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Abstract
Background and Objectives:  The purpose of this project was to examine individual-level ethnic and racial differences and 
facility-level differences in types of complaints and rates of complaint resolution in a local long-term care ombudsman 
program.
Research Design and Methods:  We employed a mixed-methods sequential explanatory design. First, we analyzed secondary 
complaint data based on residents’ race and ethnicity (n = 464) and facility characteristics (n = 101). We then conducted 2 
focus groups with ombudsmen (n = 12) to provide context for our quantitative findings and to explore the ombudsmen’s 
views on disparities in long-term care facilities.
Results:  Racial and ethnic minority residents were more likely to generate complaints related to residents’ rights than 
nonminority residents. Assisted living facilities were more likely to have complaints related to residents’ rights and outside 
agencies than nursing homes. The rate of complaint resolution increased among facilities with a higher proportion of 
minority residents, compared to facilities with a lower proportion of minority residents. However, an estimation of cross-
level interaction revealed that non-Hispanic White residents in these facilities experienced faster complaint resolution than 
minority residents. Ombudsmen expressed concerns about communication barriers between minority residents and facility 
staff and discussed different complaint types and resolution rates according to facility types.
Discussion and Implications:  Our findings highlight disparities across long-term care facilities as well as disparities in care 
minority residents experience. Long-term care ombudsman program complaint data should be disaggregated by race and 
ethnicity of the residents to advocate for policy change at facility, state, and federal levels.

Keywords:   Health care policy, Institutional care, Minority older adults, Ombudsman, Quality of care

In 2016, racial and ethnic minorities accounted for 23% of 
the U.S. older adult population (U.S. Census Bureau, 2017). 
By 2060, it is estimated that 45% of U.S. older adults will be 
from racial and ethnic minority groups (U.S. Census Bureau, 
2017). As the minority older adult population increases, so 
too does their utilization of long-term care facilities (LTCFs; 

Harris-Kojetin et al., 2019). In 2016, nearly 25% of nursing 
home residents and 18.5% of residential care community resi-
dents (e.g., assisted living facilities) were racial and ethnic mi-
norities (Harris-Kojetin et al., 2019). In particular, the number 
of Hispanic and Asian older adults living in nursing homes 
between 1999 and 2008 grew by 55% (Feng et al., 2011).
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Because a growing number of racial and ethnic mi-
nority older adults are utilizing long-term care services, 
many researchers have investigated care disparities ex-
perienced by this group. Nearly a half-million minority 
older adults in LTCFs reported worse health outcomes, 
poorer quality of care and quality of life, and lower levels 
of social interactions, compared to non-Hispanic White 
residents (Bliss et  al., 2015; Cai et  al., 2011; Campbell 
et al., 2016; Li & Cai, 2014). However, there is a lack of 
attention to both individual- and facility-level factors that 
affect residents’ receipt of care. Specifically, there is scant 
evidence on facility-level factors that affect how residents 
receive and respond to the care. The purpose of our study 
was to examine the associations of the race and ethnicity 
of the residents and facility-level characteristics (i.e., 
types, size, financial resources, dementia care capacity, 
and diversity of the facility) with types of complaints and 
rates of complaint resolution. Additionally, we conducted 
focus groups to explore ombudsmen’s perceptions of 
our quantitative findings and their views on disparities 
in LTCFs.

Disparities Experienced by Racial and Ethnic 
Minority Residents in Long-Term Care
Investigators have researched racial and ethnic inequality in 
LTCFs by examining several facility factors (i.e., between-
facility factors). Facility factors, such as low levels of di-
rect care and nurse staffing, limited clinical and financial 
resources, and fewer community resources, contribute to 
racial and ethnic disparities in quality of care in LTCFs 
(Bowers et al., 2000; Fennell et al., 2010; Mor et al., 2004). 
Mor et  al. (2004) explained that facilities with poor fa-
cility factors are categorized as lower tier, with minority 
older adults more likely to reside in these facilities. Due 
to these factors, minority residents are experiencing higher 
rehospitalization rates, receive poorer quality of care during 
their stay, and have more difficulties with discharging back 
to their communities than non-Hispanic White residents 
(Rivera-Hernandez, Rahman, Mukamel et al., 2019).

Studies also showed that minority older adults experi-
ence dissimilar levels of care within the same facility. For ex-
ample, researchers reported that minority residents tended 
to have lower flu vaccination rates (Cai et al., 2011), higher 
readmission rates (Rivera-Hernandez, Rahman, Mor et al., 
2019), and feel less socially engaged in their facilities (Li 
& Cai, 2014) compared to non-Hispanic White residents 
in the same facility. However, previous studies mainly 
utilized nursing home data to examine disparities in long-
term care and investigated limited aspects of health-related 
deficiencies. Conversely, long-term care ombudsmen pro-
gram (LTCOP) complaint data provide evidence about var-
ious types of health and health care deficiencies of residents 
in both nursing homes and assisted living facilities. In 
particular, LTCOP complaint data reveal a violation of 
residents’ rights or dignity, varying levels of services that 

residents receive, and residents’ concerns about facility ad-
ministration and outside health care agencies.

Using LTCOP complaint data from six U.S.  states, 
Huber et al. (2001) recorded that minority residents tended 
to report complaints regarding “loss of dignity and re-
spect” and were less likely to have their complaints fully re-
solved compared to non-Hispanic White residents. Several 
researchers further analyzed complaint data, but they did 
not include racial or ethnic variables. Instead, they predom-
inantly examined either the prevalence of limited types of 
complaints (e.g., abuse, neglect, and exploitation) or lim-
ited facility factors (e.g., type and size) associated with 
the number of complaints (Magruder et  al., 2018, 2019; 
Troyer & Sause, 2013). It was necessary to update our un-
derstanding of racial and ethnic disparities in LTCFs using 
comprehensive information provided in LTCOP complaint 
data.

Integrated Model of Health Care Disparities
The integrated model of health care disparities (Smedley 
et al., 2003) explains racial and ethnic disparities in long-
term care by incorporating social, economic, and cultural 
determinants that affect individuals’ beliefs and health care 
needs. According to the model, these determinants could in-
fluence long-term care residents’ expectations, preferences, 
and interpretation on care that they receive, as well as their 
own health care needs. In addition to these individual-level 
factors, this model highlights systemic (e.g., administra-
tion and financing) and care process-level (e.g., clinician 
bias and patient mistrust) factors to alleviate disparities in 
health care (Smedley et al., 2003). In short, it is critical to 
understand how health care is presented and delivered to 
the residents based on the characteristics and the operation 
of LTCFs.

The model assumes differences in help-seeking behaviors 
of the patients and clinicians’ understanding and action 
to meet their patients’ needs. In the context of LTCFs, 
residents’ help-seeking behaviors are shown through re-
porting complaints on various issues that they experience. 
Moreover, how well complaints are resolved represents the 
potential to improve the overall process of care and the 
provider–resident interaction. In relation to different levels 
of risk factors for racial and ethnic disparities in health care 
suggested by the model, types of complaints and rates of 
complaint resolution, particularly among racial and ethnic 
minority residents, should be considered to improve the 
quality of care in LTCFs.

Many LTCOPs report aggregate demographic in-
formation of residents per facility but do not associate 
the race or ethnicity of the residents with individual 
complaints. As a result, it has been difficult to identify 
and address disparities that minority residents may expe-
rience. By using data that specify the race and ethnicity 
of the residents associated with each complaint and fa-
cility characteristics, we addressed the following four 
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research questions: (a) Is racial and ethnic minority status 
of the resident associated with the type of complaints? (b) 
Which facility-level attributes are associated with the type 
of complaints? (c) Is racial and ethnic minority status of 
the resident associated with the resolution of complaints? 
and (d) Which facility-level attributes are associated with 
the resolution of complaints? Additionally, we conducted 
focus groups seeking ombudsmen’s feedback to elaborate 
our findings.

Design and Methods
We partnered with a local nonprofit organization 
subcontracted to house the LTCOP for Dallas County, 
TX. This organization oversees more than 9,000 nursing 
home and assisted living residents. We employed a mixed-
method approach with a sequential explanatory design. 
In this design, we conducted quantitative and qualitative 
studies in two consecutive phases and used both data to 
connect and cross-validate the findings (Creswell & Plano 
Clark, 2017; Ivankova et al., 2006). In the first phase, we 
analyzed secondary data regarding the race and ethnicity 
of the residents, facility characteristics, and complaint data 
from a local LTCOP. In the second phase, we conducted 
two focus groups with ombudsmen to reflect on our quan-
titative results. We selected this approach to corroborate 
our statistical results and explore ombudsmen’s views 
on disparities in LTCFs. This study was approved by the 
University of Texas at Arlington Institutional Review Board 
(#2019-0153).

Study Procedures

Phase 1
As the LTCOP typically reports aggregate demographic in-
formation of the residents per facility, the partner organi-
zation collected complaint data while specifying the race 
and ethnicity of the resident for each complaint during the 
3-month period of May–July 2019. They then provided 
the research team with deidentified data on complaints, 
the race and ethnicity of the resident associated with each 
complaint, and facility characteristics. The complaints 
were made by the residents themselves or on behalf of the 
residents. The data set provided 464 complaints to analyze. 
The total number of residents in our data was 310, with 99 
(31.9%) minority residents and 211 (68.1%) non-Hispanic 
White residents.

Phase 2
We visited an in-person training for ombudsmen in the 
partner organization and invited all of the volunteer and 
staff ombudsmen to participate in a focus group. We in-
cluded volunteer ombudsmen because many of them served 
as ombudsman for a significant amount of time (up to 
10.5 years) with comparable knowledge and experience in 

LTCFs as staff. We followed up with those who expressed 
their interest via e-mail. Of the 29 ombudsmen at the partner 
organization (20 volunteers and nine staff members), 12 
ombudsmen (six volunteers and six staff members) volun-
tarily participated in the focus group. Two focus groups 
were arranged in conference rooms at the partner organi-
zation. Each group was randomly assigned six ombudsmen 
and consisted of both volunteers and staff. The participants 
provided consent prior to the focus group. The principal 
investigators of this study (K. Lee and R. L. Mauldin) each 
facilitated a focus group that lasted about 60  min. We 
presented findings from Phase 1 and asked for insights. 
Two additional questions were also asked in order to ex-
plore their experience of working with minority residents 
and their views on disparities in LTCFs. The discussions 
were audio-recorded and transcribed verbatim by a profes-
sional company.

Measures

Type of complaints
The data set included over 100 complaint codes. These 
codes were based on categories from the Administration 
on Aging Ombudsman Complaint Codes guidelines (Texas 
Health and Human Services, 2015). Our team grouped 
these complaints into one of the five main categories: (a) 
residents’ rights (e.g., abuse, autonomy), (b) resident care 
(e.g., care, rehabilitation), (c) quality of life (e.g., activi-
ties, dietary), (d) administration (e.g., policies, staffing), 
and (e) problems with outside agency (e.g., state Medicaid 
agency and managed care, or other systems, such as 
Medicare, Supplemental Security Income (SSI), Department 
of Veterans’ Affairs health programs, homecare, and 
hospitals).

Resolution of complaints
Resolution of complaints was recorded by ombudsmen 
based on the resident’s self-reported satisfaction about res-
olution status. Additionally, they were operationalized by 
whether a complaint was resolved to the resident’s satisfac-
tion by July 2019, the end of the data collection period for 
this study (0 = partially resolved [i.e., ombudsmen were still 
working on the complaint] or not resolved to the resident’s 
satisfaction; 1 = resolved to the resident’s satisfaction).

Racial and ethnic minority
Racial and ethnic minority status of the residents was a bi-
nary variable (0 = non-Hispanic White; 1 = racial or ethnic 
minority).

Facility characteristics
Facility characteristics included facility types (1 = Assisted 
living facility, 0  =  Nursing home), Medicaid certification 
status (1 = Yes, 0 = No), dementia care capacity (1 = Yes, 
0 = No), total licensed bed capacity (the number of beds), 
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and the proportion of racial and ethnic minority residents 
(the number of minority residents/the total number of 
residents in a facility) reported from the beginning of the 
partner agency’s fiscal year.

Data Analysis

Phase 1
To answer our first two research questions, we identified 
individual-level racial and ethnic differences and facility-level 
characteristics associated with types of complaints using a 
multilevel multinomial logistic regression. For our third and 
fourth research questions, we analyzed individual-level ra-
cial and ethnic differences and facility-level factors under-
lying complaint resolution. Using a Poisson varying exposure 
model, complaints that were still active at the end of the data 
collection period were treated as right-censored. In the model 
investigating complaint resolution rates, the estimates were 
reported in the log scale so that they yielded a change in the 
rate of complaint resolution. We extended this approach to 
assess whether a complaint took more or less than 2 weeks 
to be resolved, using a piecewise constant hazard model. We 
selected 2 weeks as a suitable cutoff because 44% of the 
complaints took more than 2 weeks to be resolved. Because 
Shippee et  al. (2020) reported differential rates in quality 
of life scores based on residents’ race and the facility’s pro-
portion of minority residents, we also examined cross-level 
interaction effects between individual racial and ethnic mi-
nority status and the proportion of minority residents at the 
facility level. However, there was a substantial loss of fit in the 
model with types of complaints. As a result, we only included 
cross-level interactions in the models with complaint reso-
lution rates. All the analyses were conducted using Stata/SE 
version 15.1. Nine cases were missing on the number of beds 
in a facility and two cases were missing on the race and eth-
nicity of residents involved in the complaint. The final count 
of complaints for analyses was 453.

Phase 2
We used the Rigorous and Accelerated Data Reduction 
technique for our qualitative data. We selected this tech-
nique because it was optimal for managing small projects 
(e.g., less than 10 focus groups; Watkins, 2017). Using Excel 
and Microsoft Word, we took the following five steps illus-
trated by Watkins (2017): (a) formatting each data tran-
script in the same manner, (b) creating an all-inclusive data 
table, (c) coding the transcript data, (d) selecting themes, 
and (e) selecting relevant quotes. Two investigators (K. Lee 
and J. Harwerth) led the qualitative data analysis. In the 
sequential explanatory design, it was possible to use tri-
angulation as a strategy to achieve rigor in our qualitative 
study (Morse, 2015). We cross-checked our initial themes 
and quotes with our quantitative results to provide reliable 
and accurate information.

Results
Sample Description
Our data included a total of 464 complaints related 
to 310 residents across 101 LTCFs. As given in Table 1, 
the most frequent complaint was resident care (n  =  182, 
39.2%), followed by quality of life (n  =  146, 31.5%), 
residents’ rights (n = 89, 19.2%), administration (n = 34, 
7.3%), and problems with outside agency (n = 13, 2.8%). 
The majority of the complaints (n  =  366, 78.9%) were 
resolved to the residents’ satisfaction. A  large number of 
complaints (n = 319, 68.8%) were reported by or on be-
half of non-Hispanic White residents. Regarding facility 
types, 49.5% of the facilities (n = 50) were assisted living 
facilities and 54.5% were Medicaid-certified facilities 
(n = 55). Approximately 20% of residents were residing in 
Medicaid-certified assisted living facilities, and about one 
third of the facilities (36.1%) had dementia care. The av-
erage number of beds per facility was 110.7 (SD = 67.0). 
On average, 27.3% of the total residents were racial and 
ethnic minorities.

Table 2 presents complaint types, resolution rates, and 
facility characteristics by residents’ racial and ethnic groups. 
Nearly half of non-Hispanic Whites (41.2%) and Hispanics 
(47.1%) complained about resident care. Additionally, 
17.5% of non-Hispanic Whites and 21.8% of Black/
African Americans had complaints related to residents’ 
rights. While 31.3% of non-Hispanic Whites had quality-
of-life-related complaints, 38.5% of African Americans 
and 41.2% of Hispanics had similar complaints as well. 
Small proportions of non-Hispanic Whites, Black/African 
Americans, and Hispanics had complaints regarding ad-
ministration (6.6%, 2.6%, and 5.9%, respectively) and 
problems with outside agencies (3.3%, 1.3%, and 0.0%, 
respectively). The majority of the complaints were indicated 
to be resolved satisfactorily regardless of the residents’ 
race and ethnicity. While 41.7% of non-Hispanic Whites 
were living in assisted living facilities, 20.5% of Black/
African Americans and 29.4% of Hispanics were residing 
in assisted living facilities. Finally, more than half of non-
Hispanic Whites (57.4%) and Black/African Americans 
(61.5%) were residing in facilities with dementia care.

Out of the 12 ombudsmen who participated in the focus 
groups, seven participants (58.3%) were non-Hispanic 
White, two (16.7%) were Black/African American, two 
(16.7%) were Hispanic, and one (8.3%) was Asian. The 
average duration of working as an ombudsman was ap-
proximately 5 years.

Complaint Type Analysis

Table 3 summarizes the statistical results from the analysis 
identifying individual-level racial and ethnic differences 
and facility-level characteristics that are associated with 
types of complaints. Racial and ethnic minority residents 
were more likely to generate complaints regarding 
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Table 1.  Description of Sample Characteristics for Complaints (N = 464) and facilities (N = 101)

Variable Frequency % Mean SD

Complaint type     
  Resident carea 182 39.2   
  Residents’ rightsb 89 19.2   
  Quality of lifec 146 31.5   
  Administrationd 34 7.3   
  Problems with outside agencye 13 2.8   
Resolution of complaint     
  Not resolved satisfactorily 55 11.9   
  Resolved satisfactorily 366 78.9   
  Still active (right-censored) 43 9.3   
Race/ethnicity of residents involved in complaints     
  Non-Hispanic White 319 68.8   
  Minority 143 30.8   
  Missing 2 0.4   
Facility characteristics     
  Assisted living facility 50 49.5   
  Medicaid facility 55 54.5   
  Dementia care   36.1% 14.9%
  Number of beds   110.7 67.0
  Minority %   27.3% 37.2%

aResident care complaints include care, rehabilitation, and restraints.
bResidents’ rights complaints include abuse, access to information by resident or resident’s representative, autonomy, and financial.
cQuality of life complaints include activities, dietary, and environment/safety.
dAdministration complaints include policies and staffing.
eProblems with outside agency complaints include problems with outside agency, system, or people (e.g., certification/licensing agency, state Medicaid agency and 
managed care, other systems, such as Medicare, Supplemental Security Income (SSI), VA, or homecare, and hospital).

Table 2.  Complaint Type, Resolution, and Facility Characteristics by Minority Status of the Residents (N = 310)

Variable

Non-Hispanic White 
(n = 211)

Black/African 
American (n = 78) Hispanic (n = 17)

Other groups 
(n = 4)

n % n % n % n %

Complaint type         
  Resident carea 87 41.2 28 35.9 8 47.1 0 0.0
  Residents’ rightsb 37 17.5 17 21.8 1 5.9 2 50.0
  Quality of lifec 66 31.3 30 38.5 7 41.2 1 25.0
  Administrationd 14 6.6 2 2.6 1 5.9 1 25.0
  Problems with outside agencye 7 3.3 1 1.3 0 0.0 0 0.0
Resolution of complaint         
  Not resolved satisfactorily 19 10.0 8 11.0 0 0.0 1 33.3
  Resolved satisfactorily 171 90.0 65 89.0 14 100.0 2 66.7
Facility characteristics         
  Assisted living facility 88 41.7 16 20.5 5 29.4 0 0.0
  Medicaid facility 138 65.4 66 84.6 12 70.6 4 100.0
  Dementia care 121 57.4 48 61.5 8 47.1 3 75.0

aResident care complaints include care, rehabilitation, and restraints.
bResidents’ rights complaints include abuse, access to information by resident or resident’s representative, autonomy, and financial.
cQuality of life complaints include activities, dietary, and environment/safety.
dAdministration complaints include policies and staffing.
eProblems with outside agency complaints include problems with outside agency, system, or people (e.g., certification/licensing agency, state Medicaid agency and 
managed care, other systems, such as Medicare, Supplemental Security Income (SSI), VA, or homecare, and hospital). Other groups include native Americans, Al-
aska natives, and Pacific Islanders.
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residents’ rights and less likely to generate resident care 
complaints compared to non-Hispanic Whites (b  = 0.87, 
p < .05). Compared to nursing homes, complaints con-
cerning residents’ rights were more likely to be made in 
assisted living facilities (b = 1.68, p < .01). Statistically sig-
nificant effects on complaints concerning external agency 
were also found in assisted living facilities (b  =  2.70,  
p < .01), Medicaid-certified facilities (b = 2.60, p < .05), and 
the facilities with lower licensed bed capacity (b = −0.02,  
p < .01). Furthermore, no effects were found pertaining to 
the facility’s proportion of minority residents, nor for de-
mentia care, regardless of complaint types.

Complaint Resolution Analysis

As demonstrated in Table 4, the rates of resolution for 
complaints concerning residents’ rights (b  =  −0.42,  
p < .05), quality of life (b = −0.35, p < .05), and adminis-
tration (b = −0.82, p < .01) were found to be significantly 
lower in comparison to complaints concerning resident 
care. Resolution rates also dropped with increasing bed 
capacity (b  =  −0.01, p < .05). However, complaint reso-
lution rates were higher in facilities with dementia care 
(b = 0.68, p < .05) and facilities with a higher concentration 
of minorities (b = 2.18, p < .01).

A significant cross-level interaction effect was found 
with respect to minority status of the residents and the 

facility’s proportion of minority residents. Overall, res-
olution rates were higher in facilities with a higher con-
centration of minorities. However, the combined effect of 
the facility’s proportion of minority residents (b  =  2.18,  
p < .01), minority status of the residents (b  =  0.51, 
p = .264), and the interaction between these two variables 
(b = −1.71, p =  .074) explained that the increase in reso-
lution rates only applied to complaints initiated by non-
Hispanic White residents. Here, we used the reported 
regression beta coefficients to estimate the difference in 
resolution rates at 1 SD above and below the mean fa-
cility minority percentage, first fixing minority status of the 
residents at zero (non-Hispanic White) and then fixing it at 
1 (minority). Significant improvement in resolution rates 
was only achieved when minority status was fixed at zero 
(95% confidence interval [CI]: 0.02–0.31).

The results in Table 5 revealed whether rate differentials 
changed over time by including interaction effects with 
a time period variable. We found that the resolution rate 
was lower for complaints concerning residents’ rights 
(b = −0.52, p < .05), quality of life (b = −0.45, p < .05), 
and administration (b = −1.60, p < .001) in the first 2-week 
period, compared to resident care complaints. However, 
after 2 weeks, there was little difference in the rate of com-
plaint resolution across the different types of complaints. 
An exception was observed with complaints concerning 
administration in which the resolution rate rose after 2 
weeks (b = 1.52, p < .01). We also found higher complaint 

Table 3.  Multilevel Multinomial Logistic Regression Predicting the Likelihood of Reporting a Complaint Based on Type of 
Complaint (N = 453)

Type of complaint (ref = Resident carea)

Residents’ rightsb Quality of lifec Administrationd

Problems with 
outside agencye

Variable b (SE) b (SE) b (SE) b (SE)

Race/ethnicity of residents 
involved in complaints

    

  Minority 0.87 (0.40)* 0.62 (0.35) 0.69 (0.58) 0.41 (1.10)
Facility characteristics
  Assisted living facility 1.68 (0.49)** 0.86 (0.58) −0.13 (0.86) 2.70 (0.96)**
  Medicaid facility 0.48 (0.51) 0.44 (0.58) −0.58 (0.83) 2.60 (1.12)*
  Dementia care 0.37 (0.28) 0.51 (0.31) −0.15 (0.41) 0.57 (0.65)
  Number of beds 0.00 (0.00) 0.00 (0.00) 0.00 (0.00) −0.02 (0.01)*
  Minority % −0.62 (0.61) −0.74 (0.58) −1.08 (0.90) −1.91 (1.78)
Intercept −1.88 (0.63)** −0.74 (0.72) −0.78 (1.02) −3.07 (1.23)**
Intercept variance 0.00 (0.00) 0.36 (0.25)   
Covariance 0.00 (0.00)    

Note: b = coefficients/logit; SE = standard error.
aResident care complaints include care, rehabilitation, and restraints.
bResidents’ rights complaints include abuse, access to information by resident or resident’s representative, autonomy, and financial.
cQuality of life complaints include activities, dietary, and environment/safety.
dAdministration complaints include policies and staffing.
eProblems with outside agency complaints include problems with outside agency, system, or people (e.g., certification/licensing agency, state Medicaid agency and 
managed care, other systems, such as Medicare, Supplemental Security Income (SSI), VA, or homecare, and hospital).
*p < .05, **p < .01.
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resolution rates in facilities with lower licensed bed ca-
pacity (b  =  −0.01, p < .05), facilities with dementia care 
(b = 0.92, p < .01), and facilities with a higher proportion 
of minorities (b = 2.12, p < .01) within the first 2 weeks.

We included the interaction effect between minority 
status of the residents and the facility’s proportion of mi-
nority residents in the prior analysis. Resolution rates for 
non-Hispanic White residents were higher than minority 
residents in high-minority facilities in the first 2-week time 
period (95% CI: 0.01–0.26) but were not so thereafter 
(95% CI: −0.03 to 0.22). Conversely, while resolution rates 
were not better for minorities in high-minority facilities in 
the first 2-week period (95% CI: −0.09 to 0.10), resolu-
tion rates improved for minorities after 2 weeks (95% CI: 
0.00–0.10).

Focus Group Results

We analyzed data to provide context for our quantitative 
findings. Four themes emerged from our discussions: (a) 
cultural traits and communication barriers, (b) impacts 
of complaint complexity on resolution rates, (c) needs to 

strengthen assisted living regulations, and (d) broader is-
sues in Medicaid-certified facilities.

Cultural traits and communication barriers
Our first main finding from Phase 1 indicated that mi-
nority residents were less likely to generate resident care 
complaints and more likely to generate residents’ rights 
or outside agency complaints. When asked why mi-
nority residents were less likely to generate resident care 
complaints, many ombudsmen in the focus groups affirmed 

Table 4.  Multilevel Poisson Regression Predicting Resolution 
of Complaints (N = 453)

Variable

Complaint  
disposition

b (SE)

Complaint type (ref = resident carea)  
  Residents’ rightsb −0.42 (0.17)*
  Quality of lifec −0.35 (0.14)*
  Administrationd −0.82 (0.27)**
  Problems with outside agencye 0.08 (0.45)
Race/ethnicity of residents involved in complaint  
  Minority 0.51 (0.46)
Facility characteristics  
  Assisted living facility −0.18 (0.66)
  Medicaid facility 0.55 (0.65)
  Dementia care 0.68 (0.32)*
  Number of beds −0.01 (0.00)*
  Minority % 2.18 (0.66)**
  Minority × Minority % −1.71 (0.96)
Constant −2.60 (0.79)**
Intercept variance 1.62 (0.37)

Note: b = coefficients in terms of a log link function; SE = standard error.
aResident care complaints include care, rehabilitation, and restraints.
bResidents’ rights complaints include abuse, access to information by resident 
or resident’s representative, autonomy, and financial.
cQuality of life complaints include activities, dietary, and environment/safety.
dAdministration complaints include policies and staffing.
eProblems with outside agency complaints include problems with outside 
agency, system, or people (e.g., certification/licensing agency, state Medicaid 
agency and managed care, other systems, such as Medicare, Supplemental 
Security Income (SSI), VA, or homecare, and hospital).
*p < .05, **p < .01.

Table 5.  Piecewise Constant Regression Model Estimating 
How Quickly a Complaint Is Resolved (2 weeks as a 
reference point; N = 650)

Variable b (SE)

Main effects  
Time −0.43 (0.61)
Complaint type (ref = Resident carea)  
  Residents’ rightsb −0.52 (0.20)*
  Quality of lifec −0.45 (0.18)*
  Administrationd −1.60 (0.44)***
  Problems with outside agencye 0.12 (0.48)
Race/ethnicity of residents involved in complaint  
  Minority 0.79 (0.48)
Facility characteristics  
  Assisted living facility −0.28 (0.67)
  Medicaid facility 0.52 (0.67)
  Number of beds −0.01 (0.00)*
  Dementia care 0.92 (0.34)**
  Minority % 2.12 (0.70)**
  Minority × Minority % −2.04 (1.02)*
Interaction effects  
  Time × Residents’ right 0.22 (0.35)
  Time × Quality of life 0.25 (0.28)
  Time × Administration 1.52 (0.54)**
  Time × Problems with outside agencies −0.29 (0.91)
  Time × Minority −1.37 (0.74)
  Time × Minority % −0.25 (0.79)
  Time × Minority × Minority % 2.03 (1.42)
  Time × Assisted living facility 0.59 (0.46)
  Time × Medicaid facility 0.23 (0.47)
  Time × Dementia care −0.84 (0.27)**
  Time × Number of beds 0.00 (0.00)
Constant −2.55 (0.81)**
Intercept variance 1.62 (0.40)

Note: b = coefficients in terms of a log link function; SE = standard error.
aResident care complaints include care, rehabilitation, and restraints.
bResidents’ rights complaints include abuse, access to information by resident 
or resident’s representative, autonomy, and financial.
cQuality of life complaints include activities, dietary, and environment/safety.
dAdministration complaints include policies and staffing.
eProblems with outside agency complaints include problems with outside 
agency, system, or people (e.g., certification/licensing agency, state Medicaid 
agency and managed care, other systems, such as Medicare, Supplemental 
Security Income (SSI), VA, or homecare, and hospital).
*p < .05, **p < .01, ***p < .001.
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this finding while discussing observed tendencies across ra-
cial and ethnic groups.

The population I  serve is probably 80% minority. 
I  would say this [finding] does not surprise me. They 
pick and choose their battles and they are not going 
to complain about care when they know this might be 
temporary.

I have noticed with our Asian-American families, prob-
ably about 10 percent. They don’t tend to complain 
about these matters. They’re usually out there talking 
with their families, and their families are taking care of 
their folks.

According to the majority of the ombudsmen in the focus 
groups, many minority residents express difficulties with 
voicing their complaints, either from fears of retaliation 
or being branded as a difficult resident by facility admin-
istration. Due to these fears, many minority residents are 
hesitant to provide their ombudsmen consent to pursue 
their complaint, which results in minority residents not 
generating care-related complaints.

My minority residents … they’ll tell me their concerns. 
I usually won’t get consent and they’ll usually tell me it’s 
because they don’t want to be labeled as a complainer. 
Or they don’t want to be retaliated against … They seem 
to be more fearful of that.

I get pretty much equal complaints but then I only 
get consent to work the complaint from predomi-
nantly more Caucasians … for whatever reasons. 
When I  ask, “Do I  have your consent to work on 
this?” I  get [from minority residents] “No. It’s just 
the way things are.”

As to why minority residents are more likely to generate 
residents’ rights complaints, some ombudsmen explained 
that minority residents are more willing to give consent for 
these complaints when they are in a situation where they 
are in desperate need of help.

They are at the point where they need help. If you 
are being abused, then you need the ombudsman … If 
you’re going to be transferred or discharged, then you 
need the ombudsman … because they’re at a point 
where they are essentially desperate, and they need 
our help now.

We’re totally consent driven. Any complaint that we get 
from any residents, we cannot do anything about it un-
less they allow us to take action. They may tell us a long 
story of some horrible treatment or something that’s 
happened to them. If they say, “I’m not really comfort-
able with you talking to the director or to anybody else,” 
our hands are tied. But that might go on and on and on 

until finally it’s so bad that they say, “Okay, go ahead. 
You can have consent now.”

Additionally, our ombudsmen highlighted language barriers 
between staff and residents whose first language was not 
English. Particularly, the ombudsmen identified a lack of 
readily available bilingual LTCF staff and ombudsmen. 
Without bilingual resources, our ombudsmen were worried 
that residents whose first language was not English might 
not be able to articulate their concerns or complaints.

I have some who only speak Spanish and I  am con-
cerned for them because some of them cannot speak 
[English]. They’re very vulnerable. They’re very frail … 
I don’t speak Spanish and it’s frustrating because I feel 
like there are probably issues and they’re not getting the 
kind of care that they deserve to have. It is very con-
cerning to me, our Spanish speaking residents, or any 
residents who don’t speak any English or very little 
English.

I find that minorities struggle with translation. The 
lack of appropriate staff to be present during medical 
discussions or showing their need to express their needs 
is lacking.

Impacts of complaint complexity on resolution rates
Our second major finding indicated that resident care 
complaints were more likely to be resolved within 2 weeks 
when compared to other complaints, such as residents’ 
rights, quality of life, or administration. Our ombudsmen 
explained that resident care complaints are easier to resolve 
but are more likely to reoccur. On the other hand, residents’ 
rights, quality of life, and administration complaints often 
require systemic changes which take longer to resolve as 
they require more involved solutions, such as staff training.

With care issues, for example, they need to shower that 
same day, they need assistance with diapers or change of 
clothes…. These are very quick to be resolved in the mo-
ment and then a week later, it’s the same thing.

On dietary [complaint related to quality of life], it’s dif-
ficult to satisfy just one person’s complaint…. It took me 
close to six weeks to get it changed so that she can get 
an apple every day, because with 80 or 90 residents, it’s 
just difficult.

Needs to strengthen assisted living regulations
Our third major findings were related to the facility type 
differences in complaints made and the speed of complaint 
resolution. Residents in assisted living facilities were more 
likely to generate complaints regarding residents’ rights and 
outside agencies as opposed to resident care complaints. 
One of the ombudsmen said that because residents in 
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assisted living facilities have higher cognitive functioning 
than those in nursing homes, they may have the ability to 
understand and generate more complicated issues.

I think it’s because, from my assisted living you’ve got 
more cognitive, higher functioning residents who can be 
far more explicit in their complaint and I find residents 
in my assisted living facilities hand me some of my more 
complicated cases.

Our ombudsmen also explained that complaints from 
nursing homes tend to be easier to resolve, compared 
to assisted living facilities. Because nursing homes have 
strong federal regulations, ombudsmen can easily refer to 
these guidelines when resolving a complaint. Conversely, 
the lack of strong regulations in assisted living facilities 
often makes it difficult for ombudsmen to formulate 
and enforce recommended changes. Additionally, sev-
eral ombudsmen said they generally rely on their own 
problem-solving skills, accessible policies and procedures, 
and their relationships with administrators at assisted 
living facilities.

In assisted living the regulations are a lot vaguer. In 
nursing homes, we have pages upon pages of regulations 
that we can refer back to. For assisted living, you kind of 
have to get creative in how you resolve some concerns 
because you may not have that regulation to back 
you up.

It takes long to get that attention that you need 
from somebody higher up in an assisted living fa-
cility. It truly is something that we need to use our 
professional relationships. They have to get ap-
proval through corporate. They’re wanting to make 
changes and they’re wanting to do things, but it can 
take time.

Broader issues in Medicaid-certified facilities
Our last major finding was that Medicaid-certified facilities 
were more likely to generate outside agency complaints. 
The majority of ombudsmen confirmed this finding and 
said that they frequently encountered outside agency 
complaints among residents in Medicaid-certified facilities. 
Furthermore, the ombudsmen reported that these issues 
could be easily resolved.

My experience in my private pay facilities is that it’s very 
rare for them to issue a discharge notice or try to evict 
a resident.

Somebody has been dropped from Medicaid. We can fix 
that. That’s obviously going to be resolved to the satis-
faction of the resident. I can’t fix that if they don’t like 
how you cook your eggs every morning at my private 
pay.

Our ombudsmen also shared additional issues that were 
unique to Medicaid-certified facilities. In particular, in-
adequate staffing and high turnover rates appeared to be 
big concerns among these facilities. They reported that 
Medicaid-certified facilities have high proportions of mi-
nority residents, and such issues (i.e., inadequate staffing 
and high turnover rates) can contribute to disparities that 
minority residents may experience.

I would suggest that Medicaid facilities have the absolute 
minimum staffing. If you are waiting for the bathroom 
and there’s only one aid taking care of 12, 13 people.

Thinking about the homes that I  cover and that I’ve 
covered in the past, we have some staff turnover [in as-
sisted living facilities] but not like what we see in our 
Medicaid facilities.

Discussion and Implications
Rights of Racial and Ethnic Minority Residents
Our findings suggest that racial and ethnic minority 
residents are less likely to generate resident care 
complaints but are more likely to make residents’ 
rights complaints. These findings are consistent with 
previous literature (Huber et  al., 2001). According to 
ombudsmen in our focus groups, minority residents 
tend to wait until grievances become “desperate” be-
fore filing formal complaints to avoid retaliation and 
being labeled as a “complainer.” Our ombudsmen also 
discussed that these behavioral tendencies may be the 
result of cultural differences and language barriers. Our 
ombudsmen emphasized a lack of readily available bi-
lingual facility staff and bilingual ombudsmen for those 
whose first language was not English.

Additionally, minority residents may have had neg-
ative experiences with health care providers resulting 
in limited trust in their care providers and the expec-
tation that their care will not be as satisfactory as that 
given to non-Hispanic Whites (Sims, 2010). According 
to the integrated model of health care disparities, how-
ever, individuals’ beliefs and expectations can be mod-
ified by provider–resident interactions and health care 
providers’ ability to comprehend individuals’ varied 
circumstances (Smedley et al., 2003). Cai et al. (2011) 
argued that communication and educational styles 
commonly used in LTCFs overlook diverse knowledge, 
beliefs, and attitudes regarding care plans or processes 
resulting in racial and ethnic disparities. There could be 
opportunities for ombudsmen to provide facility staff 
with training due to their own training on residents’ 
rights, resident-directed care, experience with various 
facilities, and existing relationships with facility staff. 
Particularly, LTCFs in rural areas that lack access to 
cultural competence training from outside agencies 
would benefit most from ombudsmen’s involvement. 

D
ow

nloaded from
 https://academ

ic.oup.com
/gerontologist/article/61/6/858/6162458 by guest on 11 O

ctober 2021



The Gerontologist, 2021, Vol. 61, No. 6� 867

These efforts would help reduce discriminatory 
behaviors of staff, enhance the relationship between 
residents and staff, and further create nonracially dis-
criminatory environments.

Facility-Level Attributes in Types of Complaints

Our results showed that assisted living residents were 
more likely to have complaints related to residents’ rights 
and outside agencies than resident care. Due to physical 
and mental independence among assisted living residents, 
these residents may be able to stand up against rights or 
violations from outside providers. However, ombudsmen 
in our focus group discussed that these complaints in as-
sisted living facilities were challenging to resolve, regard-
less of the urgency of these issues, due to the lack of strong 
regulations. In April 2003, the Assisted Living Workgroup 
(ALW) that consisted of 50 assisted living providers 
addressed this issue and made 110 recommendations for 
state regulations to improve affordability, direct care, 
medication management, operations, resident rights, and 
staffing (ALW, 2003). However, recommended changes 
have not yet been reflected in many states’ regulations 
(Carder & Dys, 2019). A  national initiative for assisted 
living facilities should be resumed to continue the conver-
sation and share strategies to implement changes in the 
state assisted living regulations.

Our results also showed that Medicaid-certified 
facilities were more likely to have complaints related to 
outside agencies. Residents in Medicaid-certified facilities 
that largely include nursing homes typically work with 
state Medicaid agency or managed care. Our finding 
suggests that their experience with state agencies should 
be improved. For example, ombudsmen could help the 
residents understand their Medicaid coverage and navigate 
the managed care system. When working with vulnerable 
residents in these facilities, ombudsmen should support 
them in having quality experiences both outside and inside 
of their facilities.

Facility-Level Attributes in Resolutions of 
Complaints

In our study, we did not determine significant relationships 
between minority status of the residents and the rates of 
complaint resolution. However, complaints in facilities 
with a greater proportion of minority residents were more 
likely to be resolved satisfactorily than facilities with a 
smaller proportion of minority residents. Our cross-level 
interaction results further explained that this result was due 
to high-resolution rates of complaints among non-Hispanic 
Whites residing in facilities with a high concentration of 
minority residents. In LTCFs, a resident council (a volun-
tary group of residents) discusses various issues with the fa-
cility and makes suggestions to amend them. It is important 

to ensure the racial and ethnic diversity of the council 
members. Also, ombudsmen should work with the council 
members to address racial and ethnic disparities in their 
care process and support minority residents in the facility. 
Furthermore, long-term care providers should document 
their decision-making process and include their residents 
in a complaint resolution process to achieve greater res-
ident satisfaction for their overall health care experience 
in LTCFs.

Next, smaller facilities and those with dementia care were 
more likely to have complaints quickly resolved. This could 
be a result of these facilities having better staff-to-resident 
ratios, which equips staff to respond to residents’ concerns 
in a timely manner. Alzheimer’s certified facilities also provide 
staff with specialized training for their physically and mentally 
vulnerable residents, which may help them resolve residents’ 
concerns more effectively. Small assisted living facilities have 
been found to have a lower proportion of staffing-related 
complaints than larger facilities (Magruder et al., 2018). In 
fact, during the focus group discussions, several ombudsmen 
said that some residents were hesitant to share their complaints 
because they understood the struggles their aides were facing 
(e.g., understaffing, low pay, and long work hours). The ma-
jority of states still neglect the importance of staff satisfac-
tion and retention of staff (Carder & Dys, 2019). As federal 
nursing home regulations require sufficient nursing staff, 
states should also require having adequate staff-to-resident 
ratios and managing staff turnover. Staff performance eval-
uation, human resource policies, or management practices 
recommended by the ALW should be adopted in all states to 
support facility staff and to ensure the delivery of care that 
influences the overall experience of the residents, particularly 
in large LTCFs.

Finally, we underline our disaggregated racial and ethnic 
complaint data used for this study. The current National 
Ombudsman Reporting System does not include racial 
and ethnic data despite documented racial and ethnic 
disparities in LTCFs. By collecting the race and ethnicity of 
the residents associated with each complaint, LTCOPs will 
be able to continue to detect racial and ethnic disparities 
in LTCFs. This recommended federal policy change could 
be made by the U.S. Department of Health and Human 
Services by revising their regulations for the LTCOP (45 
C.F.R. § 1324 et seq., 2016; Mauldin et al., 2020). Indeed, 
such a change would be in alignment with the race re-
porting mandates established by the Affordable Care Act 
of 2010 (42 U.S.C. § 242k, 2011).

Limitations and Directions for Future Research

First, our study’s results are limited to the North Texas 
regions, not including rural areas, which may limit gen-
eralizability. Although our study extends the current 
knowledge of care experiences in LTCFs by examining 
multiple attributes at the facility level, we did not include 
other individual-level factors beyond race and ethnicity. 
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During the focus groups, the ombudsmen explained that 
they often received quality of life related complaints, par-
ticularly a lack of Kosher meals from Jewish residents, 
and complaints related to residents' rights from those 
with chronic health conditions (e.g., dementia or obe-
sity). Future studies should include these individual-level 
attributes to investigate the levels of care that vulnerable 
older adults may experience. Next, we combined non-
Whites as racial and ethnic minorities due to the small 
proportions of Hispanics (5%) and other racial and 
ethnic groups (1.3%) in our sample. However, each ra-
cial and ethnic group may have different experiences and 
complaints in LTCFs. Therefore, future studies should 
examine such differences with a larger and more diverse 
sample. Our qualitative findings also suggest that the ex-
amination of facility-level factors can be improved by 
including proportions of residents receiving postacute 
rehabilitation and staff turnover rates. As for quali-
tative research, we recommend conducting individual 
interviews with ombudsmen and facility staff to better 
understand how their own social, economic, and cultural 
backgrounds influence their experience or perceptions 
when working with minority residents.

Conclusions
Our study reported racial and ethnic disparities in both 
types of complaints and rates of complaint resolution. 
Findings from our study showed that disparities experi-
enced by minority residents were related to various factors 
at the facility level. Our quantitative and qualitative data 
suggest the importance of state regulations for assisted 
living facilities not only to monitor care outcomes across 
states, but also to improve staff recruitment and retention. 
We also highlight the role of ombudsmen in supporting 
both residents and facility staff for nonracially discrimina-
tory environments in LTCFs. LTCOPs should collect com-
plaint data disaggregated by the race and ethnicity of the 
residents to detect disparities and protect the rights and 
quality of care of residents from diverse backgrounds.
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