Myths 

a) There is a myth that intimacy doesn’t matter to people living with dementia and 
older people  

b) There is a myth that people living with dementia and older people don’t have 
sexual rights and responsibilities  

 
198 https://www.startbybelieving.org/ 
199 https://www.dss.gov.au/women-programs-services-reducing-violence/the-national-plan-to-end-violence-against-women-and-children-2022-2032 
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c) There is a myth that the sexual rights of people living with dementia and older 
people don't count 

d) There is a myth that people living with dementia and older people don’t need to 
understand their sexual responsibilities 

e) There is a myth that sexual intimacy is never appropriate in residential aged 
care. 

 

• Facts  
a) Intimate relationships with partners may have heightened importance for 

people living with dementia and older people  
b) As dementia progresses, changes in intimate relationships can occur200 
c) It can be difficult for couples to negotiate changes to intimate relationships in 

the context of a progressive disease without information/education 
d) In intimate relationships, love skills can be learned201 through the provision of 

information and education on adjusting to living with a disability. 
 

• Potential Strategies  
a) Information and education for people living with dementia must include 

information on their right to be free from sexual assault 
b) Strategies to promote the sexual rights of older people must be inclusive of 

people living with dementia 
c) Education for aged care and dementia services needs to build service providers 

skills and confidence balancing residents sexual rights and responsibilities. 
 

1.5: Sexual consent 
• Myths 

a) There is a myth that the absence of ‘no’ means ‘yes’ – or sexual consent 
b) There is a myth that people living with dementia can't provide sexual consent 
c) There is a myth that people living with dementia are not interested in information 

on sexuality, intimacy, and sexual consent. 
 

• Facts  
a) Older people and people living with dementia have a right to sexual consent202 
b) Many older people and people living with dementia want information on 

affirmative consent203 
c) Intimate relationships often need to be renegotiated as dementia progresses 
d) People living with dementia may need support to ensure free agreement204  
e) Advanced care planning, which involves planning for future health care when a 

person is unable to communicate their preferences,205 offers a powerful 
template for recording Advanced Sexual Directives 

f) People living with dementia want to safeguard their sexual values and choices 

 
200 https://www.dementia.org.au/support-and-services/families-and-friends/personal-care/intimacy-and-sexual-issues 
201 https://link.springer.com/chapter/10.1007/978-3-030-45996-3_58 
202 https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_2ChartersexualrightsFinal.pdf 
203 https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_2ConsentConsiderations.pdf 
204 https://www.abs.gov.au/ausstats/abs@.nsf/lookup/by%20subject/4510.0~2014~main%20features~sexual%20assault~10 
205 https://www.advancecareplanning.org.au/ 
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g) Supported decision-making is considered best practice in promoting autonomy 
for people living with dementia206,207,208 but has not been applied to the context 
of sexual consent  

h) Some older women who are sexually assaulted by their husbands who are 
living with dementia do not disclose to service providers because they feel 
disloyal and ashamed; and because services are not equipped or trained to 
inclusive of older people and people living with dementia.209 
 

• Potential Strategies 
a) Document information on affirmative sexual consent for people living with 

dementia and their families in consultation with people living with dementia 
b) Support people living with dementia and older people to document advanced 

sexual directives as part of their advanced care planning 
c) Incorporate sexual directives into existing advanced care planning approaches 
d) Explore models for applying the principles of supported decision-making to the 

context of sexual consent 
e) Provide people living with dementia and their families with information on how 

intimate relationships change as dementia progresses and how these changes 
can be negotiated. 

 

1.6: Brain pathology, dementia, and sexual assault  
• Myths 

a) There is a myth that people living with dementia don’t want to talk about 
intimacy, sexual activity, or sexual assault 

b) There is a myth that the only criterion for determining sexual consent is that 
those engaged in the sexual activity appear happy  

c) There is a myth that sexual assault is a normal part of dementia 
d) There is a myth that sexual assault by people living with dementia is inevitable 
e) There is a myth that sexual activity by a person with dementia is about ‘prowess’ 

rather than dignity and respect.  
 

• Facts 
a) In residential aged care, some people living with dementia initiate sexual activity 

that is ‘out of character’210or behave in sexually uncharacteristic ways (e.g.: 
sexually assaulting another resident or engaging in sexual activity with people 
they would not choose)   

b) Touch, intimacy, and sexual expression are lifelong needs that must be 
discussed in residential aged care to ensure the needs of residents with 
dementia are documented and supported – in ways that do not infringe on the 
rights of other residents 

c) Residents living with dementia may need guidance to understand where sexual 
boundaries are 

 
206 https://www.researchgate.net/publication/340579864_DEMENTIA_AUTONOMY_AND_SUPPORTED_HEALTHCARE_DECISIONMAKING 
207 https://cdpc.sydney.edu.au/wp-content/uploads/2019/07/CDPC_Supported_Decision-Making_Final_Project_Report.pdf 
208 https://www.dementia.org.au/sites/default/files/2022-10/Supported-decision-making-policy-position-statement.pdf 
209 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf 
210 See John Quinn at https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_9DementiaMAPfinal.pdf 
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d) Stopping a resident living with dementia from non-consensual sexual activity 
with another resident may be critical to their right to dignity and respect 

e) The United Nations Convention on the Rights of People with Disabilities211 
clarifies the rights of people with dementia to be treated with dignity and respect 
(see Article 3) 

f) If a person with dementia is assaulted sexually in residential aged care, it is a 
violation of their dignity and respect. If the staff are aware of it and do nothing, 
they are violating Article 3 of the Convention on the Rights of People with 
Disabilities212 

g) Article 15 of the Convention is the right of persons with and without dementia 
to be free from torture or cruel or inhuman or degrading treatment or 
punishment. Sexual assault is degrading treatment, and a violation of multiple 
rights 

h) Condoning residents living with dementia who do not understand what they are 
doing when they sexually assault another resident is a violation of the rights of 
the victim/survivor and the perpetrator living with dementia. 
 

• Potential Strategies  
a) Frameworks for sexual consent need to clarify the rights of victim/survivors of 

sexual assault and the rights of perpetrators living with dementia who do not 
understand that what they are doing is sexual assault 

b) Education for residential aged care service providers needs to include Article 3 
and 15 of the above-mentioned convention  

c) Education for service providers needs to include strategies for diverting or 
redirecting residents living with dementia who are at risk of sexually assaulting 
other residents 

d) Advanced Sexual Directives should document resident wishes in relation to 
sexual activity.  

 

 
211 https://www.un.org/development/desa/disabilities/convention-on-the-rights-of-persons-with-disabilities.html 
212 See John Quinn at https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_9DementiaMAPfinal.pdf 

https://www.un.org/development/desa/disabilities/convention-on-the-rights-of-persons-with-disabilities.html
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1.7: Information and education 
• Myths: 

a) There is a myth that service providers must have all the answers to prevent 
sexual assault of people living with dementia   

b) There is a myth that information and education for service providers alone is 
sufficient to prevent sexual assault 

c) There is a myth that people living with dementia and older people have nothing 
to contribute to strategies for sexual assault prevention 

d) There is a myth that people living with dementia and older people do not want 
or need information on sexual assault. 
 

• Facts 
a) Strategies to improve the lives of people living with dementia and older people 

are often developed without consulting them 
b) People living with dementia and older people want information about their 

health, wellbeing, and the prevention of sexual assault 
c) The concept of ‘Nothing About Us, Without Us’ is utilised by Disabled 

Peoples Organisations to achieve the full participation and equalisation of 
opportunities for, by, and with persons with disabilities213 and applies to the lives 
of people living with dementia and to the lives of older people.  
 

• Potential Strategies 
a) People living with dementia. older people, and their families should be 

consulted on strategies to prevent sexual assault and family violence  
b) Information should be developed for people living with dementia, older people, 

and their families on their sexual rights and prevention of sexual assault in 
equitable collaboration with them 

c) Information should be developed for people living with dementia, older people, 
and their families on family violence and elder abuse in equitable collaboration 
with them 

d) Information for people living with dementia and their families should clarify that 
sexual assault is not a normal part of living with dementia 

e) The ‘Nothing About Us, Without Us’ approach must be applied to participation, 
collaboration, and equalisation for people living with dementia in relation to 
preventing sexual assault. 

 

 
213https://www.un.org/development/desa/disabilities/international-day-of-persons-with-disabilities-3-december/international-day-of-disabled-persons-2004-nothing-
about-us-without-us.html 
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1.8: The voices of victims/survivors  
• Myths 

a) There is a myth that people living with dementia and older people are unable to 
have an authentic voice, and are not educators  

b) There is a myth that people living with dementia have nothing to contribute to 
plans for the prevention of sexual assault of people living with dementia 

c) There is a myth that people living with dementia and older people are not 
capable of leading change 

d) There is a myth that we have nothing to learn from the experiences of people 
living with dementia, older people, and their care partners and families.  
 

• Facts 
a) Many people living with dementia and older people are powerful educators on 

all aspects of their lives, including prevention of sexual assault 
b) Stories about sexual assault that are shared by people living with dementia and 

their families provide invaluable insights into the needs of victims/survivors and 
strategies for prevention 

c) Despite evidence that hearing the voices of people living with dementia enables 
more effective planning and strategy – their voices are often not heard in the 
sexual assault context. 
 

• Potential Strategies 
a) Safe spaces must be created for older people and people living with dementia 

and older people to share their experiences of sexual assault 
b) Spaces must be created for older people and people living with dementia to co-

design, co-produce, and co-lead strategies to prevent sexual assault of people 
living with dementia 

c) People living with dementia and older people should be consulted about 
therapeutic interventions to promote healing and recovery from sexual assault 
in consultation with sexual assault services 

d) People living with dementia and older people should be consulted about the 
development of inclusive family violence services and prevention strategies  

e) People living with dementia and older people should be consulted about how 
carer support services can promote information about sexual assault supports 

f) People living with dementia, older people and their families should be consulted 
about dementia-inclusive police and law court services. 
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Issue 2: Safety, recovery, and healing  

There is a well-established body of evidence clarifying the impacts of sexual assault 
and highlighting the importance of strategies for safety planning, recovery, and 
healing. However, this body of evidence has not been applied to the safety and 
recovery of older people and people living with dementia. This reason for this gap 
may be the myths that sexual assault of these cohorts is not harmful. 
 
This section challenges the ageist and ableist myth of sexual assault as harmless. It 
proposes that service providers who believe that sexual assault of older people and 
people living with dementia is harmless are unlikely to prioritise safety and recovery. 
 
The section also calls for improved understandings of safety planning and trauma-
informed services for older people and people living with dementia. It explores the 
important roles of sexual assault services and family violence services in supporting 
victims/survivors.  
 

2.1: Impacts 
• Myths 

a) There is a commonly held myth that sexual assault of older people and people 
living with dementia is not harmful214 

b) There is a myth that sexual assault of people living with dementia does not have 
negative impacts because the victim/survivor will forget the sexual assault 

c) There is a commonly held myth that non-consent is verbally articulated and 
evidenced by a physical struggle215 

d) There is a commonly held myth that a ‘true’ sexual assault involves the use of 
physical violence, with physical injuries verifying that a sexual assault took 
place.216 
 

• Facts  
a) Dementia has no correlation to whether a person is capable of suffering from a 

traumatic event such as sexual assault217 
b) Sexual assault disempowers and dehumanises victims/survivors and trauma 

is not dependent on the ‘degree’ of sexual assault,218 or whether or not the 
victim/survivor has dementia 

c) People living with dementia who are sexually assaulted experience high rates 
of mortality, physical injury, and delirium, as well as protracted PTSD219  

d) The responses to sexual assault of victims/survivors may be informed by 
misdiagnosis of Behavioural and Psychological Symptoms of Dementia 
(BPSD), resulting in over medication, or other forms of restraint  

 
214https://www.health.gov.au/sites/default/files/documents/2020/06/prevalence-study-for-a-serious-incident-response-scheme-sirs_0.pdf 
215https://www.alrc.gov.au/publication/family-violence-a-national-legal-response-alrc-report-114/24-sexual-assault-and-family-violence-2/history-of-activism-and-legal-
change/ 
216ibid 
217 https://www.ojp.gov/pdffiles1/nij/grants/216550.pdf 
218 Laura Tarzia: See opalinstitute.org/map for seminar on impacts 
219 https://www.ojp.gov/pdffiles1/nij/grants/216550.pdf 



 

64 

e) Fear of perpetrator reoffending in residential aged care may lead to 
victim/survivor distress, insomnia, and general failure to thrive220  

f) People with dementia may have delays in processing and impaired 
communication which potentially compounds the trauma of sexual assault221 

g) Few sexual assault victims/survivors sustain physical injuries,222 the impacts 
are more likely to be psychological and may be difficult to identify if the 
victim/survivor is unable to communicate verbally 

h) The failure to understand the harmful impacts of the sexual assault of older 
people and people living with dementia contributes to a failure to support 
victims/survivors and prioritise prevention 

i) People living with dementia who are unable to communicate and are sexually 
assaulted are still harmed, even if they have no means of verbal 
communication.223 
 

• Potential Strategies 
a) Information and education on living with dementia needs to include information 

on sexual rights and responsibilities and sexual assault  
b) Information, education, and strategies to prevent sexual assault need to 

address the unique experiences and needs of victims/survivors living with 
dementia and older people 

c) The impacts of sexual assault on victims/survivors living with dementia need to 
be included in information on Elder Abuse and the Serious Incident Response 
Scheme. 

 

2.2: Safety planning 
• Myths 

a) There is a myth that sexual assault of people living with dementia and older 
people is not harmful, so safety planning and prevention is not required 

b) There is a myth that people living with dementia won’t remember sexual 
assault, so won’t feel unsafe. 
 

• Facts  
a) Safety plans promote the safety of the victim/survivor,224 but their usefulness 

for victims/survivors living with dementia and older people has not been 
explored 

b) The partnership approach involved in safety planning,225 with assistance from 
support services, advocates, or trusted family/friends can increase the 
usefulness of the plan,226 enhance recovery and healing of victims/survivor 
living with dementia and older people, and promote a sense of empowerment 
where the victim/survivor feels in control.227  
 

 
220 opalinstitute.org/margarita 
221 https://www.nsvrc.org/sites/default/files/Elder_Sexual_Assault_Technical-Assistance-Manual.pdf 
222https://www.abs.gov.au/websitedbs/d3310114.nsf/4a256353001af3ed4b2562bb00121564/ed35b714637e1ae1ca2572030024a0df/$FILE/ATTZPGNG/Women's%2
0Safety%20Survey%20(1996)%20CURF%20Technical%20Paper_May04.pdf  
223 https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_2ConsentConsiderations.pdf 
224https://www.1800respect.org.au/help-and-support/safety-planning 
225 https://journals.sagepub.com/doi/full/10.1177/08862605211062998 
226 Davies J. M., Lyon E. (2014). Domestic violence advocacy: Complex lives/difficult choices (2nd ed.). SAGE Publications 
227 https://vawnet.org/sites/default/files/assets/files/2020-05/NRCDV_VictimDefinedAdvocacyBeyondLeaving-Oct2019.pdf 
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• Potential Strategies 
a) Access to, and provision of, respite, which can give the victim/survivor 

immediate relief from sexual assault and time/space to understand their options  
b) Draft safety planning templates should be developed for older people and 

people living with dementia at home and in residential aged care 
c) Draft safety planning templates should be developed for families who are being 

sexually assaulted by a person living with dementia 
d) Pilot the safety planning templates, evaluate, improve, and then distribute 

through a broad range of services including dementia, carer, aged care, acute, 
rehab, primary care, sexual assault, and family violence services. 

 

2.3: Trauma-informed services 
• Myths 

a) There is a myth that the sexual assault of people living with dementia and older 
people is not traumatic 

b) There is a myth that people living with dementia will forget they were sexually 
assaulted and so services don’t need to be trauma informed  

c) There is a myth that sexual assault of people living with dementia and older 
people is not traumatic for service providers. 
 

• Facts  
a) The trauma of sexual assault leads to a decrease in quality of older women’s 

lives,228 high rates of mortality,229 anxiety and intense fear of future attacks230  
b) PTSD for older people may be protracted231 and can lead to depression, 

anxiety, irritability, hallucinations, and delusions232  
c) Older people with PTSD are at significantly higher risk of developing other 

mental health problems, particularly depression and anxiety and misdiagnosis 
often occurs233 

d) Dementia has no impact on whether a traumatic event will cause suffering234  
e) It is a distorted logic to suggest that a person who has no memory of a traumatic 

event has not suffered235  
f) Best practice in service delivery for victims/survivors is trauma informed; it 

acknowledges the trauma that has occurred and delivers trauma-informed 
responses236  

g) Vicarious trauma can be experienced by people who are exposed to traumatic 
events, whether through witnessing or hearing about them, or directly 
experiencing danger,237 including health and aged care workers 
o Failure to acknowledge the trauma experienced by staff can increase their 

likelihood of cognitive dissonance and lead to denial and minimising e.g.: 

 
228 https://pubmed.ncbi.nlm.nih.gov/16205414/ 
229 ibid 
230 https://aifs.gov.au/publications/impacts-sexual-assault-women 
231 https://www.ojp.gov/pdffiles1/nij/grants/216550.pdf 
232https://www.phoenixaustralia.org/wp-content/uploads/2020/11/Slides_Identifying-and-managing-trauma-within-the-Aged-Care-Sector.pdf 
233 https://www.phoenixaustralia.org/wp-content/uploads/2020/07/Chapter-9-6.-PTSD-in-older-people-1.pdf 
234 ibid 
235 ibid 
236 https://20ian81kynqg38bl3l3eh8bf-wpengine.netdna-ssl.com/wp-content/uploads/2019/02/WITH-Landscapes-final-150925-1.pdf 
237 https://www.rape-dvservices.org.au/resources/for-psychologists-and-counsellors/about-vicarious-trauma 
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Denial: ‘He wouldn’t do that, she must be confused (have a UTI, be 
remembering a childhood sexual assault, have delirium, have dementia, be 
confusing clinical care with sexual assault, be fantasising or confabulating)’ 
Minimising: ‘She won’t remember, at least she wasn’t raped, sexual assault 
has no impact on older women, this is normal for people with dementia.’ 

h) Not every service provider who denies or minimises sexual assault is 
experiencing cognitive dissonance; some respond this way to protect 
themselves and their organisation. However, it is important to recognise denial 
and minimising when they occur – because they highlight the need to support 
staff to ensure their wellbeing and to ensure successful prevention of sexual 
assault. 

i) The Five Guiding Principles of trauma-informed services (safety, choice, 
collaboration, trustworthiness, and empowerment238) have strong links to the 
Aged Care Quality Standards239  

j) A trauma-informed workforce is a workforce that is prepared to support people 
who experience trauma240 and who understand that their own trauma may 
impact their ability to care 

k) Failure to ensure staff are trauma informed can retraumatise clients and harm 
staff.241  
 

• Potential Strategies 
a) Models for trauma-informed services need to be inclusive of older people and 

people living with dementia 
b) Residential aged care service providers need education and support to 

implement the #ReadyToListen Framework for Trauma-Informed Residential 
Aged Care242 

c) All services working with victims/survivors living with dementia or older people 
need to adopt the principles of trauma-informed services. 

 
2.4: Sexual assault services  
• Myths 

a) There is a myth that victims/survivors living with dementia and older people 
don’t need to access sexual assault services because sexual assault is not 
harmful for them  

b) There is a myth that victims/survivors living with dementia don’t need to access 
sexual assault services because they won’t remember they have been sexually 
assaulted 

c) There is a myth that victims/survivors living with dementia and older people who 
can’t communicate verbally won’t benefit from sexual assault services  

d) There is a myth that sexual assault services don’t provide services to 
victims/survivors living with dementia  

e) There is a myth that sexual assault services don’t provide services to people 
living in residential aged care homes. 

 
238 https://www.theannainstitute.org/CCTICSELFASSPP.pdf 
239 https://www.agedcarequality.gov.au/providers/standards 
240 https://store.samhsa.gov/sites/default/files/d7/priv/sma14-4816_litreview.pdf 
241 https://psycnet.apa.org/record/2010-21232-000 
242 https://opan.org.au/support/support-for-professionals/ready-to-listen/ 
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• Facts  
a) Sexual assault service providers have knowledge and language that is critical 

for victim/survivor and family healing   
b) Victims/survivors who are unable to communicate or leave their residential 

aged care service can still benefit significantly from phone consultation with a 
sexual assault service243 

c) Very few people living with dementia in residential aged care are provided with 
information on sexual assault services 

d) Many people living with dementia and their families are unaware of sexual 
assault services and what they offer 

e) Few sexual assault services explicitly note that their service is inclusive of older 
people or people living with dementia 

f) Where residential aged care services have a relationship with their local sexual 
assault service, there is an increase in secondary consultation or information 
exchange and victims/survivors living with dementia in the aged care home are 
more likely to be given support to access sexual assault services 

g) Some sexual assault services report they do not provide services to people 
living with dementia or to anyone living in a residential aged care service 

h) Sexual assault services need to better understand therapeutic strategies for 
working with victims/survivors living with dementia, particularly those who are 
unable to communicate verbally  

i) The National Association of Services Against Sexual Violence244 (NASASV) is 
committed to equity of access to services for all victims/survivors, including 
those most marginalised based on their age and disability. The Association’s 
Standards of Practice245 note that as awareness of sexual assault has opened 
up, so too has awareness of those who need additional support to ensure they 
can access these important services.  

j) Full Stop Australia246 provides valuable education, advocacy and support 
related to family violence and sexual assault. The organisation has participated 
in education on sexual assault of older women and people living with dementia. 
This includes information for people with a disability and how the Full Stop 
Australia works with people with a disability247  

k) 1800RESPECT248 is the National Domestic, Family and Sexual Violence 
Counselling Service providing confidential information, counselling, and 
support. The Service has undertaken a Disability Pathways Project,249 a model 
that would provide welcome changes to the experiences of older 
victim/survivors and victim/survivors living with dementia. The project included 
consultation with over 150 support services and organisations in 21 locations 
around Australia, such as domestic and family violence, sexual assault, and 
disability support services to encourage more people with disability to reach out 
for support. The aim of the project was to improve referral pathways and 
responses. The project led to the development of  

 
243 https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_6SexualAssaultServices.pdf 
244 https://www.nasasv.org.au/ 
245 https://www.nasasv.org.au/resources 
246 https://fullstop.org.au/ 
247 https://fullstop.org.au/get-help/find-services/people-living-with-disabilities 
248 https://www.1800respect.org.au/ 
249 https://www.1800respect.org.au/about-us/disability-pathways-project 
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i. the 1800RESPECT Sunny App250 
ii. counsellor training for all 1800RESPECT counsellors and framework for 

ongoing training 
iii. accessible resources developed in partnership with Deakin University 
iv. a Disability Support Toolkit for frontline workers supporting people with 

disability251 
v. a campaign called That is Violence, to raise awareness for women with 

a disability252 
vi. Evaluation by Australia’s National Research Organisation for Women’s 

Safety (ANROWS) and a report summary called ‘Whatever It Takes’253 
l) ANROWS,254 is the only national organisation across the world tasked with 

building, translating, and disseminating the evidence base to inform policy and 
practice on women’s and children’s safety. They lead and coordinate research, 
deliver high-quality, innovative, and relevant research and effectively translate 
and disseminate evidence to inform policy and practice design decisions. The 
ANROWS website has a range of valuable resources for population groups 
including Aboriginal and/or Torres Strait Islanders, LGBTIQ people, CALD, 
Disability, Migrant and Refugee Communities. There are no resources for older 
women or people living with a disability  

m) The Gold Coast Centre Against Sexual Assault’s ELSA255 project promotes its 
services to older women through information on its webpage, partnerships with 
Elder Abuse and aged care services and education for aged care service 
providers. Their website includes resources for older victims/survivors and the 
Centre’s work promoting education about sexual assault  

n) Information for older women is included on the websites for The South-East 
Centre Against Sexual Assault (SECASA),256 and the Canberra Rape Crisis 
Centre257 

o) The three above listed sexual assault services are a part of a very small number 
that explicitly communicate a message of welcome to older women 

p) No sexual assault services websites were found to promote their services to 
victims/survivors living with dementia  

q) Older victims/survivors living with dementia have been influenced by the socio-
political context of martial rape immunity laws and may not believe that they 
can talk to anyone about sexual assault. 
 

• Potential Strategies 
a) Sexual assault services need to be engaged in understanding the experiences 

and needs of older people and people living with dementia 
b) Sexual assault services need to reach out to local aged care services and 

identify opportunities to partner with older persons advocacy services 

 
250 https://www.1800respect.org.au/sunny 
251 https://www.1800respect.org.au/inclusive-practice/disability-support-toolkit 
252 https://www.1800respect.org.au/promoting-1800respect/that-is-violence-campaign 
253 https://www.anrows.org.au/publication/whatever-it-takes-access-for-women-with-disabilities-to-domestic-and-family-violence-services-final-report/ 
254 https://www.anrows.org.au/ 
255 https://www.stopsexualviolence.com/elsa 
256 https://casa.org.au/survivors-and-friends/elder-abuse/ 
257 https://crcc.org.au/older-women/ 
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c) Research needs to be undertaken to better understand the therapeutic needs 
of, and processes for, working with older people and people living with dementia 
who are victims/survivors of sexual assault 

d) The voices of older people and people living with dementia need to be amplified 
alongside the voices of other victims/survivors 

e) Sexual assault services must reach out to older people and people living with 
dementia to communicate that their services are inclusive. 

 

2.5: Family violence services  
• Myths 

a) There is a myth that older people and people living with dementia don’t 
experience family violence 

b) There is a myth that family violence stops for older people and people living 
with dementia who live in residential aged care 

c) There is a myth that family violence services aren’t useful for older people and 
people living with dementia. 

 

• Facts  
a) Some older women have experienced sexual assault in the context of family 

violence all their lives  
b) People living with dementia may unintentionally perpetrate sexual violence if 

they develop sexual disinhibition,258 hypersexuality259 or inappropriate sexual 
behaviour260  

c) Older women experiencing unwanted sexual contact from a male partner 
living with dementia may261: 

i. not refer to this as sexual assault or family violence 
ii. not know any other way to manage their partner’s ‘behaviour’ 
iii. not understand there are options for support 
iv. not understand the term ‘family violence’ or relate to it 
v. fear disclosure will destroy their family unit and leave them without 

shelter, financial security or access to their children and grandchildren 
vi. feel talking to others is disloyal to a loving partner 

d) Older women and people living with dementia are more likely to talk about their 
experiences of sexual assault if they are approached the right way and feel safe 
to do so 

e) In some cases, family violence continues in residential aged care during family 
visits to the care home and during resident day leave 

f) Some residential aged care service providers believe they have no 
responsibility for residents who experience sexual assault on day leave 

g) Family violence services can transform the experiences of older women and 
people living with dementia who have been sexually assaulted 

h) Our Watch (a national leader in the primary prevention of violence against 
women and their children in Australia) has developed a resource on Preventing 

 
258 https://baycrest.echoontario.ca/wp-content/uploads/2019/01/7-Resource.pdf 
259 https://www.cambridge.org/core/journals/advances-in-psychiatric-treatment/article/hypersexuality-in-dementia/E2CFB1E9F2791BBCAE15F9580388BD19 
260 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3596201/ 
261 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf 

https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf
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Intimate Partner Violence against Older Women262 and identified the need for 
a clear, evidence-based framework for primary prevention, the inclusion of older 
women’s voices, and an intersectional approach. This inclusive approach is 
embraced by older women and advocates  

i) The 2022 release of the National Plan to End Violence Against Women and 
Children263 takes a life stages approach, giving prominence to older women’s 
experiences of family violence for the first time. 

• Potential Strategies 
a) Family violence services need to reach out to older women and people living 

with dementia who are experiencing family violence 
b) Family violence strategies need to be inclusive of older women and people 

living with dementia  
c) The 1800RESPECT service needs to be inclusive of older women and people 

living with dementia who are experiencing family violence 
d) The Domestic, Family and Sexual Violence Commission264 established in 2022 

needs to consider how to amplify the voices of older women and people living 
with dementia who experience sexual violence, ensure they are engaged in 
informing policies and solutions, and promote the coordination and consistency 
of data and evidence on best practice. 

 

Issue 3: Access to justice 

Access to justice is an issue for many victims/survivors. The National Plan to End 
Violence against Women and Children 2022–2032265 notes that as our 
understanding of sexual violence has grown, the justice and policing responses have 
begun to evolve. However, this evolution has not responded to the needs of older 
women and people living with dementia.  
 
This section outlines the need to improve responses by police and the criminal 
justice system. It also considers the value of independent third-party approaches to 
promoting access to justice for older people and people living with dementia.  
 

3.1: Police responses 
• Myths 

a) There is a myth that people living with dementia who report sexual assault 
can't provide reliable testimony 

b) There is a myth that people living with dementia and older people are never 
able to participate in a police investigation 

c) There is a myth that people living with dementia and older people are not 
harmed by sexual assault, and therefore sexual assaults do not need to be 
reported to the police 

 
262 https://media-cdn.ourwatch.org.au/wp-content/uploads/sites/2/2022/05/05152317/Preventing-Intimate-Partner-Violence-Older-Women-Our-Watch_AA.pdf 
263 https://www.dss.gov.au/women-programs-services-reducing-violence/the-national-plan-to-end-violence-against-women-and-children-2022-2032 
264 https://ministers.dss.gov.au/media-releases/8401#:~:text=The%20Government%20has%20committed%20to,provide%20regular%20reports%20to%20Parliament 
265 https://www.dss.gov.au/sites/default/files/documents/10_2022/national_plan_accessible_version_for_website.pdf 
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d) There is a myth that there is nothing the police can do if a person living with 
dementia or a person living in residential aged care has been sexually 
assaulted 

e) There is a myth that state and territory-based departments of public-based 
prosecution don’t require specific education on sexual assault of older people 
and people living with dementia. 
 

• Facts  
a) Most victims/survivors of sexual assault in residential aged care are people 

living with dementia266 and some perpetrators target people living with 
dementia because they won’t be believed267 

b) A diagnosis of dementia does not mean the loss of insight or legal capacity to 
make statements to the police268 

c) Police need to understand dementia and how to respond effectively to 
victims/survivors living with dementia269  

d) Sexual assault of people living with dementia is always harmful – whether or 
not the victim/survivor can articulate the harm. Suggesting otherwise is not 
only ignorant, it’s ageist and ableist270 

e) Police processes and support should be tailored to the individual needs of 
victims/survivors living with dementia271 

f) A police report or note about the sexual assault may assist in holding 
perpetrators to account (particularly staff/volunteer offenders) even if the 
alleged sexual assault is not investigated 

g) Police prosecutors who understand sexual assault of older people and people 
living with dementia are best placed to prosecute the sexual assault. 
 

• Potential Strategies 
a) Strategies to improve police responses to sexual assault should include older 

women and people living with dementia 
b) Training should be provided to police on dementia and the sexual assault of 

older people and people living with dementia  
c) Police participation in Dementia Australia’s Dementia Friends Program272 

provides invaluable opportunities to improve police responses to 
victims/survivors living with dementia 

d) Education and resources are required for police prosecutors in all states and 
territories to ensure they understand the research and best practice related to 
sexual assault of older people and people living with dementia. 

 

 
266 https://pubmed.ncbi.nlm.nih.gov/28402419/ 
267 https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_9DementiaMAPfinal.pdf 
268 https://www.museumoflove.com.au/uploads/1/5/3/9/15399992/policingdementiareport5.pdf 
269 https://www.alz.org/national/documents/safereturn_lawenforcement.pdf 
270 https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_9DementiaMAPfinal.pdf 
271 https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_5PoliceFINAL.pdf 
272 https://www.dementia.org.au/about-us/news-and-stories/news/queensland-police-service-announces-support-dementia-friends 

https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_9DementiaMAPfinal.pdf
https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_9DementiaMAPfinal.pdf
https://media.accessiblecms.com.au/uploads/opan/2022/06/RTL_5PoliceFINAL.pdf
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3.2: The criminal justice system 
• Myths 

a) There is a myth that the rights of older people and people living with dementia 
don’t matter 

b) There is a myth that sexual assault of people living with dementia is not a 
crime, so accessible court processes for people living with dementia are not 
required 

c) There is a myth that people living with dementia are not harmed by sexual 
assault and so they or their families or care partners will not be able to access 
the justice system 

d) There is a myth that all people living with dementia could not participate in a 
criminal trial 

e) There is a myth that older people and people living with dementia don’t need 
to be supported in the courts. 
 

• Facts  
a) In 2020, the United Nations Convention on the Rights of People with 

Disabilities273 was expanded to include people living with dementia 
b) The rights of older women were not recognised in the United Nations 

Convention on the Elimination of Discrimination Against Women274 until 2010 
– 30 years after the Convention was developed  

c) Older women are less likely than younger victims to have their cases 
processed through the criminal justice system, due to ignorance and disbelief, 
insufficient evidence, victim/survivor inability or unwillingness to participate, or 
the prosecution’s decision not to proceed275,276 

d) Barriers such as the lack of information, support, and finances can increase 
vulnerability and reduce the likelihood of disclosure277 and legal justice278 

e) Most victims/survivors of sexual assault in residential aged care are women 
living with dementia who may not be believed, nor able to give evidence279  

f) Older women living with dementia also have reduced access to the justice 
system280 

g) Older women living with dementia are less likely to have their cases 
substantiated than older women without dementia281  

h) Failure to address the obstacles to justice for people living with dementia may 
be driven by the myth that sexual assault of people living with dementia is not 
harmful282  

i) The legal barriers for older women are amplified in residential aged care, 
where there is an absence of policies and education to guide consensual 
sexual activity283  

 
273 https://www.un.org/development/desa/disabilities/convention-on-the-rights-of-persons-with-disabilities.html 
274 https://www.ohchr.org/en/treaty-bodies/cedaw 
275 https://cnpea.ca/images/eldersexualassault_revised_literature_review_final_submitted_august_23_2018.pdf 
276 https://repository.law.umich.edu/cgi/viewcontent.cgi?article=1222&context=mjgl 
277 https://www.taylorfrancis.com/chapters/edit/10.4324/9781315641751-8/sexual-assault-older-women-bianca-fileborn-catherine-barrett-karen-roberto 
278 https://www.ngocoa-ny.org/recent-documents-of-interes/a_76_157_ie-report-on-older.pdf 
279https://www.researchgate.net/publication/328866628_The_Epidemiology_of_Sexual_Assault_of_Older_Female_Nursing_Home_Residents_in_Victoria_Australia_betw
een_2000_-_2015 
280 https://www.taylorfrancis.com/chapters/edit/10.4324/9781315641751-8/sexual-assault-older-women-bianca-fileborn-catherine-barrett-karen-roberto 
281 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5028134/ 
282 https://www.ojp.gov/pdffiles1/nij/grants/216550.pdf 
283 https://paltc.org/?q=amda-white-papers-and-resolution-position-statements/capacity-sexual-consent-dementia-long-term-care 

https://www.un.org/development/desa/disabilities/convention-on-the-rights-of-persons-with-disabilities.html
https://paltc.org/?q=amda-white-papers-and-resolution-position-statements/capacity-sexual-consent-dementia-long-term-care
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j) There is a failure of the legal system to hold staff perpetrators to account for 
sexual assault of people living in residential aged care284  

k) The framing of sexual assault as ‘sexual abuse’ may reduce perceptions of 
criminality and prevent the development of strategies to address gender 
inequalities285  

l) The adversarial criminal justice system may be an unsafe place for 
victims/survivors,286 including older people and people living with dementia  

m) More needs to be done to ensure justice systems are safe, accessible, and 
easy for victims/survivors to navigate, including older women, including 
outreach to aged care home287 and these strategies should encompass 
people living with dementia 

n) There may be reduced penalties in cases where older people and people 
living with dementia are unable to represent themselves in court and do not 
have family to speak on their behalf. 
 

• Potential Strategies 
a) Expand focus on vulnerable court users288 to promote access to justice289 for 

older people and people living with dementia 
b) Identify and remove all barriers to older people and people living with 

dementia engaging with the criminal justice process 
c) Ensure the judiciary have the tools and training they need to respond 

effectively to sexual assault and to strengthen responses to perpetrators of 
the sexual assault290 of people living with dementia and older people  

d) Identify strategies to ensure more positive, timely and victim/survivor-centred 
justice responses291 to older people and people living with dementia 

e) Review court outcomes to ensure perpetrators are being held to account 
through the application of the justice system292 in cases of the sexual assault 
of older people and people living with dementia  

f) Identify strategies to ensure the justice system responds in a trauma-informed 
way293 to victims/survivors living with dementia and older people  

g) Provide information to aged care service providers on their duty of care to 
protect clients from sexual assault  

h) Undertake a review of court transcripts to clarify that the impacts of the sexual 
assault of people living with dementia and older people are being taken into 
account in the sentencing of perpetrators; and to identify other opportunities 
for improvement and to ensure appropriate triage of cases 

i) Identify processes to ensure the voices of victims/survivors who are unable to 
attend court are represented – beyond police prosecutors. 

 

 
284 http://classic.austlii.edu.au/au/journals/PrecedentAULA/2017/68.html 
285 https://www.ngocoa-ny.org/recent-documents-of-interes/a_76_157_ie-report-on-older.pdf 
286 https://www.dss.gov.au/sites/default/files/documents/10_2022/national_plan_accessible_version_for_website.pdf 
287 ibid 
288 https://www.mcv.vic.gov.au/sites/default/files/2021-05/Accessibility%20and%20engagement%20strategy_MCV-2021_04052021.pdf 
289 https://www.alrc.gov.au/publication/equality-capacity-and-disability-in-commonwealth-laws-alrc-report-124/7-access-to-justice-2/access-to-justice-issues-2/ 
290 https://www.dss.gov.au/sites/default/files/documents/10_2022/national_plan_accessible_version_for_website.pdf 
291 ibid 
292 ibid 
293 ibid 
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3.3: Independent third person 
• Myths 

a) There is a myth that sexual assault of people living with dementia is not a 
crime so victims/survivors will not need to access police services or the 
criminal justice system 

b) There is a myth that victim/survivors of sexual assault do not have capacity to 
access police services or the criminal justice system 

c) There is a myth that people with dementia who report sexual assault cannot 
be believed – so third-party support for people living with dementia is not 
required  
 

• Facts  
a) Independent Third Person (ITP) programs can support people with cognitive 

impairment in their communication with the police, including understanding 
their rights and supporting the person through the police interview process294 

b) ITP programs can help people with cognitive impairment to access 
counselling, the criminal justice system and victims of crime compensation 
following sexual assault295 

c) ITP programs have not been extended to support older people and people 
living with dementia to access counselling, police services or the criminal 
justice system 

d) The provision of an ITP program that was inclusive of older people and people 
living with dementia could support more older people and people living with 
dementia to recover from sexual assault, seek justice and hold perpetrators to 
account. 
 

• Potential Strategies 
a) Explore options for an ITP program for older people and people living with 

dementia  
b) Consideration should be given to promoting existing ITP programs to older 

people and people living with dementia  
c) The role of OPAN advocates in ITP programs could be explored. 

 

Issue 4: Health, aged, and community care  

Service providers are powerfully placed to prevent sexual assault of older people 
and people living with dementia – but this requires building their capacity and 
knowledge about sexual assault of people living with dementia.  
 
In residential aged care, there is a need to continue the momentum started by the 
#ReadyToListen project, including the education and support of service providers. 
Capacity building to prevent sexual assault of older people and people living with 
dementia is also required in a broader range of health, dementia, carer, aged and 
community care services they access.  
 

 
294 https://www.publicadvocate.vic.gov.au/opa-volunteers/independent-third-persons 
295 https://www.secasa.org.au/programs-and-services/making-rights-reality/ 
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It also requires understanding patterns in sexual assault, such as technology-
facilitated abuse (including taking and sharing intimate images) and updating 
strategies for prevention.  
 

4.1: Residential aged care 
• Myths 

a) There is a myth that the absence of sexual assault is about luck 
b) There is a myth that sexual assault prevention strategies only need to be 

implemented when a sexual assault or a near miss occurs 
c) There is a myth that there is no leadership in residential aged care services 

and providers don’t care about sexual assault  
d) There is a myth that preventing sexual assault in residential aged care is the 

sole responsibility of residential aged care service providers 
e) There is a myth that sexual assault doesn’t happen because it is not reported 
f) There is a myth that education alone is sufficient to prevent sexual assault.  

 

• Facts 
a) Service providers that do not have strategies in place for sexual assault 

prevention are contributing to the vulnerability of residents 
b) Many residential aged care services providers are concerned about 

preventing sexual assault and want education, resources, and support to lead 
cultural change  

c) Preventing sexual assault in residential aged care is the responsibility of 
residential aged care service providers, dementia services, older person’s 
advocacy services, family violence services, sexual assault services, police, 
the justice system, academics, regulating bodies, policy makers and the 
broader community  

d) Preventing sexual assault in residential aged care requires a significant 
culture shift in our attitudes towards people living with dementia and older 
people. 

 

• Potential strategies 
a) The momentum generated by the #ReadyToListen project in residential aged 

care should continue, and be replicated in community care 
b) The #ReadyToListen Virtual Town Hall Meeting pulled stakeholders together 

to explore their roles in supporting prevention of sexual assault in residential 
aged care. These relationships should be maintained and further developed to 
capitalise on the momentum that was generated. 

c) A community of practice or similar approach could be explored for supporting 
residential aged care service providers to prevent sexual assault 

d) Implement education and capacity-building related to the #ReadyToListen 
Charter of Sexual Rights and Responsibilities  

e) The #ReadyToListen resources should be evaluated and improved in 
response to service provider feedback  

f) Research should document the experiences and needs of older people and 
people living with dementia who have been sexually assaulted. This research 
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should be utilised to improve services, prevent sexual assault, and build 
awareness of the problem of sexual assault 

g) Peak bodies hosting conferences, seminars or events on elder abuse, aged 
care, dementia, family violence or sexual assault should encourage 
presentations by, and discussions on, sexual assault of older people and 
people living with dementia 

h) Invite the ACQSC to update the fact sheet dated October 2022 to include the 
following:  

i. In the section on what is sexual assault, clarify whether sexual contact 
between residents and volunteers constitutes sexual assault 

ii. Update the section on incidents involving consumers with cognitive 
impairments to acknowledge that most victims/survivors of sexual 
assault in residential aged care are people living with dementia 

iii. Update the section on possible signs to include acknowledgement that 
most indicators (rather than signs) are likely to be psychological, rather 
than physical 

iv. After the section on possible signs, add paragraph to clarify that SIRS 
reporting of sexual assault is not dependent on ‘evidence’ gathered 
through an internal investigation 

v. Update the section on reporting to clarify that staff should check with 
police before conducting an internal investigation or destroying forensic 
evidence 

vi. Update the section on reporting to clarify whether sexual assault of a 
resident on home leave is reportable under SIRS 

vii. Update the section on how to respond to sexual assault  to include 
providing the resident with information on sexual assault services and 
aged care advocacy through OPAN 

viii. Change the title of the ‘broader commentary section’ to ‘impacts’  
i) Data collected on sexual assault should be analysed to identify patterns and 

this information should inform the development of education and information 
to prevent sexual assault. 
 

4.2: Aged care in the home  
• Myths 

a) There is a myth that older people do not experience sexual assault in their 
own home 

b) There is a myth that family violence stops when people grow old 
c) There is a myth that sexual assault in families is a ‘family matter’ and can only 

be dealt with within the family.  
 

• Facts 
a) People living with dementia in their own homes may be sexually assaulted by 

intimate partners or other family members and service providers 
b) Older people living at home may be sexually assaulted in the context of family 

violence 
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c) Older people may be sexually assaulted by an intimate partner living with 
dementia who is sexually disinhibited,296 hypersexual,297 or has sexually 
inappropriate behaviour298  

d) Service providers of home-based care and support services who are given 
education and information about sexual assault are powerfully placed to 
support victims/survivors and assist in preventing sexual assault.299,300 
 

• Potential Strategies 
a) Expand the #ReadyToListen project to include sexual assault of older people 

and people living with dementia in their own homes 
b) Ensure strategies to prevent the sexual assault of older women and people 

living with dementia are addressed in the National Plan to Prevent Sexual 
Assault of Women and Children,301 including access to sexual assault and 
family violence service 

c) Undertake a community awareness campaign encouraging community 
leaders to speak out against sexual assault of older people and people living 
with dementia 

d) Encourage peak bodies hosting conferences on elder abuse, aged care, 
dementia, family violence or sexual assault to prioritise presentations and 
discussion on sexual assault of older people and people living with dementia 

e) Provide a support line (or similar) for older people and people living with 
dementia to  

i. talk about sexual assault  
ii. give them strategies they can use 
iii. provide triage 
iv. facilitate referral to other services 
v. document patterns in support line use 

vi. utilise this information to update strategies and plans for prevention 
and to improve existing services. 

 
4.3: Technology facilitated abuse (and other emerging patterns) 
• Myths 

a) There is a myth that technology-facilitated abuse/sexual assault does not 
occur, and it does not impact older people or people living with dementia  

b) There is a myth that technology-facilitated sexual abuse/assault is a violation 
of privacy rather than a sexual assault (or both) 

c) There is a myth that knowledge about sexual assault of older people and 
people living with dementia is static. 
 
 
 
 

 
296 https://baycrest.echoontario.ca/wp-content/uploads/2019/01/7-Resource.pdf 
297 https://www.cambridge.org/core/journals/advances-in-psychiatric-treatment/article/hypersexuality-in-dementia/E2CFB1E9F2791BBCAE15F9580388BD19 
298 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3596201/ 
299 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf 
300 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/someone_in_her_corner_educational_resourcefinal.pdf 
301 https://www.dss.gov.au/women-programs-services-reducing-violence/the-national-plan-to-end-violence-against-women-and-children-2022-2032 
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• Facts 
a) Technology-facilitated abuse is widespread and increasing, often taking the 

form of stalking, surveillance, tracking, threats, harassment, and the non-
consensual sharing of intimate images302 

b) Women of all ages experience technology-facilitated abuse303 
c) Staff may misuse personal phones to take sexually explicit/naked images of 

victims/survivors304 
d) Women with intellectual or cognitive disability can also be particularly 

susceptible to various types of technology-facilitated abuse305 
e) Taking and sharing naked images of residents is a violation of their privacy 

and also fits the definition of inappropriate sexual conduct as defined in the 
Quality of Care Principles306 and is therefore reportable to SIRS as a Priority 1 
incident, whether or not the images are distributed 

f) People in residential aged care can be victims of sexual exploitation or 
blackmail 

g) Many aged care services do not have policies on staff use of personal phones 
to take intimate images of residents 

h) The use of technology (e.g., staff smart phones) to document sexual assault 
or share naked images of residents needs to be better understood by 
residential aged care service providers, advocates, police, and the courts  

i) The evidence base on sexual assault of older people and people living with 
dementia is emerging. 
 

• Potential Strategies 
a) Residential aged care services need to provide staff with guidelines and 

education on sexual assault and technology-facilitated abuse,307 and the 
consequences (i.e.: police reporting and termination of employment) 

b) Education, information, research, and planning need to take into account the 
emergent nature of knowledge on sexual assault of older people and people 
living with dementia and identify emerging patterns and responses. 

 

4.4: Health and Community Services 
• Myths 

a) There is a myth that sexual assault of older people and people living with 
dementia only happens in residential aged care 

b) There is a myth that service providers who work with older people and people 
living with dementia in acute, subacute, rehab, primary care, transitional care, 
psychiatric, and GP services do not encounter victims/survivors of sexual 
assault. 
 
 
 

 
302 https://www.dss.gov.au/women-programs-services-reducing-violence/the-national-plan-to-end-violence-against-women-and-children-2022-2032 
303 ibid 
304 http://classic.austlii.edu.au/au/journals/PrecedentAULA/2017/68.html 
305 https://www.esafety.gov.au/sites/default/files/2021-09/TFA%20WWICD_accessible.pdf 
306 https://www.legislation.gov.au/Details/F2021C00887 
307 http://classic.austlii.edu.au/au/journals/PrecedentAULA/2017/68.html 
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• Facts 
a) Sexual assault of older people and people living with dementia happens in 

acute, subacute, rehab, primary care, transitional or psychiatric care and any 
service they access 

b) A broad range of service providers working with older people have the power 
to prevent sexual assault – if they have access to the education and 
resources to guide them 

c) General Practitioners have a powerful role to play in opening up 
conversations with older people and people living with dementia who are 
being sexually assaulted at home – and in offering them information about 
their options 

d) The Australian Association of Gerontology has demonstrated leadership in the 
provision of a preconference workshop on sexual assault and the 
development of a policy paper on sexual assault in residential aged care.308 
 

• Potential strategies 
a) Education on preventing sexual assault of older people and people living with 

dementia needs to be provided to all health practitioners including (but not 
limited to) acute, subacute, rehab, GPs and primary care, transitional and 
psychiatric care, and homelessness services 

b) Primary care partnerships could explore their role in preventing sexual assault 
of older people and people living with dementia  

c) The Royal Australian College of General Practitioners309could explore the role 
of the GP in preventing sexual assault of older people and people living with 
dementia including updating The Silver Book310 to include sexual assault 

d) The Australian and New Zealand Society for Geriatric Medicine311 could 
develop a position statement on sexual assault of older people and people 
living with dementia  

e) The Australian Association of Gerontology and other peaks hosting 
conferences for service providers could encourage presentations or 
discussion on sexual assault of older people and people living with dementia 

f) Peak bodies (such as Dementia Australia, Dementia Alliance International) 
could develop, or update current position statements on sexual assault of 
older people and people living with dementia 

 

4.5: Carer support services  
• Myths 

a) There is a myth that sexual assault of the care partners of people living with 
dementia is not common or problematic, because few people contact 
dementia or carer support services to disclose sexual assault 

b) There is a myth that if care partners were being sexually assaulted, they 
would say something  

c) There is a myth that carer partners services don’t need to understand sexual 
assault because that is the domain of sexual assault services. 

 
308 https://aag.asn.au/libraryviewer?ResourceID=35&ss360SearchTerm=sexual%20assault 
309 https://www.racgp.org.au/ 
310 https://www.racgp.org.au/silverbook 
311 https://anzsgm.org/ 
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• Facts  
a) Older people who are care partners may be unlikely to talk about sexual 

assault unless they are approached the right way and feel safe to do so312 
b) Care partners may feel too ashamed to talk about sexual assault or may feel 

they are being disloyal or may be concerned about the consequences for their 
partner 

c) Sexual disinhibition,313 hypersexuality,314 and inappropriate sexual 
behaviour315 can be experienced by people living with dementia and may 
result in care partners being sexually assaulted  

d) Some care partners of people living with dementia may tolerate sexual assault 
because they don’t know any other strategies to calm their partner.316 
 

• Potential Strategies  
a) Carer support services need to provide information to care partners on referral 

and support services that can assist if they are being sexually assaulted 
b) Care partner support services could provide education to open up 

conversations with care partners about sexual assault 
c) Research is needed to document the experiences and needs of the care 

partners of people living with dementia and older people who are being 
sexually assaulted to identify best strategies for support. 

 

4.6: Dementia services 
• Myths 

a) There is a myth that sexual assault of people living with dementia is not 
common or problematic because few people contact dementia support 
services or legal services to disclose sexual assault 

b) There is a myth that people living with dementia don’t need support to 
negotiate sexual consent or changes to their intimate relationships 

c) There is a myth that dementia services don’t need to understand sexual 
assault because that is the domain of sexual assault services. 
 

• Facts  
a) The Public Consultation Paper for the National Dementia Action Plan317 does 

not include reference to the sexual assault of people living with dementia in 
home or residential aged care 

b) Older people may be unlikely to talk about sexual assault until they are 
approached the right way and feel safe to disclose318 

c) People living with dementia may feel too ashamed to talk about sexual assault 

 
312 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf 
313 https://baycrest.echoontario.ca/wp-content/uploads/2019/01/7-Resource.pdf 
314 https://www.cambridge.org/core/journals/advances-in-psychiatric-treatment/article/hypersexuality-in-dementia/E2CFB1E9F2791BBCAE15F9580388BD19 
315 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3596201/ 
316 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf 
317https://consultations.health.gov.au/aged-care-division/ndap-public-
consultation/supporting_documents/National_Dementia_Action_Plan_consultation%20paper_final18%20Nov.pdf 
318 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf 
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d) Sexual disinhibition,319 hypersexuality,320 and inappropriate sexual 
behaviour321 can be experienced by people living with dementia 

e) People living with dementia may lose capacity to consider the sexual needs 
and sexual consent of their partner322   

f) Some partners of people living with dementia may put up with frequent sexual 
assault because they don’t know any other way to calm their partner.323 
 

• Potential Strategies 
a) The National Dementia Plan needs to address sexual assault of people living 

with dementia in the challenges and proposed actions outlined in the plan, 
particularly related to building dementia capability in the workforce and 
supporting those caring for people living with dementia 

b) All dementia training must include information on changes in intimate 
relationships, sexual consent, and sexual assault prevention 

c) All dementia services must provide mandatory training for staff on sexual 
assault of people living with dementia  

d) Information for people living with dementia and their families must include the 
invitation to talk to dementia support services about sexual assault  

e) Frameworks for supported decision-making must be expanded to include 
sexual consent.324,325 

 
Issue 5: Research  
Research is essential to building shared knowledge about how to improve policy and 
practices to prevent sexual assault326 and support victims/survivors. It can give voice 
to victims/survivors, help understand sexual assault perpetration,327 and build a 
sense of urgency around the need for change, as well identify tangible actions to 
prevent sexual assault.328  
 
Research influences funding priorities, informs plans for prevention, guides service 
provision and clinical practice, and brings issues into focus in ways that legitimise 
their existence. Research can be a powerful vehicle to hear the voices of 
victims/survivors and short circuit the minimising or dismissal that are barriers to 
victim/survivor support and prevention.  
 
Research to understand the experiences and needs of older people and people 
living with dementia receiving community care at home and in residential care is 
lacking. The voices of these victims/survivors is all but absent – there is currently 
only one older woman who has felt safe to share her experience of sexual assault 
publicly.329 The absence of the voices of older women and people living with 

 
319 https://baycrest.echoontario.ca/wp-content/uploads/2019/01/7-Resource.pdf 
320 https://www.cambridge.org/core/journals/advances-in-psychiatric-treatment/article/hypersexuality-in-dementia/E2CFB1E9F2791BBCAE15F9580388BD19 
321 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3596201/ 
322 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf 
323 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf 
324 https://cdpc.sydney.edu.au/wp-content/uploads/2019/07/CDPC_Supported_Decision-Making_Final_Project_Report.pdf 
325 https://www.dementia.org.au/sites/default/files/2022-10/Supported-decision-making-policy-position-statement.pdf 
326 https://anrowsdev.wpenginepowered.com/wp-content/uploads/2019/01/National-Research-Agenda-May-2014.pdf 
327 https://aifs.gov.au/sites/default/files/publication-documents/rr18.pdf 
328 https://hbr.org/1995/05/leading-change-why-transformation-efforts-fail-2 
329 https://www.opalinstitute.org/margarita.html 
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dementia is often interpreted as a lack of prevalence – perpetuating the cycle of 
silence and inaction.   
 
This section outlines some of the research required to better understand the 
experiences, needs, recovery and strategies for prevention. It also provides a 
critique of current approaches to data collection and interpretation. 
 

5.1: Research approaches and focus 
• Myths 

a) There is a myth that sexual assault of older people and people living with 
dementia is not a significant problem and therefore does not require a 
research focus 

b) There is a myth that older people and people living with dementia cannot 
participate in research about their experiences of sexual assault. 
 

• Facts 
a) Research is critical to identifying experiences, needs and strategies for 

recovery and prevention 
b) Research can assist in clarifying that sexual assault of older people and 

people living with dementia is an important issue that must be prevented 
c) Research informs policy, practice, funding allocation and focus – without 

research on sexual assault of older people and people living with dementia, 
this crime will not be resolved  
 

• Potential strategies 
a) Research is required in the following areas 

i. The impacts of sexual assault on older people and people living with 
dementia 

ii. Indicators of the sexual assault of people living with dementia  
iii. Sexual consent and supported decision-making for people living with 

dementia and older people  
iv. Perpetrators of sexual assault and strategies for prevention  
v. Best practice care for older people and people living with dementia who 

are victims/survivors of sexual assault  
vi. A framework for supporting people with dementia following sexual 

assault  
vii. How accessible services such as sexual assault services, police 

services, advocacy services, court services are; and what it takes to be 
more accessible 

viii. Guidelines for aged care services on support for victims/survivors 
ix. The experiences of older people and people living with dementia when 

they disclose sexual assault  
x. Diverse perspectives on sexual assault, prevention and support 

including First Nation’s People, CALD, LGBTI, Care Leavers etc.  
b) All research should be undertaken in partnership with older people and people 

living with dementia  
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c) All research on violence against women should include older women and 
people living with dementia. 

 

5.2: Data collection and interpretation 
• Myths 

a) There is a myth that financial abuse is the most common form of Elder Abuse 
because it is the most reported form of abuse330 

b) There is a myth that sexual assault is a rare form of Elder Abuse because it is 
reported less often than other forms of abuse  

c) There is a myth that surveys that show higher rates of sexual assault amongst 
younger women are evidence that younger women experience higher rates of 
sexual assault than older women. 
 
 

• Facts 
a) While financial and other forms of abuse may be more commonly reported, 

sexual assault has not received the same or sufficient attention to illustrate 
the nature and extent of the problem331 

b) Safe spaces have not been created for older women and people living with 
dementia to disclose sexual assault 

c) Language and approaches in existing data collection on sexual assault are 
not accessible to older women and people living with dementia  

d) Older women in heterosexual marriages may still be influenced by historical 
marital rape immunity laws – or – believe that what they are experiencing is 
not sexual assault because they are still expected to provide for their 
husband’s sexual needs 

e) Older Trans and Gender Diverse people’s experiences and needs are only 
just beginning to be heard. The sexual assault of older Trans and Gender 
Diverse people is also a problem332 

f) Older people and people living with dementia who do not feel safe disclosing 
sexual assault will not disclose 

g) Older women and people living with dementia are unlikely to disclose sexual 
assault for the purposes of research when they have no support 

h) Low rates of reporting sexual assault to Elder Abuse services or in Elder 
Abuse surveys should prompt reflection on what the low rates mean, including 
raising questions about how to change practices to ensure data collection 
accurately reflects prevalence 

i) Sexual assault surveys showing higher rates of reporting of sexual assault by 
younger women compared with older women may reflect older women’s 
reluctance to report sexual assault  

j) Older women who are sexually assaulted in the family violence context may 
be unlikely to report sexual assault to police, because they were taught sexual 
assault was their fault 

k) Prevalence data on elder abuse categories drives policy, research, 
responses, and prevention 

 
330 https://www.nari.net.au/Handlers/Download.ashx?IDMF=3852b806-76a1-4688-bba7-12beb35f6385 
331 https://www.nari.net.au/Handlers/Download.ashx?IDMF=3852b806-76a1-4688-bba7-12beb35f6385 
332 http://www.opalinstitute.org/uploads/1/5/3/9/15399992/transnarrativeresource.pdf 
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l) Gathering data on the actual prevalence of sexual assault is important in 
determining priority of resources for prevention.  
 

• Potential Strategies 
a) Strategies for data collection on Elder Abuse need to carefully consider 

language that is accessible to older people and should consider barriers to 
reporting in the interpretation of data 

b) Strategies for data collection on sexual assault of women need to ensure data 
collection is inclusive of older people and people living with dementia and 
should consider barriers to reporting in their interpretation of data  

c) Working in partnership with older people and people living with dementia to 
develop data collection strategies and to disseminate research opportunities 
is likely to promote effectiveness of data collection and take up of 
opportunities for reporting.  

 

5.3: Research translation  
• Myths 

a) There is a myth that research translation is not relevant to the sexual assault 
of older people and people living with dementia, because sexual assault is not 
a priority 

b) There is a myth that peak bodies for sexual assault prevention don’t need to 
collaborate with aged care and older person’s advocacy services. 
 

• Facts 
a) Australia’s National Research Organisation for Women’s Safety (ANROWS) 

delivers research and associated reports, research synthesis papers, tools, 
and resources across all priority areas of the National Plan to Prevent 
Violence Against Women and Children333  

b) The principal work of ANROWS is to influence how we prevent and respond 
to violence against women and children by providing an evidence base for 
policy and practice design 

c) To achieve these objectives, ANROWS delivers high-quality, innovative, and 
relevant research, ensures the effective dissemination and application of 
research findings, builds, maintains, and promotes collaborative relationships 
with and between stakeholders 

d) ANROWS334 has a range of valuable resources for population groups 
including Aboriginal and/or Torres Strait Islanders, LGBTIQ people, CALD, 
Disability, Migrant and Refugee Communities. There are no resources for 
older women or people living with a disability.  
 

• Potential strategies 
a) Gather research on older people and people living with dementia and broader 

insights on sexual assault together to influence the development of policy and 
practice design 

 
333 https://www.anrows.org.au/about/# 
334 https://www.anrows.org.au/ 
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b) Facilitate collaborative partnerships between sexual assault services, family 
violence services, researchers and aged care service providers, dementia 
services and older person’s advocacy services 

c) Work in partnership with older people and people living with dementia to 
ensure their voices are heard. 

Priorities for action  

Six priorities for action were identified by members of the SAD-SIG prior to the 
meeting because a large, online group would present barriers to participation by 
people living with dementia. The priorities identified were: 
 

1. Supporting sexual consent  
2. Clarifying needs and promoting safety  
3. Building more accessible sexual assault services 
4. Promoting access to justice 
5. Educating home-based and residential aged care service providers 
6. Continuing partnership with people living with dementia.  

 

Ranking priority projects  

The priorities were presented to the Town Hall attendees, who were then invited to 
rank them in order of importance. Thirty-four of the online participants voted (using 
Mentimeter software). As show in Figure 9 below, the highest priority was educating 
service providers, followed by clarifying victim/survivor needs and promoting safety, 
building more accessible sexual assault service, continuing the work of the SAD-SIG 
and promoting access to justice.  
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Figure 9: Ranking of Priorities 

 
 

Other priorities 

Participants were also invited to identify issues and priorities that had not been 
covered in the Town Hall Meeting. Using Mentimeter software, a word cloud (see 
Figure 10) was created to prompt discussion. Participants were invited to verbalise 
their suggestions or write them into the Town Hall’s zoom chat function.  
 
Figure 10: Priorities Word Cloud 

 
Town Hall participants were invited to identify additional priorities and some 
descriptors, which included:  
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Funding (and research) 
1. Consider funding bodies (e.g., government) as another agent of action 
2. Academics want to do the research, but we cannot do it if nobody funds it! 
3. Longer-term studies needed to look at sexual violence impacts across a 

lifetime 
4. Research that goes beyond election cycle-based funding 
5. Need to challenge research evidence silos 
6. Need more stories from victims/survivors.335 

 

Education 
1. Need to upskill families 
2. There are so many stories of memory clinics, GPs and hospitals ‘fixing up’ 

older women’s physical injuries and just sending them home or back to 
residential aged care with no acknowledgment that sexual assault is 
suspected. We need at least mandatory acknowledgement from all allied 
health and service providers, and a referral pathway 

3. Education needs to also include older people about changes in the consent 
laws 

4. Educate the government and specific ministers about this project 
5. Education needs to address cultural understanding and safety 
6. Education and cultural change are crucial to responding to sexual violence of 

any type 
7. We need always to place value on the lives of victims of sexual assault...thank 

you! 
8. Any education must be co-developed with people living with dementia and 

older people, including the delivery, for it to make a meaningful impact 
9. Respite is one of the better tools in these difficult situations, but unless people 

living with dementia are acknowledged, the victim turns into the bad guy 
10. Education needs to cover the role of family of choice versus family of origin for 

many people who are estranged from family of origin 
11. Victims who present to emergency departments are sewn up and sent home 
12. Education is needed for the whole community  
13. Education is needed on consent, including differentiating between assent and 

affirmative consent and capacity  
14. We need to educate the police  
15. Education is needed on sexual rights  
16. Include education on intersectionality and inclusive services. 

 

All genders 
1. Would love to see the gender lens extended to include ‘all genders’ and the 

trans and gender diverse community 
2. Research by ANROWS highlights the importance of including trans women of 

colour336 

 
335 https://www.anrows.org.au/project/transforming-responses-to-intimate-partner-and-sexual-violence-listening-to-the-voices-of-victims-perpetrators-and-services/ 
336https://www.anrows.org.au/publication/crossing-the-line-lived-experience-of-sexual-violence-among-trans-women-of-colour-from-culturally-and-linguistically-diverse-
cald-backgrounds-in-australia-key-findings-and-future-directions/ 
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3. Transgender individuals and communities experience shocking amounts of 
violence and discrimination. There are staggering rates of violence that trans 
and non-binary people face, although it should be noted that data is limited. In 
addition to experiencing high rates of domestic and sexual violence, trans and 
non-binary people are often the targets of transphobic hate crimes and 
community violence 

4. One in two transgender individuals are sexually abused or assaulted at some 
point in their lives. Some reports estimate that transgender survivors may 
experience rates of sexual assault up to 66 per cent, often coupled with 
physical assaults or abuse. This indicates that the majority of transgender 
individuals are living with the aftermath of trauma and the fear of possible 
repeat victimisation 

5. The Private Lives 3 research337 (p74) identified 72% of LGBTIQ+ people who 
experienced intimate partner or family violence did not report this abuse. The 
act of reporting often ‘outs’ the individual’s sexuality or gender identity and 
most of us have experience of not feeling believed when reporting incidents. 
We need to find safe ways for all people to report violence and abuse. 

 

Working together 
1. Siloing of services is a huge problem across the sector 
2. We need to include older people as a lens (like domestic and family violence) 

across all policy areas, from health to housing to employment. Reduce silos! 
3. Government partnerships are required.  

 

Support 
1. Support the carers  
2. Let older women know they can talk about sexual assault or difficulties in 

intimate relationships 
3. Make sure older people and people living with dementia have information 

about sexual assault and family violence services 
4. Make sure family violence and sexual assault services are accessible to older 

people and people living with dementia.  

 
Culture change  

1. I’d love to see a big sign in every residential aged care facility saying this is a 
zero tolerance for sexual assault facility 

2. Remove the stigma of disclosing sexual assault  
3. End rape culture 
4. Hear older women 
5. Hear people living with dementia  
6. Work with families 
7. Leadership by other peaks. 

 

 
337 https://www.latrobe.edu.au/__data/assets/pdf_file/0009/1185885/Private-Lives-3.pdf 
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Serious Incident Response Scheme 
1. Please consider the gaps in the Serious Incident Response Scheme (SIRS) 
2. Everyone in the community thinks that SIRS will capture all assault, however 

family violence and assault perpetrated outside of the residential aged care 
facility – for example when the resident is taken home for the weekend – [may 
not be] covered. People living with dementia and older people are still so 
vulnerable 

3. We need to broaden who can report Serious Incidents in residential aged care 
4. We are relying on providers reporting themselves 
5. The National Aged Care Advocacy Program338 advocates that the older 

person themselves and representatives should also be able to report incidents 
to SIRS 

6. Close the Quality Loop and use the SIRS data to identify trends and develop 
education to prevent sexual assault. 

 

Perpetrator accountability and management  
1. It isn't always possible to hold perpetrators to account, particularly if they have 

a cognitive impairment 
2. Where possible, perpetrators need to be held to account 
3. Where a perpetrator has cognitive impairment and can't be held to account, the 

focus must shift to management of their behaviour to prevent further sexual 
assault, and protection of victims.   

 

Surveillance  
1. It is not possible to know what happens in every room at every moment in a 

residential aged care home 
2. Future design might include shorter corridors  
3. Consider use of cameras in hallways  
4. The use of cameras in rooms can be overridden by the service providers 

balancing privacy considerations against the wishes of the resident. 
 

Trauma 
1. The trauma of a contemporary sexual assault may also trigger other of life’s 

traumas 
2. Trauma histories matter. There is a lot of talk about prevention and safety in 

aged care, which is of course important to stop new assaults. But people are 
also coming into residential aged care with historical trauma (including sexual 
violence) which continues to have lasting impacts on health and wellbeing. 
Entering into care may trigger issues for people and aged care providers need 
to have the skills to address this and respond in trauma-and-violence 
informed ways 

3. Groups that have spoken about trauma include First Nations Elders, the 
Forgotten Australians and the Care Leavers 

4. Unresolved life trauma can play out into so-called changed behaviours 

 
338 https://www.health.gov.au/our-work/national-aged-care-advocacy-program-nacap 
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5. Reports of contemporary sexual assault may be dismissed as a resident 
being confused and remembering child sexual assault. The balance here is 
tricky – we cannot dismiss all reports as historical 

6. Helping document trauma history through an advance social directive can 
help identify triggers and assist in supporting people living with dementia into 
the future 

7. So-called ‘behaviour problems’ may not all be dementia related but can also 
be a trauma response. 

 

Self-advocacy 
1. Many older people and people living with dementia can't advocate for 

themselves, especially if they are neurodiverse and or living alone and without 
family 

2. Funded professional advocacy services need to ensure they are reaching out 
to people who don’t have capacity to self-advocate. 

 

Access to justice 
1. Victims/survivors need to be able to access an independent third party 
2. We need to explore partnerships with victims of crime organisations 
3. We need to educate the police  
4. We need to advocate for changes to criminal law 
5. We need legislative reform. 

 

One thing my organisation can do 

Town Hall participants were also invited to identify one action their organisation, 
service or group could do in the next six months. Thirty-four actions were presented 
and are summarised below. The actions are presented in the words of the Town Hall 
participants, and deidentified.  

 

1. Promote the #ReadyToListen resources to our members 

2. Continue exploring the #ReadyToListen resources 

3. Disseminate these important resources to members and use these resources 
to inform our positions going forward 

4. Develop online learning materials on sexual assault of older people and people 
living with dementia 

5. Audit our service using the #ReadyToListen audit tool, educate our staff and 
then repeat the measure and respond 

6. Be brave, talk openly about this subject with providers. No excuse not to 

7. Review recruitment to engage two specialist advocates 

8. Produce a podcast/blog highlighting the #ReadyToListen Charter of Sexual 
Rights and Responsibilities 

9. Share the Charter with our staff 

10. Promote the Charter as part of our unconscious bias program 



 

91 

11. Collaborate with other organisations 

12. Explore dementia-friendly resources for our specialist sexual assault 
counsellors 

13. Continue applying for funding for research in this space 

14. Audit and augment teaching resources in educational programs 

15. Use these issues to inform the new National Dementia Action Plan 

16. Consider the needs of older women in the national sexual assault research 
agenda 

17. Advocate for, and build relationships with, older women to be heard 

18. Review our data to look at patterns and utilise this information to target 
education and strategies for prevention 

19. Partnering to educate, raise awareness and be #ReadyToListen; taking an 
organisational approach to change in residential and home care 

20. Share flyers about our sexual assault services with local aged care services 

21. Ensure it remains on the national agenda and share resources 

22. Survey our staff to establish our priorities, identifying gaps that we are 
targeting now. 

 

In the days following the Town Hall Meeting, a number of stakeholders reached out 
to the #ReadyToListen project team to set up meetings focused on discussing 
strategy implementation. There remains a need to identify an organisation or body to 
oversee implementation of change – and funding to achieve this.  

Feedback and evaluation 

Several participants provided feedback on the Town Hall Meeting through online 
discussions or follow up emails. (Deidentified) comments include:  
 

Some challenging and thought-provoking presentations so far this morning. 
Thank you all.  

 
Well done OPAN in bringing these really important issues to this conversation 
and the broader community ... This issue of sexual violence is not an easy 
one ... but it is very important ...We are ready and willing to help! 
 
Terrific discussion and great to see so much shared passion for this topic. 
Well done Catherine, Yumi, Craig, Kate and everyone else involved 
 
Thank you for an inspiring discussion, looking forward to taking this back to 
the team. 
 
Thank you for chance to be part of such an important project – well done to all 
involved including those who shared their stories today. 
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SAD-SIG has been amazing 
 
Thank you for reaching out and inviting us to the Town Hall today. It was an 
incredibly powerful session and a privilege to attend … 

 
In addition, members of the SAD-SIG noted the meeting gave them hope that change 
might happen. However, their hope was tinged with fear about whether participants 
would make change a reality, and who would fund the work that needs to be done.  
 

Evaluation 

The expected outcomes of the meeting were to engage stakeholders in prevention, 
increase collaboration between key stakeholders, and identify a list of agreed 
priorities for action. While engagement was successful (55 stakeholders participated) 
and a list of priorities was identified, there is a need to consider how change 
strategies will be funded, implemented and evaluated.  
 
Evaluation could measure, describe, and clarify the expected and unexpected 
outcomes. Prevalence of sexual assault could also be monitored. However, 
Indicators of success are not as simple as changes to the prevalence rates339 or 
rates of reporting.  
An increase in reporting of all forms of gender-based violence may occur in the 
short-term as individuals feel safer and more supported to come forward and seek 
help.340 However, outcomes need to be broader and may include the following: 
 

1. Number of organisations and services undertaking activities to prevent sexual 
assault of people living with dementia and older people  

2. Description and measure of the success of these activities  
3. Number of websites for peaks providing information on sexual assault of older 

people and people living with dementia 
4. Number of people living with dementia and older people who feel safe to 

publicly share their stories of sexual assault. 
 
The gathering of data in this way is considered critical to help us continuously 
improve our work and respond to new or emerging areas of need.341 Data is crucial 
to understanding the problem of gender-based violence, measuring our progress 
towards ending it, and informing decisions about funding, service design and 
delivery.  
 

 
339 https://www.dss.gov.au/women-programs-services-reducing-violence/the-national-plan-to-end-violence-against-women-and-children-2022-2032 
340 https://www.dss.gov.au/women-programs-services-reducing-violence/the-national-plan-to-end-violence-against-women-and-children-2022-2032 
341 ibid 

https://www.dss.gov.au/women-programs-services-reducing-violence/the-national-plan-to-end-violence-against-women-and-children-2022-2032
https://www.dss.gov.au/women-programs-services-reducing-violence/the-national-plan-to-end-violence-against-women-and-children-2022-2032
https://www.dss.gov.au/women-programs-services-reducing-violence/the-national-plan-to-end-violence-against-women-and-children-2022-2032
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The voices of victim/survivors (and their families) 

Through the SAD-SIG and #ReadyToListen project partner’s networks, an invitation 
was circulated to people living with dementia and their family members to share their 
story of sexual assault or their reflections on what needed to change.  
 
No older people or people living with dementia participated. This may be due to the 
lack of permission to speak about sexual assault – not feeling safe or feeling 
ashamed. Some older women provided feedback that their counterparts who were 
being sexually assaulted didn’t want to talk to a researcher, they wanted to speak 
with someone who could give them strategies to cope with the situation they were in.  
 
One family member participated in an interview and her mother Cindy’s story of 
sexual assault in residential aged care is shared below. The interviewee was asked 
about her mother’s experience and what she thought needed to be done to prevent 
sexual assault in residential aged care. She was also invited to share an image 
representing her mother’s experience. The image was intended to increase 
engagement in listening to the stories.  
 
The participant was given an information sheet and consent form, notes were taken 
during interview and then provided to the participant for verification and 
deidentification.  
 
No stories were shared from older people or people living with dementia at home. 
Currently Margarita Solis, who was sexually assaulted at 95 years old, is the only 
older woman who has consented to publicly share her story of sexual assault. 342 
Stories about sexual assault of older women living at home are therefore shared 
from earlier research.343 
 

Cindy’s story  

 
It’s fractured, broken 
A beautiful, long-stemmed red rose  
Snapped 
Irretrievably broken 
Within an instant of rudeness 
There is no fixing that 
A heartbeat of rudeness broke the rose. 
 
 

I wasn’t happy with this transcript when it was sent to me. It took me a while to work 
out why. What happened to my mum was heavy in my head and what was written on 
paper didn’t seem right. When I read it, I felt like I didn’t do enough to protect my 

 
342 https://www.opalinstitute.org/margarita.html 
343 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf 

https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf
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mum. And there is a whole heap of stuff here I want to forget. Of course, this is awful 
and sad and wrong but how can I say it in a page or two? 
 
The story is accurate, but the words are inadequate. Trying to find words to describe 
something so monumentally awful and huge is impossible. The words will never be 
adequate.  
 
My mum was such a gentle soul. She was tiny, gentle, and pretty and should have 
been treated special. But she wasn’t. She was sexually assaulted. It broke my heart. 
She died a year later. I found it incredibly difficult.  
 
My nanna used to talk about things being ‘rude’. It was the worst thing you could be 
in her world. She would raise her eyebrows and say ‘it's just rude’. She was really 
clear about what was right and what was wrong. And this is wrong. Sexual assault of 
people in residential aged care is wrong. It's just wrong. I’m not a rabid feminist, but 
that’s just wrong. Why isn’t that front page news every day? Why do we want to 
ignore it? We just don’t want to hear about it.  
 
The resident in the room across the hall came in and sexually assaulted her one 
night. They were both in a unit for people with advanced dementia. The movement 
alarm on her bed was activated, that’s how the staff found out.  
 
It was during COVID lockdown and I was really frustrated that I wasn’t allowed in to 
see her. It was weeks later that I was able to see her. We had an agreement with the 
staff that they would ring me any time of the night if something was wrong. They rang 
me at 3am. The nurse who rang me was beside herself. She was devastated. She 
didn’t know what to do, but she rang me.  
 
Mum couldn’t speak to tell us how it affected her, but she became hysterical. I don’t 
know what was going on in her mind. She needed to be sedated for days. They gave 
mum sedation because she was beside herself. They couldn’t give him sedation. 
She was sexually assaulted, and they sedated her – but not the man that did it.  
 
The staff called her GP. A locum came immediately, and she was examined by her 
own GP the next day. I was concerned about her physical health. I suggested she 
have vaginal swabs to check for infection. She had no physical trauma, but 
emotionally she was terrified. She had one lover in her life and that was my dad. The 
resident who sexually assaulted her was naked, she would have been terrified.  
 
He sexually assaulted her and then he stayed in the aged care home, a couple of 
meters away for her for the rest of her life. I had to gradually get used to the fact that 
he was there and that she was there. That was the awful bit. He was still there and 
she had to live with him for the next 18 months until she died.  
 
After the health concerns, the justice concerns kicked in. I wanted to know what they 
were going to do to prevent mum being sexually assaulted again. The staff said they 
spoke to the perpetrators family and there was nothing they could do. They said they 
couldn’t move him and they couldn’t sedate him – because of restraint laws, because 
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that would be a violation of his rights. The only way I could get justice was if I sued 
the family of the resident who sexually assaulted her. That family has to know that 
their dad is not a very nice person at some level deep down. Maybe he thought she 
was his wife, but that doesn’t change the outcome for my mum.  
 
The staff were trying to placate me. I was treated well, but I think they were worried 
that I would sue them. They felt that their hands were tied. They couldn’t restrain him 
more. I said to them he had to be better managed at night. They wanted to know 
what I would suggest; he had an alarm on his bed. I wanted him gone. But 
apparently there was nowhere for him to go. He could have gone to psychogeriatric 
facility if I had pursued it with his family. 
 
There was no talk of a safety plan for mum … they didn’t do anything. The care there 
was good generally, I was happy with the care. But they said there was nothing they 
could do to make mum safer. There was no plan.  
 
This was before the Serious Incident Response Scheme. I knew about the Aged 
Care Quality and Safety Commission, so I contacted them. I wanted them to do 
something. I spoke to the Commission and they said there was nothing they could 
do, because he had dementia. They said the only way to do something was for him 
to be charged, but that couldn’t happen because he wasn’t competent to give 
evidence. I never got anywhere with them. They didn’t talk about investigating the 
aged care service, I don’t know if they did. 
 
I wasn’t given information about the aged care advocacy services. I was given the 
number for Lifeline and Dementia Australia. But I didn’t contact them. I wasn’t given 
information on sexually assault services or an aged care advocacy service; I didn’t 
know those services could help.  
 
I decided to report it to the police. They short shifted me very quickly. They said she 
was not hurt so they couldn’t do anything. The fact that she was on sedation for her 
distress didn’t seem to matter to them. They also said because he wasn’t competent, 
they couldn’t do anything, he is outside the law. Because you are not competent you 
are allowed to commit murder. 
 
I am cross and cranky that this happened and that it will happen again, because 
nothing changed. When I told my friends, they all burst into tears and were all 
terrified it will happen to them, or to their parents. I asked them what we could do 
and they don’t know.  
 
It has had an impact on me. It has made me more of an activist. Things need to 
change. This is over for my mum, there is no justice for her – but I would like it to be 
fixed so it doesn’t happen to anyone else.  
 
We need to do more about prevention. He was dementia but he was very fit and able 
and wanders around a lot. He is very able and very strong. I guess he still does have 
a sexual appetite. Do we have to be a bit more understanding about promoting 
sexuality? Or was he looking for his wife? I think staff dismiss sexuality and that’s 
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part of the problem. Sexuality is not talked about. As part of their admission at no 
stage did they talk about sexuality. If they’d done that for the perpetrator it might 
have made a difference. They could have had a plan for him that stops him sexually 
assaulting other people. 
 
Staffing levels at night are low; but quite seriously if the staff were at one end of the 
building doing something it would take 2-5 mins to get to the other end. They can't 
keep an eye on everyone. Maybe we need separate gender wards. But that’s 
complex. I don’t think it will work.  
 
I am pro looking after older people in fair and equitable ways. This wasn’t fair. The 
way my mother was treated wasn’t fair. She did nothing but go to bed to go to sleep. 
It was all him. I still question myself over this. Could I have done better? Could I have 
done something else? I couldn’t find information about who I could go to.   
 

Sexual assault at home 

These stories are extracts from interviews and surveys from research on sexual 
assault of older women at home.344 
 

‘[An older woman] was basically … raped, if not nightly, almost, by her 
husband who had Alzheimer's, and he had previously also been a very loving 
partner, and she knew that he was confused … and she knew that he… 
wasn't in control of what he was doing, but it was enormously stressful for her 
and she was deeply, deeply humiliated by the circumstances and also was 
fearful about what would happen to him if she told anyone.’ (Interviewee S32: 
advocacy service)  

 
‘… an Italian carer was highly stressed by the constant demands of her 
husband for sex. He had always wanted sex often and the desire remained, 
but the ability did not. His repetitive pattern of demand was a constant, but not 
the only source of stress. He was not amenable to change because of his 
significant memory loss and did not know how much he was demanding. The 
impact on his wife was as if she was being abused even though it was 
unintentional, i.e., related to forgetfulness, a repetitive refrain for sexual 
contact. The best way we could assist was to listen to her distress, be 
empathic, suggest possible strategies to try to protect herself with not much 
success and take him out of the home to ensure she had regular breaks. She 
did not want to relinquish care. His demands lessened in time. It was only 
when he was placed [in residential aged care] some years later that her 
constant digestive symptoms and pain lessened. I have no doubt that the 
stress she was under contributed to her health problems.’ (Survey 27: aged 
care service provider) 

 
‘We were working with a woman who was being repeatedly raped by her 
husband and there were three sons and she was trying to tell them without 

 
344 https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf 

https://www.opalinstitute.org/uploads/1/5/3/9/15399992/researchreport.pdf
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saying the sexual violence part, she was trying to tell them about what was 
happening to her, and that she didn't … really want to stay in the home 
anymore because she just couldn't manage it, she was … in her 80s and 
really quite frail. Now the sons didn't want to hear about it and I mean in the 
end she was saying to them, "He wants sex all the time," and they were, "Well 
what's the problem with that?" …   and then kind of joking about the father's 
prowess at that age, … And the reality is that the three sons and the husband 
were tied up in the property that they worked on, but two of the sons actually 
still lived at home…the males were all drinkers, and that was behaviour that 
had gone on for a very long time. So clearly her first disclosure was to the 
sons and they were not empathetic and discounted and downplayed her fears 
and concerns. She was quiet for probably another year after that, until the 
husband, who had dementia but was being prescribed Viagra, ended up with 
a case worker. The woman built some trust with this case worker and told her 
what was going on. Then she got an empathetic response. And the way in 
which they were able to handle that was to involve the doctor and look at the 
unintended outcomes of [her husband] continuing to have Viagra, and also by 
getting him regular respite …, eventually he went into care because of his 
dementia – the behavioural components weren't manageable at home – and 
the woman was able to carve out a bit of a safe life for herself at the home 
(Interviewee S9: sexual assault service).’ 

 
‘Very recently I have become involved with a …. woman [in her 70s] who has 
been sexually assaulted by her [elderly] brother-in-law for [over a decade]. He 
was married to her sister during this time, but the sister has since passed 
away. The offender continually grabbed the victim's breasts and buttocks, told 
her how he wanted to have sex with her and that when his wife died, he would 
move in with her and "have his way with her". The offender told the victim it 
was his right to touch her anyway he wanted because they were family. The 
victim is of ill health and unable to defend herself but did not want to lose her 
sister's contact by having the offender charged with any offences.’ (Survey 44: 
police).  

 
‘I spoke with one woman who literally walked in to find her mother in distress 
because her father was assaulting her…. And she was really alarmed about it 
and came to appreciate that this was not a new thing, but she was not willing 
to name her parents or herself or take any steps for fear of her mother's 
safety.’ (Interviewee S5: sexual assault service).  

 
‘The ... aged care worker was going out to the home to deliver services [to] a 
man who had full-blown dementia. She started a sexual relationship with him. 
She was telling him that they were going to get married, she was taking his 
money, the daughter had found out and [she] was the guardian … she lodged 
a complaint with the aged care agency. They just told [the aged care worker] 
to stop going there but she didn't, she would sneak around when she wasn't 
on shift; she would sneak around the back door to make sure the daughter 
wasn't there. And it was a very inappropriate situation. The care worker was 
saying "We're just friends, he wants me to be there," and the family was 
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saying he actually had no idea who she was at all, but she would sit on his 
knee and touch him inappropriately and all of a sudden he'd say, "Oh, it's you, 
of course, it's my wife" sort of thing. She was just taking advantage of that 
situation to take what she could from him.’ (Interviewee S12: aged care 
advocacy service) 

 

Priority projects  

The following project proposals were developed in consultation with the SAD-SIG to 
highlight potential strategies and project partners to help prevent sexual assault and 
improve support for victim/survivors.  
 

Priority 1: Supporting sexual consent  

Full title:  
Empowering people living with dementia to negotiate their changing intimate needs 
and communicate sexual consent 

 
Aim: 

• To provide people living with dementia (and their families) with information about 
sexual consent  

• To help prevent sexual assault of people living with dementia 
 

Key actions: 

• Document a resource on negotiating intimacy and sexual consent for people living 
with dementia, drawing on principles of supported decision-making  

• Include in the resource where they can go to for support 

• Pilot the resource with people living with dementia – seek feedback and 
improvements  

• Document a template for advanced sexual directives 

• Pilot template with people living with dementia and aged care service providers 

• Meet specialists in advance planning to explore dissemination  

• Launch the intimacy and sexual consent resource and upload to key websites 

• Launch the advanced sexual directive 
 

Potential partnerships: 

• OPAN and dementia specific organisations 

• Carer organisations 

• Co-led by people living with dementia  
 

Outputs 

• A printable resource on negotiating intimacy and sexual consent for people living 
with dementia and their families 

• A printable guide to developing an advanced sexual directive  

• Two launch events 
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Outcomes  

• An increase in supported decision-making by people living with dementia 

• A decrease in sexual assault  

• Improved service provider understanding of supporting people living with dementia 
and their families to make informed choices 
 

Evaluation  

• Evaluation survey of people living with dementia for both resources  

• Feedback from service providers and other stakeholders 

• Take up of the resource (downloads).  

 

Priority 2: Clarifying needs and promoting safety  
 

Full title 
Promoting safety for older people and people living with dementia who are 
experiencing issues related to sexual intimacy (sexual assault) 

 
Aim: 

• To prevent sexual assault of older people and people living with dementia by 
providing a safe space for them to seek support and information  

• To provide information to older people and people living with dementia about 
support services for sexual assault and strategies to promote their safety  

• To document a data base on the experiences and needs of older people and 
people living with dementia who are experiencing sexual assault  

• To utilise the data base to educate service providers.  
 

Key actions: 

• Establish a listening phone for a 12-month period to offer support to older people 
and people living with dementia who are experiencing sexual assault. Provide 
information on support services and immediate strategies to promote safety  

• Document deidentified data on contacts 

• Publish a report summarising data including characteristics of victims and 
perpetrators, strategies used, and outcomes  

• Develop education modules for service providers including aged care, sexual 
assault, family violence, dementia-specific services  

• Facilitate a community education campaign to increase victim/survivor outreach 
 

Potential partners 

• A partnership of sexual assault and family violence services 

• Co-led by people living with dementia and older people 
 

Outputs 

• Phone support line, data base and report  

• Education module and community education campaign 
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Outcomes:  

• Decreased sexual assault of older people and people living with dementia  

• Increase in awareness by older people and people living with dementia of the 
supports available  

• Increased capacity for services to support older people and people living with 
dementia who are victims/survivors of sexual assault 

 
Evaluation:  

• Number of contacts to the support line 

• Evaluation feedback from victims/survivors accessing the support line 

• Service providers evaluation of the education module 

• Reach of the community education campaign. 
 

Priority 3: Building more accessible sexual assault services  

Full title 
Therapeutic interventions and more accessible sexual assault services for older 
people and people living with dementia 

 
Aim: 

• To document best practice in therapeutic interventions for victims/survivors living 
with dementia 

• To help ensure sexual assault services are accessible for older people and people 
living with dementia 

• To ensure victims/survivors living in residential aged care have access to sexual 
assault services.  

 
Key actions: 

• Undertake research on therapeutic interventions for sexual assault 
victims/survivors living with dementia 

• Document best practice guidelines for working with victims/survivors living with 
dementia, including those who are unable to communicate verbally 

• Document best practice guidelines for sexual assault services working with 
victims/survivors living in residential aged care 

• Dissemination of education to sexual assault services 

• Promote sexual assault services to older people and people living with dementia 
to ensure they know services are inclusive  

 
Potential partners: 

• Sexual assault services and family violence services 

• People living with dementia and older women  
 

Outputs 

• A report, including guidelines, on ‘what works’ in the provision of sexual assault 
services to people living with dementia  
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• Guidelines for the provision of sexual assault services to people living in residential 
aged care  

• An education program for sexual assault service providers 

• A community awareness campaign for older people and people living with 
dementia 

 
Outcomes:  

• Equitable access to sexual assault services for older people and people living with 
dementia  

• Improved recovery for older victims/survivors and people living with dementia 
 

Evaluation:  

• Evaluation of education provided to sexual assault services – by education 
participants 

• Feedback from victims/survivors  

• Increased take-up of services by older people and people living with dementia. 
 

Priority 4: Promoting access to justice 

Full title 
Access to justice for older people and people living with dementia who are 
victims/survivors of sexual assault 

 
Aim: 

• To ensure older people and people living with dementia can access justice  

• To reduce the likelihood that older victims/survivors and people living with 
dementia are traumatised by their contact with the justice system 

• To help ensure perpetrators are held to account  
 

Key actions: 

• Working with one local police station on being dementia inclusive of older 
victims/survivors and documenting this as a case study 

• Inviting people living with dementia to reach out to their local police station with a 
copy of the case study report listed above  

• Exploring the options for Independent Third Person support, including OPAN 
advocates and community visitors 

• Analysis of court transcripts to identify opportunities to provide education to Judicial 
Colleges and Police Prosecutors – including impacts of sexual assault 

 
Potential partners: 

• Legal organisations and individual lawyers 

• Older persons advocacy services 

• Dementia advocacy organisations 

• People living with dementia and older people  
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Outputs 

• Brief community report on one police station’s work to be inclusive of 
victims/survivors who are older or living with dementia 

• Contact with police services in all states/territories 

• Proposed model for independent third-party program 

• Report on analysis of court transcripts and educational resources for police 
prosecutors and judicial colleges in all states/territories 

 
Outcomes:  

• Decrease in re-traumatisation of victims/survivors who are older people or living 
with dementia  

• Increased reporting by older people and people living with dementia 

• Increased accountability for perpetrators  

• More appropriate administration of justice 
 

Evaluation:  

• Number of older person-friendly police services that take up education on 
dementia  

• Feedback on Independent Third Person programs including from 
victims/survivors and their families 

• Take up of education by judicial educators and police prosecution and feedback 
on the education. 

 

Priority 5: Educating home-based and residential aged care 

services 

Full title 
Preventing the sexual assault of older people and people living with dementia at 
home and in care  

 
Aim: 

• To further build the capacity of service providers to prevent sexual assault in 
residential aged care by continuing the momentum generated by the 
#ReadyToListen project 

• To assist in preventing sexual assault of older people and people living with 
dementia at home through the education of service providers 

• To build awareness with older people and people living with dementia of supports 
in preventing sexual assault  

 
Key actions: 

• Launch online modules for residential aged care service providers and establish a 
community of practice 

• Analyse SIRS data on sexual assault to clarify patterns and utilise this information 
to develop education and resources that prevent sexual assault (at least annually) 
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• Develop online education for home-based services and for health and community 
services more broadly on indicators, safety planning, prevention etc 

 
Potential partners: 

• OPAN 

• Aged and dementia care peak bodies 

• People living with dementia and older people  
 

Outputs: 

• Communities of practice (online discussion) for residential aged care 

• Deidentified summary report on analysis of SIRS sexual assault data 

• Resources and education developed in response to SIRS data 

• Online education module for home-based care and primary care services 
 

Outcomes:  

• Increased capacity for residential aged care providers to prevent sexual assault 

• Increase capacity of home-based services to prevent sexual assault of older 
people and people living with dementia in their own homes  

• Decrease in sexual assault of older people and people living with dementia in their 
own homes 

 
Evaluation:  

• Number of people accessing the online modules for residential aged care and 
home-based services  

• Feedback from participants of the online modules 

• Feedback from people living with dementia and older people about information on 
support services.  

 

Priority 6: Continuing partnerships with people living with 

dementia  

Full title 
Working in partnership with people living with dementia to prevent sexual assault at 
home and in residential aged care.  

 
Aim: 

• To continue the existing momentum to prevent sexual assault in residential aged 
care, and to expand that reach into community and home care 

• To develop and support the implementation of strategies to prevent sexual assault 
of older people and people living with dementia at home 

 
Key actions: 

• Continue existing Sexual Assault and Dementia Special Interest Group (SAD-SIG) 
for a further 12 months, engaging broader membership 
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• Meet four times in 2023 

• Continue to support capacity-building in residential aged care, including the online 
community of practice 

• Support the development of education to prevent sexual assault of older people 
and people living with dementia in the own homes 

• Support the development of information for older people and people living with 
dementia as outlined in the first five priorities 

• Campaign to raise awareness amongst older people and people living with 
dementia about sexual assault prevention and support 

• Seek support from DAI members internationally to identify innovative strategies to 
create change. 

 
Potential partners: 

• OPAN and DAI 

• People living with dementia  
 

Outputs: 

• Four meetings over a 12-month period  

• Meeting minutes providing record of input into education and resources developed 

• A campaign to raise awareness amongst older people and people living with 
dementia  

 
Outcomes:  

• Increased effectiveness of sexual assault education for service providers 

• Improvements in therapeutic services for sexual assault victims/survivors 

• Increase in reporting sexual assault by older people and people living with 
dementia 

• Reduction in sexual assault of older people and people living with dementia 
 

Evaluation:  

• Interviews with older people and people living with dementia who access services 

• Feedback from SAD-SIG members 
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Additional information 

Ready to Listen Resources 

Please go to the #ReadyToListen webpage for more resources on improving 
response to and preventing sexual assault. Web: 
https://opan.org.au/support/support-for-professionals/ready-to-listen/ 
 

Support services 

The Older Person’s Advocacy Network (OPAN) 
 
OPAN provides independent, confidential, and free advocacy support for people 
receiving, or seeking to receive, government-funded aged care. OPAN has provided 
training and support to all its services to better understand how to support people 
who have been sexually assaulted in residential aged care. An OPAN advocate can 
provide victims/survivors with information about their rights and help to make sure 
they are safe. An aged care advocate will listen to victims/survivors and can: 
 

• provide information about victims/survivors’ rights and service providers 
responsibilities  

• support victims/survivors to report sexual assault to management in their aged 
care home 

• Support victims/survivors to make a formal complaint to the Aged Care Quality 
and Safety Commission 

• Support victims/survivors to discuss and plan for their ongoing safety and 
wellbeing with their aged care home  

• Assist victims/survivors to look for alternative aged care homes, if this is their 
preference.  

 
The OPAN information and advice line can connect victims/survivors with an 
advocate from their state/territory based OPAN service who can advocate on their 
behalf. Call 1800 700 600 or check the website at: https://opan.com.au/ 

 

1800RESPECT 
1800RESPECT is the National Sexual Assault, Domestic Family Violence 
Counselling Service. This service can provide you with information on your local 
sexual assault service for counselling and debriefing. Call 1800 737 732 any time or 
check the website: https://www.1800respect.org.au/  

 
1800FULLSTOP  
Full Stop Australia offers confidential counselling for people who have experienced 
sexual assault and for family members. Call 1800 385 578 any time or check the 
website: https://fullstop.org.au/  

https://opan.org.au/support/support-for-professionals/ready-to-listen/
https://opan.com.au/
https://www.1800respect.org.au/
https://fullstop.org.au/
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Interrelate 
Interrelate specialises in counselling and other support for adults and children, 
delivering professional services spread across 30+ physical locations (plus online). 
They work in a broad context, connecting people with their communities and culture. 
Interrelate has been funded by the Disability Royal Commission to provide free 
counselling to all persons with disabilities, including people with dementia-related 
disabilities, until late 2023. Call 1300 473 528 or go to their website here: 
https://www.interrelate.org.au/programs-services/adults  
 

The Aged Care Quality and Safety Commission  
 
The Commission assesses the quality of care and services in residential aged care 
and manages the Serious Incident Response Scheme or SIRS (all sexual assault 
must be reported to SIRS within 24 hours). To contact the Commission to make a 
complaint about your sexual assault or the way it was managed, call: 1800 951 822 
(9am-5pm, Monday to Friday) or check their website 
here: https://www.agedcarequality.gov.au/ 
 

 

https://www.interrelate.org.au/programs-services/adults
https://www.agedcarequality.gov.au/
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