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ABSTRACT
In health care policies, the right to complain is presented as a key patient right.
Complaints are also seen as a potential vehicle for quality improvement.
However, in long-term care facilities for older persons in the Netherlands,
relatively few complaints are registered.
An explorative qualitative study was performed at three long-term care facilities
to examine the ways in which different relevant actors define and relate to
complaints. We conducted observations and semi-structured interviews with 76
persons: residents, their family members, nurses, volunteers, middle (facility)
and upper (institutional) managers and complaint handling personnel.
Long-term care facilities are social contexts obeying complex social and cultural
norms. There are great differences in how complaining and complaints are
perceived. For most residents, ‘complaining’ had strong negative connotations:
they expected it would lead to undesirable social consequences that could not
outweigh possible advantages. To nurses it was important to hear of residents’
dissatisfactions but communicative aspects were challenging. Institutional
managers saw complaints as ‘free advice’ they wished to use to enhance the
quality of the care provision. Complaint managers underlined the procedural
aspects to complaints.
A more appropriate and productive policy on complaints in this health care
sector should take these differences into account.
1. INTRODUCTION

According to Hirschman’s often quoted theory on voice and exit, unsatisfied
consumers can choose to leave, or complain [1]. In long-term health care however,
exit options are often quite limited. Therefore policy makers in many countries have
tried to strengthen consumers’ position and enable them to voice their dissatisfaction
directly [2]. The right to complain is seen as a key right of patients. Within this legal
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perspective on complaints, most emphasis is placed on the complaints-handling
aspects and redress strategies embedded in the ‘rule of law’ and ‘due process’
features of a citizen-oriented public administration [3]. The legal model is
complemented by a managerial model that views complaint-handling as a way of
retaining customers and as a form of organisational learning [4]. Complaints are
thereby expected to act as a form of social regulation [5], and as instruments for
improving the quality of care [6]. This results in an emphasis on registration systems
and feedback loops [7]. Two different perspectives on complaints thus inform health
care policy. On the one hand, complaints are seen as a central patients’ right. On the
other hand, complaints are seen as a way for consumers to use voice to exert power
and thereby impact quality [1]. Several scholars have already pointed out that reality
is more complex. Very few persons address their dissatisfactions through a complaint
[8] Formal complaints are not representative for how quality is perceived and should
therefore be approached with caution [9] and [10] not only because complainants are
not necessarily representative for all healthcare users, but also because some topics
are more likely to get complaints, than others [11]. It has also been found that what
complainants expect and what is achieved by submitting a complaint may differ
greatly [12] and [13].
In the Netherlands, a law guaranteeing the right to complain has been in place since
1995. In long-term care facilities for older persons, however, relatively few
complaints are registered. This is noteworthy since this specific care sector is not
rated more positively by patients than other sectors. If anything, it is a sector that
tends to have a negative image in public opinion and media coverage.
It is important to understand why so few complaints are filed in this health care
sector. If complaints are seen as a quality indicator, low numbers could signal
satisfied health consumers. On the other hand, if complaints are seen as a form of
public involvement or consumer power, low numbers of complaints could be a signal
of problematic power structures. Finally, from a legal perspective, low numbers of
complaints might indicate that complaint procedures are inaccessible. From both of
these latter perspectives, low numbers of complaints may be worrisome.
The question is however whether these perspectives are also shared by the different
actors who actually make up the context for complaints. There is a need to
understand complaints from the perspective of the patients themselves. Most research
in the health care sector takes policy paradigms as a starting point and focuses on
complaint handling in hospitals [14]. From this research we have learned that
complainants primarily want a validation of their complaint, an explanation, an
apology and the promise of change [15] and [16]. However, most of this research
focuses on patients who have already filed a complaint, not on all potential
complainers.
Research into voiced dissatisfaction is complicated by definitional problems. These
definitional problems become especially acute when the focus shifts towards the
perspective of patients. Legal definitions of complaints or definitions used in policy
making do not necessarily match the patients’ definitions. This difficulty in
researching and recording dissatisfaction has been emphasised by others [17].
Expressions of dissatisfaction can be dynamic, fluid and responsive and are difficult
to record, classify or interpret [18]. Unvoiced dissatisfaction is, by definition, even
more difficult to observe [19]. Various authors have demonstrated that dissatisfaction
and satisfaction are not necessarily opposite ends of the same continuum but form
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distinct phenomena. Thus, the non-expression of dissatisfaction cannot be equated
with the expression of satisfaction [20], [21] and [22].
The possible variation in how complaints are conceptualised makes it important to
explicitly research definitional questions, especially when dealing with low numbers
of ‘official’ complaints. In this article we report on research performed on the
different perspectives on complaints in three facilities for long-term care for older
persons in the Netherlands. We explore possible reasons for the low number of
registered complaints. Thereby we investigate the perspectives of the different actors
that make up the social context of long-term care facilities to see whether the policy
perspectives are shared in practice.
2. METHODS

Explorative research was conducted in three facilities in the Netherlands during the
second half of 2012. In total, thirteen facilities were approached and ten declined.
The most often mentioned reason for refusal was the number of studies the facilities
were already involved in and the strain this was putting on their staff. The three
facilities that did respond were located in different regions, rural and urban. Two of
the facilities were ‘care homes’ in which residents were assisted and basic care was
provided and one facility was a ‘nursing home’. Residents in this facility were much
more dependent on (medical) care and assistance in daily life. All three facilities
were part of a larger institution including ten to twenty other facilities, and they were
visited by two researchers over the course of four to six days. In order to avoid
selection-bias, two selected facilities had a relatively positive (upper 20%) and one
had a relatively negative (lowest 20%) ranking on a Dutch quality-information site.
During the visits, the researchers approached possible respondents in public places
like a restaurant, café or waiting area and used the snowball method.
It is important to underline that the focus of this study was on residents, not on
complainants. Most research on complaints is conducted among officially registered
complainants and records their expectations and experiences. However, since so few
residents actually file complaints, the focus of this research was much broader. In
Dutch, the word ‘klager’ can mean ‘complainer’ as well as ‘complainant’. It can thus
have the negative connotation of a person who whines, or complains a lot, and the
more formalistic and neutral meaning of a person who has issued a formal complaint.
Although the same word is used, we found that different persons attached different
meanings. Therefore, in translation both words are used.
The main research methods in this study were observations and interviews.
Observations were used to document interactions and experience the accessibility of
formal and informal complaint handling procedures. Interviews were conducted in all
three facilities with different actors in these settings. In total, 28 residents, 8 family
members, 16 nurses, 5 middle managers (at the facility), 3 upper managers (from the
organisation) and 3 complaint handling managers were interviewed. In every facility,
a selection of other persons was also interviewed such as a priest, receptionists,
volunteers, a hairdresser and a physiotherapist. In total 76 persons were interviewed
in the course of 68 interviews, as some interviews involved multiple respondents.
The interviews were semi-structured and informed by scholarly literature. Standard
topics of conversation included attitudes towards complaints and complainers,
expectations and experiences. However, respondents were encouraged to give their
own opinions and they were given a role in deciding on important topics of
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conversation. To avoid confirmation-bias the interviewers made sure to
intermittently ask open questions and differently formulated questions and analyse
the variation in responses. They also asked key-respondents to interpret earlier
obtained information. The open, semi-structured interviews usually took between 30
and 60 min. An explicit and careful informed consent procedure was applied that was
tailored to the various participants. For the older residents, the most vulnerable group
of participants, this meant that they were given both oral and written explanation of
the research. They were supplied with contact details of the researchers and they
were asked whether they wanted some waiting time between the introduction of the
research plus the informed consent procedure and the actual interview. The facilities
also agreed beforehand to put up a notice on their notice boards or in their newsletter
informing the residents, staff and family about the research and the possibility to
participate.
Analysis and data-collection were iterative in a process that showed similarities to
the constant comparative method [23]. This means that in some interviews the
researchers asked the respondents to react to earlier findings. Particularly,
respondents with key positions or respondents who demonstrated the ability to reflect
on their personal situation or on more abstract notions were suitable for this process.
In this fashion the researchers checked and validated their first findings and
conclusions and actively looked for possibly opposing views and facts. Also, datatriangulation took place through the obtained information from the observations and
from the interviews. During data-collection there was frequent and active discussion
between the researchers and research-assistant about the findings and their possible
meanings. An example of a finding that was much discussed was the fact that most
respondents would first explain that they had nothing to complain about, only to state
more negative experience towards the end of the interview. Another example of such
a discussion was on whether the severity of the unfiled complaints could and should
be objectified and whether this mattered.
MAXQDA, a software programme to help with qualitative data analysis was used for
deductive and inductive coding. Because of the clear, policy related research
question and the applied character of this research, the majority of codes were
deducted from the research proposal and initial research questions. These were the
codes related to categories of actors (such as residents; family members and different
professionals and managers). Other deducted codes concerned the different possible
routes for complaining; possible actors to whom a complaint could be directed and
various aspects of the institution’s complaint policy. Inducted codes were themes that
recurred during the interviews or that seemed to have explanatory power for not
complaining (such as identity and the institutional communication policy). Coding
took place after the data collection had ended. It was principally used to structure the
data and to counter possible biases. Codes came from the literature and from the
researchquestion and related policy expectations. All codes were checked between
the principal researcher and the research assistant.
The research findings were communicated in a Dutch report as well as in three
separate documents with tailored findings and recommendations for the three
participating institutions. Telephonic interviews with managers at all three facilities
were conducted to maximise dissemination and social impact and validate the
research findings.
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3. RESULTS

In mapping the different perspectives of the actors included in this study, four major
views emerged: a residents’, a professional, a managerial and a legal view. For most
residents, ‘complaining’ had strong negative connotations. A small minority of
residents spoke of complaining in a functional and unproblematic fashion. But most
did not. At first residents were often hesitant to talk about their dissatisfaction. Most
residents were not prepared to be identified as dissatisfied or as a complainer. When
the interviewers brought up the topic of dissatisfaction, most residents hastened to
say that they were satisfied by nature. One resident explained: “I do not have any
problems. Not with the care personnel. Not with the cleaners. Not with the other
staff. No. I can get along with all of them. I will not call them to ask them why
they’re taking so long. No, I’m not that difficult.” And another resident said: “I’m
not giving them [the nurses] a lot of work.” And yet another one said: “They [the
nurses] tell me: If there is one [resident] here who doesn’t complain, it’s you.”
‘Complaining’ was very quickly put down to ‘being a complainer’ or ‘being
difficult’. Complaining to them had more to do with the person voicing the complaint
than with the cause for the complaint. Many interviewed residents took pride in not
being demanding and called themselves ‘easy-going’, ‘not difficult’ or ‘easy to
please’. These remarks often surfaced in conversations, many times without any
probing. The qualification was made in comparison to other residents. Residents
explained that nurses did not deserve to get such complaints. Many stressed that they
were liked by the nurses. Several residents narrated experiences in which nurses had
come to them to share private information or emotional moments: “They come to me
for a cry” or “they all talk to me” or “she told me about her grandchild before she
told anybody else”. They related these experiences to indicate the nature of their
relationships and illustrate their social position. Interestingly, these residents seemed
emotionally and socially closer to the staff than to their fellow residents. They saw
the nature of these relationships as an important reason why they would not
complain.
The few residents who had complained said they had tried to do so very tactfully.
They explained how they would choose a specific person and a specific moment to
complain. They also had ideas about the way in which complaints could best be
conveyed, for instance with humour and not too seriously. They also felt that
complaining was not without social consequences and did their best to influence
these positively by complaining carefully. But even these clients did not see the
complaint manager or the client council as opportune ways to address dissatisfaction.
Next to the importance of maintaining positive social relationships, there were also
other reasons residents mentioned for not complaining. Some residents stressed their
own physical dependency and sense of powerlessness. This issue was most explicitly
brought forward by residents who spoke of their fear of repercussions. Although no
resident or family member said they had actually experienced repercussions, they did
talk about the need to avoid them.
Resident: “I won’t say anything anymore. Otherwise they [nurses] might start hating
me”.
Because most residents expected their physical and mental state to deteriorate one
day, some explained how they were afraid of what would happen to them when
things would get worse.
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Resident: “You should be nice to them, keep them as your friend. So that when we
will be totally impaired, they will still be kind to us.”
Researcher: “What could happen otherwise?”
Resident: “Well, the thing is: they are very busy and the time they spend on others,
they can’t spend on us. That’s why we try to do everything we can, ourselves. […]
But for instance if you fall, they will have to come. Because when I broke my hip,
they took an hour to sit with me. That was very sweet of them to do that. They held
my hand and sat with me until the ambulance came to take me to the hospital […]
but other times when I call I have to wait for half an hour. And then I won’t say
anything […] they might start ignoring you”.
The quote shows how a client may experience a sense of gratitude, but also of
insecurity and fear and how these emotions may prevent them from voicing possible
dissatisfactions.
Many residents also felt dependent on institutional and national policies. ‘It is the
way it is’ some residents and family members said to explain how they felt unable to
exert power. Interestingly this attitude was most often expressed about more
structural and abstract problems: residents for instance experienced how the care they
received could be negatively influenced by the nurses’ experienced lack of time or
resources. However, these more structural problems were rarely addressed in more
formal registered complaints. In interviews too, these topics were often mentioned
only at the end of the interview, or after probing. Nevertheless, when these more
structural problems were mentioned, they were seen as having great negative
consequences. In this context however, residents talked about decisions taken ‘higher
up’ or in ‘the Hague’, the political capital of the Netherlands, without clearly
pointing towards a responsible person or institution. They saw no way of influencing
these decisions and did not believe their voice would make a difference and when
explaining the current situation often used the same phrases as those offered by
nurses. Together, residents and nurses underlined the sense of suffering and
powerlessness.
Relative: “Yes, but this is what I tell her too. I say: listen, they, and it’s the
government’s fault, they [nurses] have to work with fewer people, and so they don’t
have as much time for you as they did when you first came here. You’ll have to get
used to that”.
Resident: “The girls [nurses] say the same thing. They say: we do what we can, but
we can only say ‘yes’ and ‘no’ now. We can’t really chat with you anymore. We
don’t have the time for that anymore, they say.
Like residents, nurses did not see complaints as separate from the complainer. Many
different explanations for complaining were offered and nurses explained how some
residents always kept quiet, whereas others were notorious complainers. Nurses also
explained how important it was to them to hear of residents’ dissatisfactions. Good
quality care requires information from patients, they said. Dissatisfaction with
members of staff, institutional policy, food or even medical decisions have to be
voiced, since it contains basic information about residents’ well-being, the quality of
the care and the possibilities for improvement. Residents were therefore often
encouraged to talk about their dissatisfaction. Nurses said they tried to make
residents talk by telling them that they should feel free to complain or by explaining
that they did not have to fear retaliation. However, these encouragements did not
always address the residents’ real worries.
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Just as some residents were encouraged to talk, others were explicitly curbed. Nurses
explained how some residents would not stop complaining, had unrealistic demands
or complained because of their mental illness. These residents were told to stop
complaining, or were told why their complaint made no sense or would not be
effective. Residents also talked about these forms of regulation. Several residents
explained that instances in which they had been constrained had been so upsetting
that they had decided never to complain again. One care coordinator noticed how
these trends sometimes conflicted. On the one hand, residents were encouraged, and
on the other hand they were limited. She talked about a resident who she had often
advised to complain. According to her, this resident was too scared to ask for a
change of diaper and did not call at night because she thought the staff was ‘too
busy’. She had therefore told this resident how important it was to voice her wishes
and needs. When the coordinator was asked how she herself had come to know about
this particular problem she explained that she had been able to tell from the injured
skin that this resident with incontinence had not been changed often enough. The
coordinator explained how she had written notes in the resident’s personal care plan
and how she had told her colleagues to pay extra attention to this woman’s needs.
However she said that while some colleagues were likely to take this resident’s
requests seriously, others put her off by telling her they would attend to her later.
‘And that is the problem, I think, for her as well. If she’s turned down like that a few
times, she will not ask for anything anymore’.
Institutional managers had yet a different outlook on complaints. The three managers
in this research were all responsible for several facilities at once and voiced their
formal institutional policy. All three explained that all complaints had to be taken
seriously and that every expression of dissatisfaction had to be seen as a complaint.
The term ‘free advice’ was frequently used to express their vision on complaints. It
showed the importance the institutional managers placed on the role of complaints as
both quality markers and quality enhancers.
In addition, the complaint managers who were appointed to take care of official
(called: formal) complaints in several facilities, underlined the procedural aspects of
their work. All explained how important it was to be unbiased, to hear both sides and
to react in timely fashion. Their position, they said, did not allow them to react to
anonymous complaints. They also did not find it appropriate to actively invite
residents to give feedback, arguing that the complainants themselves were supposed
to take the initiative. In other words, they had a strong legalistic approach to their
work and position, even though this meant they received only a handful of
complaints a year.
A topic that was similarly viewed by both upper managers and complaint managers
was registration. Registration both in national health care policy as well as in
institutional policy supposed to ensure that complaints lead to long-term structural
quality effects. In order for complaints to actively contribute to quality enhancement,
they have to form part of a feedback loop. Both complaint managers and institutional
managers underlined the importance of registration.
Institutional manager: “You should see complaints as free advice. They give a lot of
information about the experiences of people and of their interpretation of the care
they receive. I find it very important that clients can express their complaints. We
have to listen and really do something to solve it. That is why we register all
complaints, also the informal ones […] By registering we can see what has been
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done with a complaint. Whether it has been solved or whether certain complaints
recur.”
However, complaints were registered at the larger managerial level in the
institution’s official annual reports. Neither complaint managers nor institutional
managers had any clear idea of the complaints in individual facilities. The
institutional managers interviewed, nevertheless all said they trusted that complaints
were effectively registered in their facilities. Nurses on the other hand were
downright sceptical. They underlined the definitional problems that made registration
difficult if not impossible. These problems, as understandable as they are, were
however not a topic of discussion between these different organisational layers.
Opportunities outside the regular care activities and the official complaint procedure
seemed potentially far more effective for addressing dissatisfaction. In interviews,
the intake and the regular yearly or half-yearly evaluation meetings were for instance
mentioned as productive moments. In such separate evaluation meetings, nurses have
more time to seriously address the reasons why residents may prefer not to speak
about their dissatisfaction. Such conversations can also address various positive and
negative experiences and can be geared towards improving the care relationship.
This makes it easier to label complaints as necessary feedback, a label strongly
preferred by most residents, as well as by nurses. Family members and volunteers
also played an important role in discerning and addressing dissatisfaction. Moreover,
in all three facilities observations indicated additional places and persons that seemed
far more suitable for informal complaining, such as the receptionists in one facility
and the hairdressers in another. Because of their position at some distance from the
regular care relationship, residents seemed to feel more free when talking to them.
Perhaps because they can listen without having to solve the problems they hear of. In
any case both persons and moments outside of the regular care activities seemed
most suitable for an informal discussion of dissatisfactions.
4. DISCUSSION

Even though all perspectives are in fact multi-composite, since not all residents,
nurses, institutional managers or complaint managers think alike, there was
nevertheless a considerable overlap between those in similar positions. Especially so
among the institutional managers with their managerial view and the complaint
managers with their legal view. Their ways of understanding, defining and talking
about complaints mirrored the policy perspectives and were in many ways alike. In
the interviews with volunteers, other professionals at the facilities and family
members, both the residents’ and the professional views surfaced, perhaps because of
the intermediary position these persons often take.
Each of these views is based on a different definition of complaints. Within the
managerial view, all expressions of dissatisfaction are labelled as complaints and
require action as long as they are identifiable and contain valuable quality
information. The legal view on the other hand focuses primarily on form and leaves
contents out of consideration. Complaints should be made formally, often in writing.
Both these views are reflected in policies on complaining in healthcare. The
definition of complaints in the professional as well as the residents’ view is much
less descript and more context-specific. Dissatisfactions do not have to be expressed
in a specific form or with a specific content; defining an expression of dissatisfaction
as a complaint may in fact harm the social relationship that residents value so dearly.
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The professional view on complaints seems closest to the residents’: it is in the
caretakers’ and facility managers’ best interest to know how residents feel about the
care they receive. The information is needed to customise caregiving. Nevertheless,
several differences between the professional and the residents’ view are potentially
problematic. First of all, information about dissatisfaction turns out to be hard to
obtain. Residents are encouraged to speak out, but not always in an effective manner
since these encouragements do not strike a chord with most residents’ real interests
or worries. On the other hand, caretakers curb certain residents’ expressions of
dissatisfaction. They tell residents to have realistic expectations, and explain how
other parties make the important decisions. Residents learn how some topics are
more suitable for complaints than others [20], [24] and [25]. Also, caretakers
regularly repeat that they cannot work harder. Second of all, caretakers also react to
complaints by looking for possible solutions, thereby discussing the complaint in
teams or with their management. In their encouragement and their restrictions, as
well as in their problem-solving activities, caretakers sometimes fail to heed the
individual residents’ point of view. Worse, nurses sometimes react by disciplining
residents which resulted in some vowing to never voice their dissatisfaction again.
It is impossible to objectify and measure the severity of the dissatisfactions we
recorded that had not lead to complaints. Respondents told of occasions when they
had not been able to eat provided food, not been able to go to the toilet for longer
periods of time, had experienced pain during treatment and had been given undesired
responsibilities in overseeing other-more vulnerable- residents. It is tempting to
describe these as serious issues. That would in all fairness however require exactly
the truth-seeking residents were not interested in. The most important point therefore
is that although these experiences mattered to residents, nurses and managers
remained oblivious.
5. CONCLUSION

The four views have a fundamentally different approach to complaints. But whereas
the managerial and the legal views are reflected in both national and facility policy,
the professional and especially the residents’ views are not. Most residents
considered the specifically designed complaint trajectories to be unfit for a
productive discussion of their dissatisfaction. Complaint trajectories focus primarily
on procedural aspects such as hearing both sides and finding a solution. The policy
models do not take into account the important social contexts within which residents
experience dissatisfaction. The registration of complaints, an important component of
complaint policy, is therefore little more than ŕ egulatory ritualisḿ [5]. Although the
residents’ right to complain should be safeguarded and complainants may indeed
place much importance on procedural aspects once they have issued a complaint,
residents in general have other far more pressing concerns. Both the managerial
model and the legal model have a naïve understanding of the function and nature of
dissatisfaction and how it is expressed. They pay lip service to patients’ needs but do
not fit well in this particular health care sector, where patients are residents and
receive long-term care in a social setting [26]. National health care policies should
leave more room for sector specific adaptations, especially where the informal
complaint trajectories are concerned. In this specific sector the creation of informal
communication moments and feedback loops both during and separate from the dayto-day caregiving could receive far more attention.
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This research warns against the rhetoric that sees residents as consumers who easily
complain. Residents in long-term care facilities for older persons are not the critical,
assertive healthcare users that figure in health care policies [27]. Because of greatly
differing views on complaints, managers, complaint managers and policy makers fail
to understand what is important to residents. Dissatisfactions should be addressed at
the resident level where they matter most, not in formal structures or procedures. As
these procedures do not offer compassionate and effective approaches. To more
successfully address dissatisfactions of residents, the approach to dissatisfactions
should therefore be broadened. First priority should be to continuously invest in
informal communication moments between residents, family members, volunteers
and personnel. Whilst a formal complaint procedure should be in place for the few
who need it, most residents prefer to deal with their dissatisfactions without filing a
complaint.
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