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1. Profits versus Vulnerable People
About 70% of nursing homes in America operate under for-profit ownership. Prioritizing profits often comes at the expense of residents’ dignity, care, safety, and life. This is a longstanding problem that has been described over three decades ago in the book Making Grey Gold: Narratives of Nursing Home Care. 
One Ombudsman told me recently: “I feel that my best cared for residents reside in not-for-profit homes.  I have multiple not-for-profit homes and there’s a distinct level of care that these residents receive versus your for-profit large corporation.” 
Another Ombudsman told me: “I think the bad apples or the bad actors are the for-profits. Unfortunately, there’s just so few that I have faith in anymore. I would like to go back to the days when not-for-profits had a much bigger role in this world.” 
Of course, some for-profit nursing homes provide good quality of care while rights violations, inadequate care, neglect, and abuse of residents certainly occur in some not-for-profit nursing homes. 
Hidden Profits. Nursing homes’ profits are often hidden and diverted away from direct care through sophisticated corporate web of ownership structures. Then, claiming razor-thin profit margins, nursing home companies go to lawmakers and ask for more money. To learn more about how nursing homes do it, see the series of articles by retired professor David Kingsley on his CHIP Statistical & Financial Bulletin. 
	Quote

	
“The way they move their money is just like a criminal enterprise.” 

                                                       – Elder abuse attorney Ernest Tosh




The Untouchables – Real Estate Investment Trusts & Private Equity Firms 
Real Estate Investment Trusts (REITs) and private equity firms are permitted to divert profits away from direct care, leaving residents suffering from lower quality of care and increased mortality.  They buy nursing homes, drive the quality of care to the ground (such as by cutting down staffing levels), and put vulnerable elders at risk of harm while enriching themselves. Their goal is to make quick profits and then sell the nursing home after a few years (this practice has been described as “wash and rinse”). Then when lawsuits (such as for deadly neglect) are filed against them, they “pretend they don’t have control over the ground level of care,” says elder abuse attorney Laraclay Parker who has extensive experience with REITs’ tricks of the profit trade. While lawmakers in many states are doing nothing, some states have started to take action to address this growing problem in nursing homes. 


One Minnesota nursing home (North Ridge Health and Rehab) was bought by an out-of-state private equity firm. It resulted in the second highest number of COVID-19 deaths (64 people) in the state. Five years later, it continues to have a dreadful record of numerous violations of federal regulations and is designated by CMS as a Special Focus Facility Candidate (a nursing home that qualifies to be selected as a Special Focus Facility, that is, among the worst in the nation). Business seems to continue as usual. 
Rapid Pace Growth – At the Expense of Vulnerable Elders
Some for-profit nursing home chains (such as the PACS Group) grow at a rapid pace and rake in hundreds of millions of dollars while deadly neglecting their vulnerable residents. 
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The latest came from Hunterbrook Media’s investigation of The Ensign Group titled: Ensign: The Nursing Home Empire Built on Fatal Neglect. This company is the largest operator of “skilled nursing facilities” in the United States. See also David Kingsley’s eye opening piece about this company and how it hides profits and diverts them away from direct care.  
	Quote

	
“You are literally killing people to make more money.”

                                             – Elder abuse attorney Ernest Tosh




One Ombudsman told me recently about the problem of out of state corporations that are buying up nursing homes: “I think that would be a key point for us in trying to correct the issue industry-wide.” She added: “You cannot really find who owns each [of these nursing homes] and it’s this ghost paper trail that you’re going through and Google searching for hours to figure out who the owners are.”  
CMS has failed to enforce nursing home a transparency disclosure rule the agency itself finalized (for details, see this statement from the Long Term Care Community Coalition; LTCCC). Richard Mollot, Executive Director, LTCCC, identifies the problem caused by this lack of CMS action: “Now, in the post-COVID environment, opaque ownership structures enable operators to extract profits while residents and workers bear the consequences of understaffing, degraded care, and facility instability.”
Healthcare Fraud – Your Taxpayer Money
Some nursing homes defraud the Medicaid and/or the Medicare programs (Medicaid pays for about 60% of the 1.2 million people living in nursing homes as of mid-2024 and Medicare covers short-term skilled nursing stays after a hospitalization (up to 100 days) but not long-term custodial care), which is your tax-payer money. While this is sometimes identified such as through the False Claims Act (see recent cases in Ohio and Massachusetts nursing homes), this is likely only the tip of the iceberg. 
Some owners of for-profit nursing home chains who were found to defraud the government and neglect elders end up being pardoned by the president. And when a nursing home executive “was found guilty of stealing over $10 million from the paychecks of the nurses and doctors who worked for him to finance a yacht and other luxury items,”  he got “a full and unconditional pardon from President Trump after his mother attended a $1 million-per-person dinner with the president.” 
2. Longstanding Racial Disparities in Quality of Care  
Socioeconomic, racial disparities, and “pervasive inequities” have long existed in U.S. nursing homes. Decades ago, experts have recognized these disparities, saying that in effect, there are two tiers of nursing homes in America (see journal article titled “Driven to Tiers”). 
A review of eight studies concluded: “Most studies showed evidence of racial segregation among U.S. nursing home facilities and documented a negative impact of segregation on racial minorities and facility-level quality outcomes.” 
In recent years, experts have called to eliminate the “systemic racism” in America’s nursing homes. However, a recent study showed that racial disparities in nursing homes persist largely as they were several years ago when the call was made. The researchers concluded by saying that their findings “highlight the need for targeted policies to mitigate the impact of systemic disinvestment on nursing homes that serve a high proportion of Black residents.” 
This crucial policy recommendation has yet to be implemented. The failure to act does not occur in a vacuum. The Trump administration dismantled federal Diversity, Equity, and Inclusion (DEI) and health-equity programs government-wide. The U.S. Department of Health and Human Services, the federal agency responsible for protecting Americans’ health, was directed to dismantle its Health Equity Task Force. 
3. Systemic Abuse and Neglect – How Did It Become Normalized? 
The longstanding problem of mistreatment (including abuse, neglect, and financial exploitation) of people living in nursing homes has been repeatedly shown to be widespread. For example, a review of studies has found that more than half of staff members admitted that they committed acts of mistreatment against individuals living in long-term care homes (psychological abuse, 33%, physical abuse, 14%, neglect, 12%, and sexual abuse, 2%). It invites the question: Would people accept chronic and widespread mistreatment of disabled children who live in childcare settings?

4. Sexual Abuse – Horrific, Deeply Traumatic, and Devastating but Largely Hidden 
Several years ago, a CNN investigation titled “Sick, Dying, and Raped in America’s Nursing Homes” shocked those unfamiliar with a long history of horrific sexual abuse incidents in these care settings.  
Not long after the CNN report was published, a 27-year-old woman living with intellectual disabilities (described as “bedridden” and “nonverbal”) was repeatedly raped by a male staffer in a Phoenix nursing home. She became pregnant. When she gave birth to the baby, a staffer was heard on a 911 call saying: “We had no idea this person was pregnant.” 
5. Social Media Abuse – A Relatively New Form of Elder Mistreatment 
A relatively new form of mistreatment – social media abuse – harms elders, many of whom with dementia in nursing homes nationwide. These disturbing incidents occur when staff take unauthorized photos and videos of residents – often with demeaning and abusive content – and then they post them on social media such as Snapchat, Facebook, and TikTok. My recent report titled Snapped and Exposed: Social Media Abuse in America’s Nursing Homes has shed light on this abusive practice in 100 nursing homes in 30 states. Examples of videos taken and shared by care staff members on social media include: 
In a nursing home in Oklahoma, two CNAs video recorded themselves taunting a woman with dementia as they held her hands down and gave her “wet willies” (wetting a finger with saliva and inserting it into her ear). In a nursing home in New York, a video showed a CNA pulling a wig off of a woman with Alzheimer’s disease and slapping her on her head with it. In a nursing home in Illinois, a video showed a CNA jiggling the loose skin and tissue on the back of the arm of a woman with severe cognitive impairment. The caption on the video read: “Don’t leave your family members with her, she plays with their skin.” It was followed by two loudly crying face emoji and a hand emoji. 
A decade ago, the American Health Care Association, a nursing home industry trade association, has recognized that nursing home companies “are all struggling with this.” 
Despite CMS 2016 guidance for addressing this form of abuse (titled “Protecting Resident Privacy and Prohibiting Mental Abuse Related to Photographs and Audio/Video Recordings by Nursing Home Staff”), my report shows that many nursing homes still fail to prevent it. Since most abusive acts are never reported to State Survey Agencies, it is likely that many other social media abuse incidents in nursing homes remain invisible. Elders living with dementia have also been found to be victims of this form of abuse in “Assisted Living with Dementia Care.” 
For a call to action with a series of practice and policy recommendations for addressing social media abuse in long-term care homes, see my Editorial titled A Relatively New Form of Elder Mistreatment in Nursing Homes: Social Media Abuse. 



6. Theft of Opioid Pain Medications – As If Residents Don’t Have Enough to Worry About 
Some people would be surprised to learn that weak safeguards in long-term care homes not only allow staff perpetrators to steal vulnerable elders’ hard-earned money and jewelry (a longstanding problem) but also to steal their opioid pain medications (“controlled substances”), which they need for pain relief. In the current state of affairs where it is often hard enough to receive basic care in many nursing homes, elders are forced to also worry about protecting themselves from these thefts. Many of the victims live with advanced stages of dementia and are not able to protect themselves or report these thefts. 
7. Food Quality – “Food here is not even fit to feed to the dogs”
Concerns about the quality of the food provided to people living in nursing homes are longstanding and common. This should not come as a surprise when many nursing homes spend so little on food. This was recently described in a report titled “The Hunger Games: Many Nursing Homes Feed Residents on Less Than $10 a Day: “That’s appallingly low.”” This systemic problem exists despite the fact that food and mealtimes are a central part of elders’ dignity, well-being, and quality of life in nursing homes. It is a longstanding problem. 
8. Wrongful Involuntary Discharges – “Speak up and risk eviction”  
Being wrongfully evicted from a nursing home is a longstanding and common problem in nursing homes nationwide. Nursing homes come up with all kinds of unwarranted reasons to evict residents. One of them occurs when they wrongfully label the person as “difficult” so they can get rid of him or her. 
Especially for a physically disabled population and/or with complex health care needs, the prospect of being wrongfully discharged against their will (such as to be dropped off on a sidewalk or transferred to a homeless shelter) is terrifying. The discharge itself (often without proper notice and without realizing the person’s right to appeal it) can be traumatic. The words of Gail Weatherill, Registered Nurse, are relevant here: “They are throwaway people. That’s what they are.”  
9. Poor Staffing Levels – A Recipe for Neglect and Abuse 
Safe staffing levels of well-trained direct care staff members (Certified Nursing Assistants [CNAs], Licensed Practical Nurses, and Registered Nurses) at all times (including evenings and weekends) is one of the most important factors contributing to quality of care and safety in nursing homes. 
Despite this well-known fact, a review conducted by professor Charlene Harrington and her colleagues has found that "dangerously low staffing levels" existed in thousands of nursing homes during the years prior to the COVID-19 pandemic. 




	
Research Finding 


	
“Half of the nursing homes have “low staffing” and at least a quarter have dangerously low staffing.”

 – Professor Charlene Harrington and colleagues (2016)

~~~

This means that several years before COVID-19 pandemic, the well-being, health, and safety of hundreds of thousands of people living in nursing home nationwide were in danger every day. The pandemic exposed and exacerbated the staffing levels crisis that already existed for decades in nursing homes and assisted living residences. 





Fast forward to today. Richard Mollot, Executive Director, Long Term Care Community Coalition, stated recently that the current national average of nursing home staffing levels “is terrible” and that “90% of nursing homes are understaffed.” Richard has extensive experience analyzing staffing levels data. 
Would people accept these dangerous staffing levels for children with disabilities in childcare settings? 
Instead of strengthening requirements related to staffing levels in nursing homes, which according to one estimate could have saved about 13,000 lives, the requirements have recently been eliminated after long-term care industry’s lobby. 
Professor Charlene Harrington and her colleagues stated that political influence has been “a major factor preventing the adoption of higher staffing standards in nursing homes.” Other industry strategies include, among others, “campaign contributions, association lobbying, and educational activities.” 
These authors added: “Consumer organizations…have faced a constant financial struggle to survive” and “the imbalance of power between the nursing home industry and consumer advocates has prevented the establishment of higher federal staffing standards.” 
10. Insufficient CNA Training Requirements
The federal nursing home law and regulations require a minimum of 75 hours of training to become a Certified Nursing Assistant (CNA) in nursing homes. The requirement, which comes from the Omnibus Budget Reconciliation Act of 1987 and its implementing regulations (42 CFR 483.152), is nearly 40 years old and it was never meant to be a ceiling. The federal minimum has not been raised since. This dated federal requirement represents a major concern given the increasing care needs and complex health care conditions of older adults and other people with disabilities living in nursing homes nationwide. 


According to PHI (formerly Paraprofessional Healthcare Institute), state-by-state training requirements, as of mid-2026, consisted of a total of 19 states that did not go beyond this minimum 75-hour requirement. These states include: Alabama, Colorado, Iowa, Kentucky, Massachusetts, Michigan, Minnesota, Mississippi, Montana, Nebraska, Nevada, New Mexico, North Carolina, North Dakota, Ohio, Oklahoma, South Dakota, Tennessee, and Wyoming. 
Recognizing the insufficient federal requirement, the remaining 31 states exceed 75 hours, with Maine at the top with 180 hours, followed by Missouri (175), Oregon (155), California and Delaware (150), Alaska (140), Arizona, Florida, Idaho, Illinois, Virginia, West Virginia, Wisconsin at 120; Connecticut, Hawaii, Maryland, New York, Rhode Island, South Carolina, Texas, Utah, New Hampshire at 100; Indiana at 105; Arkansas, Kansas, New Jersey at 90; Georgia, Washington at 85, Louisiana, Pennsylvania, and Vermont at 80 hours. D.C. also exceeds the minimum at 120 hours.
In 2008, the Institute of Medicine published a report titled “Retooling for an Aging America.” The report included a recommendation to raise the federal minimum to at least 120 hours, paired with demonstrated competence in caring for older adults. As can be seen above, 18 states (among those that exceed the 75-hour minimum) still require less than the recommended minimum of120 hours of training to become a CNA in a nursing home. 
In addition, a study linking 2010 state CNA training requirements to outcomes across more than 15,000 nursing homes has found that states requiring more clinical (hands-on) training hours above the 16-hour clinical minimum had lower rates of resident pain and falls with injury, and that higher initial-plus-continuing-education training was associated with lower rates of antipsychotic and antidepressant use. The researchers concluded: “Additional training providing clinical experiences may aid in identifying residents at risk.” 
Another study examined CNA training-hour requirements across states against COVID-19 case and mortality rates in nursing homes. It found a negative correlation between state training-hour requirements and mortality rates. States with higher training requirements had lower resident COVID-19 death rates, though the correlation with case rates was not statistically significant. 
Advocacy groups such as PHI also consider better CNA training as a retention tool. That is, CNAs who feel prepared for the job are more likely to stay in it, which is important for workforce stability within nursing homes and given chronically high turnover in the direct care workforce in nursing homes. 
11. Staff Turnover – “A Job Quality Crisis”
Staff turnover rates in nursing homes are high with far reaching negative consequences for residents. Specifically, an estimated half of nursing homes replace about half their staff each year (see Fact Sheet titled “High Staff Turnover: A Job Quality Crisis in Nursing Homes). Such unstable staffing conditions not only go against the foundational principle of “relationship-centered care,” but they increase the likelihood that residents’ rights will be violated and that they will suffer neglect and abuse. Imagine living with a physical disability requiring assistance with a shower from one aide each time. With a high staff turnover, you may be forced to have eight or more different aides assisting you (one each time) over one month. 
	
Research Study


	
A study using data from 13,631 nursing homes has found that the average annual turnover rates were about 46% for total nursing staff and 44% for Registered Nurses. It also found that “higher turnover was consistently associated with lower quality of care.” 




12. Heavy Reliance on Temporary Agency Staff – Not “Relationship-based Care”
Due to the chronic failure of countless nursing homes to hire and retain enough nurse aides to provide basic care to residents, many nursing homes rely on temporary agency staff as part of their workforce. This is often problematic and harmful because “relationship-based care” is highly dependent on a stable workforce of well-trained nurse aides and nurses who have intimate knowledge of the residents as whole human beings, with rich life histories, their health conditions, care needs, and preferences. 
	
Research Studies


	
Research has shown that the use of temporary agency staff is associated with a decrease in quality of care in nursing homes. Another study found a relationship between utilization of agency staff and turnover rates. 




There is a good reason why the standard of care should be what is called “consistent assignment” where the same staff members consistently care for the same residents almost every time they are on duty. 
One study has shown that using consistent assignment (at least 80% of work shifts) in nursing homes was associated with improved quality of care and family satisfaction as well as reduction in staff turnover. Another study has found that “consistent assignment” [at recommended levels of 85% or more] was significantly associated with both lower turnover and lower absenteeism.” 
One Ombudsman told me recently: “There's a lot of agency staff so they can come in, not really care a whole lot, be there for a short period of time, then they can go someplace else. There’s really not a relationship between residents and staff members where they can build that safety and get to know each other. Without that, it's somebody coming into your home, they're gonna leave and maybe maybe they'll come back…maybe they won't.” 
She added: “Some places have 80 to 90% agency staff coming in. I have one [that] was up to about 90%. And residents will say: “You know, I'll say something and then staff will come in and do this or verbally abuse me” and they can mention something and by that time, that staff could be gone.” 

	
Story


	
In an assisted living in Minnesota, an agency staff member (who worked at the care setting for only about a month) abused a man living with “senile degeneration of brain.” 

While lying in bed naked (covered only with adult depends), the staffer hit the man with a garbage bag. The staffer was heard telling the resident he was a “worthless honkey” and told him he could not “even stand” on his own feet to clean his own “nasty ass.” The staffer also called the resident a “mother fucker.”




13. Fear of Retaliation – “Keep your mouth shut and keep your opinions to yourself”
Due to fear of retaliation among residents, families, and staff, many rights violations and incidents of abuse, neglect, and financial exploitation are not reported internally to managers and Administrators and externally to the State Survey Aency and law enforcement. The result: Vulnerable residents’ voice is being silenced and mistreatment often continues. 
	
Quote


	
“We constantly hear about retaliation fears and actual harms to residents, families, and staff.      This is a rapidly escalating problem that results in inconceivable suffering, and it must be stopped”              

                                                               – Kristine Sundberg, Executive Director, Elder Voice Advocates 




One study found that nearly one-quarter (23%) of people living in Connecticut’s nursing homes reported being worried about retaliation when voicing care concerns. In addition, an early survey conducted in nursing homes found that “44% of the residents who had seen abuse of other residents did not report it.” Half of them did not report it due to fear of retaliation (Atlanta Long-Term Care Ombudsman Program (2000). The Silenced Voice Speaks Out: A Study of Abuse and Neglect of Nursing Home Residents). 




	
Ombudsmen Quotes Illustrating Prevalence of Residents’ Fear of Retaliation


	“It is I think probably at the foremost thoughts of many residents and families…truly.” 


	“We do see it almost every day when we are in the field.” / “I deal with it almost every visit that I do.”


	“It happens all the time.”


	“There is fear with a lot of people and facilities.” 


	“It very much exists. We hear it very often when we’re in facilities and when we’re getting calls in the intake line. I feel like it’s prevalent.” 


	“I know this phenomenon is widespread. It’s all over the place.” 


	“It runs pretty rampant.” 


	“It’s a pervasive problem.”  


	“…how often we see it…it really is shocking.”


	“I think it is an epidemic.” 

	
Source: Report (2004): A Bridge Over Scary Water: Ombudsman Program Strategies and Barriers in Addressing Residents’ Fear of Retaliation in Long-Term Care Homes



The far-reaching negative consequences of these fears on residents have been described in my recent study in 100 nursing homes in 30 states and also in a new and powerful educational film titled Breaking the Silence: The Fear of Retaliation (see review of the film in The Gerontologist and here). 
While some nursing home Administrators work to create a culture where residents feel comfortable and safe speaking up about care concerns, others foster a culture of fear of retaliation that prevents residents from reporting rights violations, care concerns, abuse, neglect, and financial exploitation. 
Some Administrators claim that they are not aware that residents in their nursing homes are fearful of speaking up about care concerns. For example, during a Resident Council meeting in a Florida nursing home, 16 residents expressed fear of retaliation related to reporting or filing grievances. They said about staff: “They get back at you,” “They sweep things under the rug,” “No point reporting,” “Don’t know where to find forms,” “They never acknowledge what is going on,” No point submitting a grievance,” “Don’t write down our names,” and “We don’t want to cause trouble.” The residents reported that they had not filed grievances related to staff who were “mean,” stating: “Can’t say their names,” and “Don’t want to pay the price.” During an interview with a state Surveyor, the Administrator said: “I am surprised that this is the culture. I am not aware that residents are afraid of voicing concerns. My door is always open.”


Staff members also fear retaliation when voicing rights violations and mistreatment of residents in nursing homes. My recent report titled “Nobody Spoke Up” examined this issue in 101 nursing homes in 35 states. Staff members who witnessed abuse and neglect of residents were afraid to report it because they didn’t want to be retaliated against by their co-workers, supervisors, and managers. Many also feared losing their jobs if they spoke up. 
	
Quote


	
“We want to be listened to and taken seriously about our concerns. We want to be worked with on solutions to make it a better place for staff to work in, so these residents have a better place to live in” 

                                                                                        – An aide in a nursing home with poor staffing levels


	Source: Caspi, E. (2024). “Nobody spoke up”: Staff Fear of Retaliation in America’s Nursing Homes



14. Resident Councils – Resident-driven and Private vs. Nursing Home-driven and Not Private 
Referring to well-run Resident Councils in long-term care homes, one Ombudsman told me recently: “There’s power in numbers;” “It’s a community of peers;” “Trying to bring the residents together so that they can have a voice together.” She added: “When residents come together and you have a strong, empowered Resident Council, then they can be the voice of all of the residents in a facility and that does make a big difference.” 
While residents have a federal right to hold Resident Council meetings in nursing homes (to voice their care concerns and make suggestions for improvements), a subgroup of nursing homes compromise these councils using a series of practices (such as by not respecting residents’ right to hold private council meetings (which is residents’ right), disrupting and controlling meetings, intimidating council participants, and ignoring council grievances). When care homes sabotage councils, they eliminate one of the most important means residents can have to collectively advocate for dignified and safe care. 
15. Being Separated from Loved Ones During Public Health Emergencies – “Dehumanizing”  
Besides the extreme death toll in nursing homes and assisted living residences during the COVID-19 pandemic, many residents died from isolation and neglect. Residents and their families suffered traumatic experiences when families were banned from visiting (see the film Fire Through Dry Grass).
The need to support and pass The Essential Caregivers Act is critical. The “50 States / 50 Stories” video presents one tragic story from all 50 states. Each story represents many others who had similar experiences during the pandemic. 
After the neglect her mother suffered during the COVID-19 lockout in a Connecticut long-term care home, Irma Rappaport engaged in advocacy to change the law she describes as “dehumanizing.” Her efforts resulted in the passage of the Connecticut State Essential Support Persons Bill in June 2021. 
She didn’t stop there. She advocated for the federal “Essential Caregivers Act of 2026,” which passed 38-0 in the Ways and Means Committee. This federal law will ensure that people living in long-term care homes “are never again separated from the loved ones they rely on during a federal, state, or local emergency, including a public health emergency,” said New York U.S. Rep. Claudia Tenney, 24th District. In Rappaport’s words: “We’re honoring our loved one by making sure this doesn’t happen again. It’s a human right.” Irma is a Walk Leader in the Connecticut Walk for Long-Term Care Reform, which will be held on September 27, 2026 in Orange, Connecticut. 
16. Mistreatment is Preventable – “Elder Abuse Can Be Prevented or Halted” – CDC 
It is important to recognize that neglect incidents in long-term care homes, which often cause vulnerable elders to suffer psychological trauma, physical injuries, and deaths are preventable (as my review of 300 substantiated neglect incidents resulting in serious bodily injury and deaths of 300 people in Minnesota’s nursing homes and assisted living residences has shown). Direct care workers interviewed in research report that physical abuse of residents is preventable. A U.S. Office of Inspector General report showed that the majority of adverse events, resulting in prolonged skilled nursing facility stay, hospitalization, permanent harm, life-sustaining intervention, or death, were preventable. 
17. Underreporting of Mistreatment – If You Don’t Report It, It Doesn’t Exist 
Many incidents of abuse and neglect are not reported by nursing homes to State Survey Agencies as required in federal nursing home regulations. This is a longstanding problem. 
A study titled “Making Neglect Invisible” among nursing staff in 17 nursing homes found that neglect is sometimes invisible due to a combination of personal and organizational factors. For example, staff members may downplay “missed care” (e.g., repeatedly missing showers or mouth care) and not consider it neglect, and therefore it is not reported. They may also be reluctant to acknowledge or reveal their own or co-workers’ neglectful practices. The researchers concluded the study by stating: “Our core finding is that there is a reporting practice and culture that renders neglect invisible in nursing homes.”
Concealment of accidental deaths (such as due to physical restraints) in nursing homes has been known for decades. My own review of thousands of state investigation reports over the years repeatedly showed that many nursing homes orchestrate the downplaying, fabrication, and concealment of evidence of abuse and neglect of vulnerable residents. Many have become masters of mistreatment silencing. 






	
Attempt to Conceal Deadly Neglect 


	
A nurse found a woman trapped between the mattress and bedrails in her nursing home. She died. The Director of Nursing (DON) told the nurse not to record the entrapment in the rails. After speaking with the Administrator, the DON warned the nurse that her license was at risk if she did not chart as directed.     

After the nurse refused to tell the family that the woman died in her sleep, she overheard the Charge Nurse tell her daughter that she died peacefully. The Charge Nurse told the aides not to discuss this accident with other staff members. The daughter called back to ask about the unexpected death and was again told that her mother had simply stopped breathing. 

The police received an anonymous tip that the woman suffocated or strangled. As the family assembled for the funeral, the Medical Examiner demanded the body for an autopsy. It confirmed death by asphyxiation (suffocation). The family sued the nursing home.

	Source: Miles, H.S. (2002). Concealing accidental nursing home deaths. HEC Forum, 14(3), 224-234.



In a recent case (February 2026), 93-year-old Margaret “Peggy” Healey who lived with dementia left her “secure” nursing home in Connecticut in zero-degree weather (negative 15-degree wind chills) through a backdoor that was left open (her ankle monitor was set to trigger an alert only if she left through the front door). She was found unresponsive in a snowbank. She died of hypothermia. 
Surveillance video showed that Healey was outside for three hours before being found. Staff waited too long before calling EMS and police. When told to call 911, the RN supervisor that night reportedly said:    “I am not calling 911 because we will all go to prison.” Police said the nurse supervisor and a CNA didn’t do their job (the CNA was supposed to do her rounds to make sure residents were in their beds) and that they tried to cover it up. Beyond other charges, both were charged with “tempering of physical evidence.”
A Director of Nursing in a Texas nursing home orchestrated the concealment of sexual abuse of a man with severe cognitive impairment by not telling the victim’s family about it and not notifying the Administrator. A physician who was aware of it said: “And that is how you keep state out of your building.” 
18. Not Holding Abuse Perpetrators Accountable – “A slap on the wrist” 
In many staff-to-resident abuse and neglect cases, the perpetrator receives a “slap on the wrist” (such as a disciplinary warning), if at all. Commonly, when the staff perpetrator is fired for abusing or neglecting residents, they simply “cross the street” and start working in another long-term care home (sometimes with a hiring bonus), potentially placing other vulnerable elders as risk of harm. 
Federal regulation prohibits nursing homes from knowingly employing someone with a court finding of abuse, neglect or mistreatment or a substantiated finding on the State Nurse Aide Registry. 
CMS Interpretive Guidance says that these care settings must be "thorough" in checking past history. These Registries are therefore critical in preventing these people from caring for elders in nursing homes.
Gaps in States’ Nurse Aide Registries  
Even when a staff perpetrator is reported to the State Nurse Aide Registry, gaps and weaknesses exist in this system as identified in a report by the U.S. Office of Inspector General with supporting findings from GAO 2002 and 2019 reports. Examples include: Inconsistent and delayed reporting to the registry, lack of standardization across states such as in how states define and handle abuse cases (making cross-state data unreliable and hard to aggregate nationally), some registries are not easily accessible to employers and the public, insufficient enforcement of requirements, and failure to remove stale or inactive records. In addition, there is the problem of reliance on self-reported data. Many states depend on the nurse aides themselves to keep their contact and employment information current, which predictably produces inaccurate or outdated records.
Federal law requires states to add a substantiated finding of abuse, neglect, or misappropriation to the registry within 10 working days, but the U.S. Office of Inspector General found at least 24 of 38 states reviewed failed to meet this, with 1 in 4 substantiated-finding records not updated on time, and over half of those still not updated three months later.
A major gap has to do with the fact that there is no National Nurse Aide Registry, which creates state silos. Because each state maintains its own registry, a nurse aide with a substantiated mistreatment finding in one state can still get certified and hired in another state. The U.S. Office of Inspector General found over 300 nurse aides with substantiated findings in more than one state, and over 1,500 with a finding in one state while holding an active certification elsewhere.
	
Staff Perpetrators Caring for Elders Despite Having Criminal Convictions


	
The U.S. Office of Inspector General conducted a review of all State Nurse Aide Registries and found that one in five (19%) nurse aides with substantiated findings of abuse, neglect or financial exploitation in long-term care homes “had at least one conviction in their criminal history records prior to their substantiated finding.” 




19. No Checks on Criminal Background Checks
Serious weaknesses have been documented in nursing homes’ adherence to federal and state requirements that prohibit the employment of people with disqualifying background checks. This is a longstanding issue. Importantly, there is no federal law requiring nursing homes to run FBI or nationwide criminal background checks on nurse aides. This gap in legislation represents a missed opportunity for prevention of abuse, neglect, and financial exploitation of people living in nursing homes nationwide. 
That said, the Affordable Care Act (Section 6201, 2010) created a National Background Check Program (NBCP) – a federally funded grant program letting states opt in to run fingerprint-based national and state background checks on direct-care employees. But the program is voluntary and therefore varies greatly across states. 
While criminal background checks have been shown to be associated with less violations related to abuse, neglect, and exploitation of residents in nursing homes, it is not uncommon for employees found to abuse residents to have a prior criminal record that was not detected due to lack of criminal background screening or other weaknesses in the criminal background check system (e.g., background checks not revealing the person’s criminal history because the crime took place when the person used a different name, criminal history in another state, incomplete records, and people with criminal records being hired before the background checks are completed). 
	
When the Criminal Record of Employee Candidates is Ignored


	
A new CNA was found to have sexually assaulted nine residents (five of whom with cognitive impairment) living in a California nursing home. One of the victims (who was cognitively intact) said after being sexually assaulted: “God is never going to forgive me for that.” Another victim (with cognitive impairment) said: “I fear for my life in here.” 

The nursing home hired the person to work as a CNA despite knowing that he has a criminal record consisting of a history of domestic abuse. In interviews with state Surveyors, the Administrator and the Director of Staff Development said that they were aware of the person’s previous criminal charges and still chose to hire him. The Administrator told Surveyors that the person’s “background check was completed.” 

The Director of Staff Development told the Surveyors that she did not contact the person’s previous employer (a nursing home) saying she was not able to reach them. She said she called and left messages, but they did not return her calls.  

The State Survey Agency investigated the allegations and found that the nursing home failed to: a. Protect the residents from sexual abuse by the CNA; b Report the sexual abuse allegations to the State Survey Agency within the required timeline; c.  Thoroughly investigate the allegations of sexual abuse. and d. Ensure the Administrator managed the nursing home effectively to meet the needs of all residents when a CNA was hired after the Administrator and Director of Staff Development had knowledge of the CNA’s history of abuse. 

Among other deficiency citations, the State Survey Agency issued the nursing home an “Abuse” deficiency citation (F600) at the highest severity level: Immediate Jeopardy.  


	Source: Investigation report completed on February 24, 2025: The Nursing home where these sexual assaults have taken place is Rancho Seco Care Center in Galt, California






20. Pre-Dispute Arbitration Agreements – Immunity from Deadly Neglect Lawsuits
During the often stressful admission process, which sometimes takes place during crisis situations, families often sign away their constitutional right to sue the nursing home if their loved one will later on be harmed due to abuse and neglect while receiving care at the nursing home. While this unfair and misleading practice was banned in 2016, the ban was removed in 2019 after pressure from the nursing home industry. The removal of the ban allows nursing homes to continue this practice (through pre-dispute arbitration agreements) and exploit the stressful admission process. 
21. Practical Legal Immunity Even Without Covid-19 Legal Immunity 
Even without states’ laws granting COVID-19 legal immunity to nursing homes and assisted living residences, these care homes, in effect, were already largely shielded from liability for neglecting the care and safety of vulnerable residents during the COVID-19 pandemic (see our article A Perfect Storm). 
22. Bankruptcy Filing – How They Get Away with It
Nursing homes engage in delay tactics and file bankruptcy to avoid being held accountable by families whose loved ones were seriously harmed due to neglect and abuse. In the words of nursing home bankruptcy expert John Anthony: “So why do they go bankrupt? Well, it’s the perfect way to get away with it.” He added: “The reality is that their negligence is the cause of the bankruptcy. It’s all about profit margin.” They file bankruptcy to “deliberately sabotage the company so they won’t pay you.” He explained: “By the time the waterfall is over, the equity is bone dry.” To illustrate his point, he shared that one company gave out $79 million in dividends “while claiming they are insolvent.” The trick he said was that “once they go insolvent, their fiduciary duty is to the creditors.” 
23. Boards of Nursing – Slow Grinding Wheels Putting Elders at Risk
Some states’ Boards of Nursing “drag their feet” in investigations of nurse’s mistreatment cases, essentially permitting nurse perpetrators to continue to abuse and neglect vulnerable elders. In addition, some Boards of Nursing are not even being notified about a significant number of state investigation reports substantiating nurses’ neglect of residents in long-term care homes or when the nurses’ action or lack thereof contributed to the neglect. 
In one case in a Minnesota assisted living, a Registered Nurse lack of oversight of wound care contributed to the worsening of a Stage 3 pressure sore suffered by a man with quadriplegia (paralysis of all limbs). The neglect resulted in a stage 4 pressure sore with exposed bone and severe bone infection. The Board of Nursing was not cc’d on the investigation report. What assurance do people have that the nurse will not neglect another vulnerable elder?
In a case of drug theft in another Minnesota care home, an RN removed (over 100 separate times) opioid pain medications (controlled substances) “for destruction” without a required second staff witness and co-signature and without documentation that the residents received the medications. Staff members said the RN “seemed off,” “swayed back and forth,” “fell asleep while standing up,” “looked like she would pass out,” and was “super sweaty and pale.” The Board of Nursing wasn’t cc’d on the investigation report.
One has to wonder: What will stop this nurse from being hired in another care home and continue to commit these crimes and work chemically-impaired with other vulnerable individuals? 
In addition, ProPublica reported on nurses moving between states with disciplinary records that don't follow them (see the article “Weak Oversight Lets Dangerous Nurses Work in New York” and the article “When Caregivers Harm: Problem Nurses Stay on the Job as Patients Suffer”). As in the case of Nurse Aide Registries described earlier, there is no centralized, well-enforced cross-state check for nurses. 
The ability to hold neglectful and abusive nurses accountable in these cases often remains limited, placing other vulnerable residents at risk of harm. State audits of Boards of Nursing across the country are urgently needed to identify weaknesses in their policies and practices and make practice and legislative recommendations for improvement (Some Boards of Nursing say that current laws represent a barrier on this front). This will ultimately increase the likelihood that elders living in long-term care homes will be better protected from nurses who were found to abuse and neglect people in these care settings.  
24. Coroner and Medical Examiner Offices – Missing in Action 
It is time to address the “hidden national scandal” of gross lack of attention and action by many (not all) Medical Examiners and Corner Offices to unusual, unnatural, premature, and suspicious deaths of elders in general and in nursing homes and assisted living residences across the country. 
One Coroner Pulaski County Coroner Mark Malcolm in Arkansas created a model (a coroner-referral law) all states should consider replicating. He passed the groundbreaking legislation after his office “conducted six exhumations of nursing home residents and, after full postmortem examinations, all six were determined to have died unnatural deaths. Two cases were ruled medication errors and four were deaths caused by suffocation.” For example, “one resident was found to have suffocated while tied to his nursing home bed, but the home never reported the death to the coroner.” 
One has to wonder: How many more deaths of elders in long-term care homes were described as “due to natural causes” when the real cause of death was neglect or abuse? 
In accordance, Ontario Coroner Act of 1990 requires the person in charge of the long-term care home to immediately notify the Coroner when a person dies in the care setting. The report is done through the province’s Resident Death Notice. The coroner then has discretion to decide if the death warrants an investigation. 
	
“We speak for the dead to protect the living” – Chief Coroner of Ontario





25. Staff Are Also Victims – They are “treated like dirt” 
Personal Injury Attorney Evan W. Jones said recently: “I’ve always said that in a sense, the staff, particularly the CNAs but to an extent the nursing staff, they are victims of the same system that the residents are. This profits over people system that we keep seeing, that causes all these bad things to happen” (source: Nursing Home Abuse podcast # 215). 
	
Quote


	
“CNAs are the foundation of the caregiving industry. I use the word foundation because just like putting up a building, first you have a strong foundation or else the building will not stand up. The CNAs are the backbone of the organization because, as caregivers, we are with the residents 24 hours a day, seven days a week, from the time they [are] awake to the time they go to sleep. We know each and every one of our residents intimately.” The CNA added: “We love working with the residents, it gives us joy that we can assist them in the evening of their lives. We truly care for the residents and that honest care shows in the work we do.” She concluded: “In closing, while we do not hold a MD or PhD, CNAs are equally important because we are the foundation and bridge between the residents, family, and management” – An experienced CNA

	Source: Presentation titled “Certified Nursing Assistants: The Foundation” delivered during Massachusetts Alzheimer’s Association Annual Meeting on 5.14.08



Despite the fact that PHI worked for about three decades to create a roadmap for dignified working conditions and living wages for direct care workers, many of these individuals do not receive the respect they deserve. They are being treated “like dirt,” as one Ombudsman told me recently. 
Working understaffed with inadequate training and lack of “supportive guidance” from managers (a term coined by Nancy Haugen) not only can result in bad care outcomes, but it is cruel to these dedicated and hard-working employees. These sacred jobs are done by people (the vast majority are women) who are heroes, but they are rarely being treated as such. We must demand that they will receive living wages, affordable health insurance, and other benefits and that they will always be treated with respect. 
	
Quote


	
“Treating your staff well correlates to treating your residents well.”

                                                                             – Ombudsman representative 




	
Direct Care Workers’ Hourly Wage in Nursing Homes: $18.83 / Annual Salary: $39,166


	
“Wages for direct care workers are untenably low and have barely budged over the last 10 years. As a result, direct care workers are often forced into poverty, cannot make ends meet or support their families, and end up leaving this field for other industries, such as fast food and retail” – PHI


	Note: Wages are applicable to 2024. Source: U.S. Bureau of Labor Statistics, as cited in PHI report


26. Weak Federal and State Oversight – Who regulates the regulators?
A recent report titled “Uninspected and Neglected” showed that CMS and State Survey Agencies’ oversight of nursing homes often fails to fulfil these agencies’ mission to protect the safety of vulnerable elders nationwide. In some cases, the State Survey Agencies have been found to be completely dysfunctional and in desperate need of reform.
Similar systemic oversight problems in the following states were reported since the publication of the 2023 report: Tennessee, North Carolina, Kentucky, and New Jersey. As multiple GAO reports have shown over the past 25 years, this is a longstanding problem. 
Why do people accept such weak and chronic government oversight of nursing homes nationwide? 
States’ oversight of the for-profit assisted living sector is much worse, as will be described below. 



















	
Weak State Survey Agencies’ Oversight and Enforcement 

The Story of the Hangman Noose Tattoo


	
A long-term care Ombudsman recently shared with me this disturbing story: 

A White CNA in a rural care home had tattoos all over his body. When he would go into two African American residents’ bedrooms, he would always pull up his sleeve and there was a hangman noose tattoo on it. She said: “It was a lynching scene is what it was.” She added that one of these residents in her 80s “was terrified of him. I was terrified. He was a very scary individual.” 

She said that the care home refused to remove him from providing care, saying, “We were low on staffing…so he stays.” The State Survey Agency “didn’t even cite it. How can you not see that as being…I mean, I look at it as almost criminal to do that because he was intentionally doing that and they even had him on camera. When he would walk outside her room, he would flip his shirt down. There were only a couple of residents that he did that to and on the cameras, it showed that every time.” 

Looking back at this incident, the Ombudsman said: “I was so upset with licensing. Number one, he should have been fired instantly because he showed that, but they didn’t view that as actual harm and even the resident had told them that she was very very afraid.” 

Her colleague then asked: “So how do you make a person feel protected in a situation like that?” 

The first Ombudsman added: “I was completely lost on that one. We did get that he would not assist them [the two African American residents]. That was the only change but even then, as they are sitting in their rooms…watching him go by all day.” 

When I asked the Ombudsman colleague how that CNA action would have made her feel if an aide did it to her, she said: “I would feel violated. I would feel like you might as well put a rope on my neck. If you’re going to show me your rope, you might as well put it on my neck. That’s like pulling a gun on somebody. If you show me your gun, that’s what it amounts to. Everybody knows their history. You know how many people died at the end of the rope. For him to go in and show that to somebody is just cruel.”  


	Source: Report (2004): A Bridge Over Scary Water: Ombudsman Program Strategies and Barriers in Addressing Residents’ Fear of Retaliation in Long-Term Care Homes




Many Violations Are Missed During Annual Inspections
 A substantial portion of violations were found to be missed during states’ annual inspection surveys. The authors of the report GAO stated: “Undetected care problems at this level are a concern because they could become more serious if nursing homes are not required to take corrective action.”
“Unannounced” Inspections – Empirical Evidence Tells a Different Story 
While annual inspections in nursing homes are required to be “unannounced,” studies show that many nursing home “staff up” during inspection periods, only to resume baseline staffing levels shortly after the inspectors leave. “Predictably Unpredictable Inspections,” as the latter report describes it. 
Meaningless Fines – “It’s like giving parking tickets to UPS trucks” 
Instead of increasing fines for serious violations of federal nursing home regulations, the fines were reduced several years ago. Extremely low fines for injurious and deadly neglect of residents have been a common practice also in the assisted living sector. With such weak consequences and deterrence, long-term care homes continue to mistreat and harm residents without being held meaningfully accountable.  
CMS Refuses to Track Violations of Abuse Perpetrators – Who Are They Protecting?   
Despite my repeated recommendations and the U.S. Government Accountability Office (GAO) 2019 “Priority Recommendation,” CMS refuses to centrally track state survey deficiency citations (Ftags) distinguishing between staff perpetrators of abuse versus resident-to-resident incidents (RRIs). Without adequate national tracking of these violations, staff abuse of residents and the common and harmful neglect resulting in RRIs remain invisible. To get a sense of how traumatic physical RRIs can be, watch our documentary Fighting for Dignity, read this recent NPR article, and listen to this MPR interview. 
For example, an 89-year-old Holocaust survivor Nina Kravtsov was killed in September 2025 by her roommate in a New York nursing home with a history of chronic understaffing. 
One study in New York nursing homes has shown that “higher nurse aide caseload” was associated with higher rates of RRIs. Another study in a small dementia care home found that nearly 40% of “resident-to-resident physically aggressive” incidents were not witnessed by staff (Bharucha et al. 2008).   
Unwanted bedroom entries into other residents’ bedrooms are common and they often trigger RRIs resulting in psychological distress, physical injuries, and deadly consequences. One study found that the majority of residents’ unwanted entries into other residents’ bedrooms were not witnessed by staff. 
	
Quote


	
“You wouldn’t want to live in a place where you’re afraid someone is going to come in your room and hit or hurt you. You and I wouldn’t want that. Why should anybody in a nursing home?” 

                                                                              – Professor Lynn McDonalnd, reflecting on fatal bedroom entries
 


Families who lost their loved ones due to these deadly neglect incidents are left devastated. The wish of many of these families is that no other elders with dementia will be harmed in these incidents.  
	
Quote


	
“We tend not to reflect on these deaths in the same way we do a child who dies in a playground, but we really want to get people to think about the fact that your life is worth something no matter how old you are." He added: “If you die a week before you had to, that week could be a really precious week lost. Time is more precious the older you get, because you've got less of it.” 

         – Professor Joseph Ibrahim, who studied these deadly incidents, reflecting on these deaths     
 




A decade ago, David Wright, (then) Director, Survey and Certification Group, CMS, said during the 2016 National Consumer Voice for Quality Long-Term Care Annual Conference: 
“What are we accomplishing if we find the same deficiencies every year? We should not be the historians of bad things that happen in nursing homes. We need to be preventive of bad things from happening....We need more analysis....We need to make sure that everything we do is effective and efficient.” 
Since then, he and his colleagues at CMS have done very little to address my and the GAO’s Priority Recommendation. He recently retired from CMS. 
27. Special Focus Facility Program – Playing Yo-yo with the Feds     
A nursing home designated by CMS as a “Special Focus Facility” (SFF) is one that: 
Has “more problems than other nursing homes (about twice the average number of deficiencies), more serious problems than most other nursing homes (including harm or injury experienced by residents), and a pattern of serious problems that have persisted over a long period of time (as measured over approximately three years before the date the nursing home was first put on the SFF list).” 
The CMS SFF Program is struggling to fulfill its purpose of bringing chronically failing nursing homes into compliance. Specifically, the U.S. Office of Inspector General recently found that “two-thirds of the nursing homes that were in the SFF program improved enough to graduate but soon afterward showed the type of quality problems that put them in the SFF program in the first place.” 
A New York nursing home called Van Duyn Center is one of those SFF care settings. A recent TV segment describes allegations of systemic neglect and unsanitary conditions at the nursing home. The State Survey Agency cited the nursing home 56 times for health violations between 2021 and 2025, nearly three times the state average. A former employee came forward anonymously, sharing photos and describing what she called “horrific conditions” inside the building. She began documenting the conditions starting on her second week on the job, including “photos that showed urine on the floors, overflowing trash, and residents left waiting for care.” She said: “My understanding of Van Duyn is a prison while the CNAs are correctional officers.” A family member of one of the residents living at the nursing home said: 
“There are a lot of people in that place that are suffering, a lot of them that don’t have family members and friends that come and visit them and some of them that can’t even advocate for themselves.” She added: “They have people screaming for help” and that hearing it made her cry. In a video shared cries can be heard: “Help! Help, please, help!” Despite the dreadful watchlist SFF-designation, “families with loved ones still inside said the oversight has not changed what they see day to day.” 
In addition, some nursing homes remain on the SFF list for extremely long periods of time, so long that it places serious questions about CMS ability to improve (through progressive enforcement remedies) the “worthless care” they provide to many of the residents living in the care setting. 
For example, the nursing home Grandview Rehabilitation and Healthcare Center in New Britain, Connecticut has been on the SFF list for four years (as of July 29, 2026), which is currently the longest time period in the country. A summary of deficiencies issued by state Surveyors to this nursing home (based on my review of all state investigation reports in recent years) is available upon request.  
In many cases, residents don’t know what SFF-designated nursing home means and that they live in one. 
Nursing homes designated as a “SFF Candidate” are those that “qualify to be selected as an SFF.” As of June 2026, about 470 nursing homes had this watchlist designation. CMS reported on July 29, 2026 that one nursing home called Dr Guy Gorman Sr Care Home in Chinle, Arizona has been on this list for 138 months, that is, 11.5 years. It is hard to wrap one’s mind around this number. One has to wonder what makes it so that CMS is chronically failing to bring this nursing home into compliance with federal nursing home regulations. 
28. The 5-Star Quality Rating System – “They’ve given a false sense of security to the public” 
Many families decide whether they should move their loved one into a particular nursing home based on CMS Care Compare website with its 5-star Quality Rating System. But most families probably don’t know that many nursing homes have learned how to game the star rating system to boost their reputation. It is a longstanding problem. 
The CMS 5-star rating system has major flaws. For example, the Quality Measures component, which is self-reported and largely unaudited, is prone to manipulation by nursing homes. A comparison of data with the Quality Measures information nursing homes submitted to Medicare found that “half of nursing homes underreported potentially deadly pressure ulcers, or bed sores, by at least 50%.” The researchers concluded: “Publicly available skilled nursing facility quality measures from CMS are susceptible to self-reporting bias which hampers their accuracy.” In addition, one study found that “from 2011 to 2015, nursing homes didn’t tell Medicare about 40% of residents who were hospitalized after serious falls.”
In addition, for years, thousands of nursing homes cheated when they reported their staffing levels (a major component of the CMS 5-star rating system) to the federal government. 
Serious problems with nursing homes’ reporting of their staffing levels continue (such as 938,000 unsupported hours for about 53,000 Registered Nurses in March 2024) even after CMS moved in 2018 from a self-report system to a Payroll-Based Journal System (PBJ). The PBJ system was created to combat this deceptive practice (substantial improvements in accuracy of reporting have been made with the PBJ system, but significant weaknesses and gaps in this new reporting system remain). 
Referring to the 5-star Quality Rating System, Carole Herman, President, The Foundation Aiding the Elderly (a Sacramento, California advocacy organization for resident rights) said in 2014: “They’ve given a false sense of security to the public.” 
	
Norma Holzer lived with Alzheimer’s disease in a 5-star nursing home in Los Angeles where she was horrifically neglected. Her daughter Susie Singer Carter described her traumatic experience in a powerful documentary called No Country for Old People (available on Amazon Prime Video).




29. Satisfaction Surveys – Cherry Picking Season
Satisfaction surveys are often used by long-term care homes to attract new residents, but these are often planned and delivered in ways that result in biased results (e.g., the questions asked and those that are not, the way the questions are phrased (such as leading questions), unbalanced response options, sampling issues (cherry-picking residents known to be satisfied with the care and leaving out those known to have ongoing care concerns), and survey procedures that compromise residents’ anonymity. These satisfaction surveys can often be characterized as self-praising and misleading. Their goal is often to generate results that portray the care home in a much better light than is warranted.
What is needed, but is rarely done, is satisfaction surveys that are planned and administered completely (including a representative sampling strategy) by fully independent and qualified third-party organizations that are not the long-term care home and not in any way affiliated with it (e.g. the organization can’t own, operate, staff the care home or have any other involvement or conflict of interest with the care home). 
Nancy Haugen, President, Elder Voice Advocates, (personal communication, July 31, 2026) says that caution is further warranted because even satisfaction surveys touted as done by an “independent” entity could be tainted in different ways, such as when the care home crafts the survey questions in ways that could influence the responses. She also points out that there are serious questions regarding the extent to which the sample of the people surveyed is truly representative of the entire resident population served (e.g., how residents and families are selected to be surveyed and by whom (“cherry picking”)). When the care home announces that the survey is going to happen, it is possible that this immediately dampens residents and families’ willingness to participate; wondering whether the provider will be able to see individual responses and target some with intimidation, threats, and retaliation. 

One early study examined data from 265 residents in 21 nursing homes in North Dakota. Half the residents in each nursing home were interviewed by staff members and the other half by outside consultants; scores were compared by interviewer type. The researchers reported that “significant positive bias was found when staff members interviewed residents. The bias was not limited to questions directly affecting staff responsibilities but applied across all types of issues. The bias was robust under varying constructions of satisfaction and dissatisfaction.” 
	
Quote


	
One for-profit nursing home chain claimed that it has a 93% satisfaction rate. In response, a family member said: “Oh please,…the survey was so skewed as to have no validity whatsoever. In other words, every question would have three positive outcomes and one negative outcome. Well, unless someone is really happy or really angry, they are going to pick one of the two in the middle which are both a positive outcome. Every year they send me the survey and every year I mark it “Too skewed to be valid” and send it back. So that’s how they get 93% approval very easily.”




30. The Long-Term Care Ombudsman Program – “A smaller workforce under more demand”  
The Long-Term Care Ombudsman Program (LTCOP) is “an independent, consumer-protection service focused on protecting the health, safety, welfare, and rights of long-term care facility residents” (GAO, 2024). The program’s varied duties fall under three main areas: Education (such as by informing residents about their rights and the ways in which they could self-advocate to realize them; these educational efforts often have a significant value in terms of resident empowerment), resident-driven advocacy (such as through the identification, investigation, and resolution of resident complaints), and systems’ advocacy (such as advocating for new legislation to improve the quality of care and safety). 
Some of the most common complaints received by the LTCOP have to do with “care” (such as “response to requests for assistance”), “autonomy, choice, and rights,” “abuse, gross neglect, and exploitation,” the “environment,” “administration, transfer, discharge, and eviction,” “dietary,” and “financial” issues.  
	
Ombudsman Program’s Complaint Resolution Stats


	
About 70% of 63,504 resident “care complaints” to the LTCOP “resulted in a full or partial resolution” in FFY 2024


	Source: Lingamfelter, P. (2025). The crucial role of Long-Term Care Ombudsmen: Insights from the National Ombudsman Reporting System. AARP Public Policy Institute. 



My recent report titled “A Bridge Over Scary Water” demonstrated the critical value of the LTCOP in addressing residents’ fear of retaliation when considering whether to report rights violations, abuse, and neglect in long-term care homes. 
One experienced Ombudsman interviewed for the report spoke about the importance of the regular presence of Ombudsmen in the care homes. She said: “Our presence is our superpower.” She added: “That we’re there. I’ve decided after all those years…that is our superpower.”  
She explained: “We can’t cite the facility. We can’t make people do things. But being there, over and over again and having that presence helps people to trust you… They see you, they see you as someone that is dependable and that really helps I think with retaliation or that fear of, ‘Okay, I’ve got this person. They are going to follow up, they are going to check on me, she is going to come back. She doesn’t go away.’” 
In accordance, one State Long-Term Care Ombudsman said: “I would say, first and foremost, we need more Ombudsmen. That’s my plug for…always increase funding…we’re under-resourced.” 
A recent report by the U.S. Government Accountability Office has found that some state LTCOPs struggle to fulfil their duties due to resource limitations and insufficient funding. 
Reasons may include, among others: 
· Increasingly serving residents with complex care needs related to serious mental illness, substance misuse, cognitive impairment / dementia, and wrongful evictions. 

· Many LTCOPs experienced reductions in staff during the COVID-19 pandemic. Some programs are not back to pre-pandemic staffing levels. In addition, the number of volunteer Ombudsmen sharply declined over the past decade (see details below). 

· The challenge of recruiting new Ombudsmen because they are often not paid well due to program funding (some of them make $13 to $14 per hour). In addition, Ombudsmen are expected to be “jack of all trades” and this expectation of skill and responsibility makes recruiting hard.

· The rapid “exponential” expansion of the assisted living sector stretching Ombudsman staff resources (in FY 2022, the bed capacity in the assisted living sector was 1,576,167 while the bed capacity in the nursing home sector was 1,659,959; approaching the “cross-over point” where the number of beds in the former sector surpasses the number in the latter). Compared to nursing homes, which are regulated by the federal government, there is substantially weaker state oversight in the assisted living sector. 




	
Quote


	
“The LTCOP is facing a “perfect storm” of needs and demand, and lack of resources to do the job. That’s the nut of it. That’s what keeps me up at night. How do you serve people and do it effectively? It’s becoming harder and harder.” 
  
                                                     – National stakeholder representing Ombudsmen 


	Source: GAO (2024) report: Long-Term Care: Information on the Ombudsman Program 



A recent study has found that “increased spending on LTCOPs is associated with improved nursing home resident care.” The study supports the National Academies of Sciences, Engineering, and Medicine’s (NASEM) 2022 report (titled The National Imperative to Improve Nursing Home Quality: Honoring Our Commitment to Residents, Families, and Staff) which called for increased funding for LTCOPs. The NASEM report states that this is important because LTCOPs are “the only entity within the nursing home system whose sole mission is to be an advocate for the residents,” and adds that chronic underfunding limits the programs' ability to meet even their basic federal and state requirements, let alone provide robust support to residents and families.
While there has been a steady improvement in the ratio of paid Ombudsman-per-long-term care beds since Federal Fiscal Year (FFY) 2020 (the improvement coincides with an increase in overall LTCOP funding since FFY 2020 from federal COVID-19-related funding and states that increased the funding to the program), my review of FFY 2025 data reveals that at least 23 states do not meet the 1:2,000 Ombudsman to Long-Term Care Beds ratio that was recommended in 1995 by the Institute of Medicine, which is now part of NASEM (e.g., Florida with 1:5,248, Nebraska with 1:5:123, Iowa with 1:4,523, Missouri with 1:4,499, and Hawaii with 1:4,314).  
The situation is much worse. Specifically, in recent years there has been a sharp and steady decline in volunteer Ombudsmen paired with an increase in the volume of complaints [“a record high number of complaints related to resident care”] received by LTCOPs nationwide. As of 2024, there were about half the number of volunteer Ombudsmen as there were in 2016. This decline “translates to an increased workload for a smaller Ombudsman workforce” which “limits how many complaints Ombudsmen can pursue.” Many LTCOPs rely heavily on volunteers, so the recent trend represents a major concern.   
	
“Continued decline in the volunteer workforce raise serious questions regarding the ability of the Ombudsman programs across the states to continue protecting the millions of Americans in Long-Term Care from abuse and neglect.”


	Source: Lingamfelter, P. (2025). The crucial role of Long-Term Care Ombudsmen: Insights from the National Ombudsman Reporting System. AARP Public Policy Institute.


Taken together, it means that the ability of many LTCOPs to fulfill their varied duties under the Older Americans Act often remains limited, “which could in turn result in lower quality of care and services for long-term care residents.” 
It means that scores of vulnerable people with physical disabilities and dementia receiving care in nursing homes and assisted living residences whose rights are violated, who have care concerns, and who are being mistreated (abused, neglected or financially exploited) may remain without a resident-driven Ombudsman advocate. 
According to the Administration for Community Living, “the number of people in long-term care homes is expected to increase given the growth in the older adult population.” 
The Recommendation of Ombudsman-to-LTC-beds Ratio (1:2,000) is More Than 30 Years Old 

Since residents’ acuity and complex health conditions have increased in recent years along with increases in responsibilities assigned to LTCOPs (Ombudsmen have been “drinking from a fire hose” recently, with their workload becoming increasingly complex”), calls to re-evaluate the 1:2,000 ratio have been repeatedly made such as in a proposed federal bill called Strengthening Advocacy for Long-Term Carte Residents Act to improve the LTCOP (the bill was introduced on July 23, 2024), which stated: 

“Requiring the NASEM to study and issue a report with a recommendation for the number of ombudsmen per LTC facility bed. This would give states and the Administration for Community Living better insight into the current needs of the program. In 1995, the Institute of Medicine (now part of NASEM) released a report recommending a staffing ratio of one ombudsman per 2,000 beds for the Ombudsman program. This staffing ratio has not been updated in nearly 30 years.” While the need to re-evaluate the 1:2,000 ratio (in general and in rural areas) is long overdue, such calls have fallen on deaf ears. 











The Assisted Living Sector – Where Vulnerable Elders Are Often Left Unassisted
There is a desperate need to reform the for-profit assisted living sector where about million people live. 
	Quote

	
“The one that I find rather frustrating is assisted living. There is no real teeth in regulations… I mean, there’s not a lot of regulation.”  – Ombudsman representative


	Source: Report (2004): A Bridge Over Scary Water: Ombudsman Program Strategies and Barriers in Addressing Residents’ Fear of Retaliation in Long-Term Care Homes



This care sector, which was 81.5% for-profit in 2022, is weakly regulated by the vast majority of states despite the widespread vulnerability of residents, many of whom living with substantial physical disabilities, serious complex health conditions, dementia, and serious mental illness. 
	
The Reality of Care Needs in the Assisted Living Sector Has Changed Dramatically Over the Years


	
An estimated 62% of assisted living residents nationwide were found to need assistance with 3 or more Activities of Daily Living (up from 38% in 2010). Specifically, 75% needed assistance with bathing,   71% with walking, 60% with dressing, 57% with transferring in/out of bed or chair, 51% with toileting, and 28% with eating. Only 12% needed no assistance at all. 


	Source: Amanuel et al. (2024) Residential care community resident characteristics, United States, 2022.            Data Brief. Centers for Disease Control and Prevention. U.S. Department of Health and Human Services.  



The care needs of these individuals increasingly resemble those of people living in nursing homes. There is a slow but growing recognition of the tensions inherent in the assisted living model. The tensions and harm due to neglect of care are so frequent that even leaders close to the assisted living industry have been calling for systemic changes in the industry’s outlet McKnight’s Senior Living. 
	
Quote


	
“As residents have gotten older and their health conditions more medically complex, these communities are looking more like nursing homes did 30 years ago” 
 
                         – Christopher Laxton, referring to the assisted living sector, February 25, 2019




Throughout the years, we frequently heard the following words used to describe the assisted living sector: “Residential care model,” “home-like,” “non-medical,” “aging in place,” “independence,” “choice,” “autonomy,” and “dignity.” These are nice words but when scores of vulnerable residents – many of whom with dementia – are seriously harmed due to neglect, abuse, and financial exploitation every year, these words often remain meaningless. In fact, all too often the preventable harm caused to these individuals due to these forms of mistreatment represents a gross violation of the core principles of the care sector. 
While the reality in this care sector has dramatically changed in recent decades, states’ regulatory standards and enforcement remain weak, frequently placing vulnerable people at risk of serious harm. While research studies in assisted living residences are urgently needed, the limited available body of research has shown that a subgroup of individuals in this care sector experience abuse from staff and common and harmful resident-to-resident incidents (which is largely a form of neglect), financial exploitation, and theft of opioid pain medications.   
A series of reports, articles, and films in recent years make it clear that systemic failures in this care sector often cause vulnerable elders to suffer serious harm due to neglect, medication management violations, inappropriate use of antipsychotic medications (FDA has a Black Box warning for certain antipsychotic medications for residents with dementia due to increased risk of stroke and deaths), and financial exploitation.  
The ProPublica / Frontline 2013 film Life and Death in Assisted Living about the largest for-profit assisted living chain in America (at the time) shows that serous care issues and deadly neglect in the care sector (in these seven states: California, Texas, Ohio, Iowa, Mississippi, Georgia, and Florida) is a longstanding problem. It also showed how prioritizing profits often causes residents to suffer serious injuries and deaths. My 2021 look-back review of the film based on investigation reports from Minnesota showed that strikingly similar deadly neglect incidents continue to take place in the care sector. 
My review of weekly state investigation reports substantiated as “neglect,” “abuse,” and “financial exploitation” in Minnesota “Assisted Living” residences – especially in “Assisted Living with Dementia Care” – often makes it clear that mistreatment is common and appalling in the care sector. Support for this statement was recently received in a report by Elder Voice Advocates. It is clear that such frequent, traumatic, and horrific incidents of mistreatment would not be tolerated if the victims were children living with disabilities in childcare settings. An earlier 2019 report published by this advocacy organization titled Inhumane and Deadly Neglect Revealed in State Assisted Living Residences (based on a project I led) demonstrated the horrific nature of injurious and deadly neglect in the care sector. 
Elders living with dementia in assisted living residences are especially vulnerable to these forms of mistreatment. Beyond coping with a serious brain disease, these individuals are often forced to also deal with labeling, stigma, and undignified care practices. 
To give one example of serious neglect, a 2023 Washington Post investigation discovered that dozens of people with dementia left assisted living residences unattended by staff and died outside. A follow up investigation by FOX 13 in Utah reported on similar tragic incidents. 
Recently, neglect causing the tragic death of 100-year-old Mildred Hernandez who lived with Alzheimer’s disease resulted in a jury award of $110 million to her family. A private equity investment firm owned the assisted living at the time of the incident. 
In some states, if you fall in an assisted living residence, staff may not assist you off the floor (what is sometimes called “no touch” and “no lift” polices). Instead, the staff will make you wait for the Fire Department to come and lift you up. These policies are often harmful to vulnerable residents.   
In one case in a Minnesota assisted living residence, a person living with severe cognitive impairment required complete assistance of one to two staff for personal cares and activities of daily living. Video footage showed that a staff member did not use standard practice for a transfer (lock wheelchair brakes, use a gait belt, stand in front of client to transfer), but instead stood behind the wheelchair and leaned over the wheelchair to reach the person when transferring from couch to a wheelchair. The person fell. 
Staff made no attempt to assist the person off the floor. A staff member stood over the person with hands on the hips and shook his/her head. The person crawled around the living space on hands and knees. During a period of 3 hours and 16 minutes, there were 15 incidents when the staff member failed to assist the person off the floor or address her/his needs. The staff member walked past the person without acknowledgement, watched TV, read a magazine, and left the area several times. The person made several attempts to pull herself/himself up on various pieces of furniture and the handrail. Another employee finally assisted her/him off the floor after 3 hours 49 minutes and reported that the person was dirty with bowel movement and crawling on the living room floor with no underwear and required a shower at the start of his/her shift. In addition, time stamped video recording provided evidence that the alleged perpetrator falsely documented the incident and the care provided to the vulnerable adult.
One can only imagine the level of suffering and humiliation this person was forced to experience during this very long period of time. The State Survey Agency substantiated the incident as “Neglect.” 










	
“Please help me Lord.”

Left to Suffer in “Assisted Living with Dementia Care”


	
A 90-year-old Gloria Throndrud lived with Alzheimer’s disease in a “memory care” unit of an assisted living in Minnesota. One evening, while lying in her bed she called for staff help 99 times over 39 minutes. Nobody came to assist her. Then, around 8:30pm, she fell off the bed. While on the floor, she continued to call and cry out for help for 143 times (including multiple loud banging on the bed rail using her small wooden cross). At some point she cried out, “Please help me Lord.” Nobody came. In total, she called and cried out for help 242 times over the course of an hour and 38 minutes.
It was only after her daughter who watched the incident remotely on a hidden camera alerted the staff to the fall that they came to assist her. A staff member who came into her bedroom asked her, “Were you calling for help?” The family paid $6,810 each month for Gloria to receive care at the assisted living.
Her daughter said: “Something is fundamentally wrong with a system that allows an elderly woman, anyone elderly, to be disregarded.” She added: “My goal is to obtain the basic dignity, safety & care my Mom deserves”
FOX 9 TV segment



In a March 2025 case, 79-year-old Larry Thompson, a Vietnam War Veteran, fell off of his electric scooter in the dining of a Minnesota assisted living. His neck pinned against the wall. Video surveillance showed that as he struggled to breathe, nearby workers didn’t assist him and he slowly suffocated to death.
In addition, finding a doctor in many assisted living residences often proves difficult. This, while experts recommend increasing medical care capacity in the care sector. For example, Christopher Laxton, who was the Executive Director of The Society for Post-Acute and Long-Term Care Medicine (AMDA) between 2013 and 2023, asserted in 2019: “It’s time we integrate medical care into assisted living.”
Many states require grossly lacking staff training in care for elders living with dementia – but also for individuals living with serious mental illness – in the assisted living sector. This is a longstanding problem. 
The limited training requirements often contribute to rights violations, abuse, and neglect of these vulnerable populations. Increases in dementia care training requirements in some states in recent years have been touted as meaningful progress when they are often minimal and insufficient. Many direct care workers are simply not equipped with the specialized knowledge and hands-on skills required to provide evidence-based care that is dignified, effective, and safe. It’s cruel to vulnerable residents and it is cruel for staff. 
In the vast majority of states, the direct care workers in this care sector are unlicensed (the states do not require certification of these care employees (e.g., a state exam, a state registry, and a credential tied to the worker rather than the employer). This is in contrast to federal requirements to become a Certified Nursing Assistant (CNA) in nursing homes (as described earlier). 
Some states have recognized this major gap in staff training in the assisted living sector and took action. For example, Washington State requires “assisted living facility caregivers” to obtain a Home Care Aide certification issued by the state Health Department (it includes, among others, 75 hours of state-approved training and passing state licensing exams (knowledge exam and skill exam); to become a Home Care Aide, the person also must go through background check and fingerprint background check). 
Arizona requires an "Assisted Living Facility Caregiver" certification administered by the Board of Examiners of Nursing Care Institution Administrators and Assisted Living Facility Managers. Under a 2020 law, caregivers must complete 62 hours of coursework (20 in-person, 40 online) through a board-approved training program, then pass a state-administered knowledge examination. 
Taken together, the dramatic changes in residents’ care needs in the assisted living sector in recent years warrant a reform on this critical front. 
	
Quote


	
“Our problem is not just that we don’t know the future, we don’t know much of the past either” 

                                                                           – Nassim Nicholas Taleb, author, The Black Swan




	
Quote


	
[image: ]

“We’re creating an industry with 1 million people in it who are becoming more frail, who are poorly regulated by the states, which already are stressed. They have fewer inspectors. They have fewer complaint investigators by a lot than we do in nursing homes. And we don’t have consumer advocates for assisted living in most states.

That’s why I talk about it as a ticking time bomb, because we’re going to see more deaths, more injuries.  I don’t delight in saying this, and I don’t even delight in thinking it. But we’ve created a situation where it’s almost impossible for this not to occur. And families are going to be so shocked, because they think they’ve made a good decision.  They think they’ve made a safe decision, and they don’t understand.” – Professor Catherine Hawes
~~~
Her prediction from 13 years ago proved accurate.


	Source: Frontline interview (July 30, 2013): Catherine Hawes: Assisted Living in “a Ticking Time Bomb” 


	
Quote


	
“State agencies need to revise their assisted living standards to reflect resident needs. They need to stop pretending that assisted living residences that accept and retain high-acuity residents are social models and recognize them for what they are – medical facilities – and require the staff, training, and medical assistance required by these residents. Otherwise, there will continue to be injuries and deaths, as well as lawsuits against those facilities where abuse and neglect occur.”  – Patricia McGinnis, California Advocates for Nursing Home Reform 


	Source: Assisted Living: A Crisis in Care. American Society on Aging's Aging Today, Jan/Feb 2014




Numerous major warning signs about the assisted living sector over the past two decades were well known and a series of critical recommendations for addressing systemic issues in it have been made in the 2003 National Assisted Living Working Group Report to the U.S. Senate Special Committee on Aging. 
While occasionally touted as real progress, the reality is that many states have made minimal progress over the past two decades in implementing these critical recommendations. State regulatory frameworks haven't kept pace with the increasing acuity and care needs of the population served in the care sector. It is important to highlight the fact that enforcement of the limited state regulations is often weak. 
One comprehensive study examined states’ ability to address elder abuse in Residential Care Settings, which include, among other non-nursing home care settings, assisted living residences. The study found “significant challenges to effective detection, investigation and resolution of elder abuse in Residential Care Facilities, even in states thought to have effective processes.” 
A recent hearing held by the U.S. Senate Special Committee on Aging  identified a series of concerns about the care sector, including lack of affordability, pricing opacity, resident safety, mismatch between resident acuity and a regulatory framework built for lower-need population, workforce crisis, inadequate staff training such as in dementia care, and broad lack of transparency and accountability. 
The horrors elders suffered in the assisted living sector during the COVID-19 pandemic have been described in this TV segment and in the book Locked Up: Elder Neglect and the Keys to Change (see my review of the book). The book was written by Candace Esham about the neglect experienced by her grandmother – 96-year-old Mary Claudia Jones Barthelmeh – in an assisted living residence in Delaware. 
This experience led Esham to create the Delaware Elder Care Advocacy Coalition, which in recent years helped pass several bills aimed at protecting the rights and improving the care provided to residents in the assisted living sector. 

Without unprecedented public demand, greedy owners, Administrators, and marketing directors will continue to make unfounded promises for safe care during the pre-admission tour. Families will be shocked to learn that their loved ones were severely harmed due to neglect, abuse, or financial exploitation. As the title of an award-winning Star Tribune 5-part Special Report suggested in 2017, they will be Left to Suffer. 
Part of the problem has to do with the gross lack of transparency in the assisted living sector. This critical issue is longstanding. It has been identified in a 1999 and 2004 Government Accountability Office reports and, as noted earlier, in the aforementioned 2003 report of the National Work Group on Assisted Living. 
	
Quote


	
"By and large, the assisted living sector is flying under the radar without a black box... extreme lack of transparency, there is a lot we don’t know." – Eilon Caspi 


	Source: FOX 9 TV segment (January 4, 2021): Hidden pandemic in Minnesota’s assisted living facilities: More regulation coming but when? The FOX 9 investigators look behind the curtain of Minnesota’s assisted living facilities. 




	
Quote


	
Professor Catherine Hawes said in 2013 that the director of a state licensing agency told her: “Assisted living is the rock we don’t want to look under.”       They know there’s a problem, but they don’t have the resources.




Transparency is not just a nice word. It is the foundation of accountability. For example, about half the states don’t post online completed and de-identified mistreatment investigation reports in the assisted living sector. One example is the New York Health Department in contrast to Minnesota that requires it under statute for over two decades. Even when states do post these investigations online, the Health Departments’ websites where these investigations “live” are difficult for many families to navigate. In the state of Minnesota, this has forced Elder Voice Advocates to develop online platforms (the award-winning Elder Care IQ in Minnesota) to make the investigations easily accessible to families in real time. 
The following exchange took place during the April 29, 2003 hearing titled "Assisted Living: Examining the Assisted Living Workgroup Final Report” (the hearing was held by the U.S. Senate Special Committee on Aging and presided by Senator Larry Craig (R-Idaho): 
Mr. Dan B. Madsen (a care provider witness; President and CEO of Leisure Care, Inc., a private assisted living/senior housing company representing the provider/industry perspective) said (referring to the decision to move into an assisted living): “It is a life decision. This isn't buying a car. These are people's lives…” After further exchange with Senator John Breaux (D-Louisiana) about the need for facility violation histories to be publicly available, Chairman Craig responded: “In other words, it isn't buying a car, but you darn well better kick the tires.” Mr. Madsen replied: "Exactly. Absolutely. You better drive it, test drive it.” 
Fast forward to 2024 when the same committee held another hearing titled “Assisted Living Facilities: Understanding Long-Term Care Options for Older Adults.” In his testimony for the hearing, Richard Mollot, Executive Director, Long Term Care Community Coalition, wrote about “The Imperative to Improve Transparency About Quality and Safety” in the assisted living care sector: 
“While the notion of "buyer beware" is already disconcerting for seniors and their families, the situation is exacerbated by the pervasive lack of transparency that extends to virtually every facet of assisted living. In any typical consumer scenario, one would rightfully anticipate clear information about the services to be provided, costs, quality, and safety. However, in the realm of assisted living, obtaining crucial indicators is challenging, if not impossible. Who’s providing care? How much will living and services cost? What happens when/if I need more care and services? What happens if I run out of money? What is the quality record of this facility? If a facility has had issues, how do I find out what they were and, most importantly, what was done to address them? In the world of assisted living, the answers to these vital questions are not only hard to find, they are often purposefully obfuscated by both operators and the state agencies that are supposed to be protecting residents.” 
The situation is exacerbated by misleading vetting practices used by for-profit senior care referral services such as A Place for Mom, as reported by The Washington Post, which led to a Senate probe.  
It is time for federal and state lawmakers to fulfil their duty to protect vulnerable people living in America’s assisted living sector. A reform of the for-profit and weakly regulated sector is urgently needed to ensure that they will receive humane, dignified, and safe care. Up to now, enforcement of limited state regulations has often been weak (teethless) in virtually all states.  Strong enforcement mechanisms are needed to ensure that assisted living providers will adhere to the new regulatory standards of care. 
Each time the for-profit assisted living industry hears about proposals to federally regulate this long-term care sector, it goes ballistic and it uses its well-funded lobbying power to block meaningful progress on this critical front. Meanwhile, vulnerable individuals, whose voices are rarely heard, continue to suffer indignities and be needlessly harmed due to rights violations, neglect, abuse, and financial exploitation. 






	
Quotes

Assisted Living providers “behave like ostriches”


	
“Assisted living providers [are] refusing to acknowledge publicly problems with quality of care, believing that what they do not own up to does not exist.” 

~~~
“Providers have generally not taken responsibility for proactively addressing systemic problems within their industry but instead behave like ostriches.”
~~~
“If leaders of assisted living are wise, they will find ways to enhance accountability among all stakeholders, at all levels, before a major crisis provokes massive public outcries and predictable, but potentially unwelcome, response from a dormant stakeholder – the federal government.” 

– Douglas Pace and Karen Love, cited in the book:
The Assisted Living Residence: A Vision for the Future




States should not wait for the federal government to act. They need to be informed about the chronic and systemic human rights violations, neglect, abuse, and financial exploitation that take place in this care sector. They need to learn about the serious impact of these forms of mistreatment on residents. 
Vulnerable people to whom assisted living residences are home and whose voice is rarely heard outside the walls of these buildings look up to federal and state lawmakers and ask: 
Will you fight for us and do what it takes to pass a comprehensive reform with meaningful enforcement so that the “assisted” living model of care will fulfil its promise?  
	
Quote


	“Why can’t we make our voice go through the walls of this building?”

– An elder with early stages of Alzheimer’s disease living in a secure dementia care home of an assisted living residence






Conclusion 
Frustration over systemic care-related issues and unsafe conditions in thousands of America’s nursing homes and assisted living residences across the country has been building in recent years. Human rights violations and indignities that hundreds of thousands of vulnerable elders experience daily in these long-term care homes have been regularly ignored, downplayed, dismissed or silenced. 
Neglect of healthcare, verbal, physical, and sexual abuse, and financial exploitation of vulnerable elders – many of whom living with dementia – in these care settings have been often normalized. 
The de-humanization of vulnerable elders has become pervasive.
The COVID-19 pandemic has exposed and exacerbated systemic problems such as dangerously low staffing levels, poor staff training – especially in caring for people with dementia and serious mental illness – and widespread and persistent infection control and prevention violations that existed many years prior to the federal COVID-19 public health emergency (January 27, 2020 to May 11, 2023). 
The level of frustration and anger experienced by millions of residents, their families and friends, hardworking and loving care staff members, Ombudsmen, and other elder care advocates is boiling. The public trust in America’s long-term care industry is exceptionally low. We are at a watershed moment. 
Urgent calls for a comprehensive reform of nursing homes have been voiced in recent years. Beyond a 17-member expert committee report in 2022, these calls have been described in the following books: 
“Making Grey Gold: Narratives of Nursing Home Care”
“Elder Care Catastrophe: Rituals of Abuse in Nursing Homes and What You Can Do About It”
“It Shouldn’t Be This Way: The Failure of Long-Term Care”
“Be Aware of That Nursing Home: How We Got Here and What to Know”
“The Person in Dementia: A Study of Nursing Home Care in the U.S.”
“What Are Old People For? How Elders will Save the World?”

	
Quote


	
“As we face an impending crisis during the next two decades with baby boomers coming of age, we have little time to act” – Athena McLean, 2007
 




Giants in our field have worked hard for decades to show us that there is a fundamentally different way and that the current state of bad care in thousands of America’s long-term care homes is a policy choice, not an inevitable reality. They gave us hope that a reform, perhaps a revolution, is possible. 
These visionary people include the late Naomi Feil and her Validation Method, the late Dr. Tom Kitwood and his person-centered dementia care model, Dr. Bill Thomas and his wife Jude Thomas with their Green House model of The Eden Alternative, Dr. Allen Power who pushes the limits on what can be done to enhance the psychological well-being of elders living with dementia, Judy Berry with her Lakeview Ranch Model of Specialized Dementia Care, and Dr. Paul Raia with his Habilitation Model of Care. 
Taken together, their groundbreaking work has left no doubt: Just as the de-humanization of elders and those living with dementia is society’s choice, so does their re-humanization. The choice is ours. 
Which brings me to the 31st reason…
For decades, millions of elders and their families were forced to feel small and play mostly defense with the largely for-profit long-term care industry. The gross asymmetry of power that has existed for decades between care homes and residents/families has left them suffering mistreatment, their voices silenced, and holding care homes accountable for poor and dangerous care has rarely been the case.  
For decades, the industry has exploited that power imbalance and, with its well-funded lobby, it repeatedly forced leading elder care advocacy organizations to play defense. With some significant exceptions, all too often, the industry managed to water down or block these organizations’ efforts to pass comprehensive reforms. In some important ways, in recent years countless vulnerable residents have seen the erosions of their rights, protections, quality of care, and safety. 
Elder care advocates have tried nearly everything over half a century. It is time to say it as it is: 
Collectively, beyond some important but largely incremental progress on some fronts over the years, the big picture is clear: We have not managed to bring about those sorely needed systemic changes desperately needed by vulnerable people living in long-term care homes nationwide. 
It is time to shift to offense; the kind that is respectful, evidence-based, assertive, and peaceful. 
After 32 years in the aging field, after studying various forms of elder mistreatment in nursing homes and assisted living residences, and after advocating for years for policy changes in these care settings, I know that a real reform – the kind that will bring about those fundamental changes in the quality of care, quality of life, and safety of people living in these care homes – requires a large mobilization of the public in dozens of communities across the country. It requires the creation of a movement, one that harnesses the power of stories and compelling empirical evidence. Coming together and demanding a reform will finally shift the power imbalance that has been silencing millions of American families for decades. After doing this work, research, and advocacy for so long, I know that without it, we will not get there. By doing so, we will not only create the conditions for re-humanizing long-term care in America, but we will also contribute to re-humanizing our society. “The measure of a society can be determined by the way it treats its most vulnerable members,” says professor Athena McLean who studied nursing home care. 
	
“Insanity is doing the same thing over and over again and expecting different results”




Susie Singer Carter has turned her grief into fierce elder care advocacy. In her words: “Turning pain into purpose is my mantra. I lived that since my experience with my mom.” 
Her advocacy is immensely inspiring, and it is of the kind that has rarely been seen on the national stage. Specifically, beyond her powerful film No Country for Old People and her extensive public education work, she has been working around the clock for months to organize
The 1st National Walk for Long-Term Care Reform
She has laid the foundation. She has given us this rare opportunity, and we must seize it. 
Your participation in a walk or becoming a Walk Leader in your state is sorely needed to be able to finally shift the decades-long power imbalance. In the words of Wael Ghonim, the Egyptian internet activist and Google executive who became a key figure in the 2011 Egyptian Revolution (Arab Spring): 

“The power of the people Is greater than the people in power.”
~~~
Will you join us?
	
Quote


	
“We feel the gentle hands of our loved ones pushing us forward.”

    – Jean Peters, former President, Elder Voice Advocates, whose mother lived with dementia and was abused and neglected in a Minnesota assisted living residence 



	Sources: Serres, C. (December 2, 2017). Families of elder abuse victims speak out, wield new power at Minnesota State Capitol. The Star Tribune.  /   KARE 11 Investigates (May 22, 2019): Family advocates celebrate elder care reforms. 




For information about how you can get involved, please reach out to Susie at: susie@roar4ltc.org 
JOIN A WALK – People can sign up to walk, volunteer, lead a walk and donate to a specific walk. There is a drop-down to choose from. The ROAR MOVEMENT: DONATE NOW (website) / GO FUND ME 
You can also reach out to Eilon Caspi at: eiloncaspi@gmail.com  
Acknowledgment: Irma Rappaport for her excellent suggested edits for improvement of the article. 
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“It’s the shame of the nation” — Gail Weatherill, Registered Nurse

“Help! Help, please, help!” — A person living in a nursing home described as “a prison”

31 Reasons Why Your Participation in the 1st National
Walk for Long-Term Care Reform Is Urgently Needed
By Eilon Caspi, PhD, Walk Leader, Connecticut

‘THE POWER OF THE PEOPLE IS GREATER THAN THE PEOPLE IN POWER

r for our most vulnerable.
JOIN THE FIRST-OF-ITS-KIND NATIONAL WALK
FOR LONG-TERM CARE ON THE INAUGURAL
National Long-Term Care Reform Day
Unmasking the Crisis in Long-Term Care

SUNDAY, SEPTEMBER 27, 2026

To learn more visithitp://wwwrosrditc.org

— Are you satisfied with the care provided to elders living in nursing homes and assisted living residences?
— Do you think these care homes respect elders” human rights and provide them with dignified care?

— Do you think these care homes are safe environments that are free from abuse, neglect, & exploitation?
— Do these care homes enable elders to thrive despite living with physical disabilities and dementia?

— Do you think direct care staff are treated with the dignity and respect they deserve?

Dignity is defined as “the state of being worthy of honor or respect.” — Merriam-Webster Dictionary

If the answer to one or more of these questions is “No,” we ask that you will consider participating or becoming a
Walk Leader in the first National Walk for Long-Term Care Reform, which will be held on Sunday,
September 27, 2026 in dozens of communities across the country.

The national walk is organized by Susie Singer Carter whose mother was neglected in a 5-star rated nursing home
in Los Angeles. Susie turned her grief into a sacred mission to educate the public about the systemic neglect and
abuse of elders in nursing homes nationwide. She accomplished this through her powerful film No Country for
Old People: A Nursing Home Exposé, public education, and other efforts.

Susie is the Co-Founder of ROAR 4 LTC

JOIN THE WALK. DEMAND REFORM. PROTECT VULNERABLE ELDERS.
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WHY WE WALK NATIONWIDE

LONG-TERM CARE REFORM

31 Reasons Your Participation Is Critically Needed

Overview of the

temic and Chronic Failures Driving This Histor

ic National Walk to Demand Dignity, Accountability, and Reform

1. Profits versus Vulnerable People
2. Longstanding Racial Disparities in quality of care

3. Systemic Abuse and Neglect — how did it become normalized?

4. Sexual Abuse — horrific and traumatic but largely hidden

5. Social Media Abuse — a relatively new form of elder mistreatment

6. Theft of Opioid Pain Medications — as if residents don't have enough to
worry about

7. Food Quality — “food here is not even fit to feed to the dogs”

8. Wrongful Involuntary Discharges — “speak up and risk eviction”
9. Poor Staffing Levels — a recipe for neglect and abuse

10. Insufficient CNA Training Requirements

11. Staff Turnover — “A Job Quality Crisis”

12. Heavy Reliance on Temporary Agency Staff — not “relationship-based
care”

13. Fear of Retaliation — “keep your mouth shut and keep your opinions to
yourself”

14. Resident Councils — resident-driven and private vs. nursing home-driven
and not private

15. Separated from Loved Ones during public health emergencies —
“dehumanizing”

16. Mistreatment Is Preventable — “elder abuse can be prevented or halted”
-CDC

17. Underreporting of Mistreatment — if you don't report it, it doesn't exist
18. Perpetrators Not Held Accountable — “a slap on the wrist”
19. No Checks on Criminal Background Checks

20. Pre-Dispute Arbitration Agreements — immunity from deadly neglect
lawsuits

21. Practical Legal Immunity — even without COVID-19 legal immunity
22. Bankruptcy Filing — how they get away with it

23. Boards of Nursing — slow grinding wheels putting elders at risk

24. Coroner and Medical Examiner Offices — missing in action

25. Staff Are Also Victims — they are “treated like dirt”

26. Weak Federal & State Oversight — who regulates the regulators?
27. Special Focus Facility Program — playing yo-yo with the feds

28. The 5-Star Quality Rating System — “a false sense of security to the
public”

29. Satisfaction Surveys — cherry picking season

30. The Long-Term Care Ombudsman Program — “a smaller workforce
under more demand”

Added segment: The Assisted Living Sector - Where Vulnerable Elders Are Often Left Unassisted

' 31. We tried nearly everything for decades. It is time to walk nationwide to demand long-term care reform.

JOIN THE WALK. DEMAND REFORM

.PROTECT VULNERABLE ELDERS.

31 reasons. One historic walk. A future where long-term care means care.

Bpm

Prepared by Eilon Caspi, PhD, Walk Leader, Connecticut





