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Abstract 

 

Background and Objectives: Despite research documenting gender differences in numerous 

outcomes in later life, we know little about gender differences in quality of life (QoL) for 

nursing home (NH) residents. This study examines the relationship between gender and 

residents‟ QoL, including possible reasons for differences observed. 

Research Design and Methods: We used a mixed methods design including surveys with a 

random sample of Minnesota NH residents using a multidimensional measure of QoL 

(n=9,852), resident clinical data, facility-level characteristics (n=364), interviews with 

residents (n=64), and participant observations. We used linear mixed models and thematic 

analysis of resident interviews and observations to examine possible gender-related 

differences in residents‟ QoL. 

Results: After controlling for individual and facility characteristics, men reported lower 

overall QoL than women, including significantly lower ratings in several QoL domains. In 

interviews, men noted being less satisfied with activities than women, having fewer friends, 

and being less able to rely on family for support. Some women described the NH as a place 

of respite, but men more often described being dissatisfied with life in the NH and 

undesirable for long-term living. Our observations were consistent with interview findings 

but provide additional nuances, such as that some men organized their own social groups. 

Discussion and Implications: Our findings suggest men and women experience QoL 

differently in NHs, with men reporting lower QoL in several domains. Tailoring more 

activities for men and finding ways to strengthen relationships for men in NHs could help 

reduce the gender differences in QoL we observed. 

 

Keywords: Long-term care, Resident experience, Satisfaction, Person-centered care 
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Background and Objectives 

Nursing home (NH) residents are at high risk for diminished quality of life (QoL) due 

to factors including physical relocation, functional decline, chronic illness, and reduced social 

support (Brownie et al., 2014; Mezuk et al., 2012; Naylor et al., 2016). QoL is a 

multidimensional construct reflecting social, psychological, functional, and environmental 

aspects of a person‟s life (Zubritsky et al., 2012). Unlike clinical measures reflective of 

quality of care, QoL is a person-centered outcome that reflects the experience of the 

individual using services (Kane, 2001; Zubritsky et al., 2012). QoL is vital in NHs because 

the “total institution” disrupts individuals‟ social worlds and control over their daily lives 

(Goffman, 1968). 

Few studies exist on gender and QoL in NHs. A systematic review (Beerens et al., 

2013) examining QoL among residents with dementia found most studies reported no 

association between gender and QoL with one exception: a small Norwegian study (Barca et 

al., 2011) found women reported lower QoL scores than men. Another study, in Malaysian 

NHs, similarly found that women reported lower QoL (Onunkwor et al., 2016) and a study in 

China found that women were less likely than men to have a “positive life orientation” (Jin et 

al., 2017). Two older U.S. studies found that men may adjust to life in NHs better than 

women (Claridge et al., 1995; Greenwood, 1999). Drawing clear conclusions from these 

studies is difficult, however, given small sample sizes, measurement inconsistencies across 

studies, and differences in the context of long-term care across countries.  

Although not focusing specifically on gender, the literature shows that both individual 

resident and facility factors are associated with NH residents‟ QoL. Individual factors include 

residents‟ race (Shippee, et al., 2020), physical and mental health (Beerens et al., 2013; 

Naylor et al., 2016), cognition (Abrahamson et al., 2012; Beerens et al., 2015), functional 
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needs (Beerens et al., 2013; Naylor et al., 2016), social engagement (Beerens et al., 2016; 

Degenholtz et al., 2006), and social support (Naylor et al., 2016). Facility factors include size, 

rural/urban location, ownership type, percentage of private rooms, staffing levels (Degenholtz 

et al., 2006; Kane et al., 2004; Shippee et al., 2015a), and resident-staff interactions 

(Hartmann et al., 2018; Haugan, 2014). Understanding how individual and facility factors 

influence QoL in NHs is critical to guide efforts focused on improving residents‟ experiences. 

Yet little is known about how gender affects residents‟ QoL. In this study, we used 

quantitative and qualitative methods to address this knowledge gap.  

Theoretical Framework  

This study is informed by the behavioral model for vulnerable populations (Gelberg et 

al., 2000), an adaption of the Andersen behavioral model (Andersen, 1995). The model 

focuses on disparities in health and healthcare use for Black, Indigenous, and people of color 

(BIPOC) and other marginalized groups. The model includes three components: 

predisposing, enabling, and need factors. Predisposing factors include demographic 

characteristics (age, gender, race/ethnicity, marital status); health beliefs, values, 

attitudes/expectations, and social norms; and social structure (education, language). Enabling 

factors include resources that promote or restrict access to healthcare, such as income, 

insurance, and service availability; community resources; social relations; and processes of 

care. Finally, need factors include both objective (health status and diagnoses) and subjective 

(individuals‟ perceptions of their unmet needs) elements. These factors are dynamic and can 

influence each other.  

Drawing on this framework, we propose that gender is an important predisposing 

factor for residents‟ QoL, which could contribute to men and women having different values 

and expectations for life in a NH based on their prior experiences and circumstances. As the 

behavioral model posits, an individual‟s predisposing, enabling, and need factors interact NH 
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to influence their QoL in the NH. This paper thus examines the interplay of individual and 

facility factors in how they shape residents‟ QoL and whether there are differences in QoL 

based on gender. Although prior research suggests that men may experience better QoL than 

women in NHs, we did not hypothesize the direction of a possible relationship between 

gender and QoL because of limitations with prior studies and our own observation in 

conducting research in NHs that men may actually fare worse. We address two research 

questions in this paper: 

RQ1: What is the relationship between gender and NH residents‟ QoL? 

RQ2: What are possible reasons for gender-related differences in the QoL NH 

residents experience? 

Data and Methods  

This study was part of a broader mixed methods study examining racial and ethnic 

disparities in NH residents‟ QoL (Shippee et al., 2015b). Because we needed both 

quantitative and qualitative approaches to address our research goals, we used an explanatory 

mixed methods design (Creswell & Clark, 2017) including data from multiple sources. We 

gathered and analyzed quantitative data first, then used qualitative data to understand and 

elaborate on the quantitative findings. We integrated quantitative and qualitative results 

during the interpretation of study results.  

Quantitative sources included: a) structured resident interviews using a 

multidimensional measure of QoL (Kane et al., 2003; Shippee et al., 2015a); b) resident 

clinical data from the Minimum Data Set (MDS), a clinical assessment tool used for all NH 

residents in the U.S. (Saliba & Buchanan, 2012); and c) facility-level characteristics from the 

Minnesota Department of Human Services (MN DHS, 2021). Qualitative sources included: 

a) semi-structured interviews with residents of four NHs; and b) in-depth observations 

conducted over several months in these facilities. The NHs participating in the study‟s 
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qualitative component were selected because they had a higher proportion of BIPOC 

residents than other Minnesota NHs. All four facilities were located in urban/suburban areas 

and ranged in size from 70-190 beds (mean: 122 beds). Prior to data collection, the study was 

approved by the University of Minnesota Institutional Review Board. 

Quantitative Methods: Data 

We used 2017 data from Minnesota, a state that collects validated QoL information 

that can be merged with the MDS. In the data collection process, long-stay residents (defined 

as stays >30 days) were randomly selected for in-person interviews conducted by an 

independent survey firm. Residents were excluded if they had severe cognitive impairment, 

were in medical isolation, or their guardian declined participation. Other exclusions included 

significant behavioral symptoms or communication barriers that prevented participation 

(Vital Research, 2019). On average, 35 residents participated per facility (range: 12-76 

residents) (Vital Research, 2015; 2019). We obtained resident-level data by linking each QoL 

survey respondent to their MDS assessment falling closest to their QoL survey date. We 

obtained data on facility-level characteristics from the Certification and Survey Provider 

Enhanced Reporting system and Medicare cost reports, using the most recent calendar year 

data. All long-stay residents age 65 or over were included in the analysis, resulting in an 

analytic sample of 9,852 residents from 364 facilities. 

Key explanatory variable: Gender. Resident gender is a binary variable (male/female) 

in the MDS. There were no missing data for gender in the dataset. 

Resident QoL. We used an established, validated QoL instrument that has 48 items 

addressing eight domains: activities, food enjoyment, environment, dignity, autonomy, 

relationships, caregiving, and mood (Kane et al., 2003; Shippee et al., 2015a). Table 1 

summarizes each domain. We calculated scores for each domain by adding individual items 

and rescaling the scores to a 0-100 scale to facilitate comparisons (with higher values 
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indicating better QoL). We also calculated a summary score, the average standardized scores 

for the eight domains. We used multiple imputation by chained equations for each question 

used in calculating the QoL measures and for the small number of covariates having missing 

data (<5%). We did not impute residents‟ race/ethnicity. Sensitivity analyses generated 

similar results whether we used imputed or nonimputed data. 

Control variables. In multivariate analyses, we adjusted QoL scores for potential 

differences in resident and facility characteristics using regression analysis, drawing 

covariates from the literature (Shippee et al., 2015a; Zubritsky et al., 2012). Resident-level 

covariates included age, race, marital status, length of stay, and activities of daily living 

(ADL) score. We also controlled for behavioral symptoms, diagnoses of anxiety, depression, 

and serious mental illness, moderate/severe cognitive impairment, and dementia. 

Moderate/severe cognitive impairment was determined by responses to the Brief Interview 

for Mental Status or the nurse-assessed Cognitive Performance Scale, if the resident was 

unable to respond (Thomas et al., 2017). Facility characteristics included ownership (non-

profit, for-profit, government), chain or hospital affiliation, number of beds, occupancy rate, 

proportion of private rooms, and whether a NH has a high proportion of BIPOC residents, a 

variable used in previous research based on state averages (Shippee et al., 2020). We also 

controlled for location (metropolitan, micropolitan, rural), average resident acuity per facility 

(based on residents‟ RUG score case mix classifications), and proportion of Medicare and 

Medicaid resident-days. To account for staffing differences, we calculated staff hours per 

resident day for registered nurses, licensed practical nurses, nursing assistants, activities staff, 

and social workers/mental health workers combined, plus adjusted for overall staff retention 

(percentage of staff continuing to work in the facility each year). Finally, we included the 

Minnesota State Report Card score for quality of care provided in the facility, a 5-star rating 

constructed from 21 indicators relevant for long-stay residents (MN DHS, 2021).  
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Quantitative Methods: Analysis 

We first conducted descriptive analyses, comparing women and men on demographic 

and clinical characteristics, and by facility characteristics. Next, we computed unadjusted 

mean QoL scores by gender. Finally, we used linear mixed models to compare men‟s and 

women‟s QoL scores, adjusting for resident and facility-level characteristics. We estimated a 

random intercept for each facility to adjust for facility-level clustering. We used Stata 15 for 

all quantitative analyses. 

Qualitative Methods: Data 

Individual interviews with NH residents. In 2017-2018, we conducted semi-structured 

interviews with 64 residents of the four participating NHs. Interviews were conducted by 

members of the research team [OA, MST, TS, MW] who spent time weekly for several 

months in each facility. Residents were purposively selected for interviews to achieve 

diversity in terms of gender, race/ethnicity, and length of time in the facility. Residents who 

had been in the NH fewer than 30 days or who had severe cognitive impairment were 

excluded. Participants included equal numbers of men and women (8 women and 8 men per 

facility) and reflected the racial/ethnic diversity of the facilities (29 African American, 18 

White, 6 Hmong, 4 Vietnamese, 3 Native American/American Indian, 3 African, and 1 

Hispanic/Latino resident). On average, residents had lived approximately two years in their 

respective facilities. Interviews focused on topics related to QoL, including how the resident 

spends their time, relationships with other residents and staff, family involvement, and 

satisfaction with care. (See Online Supplementary Material Section A for the interview 

guide). Interviews lasted an average of 34 minutes (range: 14-73 minutes).  

Participant observations. We also conducted observations of the daily life of residents 

over four months in each facility. During this time, one to two members of the research team 

[OA, MST, TS, MW] visited the facility twice weekly (averaging four hours per visit) during 
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workday hours and weekends. Other researchers also visited the facilities, completing 

interviews and observations while there [HD, TPS]. Observations were unstructured and 

focused on understanding residents‟ daily experiences that could influence their QoL 

(particularly related to activities and social engagement, food enjoyment/meals, relationships 

with other residents and staff, and overall life in the NH). While in each facility, team 

members talked with residents, helped with group activities (e.g., facility-organized games), 

and observed residents‟ everyday experiences, including how they spent time, social 

interactions (with family members, other residents, and staff), individual and group activities, 

and meals. Daily, each researcher typed detailed notes based on their observations and 

reflections. The observations provided important context for understanding the experiences of 

residents, helped to establish rapport between the researchers and residents, and facilitated the 

triangulation of resident interviews with observation findings (Mulhall, 2003). 

Qualitative Methods: Analysis 

Interviews were professionally transcribed. We used a primarily deductive approach 

to coding interview transcripts and observation notes. The initial coding framework was 

based on the domains included in the standardized QoL measure, and several other interview 

questions (e.g., circumstances surrounding the individual‟s move to the NH and their general 

life satisfaction). We added several inductive codes to the framework based on findings that 

arose through interviews and observations but did not readily fit existing domains. To 

establish the coding framework, one investigator [HD] first read several transcripts and 

developed an initial list of codes, organized by the pre-determined domains. Two other 

investigators [OA, TS] then independently read and coded several transcripts using the initial 

coding framework, making notes about possible revisions. We developed the inductive codes 

through a team process of reflection, discussion, and achieving consensus on the meaning of 

the text. The team met frequently until the codebook was finalized. We then used the final 
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codebook to re-code all transcripts and observation notes. We coded researchers‟ observation 

notes into relevant domains (e.g., we coded a note describing residents playing cards as 

“activities.”) We coded interview text to the relevant domain, then used “line by line” coding 

(Charmaz, 2006) to organize data into more specific categories (sub-codes). If a resident 

described activities they enjoyed, we first coded the text “activities,” then assigned sub-codes 

to individual segments of the text based on specific activities noted, such as “card games” or 

“watching television.”  

When we finished coding all observations and transcripts, two researchers [HD, OA] 

reviewed and summarized the coded data for men and women separately. We then used a 

matrix to compare findings by domain and gender. To enhance the validity of findings, 

another investigator who participated in data collection and was familiar with the facilities 

[TPS] provided an “external check” of the coding process and findings (Creswell & Poth, 

2017). To develop themes, the team met and discussed findings that provided insights into 

gender differences in residents‟ QoL, triangulating across the interviews and observations. 

NVivo 11 qualitative software (QSR International) was used for data management.  

Results   

Quantitative Sample: Resident and Facility Characteristics 

Table 2 reports demographic characteristics for residents included in the quantitative 

sample. Women outnumbered men about 2:1 (6,464 to 3,388 residents). Compared to 

women, men were younger (77.8 versus 83.8 years; p<0.001), more likely to be married 

(32.6% versus 14.7%; p<0.001) and less likely to be white (91.1% versus 94.9%; p<0.001). 

Men had slightly lower ADL scores (13.60 for men versus 14.79 for women on a 28-point 

scale; p<0.001) and were less likely to have a dementia diagnosis (39.8% versus 43.5%; 

p<0.001), but they had higher rates of serious mental illness (14.4% versus 12.1%; p<0.001) 

and behavioral symptoms (22.5% versus 17.5%; p<0.001). There were no gender differences 
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with respect to moderate/severe cognitive impairment. In terms of facility characteristics, 

men were more likely than women to live in for-profit NHs (35.6% versus 26.5%; p<0.001) 

and facilities with a higher proportion of BIPOC residents (17.0% versus 9.0%; p<0.001). 

Other facility characteristics were similar for men and women. 

Quantitative Measure of Resident QoL  

 In unadjusted analyses (see Table 1), men reported lower standardized QoL scores 

than women, with an overall mean score of 78.48 versus 80.67 (0-100 scale; p<0.001). Men 

reported significantly lower scores for all domains except environment, with the largest 

differences in activities (72.70 for men versus 79.38 for women; p<0.001) and relationships 

(71.20 for men versus 74.86 for women; p<0.001). After adjusting for individual resident and 

facility characteristics, men‟s overall QoL score remained significantly lower than women‟s, 

with the largest differences remaining in activities and relationships (see Figure 1; Online 

Supplementary Material Section B includes the full regression model). We tested for an 

interaction between race and gender, but these results were not statistically significant. We 

did not include the interaction in the final model. 

Qualitative Themes Related to Gender Differences in Resident QoL 

Through our interviews and observations, three main themes related to gender 

differences in QoL emerged. These related to activities, social connections, and overall 

satisfaction. 

Theme 1: Residents often lacked meaningful activities, especially for men. 

Across facilities, men described wanting more activities and a broader range of 

activities. Regular facility-organized activities included bingo, crafts, religious services, and 

holiday parties. Some women, like men, described wanting more and different activities. 

However, men were less involved than women in facility-organized activities and they 
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expressed less satisfaction with them. Women often said they “loved,” or “enjoyed” 

activities, with the following comment representing sentiments shared by many women: 

… If you want to sit in your room and twiddle your thumbs or watch tv… that‟s your 

choice. But if not, if you choose to participate in any of these activities, then go to it, 

have at it, because there‟s plenty of things to pick from. And being very social that I 

am, I certainly partake…  

Men‟s comments about activities were more tempered, with numerous men expressing 

boredom or lack of interest in activities. One said: 

…Some activities in the inside, I don't know, they don't really interest me. I was kind 

of talking about it to one of the activities [staff] about if we could do things like paint 

by numbers and some of the other things.  

 

Several men said they would enjoy more community outings, with suggestions 

including visits to sporting venues, restaurants, and hardware stores. Numerous men 

described wanting more opportunities to play games, such as one man who said: “That's the 

big problem: boredom… I'm interested in activities… the ones I'd like to see, like I'd like a 

poker game going all the time. Well gambling, can't do that. Otherwise, they want childish 

games.” Some men organized their own social activities, such as gathering to listen to music, 

going outside to smoke with other residents, or “game groups,” as one man described: 

We all just got together and said, “Do you play dominoes, or do you play cards?” We 

all, “yeah, I know how to play that. Oh, let‟s get together and do it.” I love that a lot. 

One of the issues in a lot of other homes is like a lot of residents don‟t really 

particularly enjoy some of the activities. They‟re not cultural. You know, we play 

spades, we play dominoes, we play things like that.  
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Although men tended to be less engaged in facility activities than women overall, we 

found some differences in men‟s activities based on race/ethnicity. BIPOC men described 

participating in group activities more frequently than white men, particularly games, crafts, 

and religious services (especially African American men). BIPOC men also more frequently 

described organizing their own social activities, including the game groups described above. 

Theme 2: Men tended to have fewer and weaker social connections than women. 

Through our interviews and observations, we found gender differences in the number 

and depth of residents‟ relationships within the NH, as well as with family and friends. 

Specifically, compared to women, men described having more difficulty forming and 

maintaining social connections. Although some men described being friends with other 

residents (“all of „em my friends,” said one), many men said they were not friends with other 

residents, even if they had been living in the facility for some time. During our time in the 

facilities, we observed many men spending considerable time alone in their rooms, such as 

watching TV or listening to the radio. One male resident said it was hard to be friends with 

other residents because they tended to “come and go.” Another similarly commented: 

“…Good acquaintances, yes, but not friends… People die here. When you lose a friend, it 

kind of hurts. An acquaintance, it don‟t hurt so bad.”  

Although few residents referred to staff as friends, women appeared to have closer 

relationships with staff than men. For, example, women often described staff more positively 

than men, such as by saying, “I like all of them.” Women were also more likely to say they 

trusted the facility‟s administration (e.g., with financial matters). Men tended to focus on staff 

in terms of services they provided, with one commenting: “They just work here. They‟re not 

friends. They keep you in check. They‟re here for services.” Another man similarly said: 

“They are doing their job. We are in the facility, so we have a common relationship but not 

friendship.” 
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Numerous men described having little family connection or support. BIPOC men, 

however, described relying on family members more frequently than white men, with several 

providing rich descriptions of the gifts (e.g., cell phone) and visits their families provided. 

Across racial/ethnic groups, women described having close connections with family 

members, with comments such as, “I can depend on my family 100%. I can. I can call one. If 

one can‟t make it, then I call another one.” Several men described feeling abandoned by their 

relatives, and numerous said they rarely if ever received family visits. One man commented: 

“I don‟t hear from none of them. I don‟t know why,” but also reflected that “the way I carried 

on life previously” might play a role in his alienation from his family.  

Theme 3: Men described being less satisfied with life in the NH than women. 

Overall, men were less positive than women about living in a NH, with many saying 

that they wanted to go live with a relative or obtain independent housing. Several men said 

they were on waiting lists for less restrictive, supportive housing (e.g., low-income senior 

housing). Numerous men described the NH as a temporary location, even if they 

acknowledged they were unlikely to leave soon. One man commented: 

I really don‟t want to live [here]. I want to leave and go live at home. If I could, I 

would go home whenever I was able to, but then I… the room… my children bought 

a house and the bathroom is too small and so this wheelchair doesn‟t fit in.  

The following exchange similarly demonstrates another man‟s dissatisfaction: 

I don‟t like it.  

[Interviewer: You don‟t like it here? What don‟t you like?]  

Just the way people live…  

[Interviewer: What would make you happy living here?]  

Nothing… 
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[Interviewer: Okay, so other than food how satisfied are you living here?] 

Not at all. 

[Interviewer: What would make life better here?] 

Nothing.  

 

Unlike men, most women provided positive descriptions of life in the NH, with many 

enthusiastically detailing activities they enjoyed and similarly describing close friends. 

Numerous women described the NH as a welcome reprieve from household and family 

caregiving responsibilities, a finding that arose primarily in interviews with BIPOC women, 

particularly African American women. One woman commented: “They [staff] help me with 

things, wash my back, do my wash…housekeeping comes in every day, cleans your room, 

and the aides make your bed, change the sheets… all that.” Another woman, who described 

taking care of her grandchildren for years, similarly said: 

As far as I‟m concerned, I‟m doing great… the more I think about it I‟ll stay here 

because I don‟t want to live with none of them [her children] … I said, “Oh no, that‟s 

okay. I‟m all right here.” One of them said, “Well, mom, you need to come on and 

stay with us.” I said, “No, thanks. I‟ve had enough.” 

Discussion 

In this mixed methods study, we addressed two aims. First, using quantitative 

analyses, we examined the relationship between gender and NH residents‟ QoL using a 

psychometrically valid measure. Second, we explored possible reasons for gender-related 

differences in residents‟ QoL through qualitative methods, including interviews with 

D
ow

nloaded from
 https://academ

ic.oup.com
/gerontologist/advance-article/doi/10.1093/geront/gnac003/6505318 by guest on 18 January 2022



Acc
ep

ted
 M

an
us

cri
pt

residents and observations in four NHs. We were guided by the behavioral model for 

vulnerable populations. Our integration of quantitative and qualitative methods enabled us to 

document that men report lower QoL than women in NHs and identify possible reasons for 

men‟s lower ratings. By examining gender as a predisposing factor in residents‟ QoL, our 

results contribute new and actionable knowledge related to QoL in NHs and, uniquely, 

disadvantages experienced by men. 

Based on the behavioral model for vulnerable populations, we found that age, 

race/ethnicity, and marital status were key predisposing factors resulting in differences 

between men and women‟s QoL. We also found that enabling factors such as access to care, 

insurance, and selection into facilities where more men tended to reside contributed to gender 

differences in QoL. Finally, need factors included men‟s different health profiles compared to 

women (e.g., lower ADL impairment but higher rates of serious mental illness). Even after 

controlling for individual and facility differences, men‟s lower QoL ratings remained. In our 

adjusted analyses, men reported statistically lower overall QoL scores than women, and lower 

scores in most QoL domains.  

The largest differences between men‟s and women‟s QoL ratings were in activities 

and relationships, important aspects of social engagement (Mor et al., 1995). Social 

engagement is an enabling factor in residents‟ QoL (Beerens et al., 2016; Haugan, 2014) and 

our findings build on prior work by highlighting gender differences in this area. Through our 

interviews and observations, we learned that men were less interested than women in facility-

run activities. Another recent study similarly found that men were less satisfied than women 

with activities in assisted living settings (Resnick et al., 2020). Although we observed that 

some men organized their own social activities, many spent considerable time alone. 

Therefore, men appeared to have fewer opportunities than women to form meaningful social 

connections, which could help explain men‟s lower QoL ratings for relationships.  
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Our qualitative findings also revealed differences in men‟s and women‟s relationships 

with their families, other residents, and staff. Men were less likely than women to say they 

could rely on family for support or describe being friends with other residents. Although NH 

residents commonly experience challenges forming friendships (Casey et al., 2016), men may 

face even greater challenges due to social norms (a predisposing factor) or existing social 

relationships in the NH (an enabling factor). For example, women tend to have larger social 

networks than men (Cornwell, 2011; McLaughlin et al., 2010), including relationships that 

“bridge” social groups (Cornwell, 2011). Relationships with staff was another area of 

difference, with men focusing more on practical aspects of service (i.e., staff as employees) 

and women tending to describe staff in relational terms (e.g., as “nice,” “friendly,” or saying 

they could be trusted). Our observation is consistent with a study examining gender 

differences in NH complaints (Allen et al., 2006), which found that men were more likely to 

focus on technical or legalistic issues, whereas women focused more on issues related to 

personal care and relationships. These findings suggest that men could be more likely than 

women to have a depersonalized view of staff which, given the centrality of relationships to 

person-centered care (Koren, 2010), could make it more difficult for men to get their 

interpersonal needs met (Roberts & Bowers, 2015). 

Our finding that men described being less satisfied than women with life in the NH 

could relate to different expectations men and women have about care they will receive as 

they age, which could predispose men to worse QoL in NHs. Given the gendered experiences 

people have throughout their lives, men may be more likely than women to expect family 

members to assume central caregiving roles (Morgan et al., 2016; Ridgeway et al., 2009). 

Consequently, men be more disappointed than women when family members cannot meet all 

their care needs. Men may also experience greater frustration about their loss of social status 

when entering a NH (Allen et al., 2006; Huber et al., 2001) or have different expectations for 
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the service they will receive (Allen et al., 2006). Although women are disadvantaged 

economically and in other ways throughout their lives, the institutional environment of the 

NH could moderate some of the disparities women typically experience—but contribute to 

disadvantages for men. Men could lose some of the power and control they have relative to 

women outside the NH, whereas women may perceive some gains. Given that gender and 

roles are socially constructed (Lorber, 2004), the differences we found may vary over time 

(generational cohorts) or across cultures.  

This mixed methods study places gender-based differences in residents‟ QoL into an 

important context. Policy and organizational strategies are needed to improve residents‟ QoL, 

particularly for men. In terms of policy strategies, information on residents‟ QoL could be 

systematically collected for all Medicaid-certified NHs. Public reporting mechanisms, such as 

Care Compare (www.medicare.gov/care-compare), could report information about residents‟ 

QoL, in addition to other performance information they provide. Breakdowns by gender and 

QoL domains could provide information to assist individuals in deciding where to receive 

care. Given that higher activities staffing levels are associated with increased resident QoL 

(Degenholtz et al., 2006; Shippee et al., 2015a), financial incentives could be given to 

facilities that serve more residents on Medicaid or those with more social complexity (e.g., 

mental illness or limited family involvement) to support expanded activities programming 

and additional staff.  

At the organizational level, recruiting more male staff and volunteers could help 

ensure the needs and interests of both male and female residents are met, such as for 

activities. This is particularly important given that NHs are staffed predominantly by women, 

who may be more attuned to the interests of other women. Administrators could expand their 

facilities‟ programming to include a broader range of activities for all residents, plus activities 

specifically for men, such as men‟s “clubs” (Gleibs et al., 2011). Activities that promote 
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interactions between residents may be particularly beneficial in fostering relationships (Casey 

et al., 2016; Gleibs et al., 2011; Mok & Müller, 2014), as could interventions that focus on 

improving resident-staff interactions, such as during regular daily routines (Hartmann et al., 

2018; Schnelle et al., 2013). Staff could be trained to facilitate relationships for new 

residents, those who are more socially isolated, or those with cognitive impairment (Brownie 

et al., 2014; Roberts & Bowers, 2015). Staff training and organizational policies could focus 

on encouraging family involvement in the facility (Durkin et al., 2014; Roberts & Ishler, 

2018), which could support residents‟ relationships with their families, plus increase staff 

assistance to residents, such as during meals (Durkin et al., 2014). 

Although our quantitative analyses did not reveal a significant interaction between 

gender and race, we described signs of potential within-gender differences related to race or 

ethnicity based on our qualitative work. Our observation that BIPOC men were more likely 

than white men to engage in group activities could suggest different social norms and 

expectations related to social engagement. Other research has found racial/ethnic differences 

in older adults‟ intended (Bradley et al., 2002) and actual (Travers et al., 2020) use of long-

term care, with African American older adults more likely to describe caregiving as a family 

expectation (Bradley et al., 2002) and white older adults more likely to describe it as a burden 

(Bradley et al., 2002; Travers et al., 2020). We similarly found that BIPOC men described 

relying on family more readily than white men. Our related finding that BIPOC women were 

more likely than white women to describe the NH as a reprieve from family caregiving 

responsibilities highlights the importance of examining how gender and race intersect 

(Crenshaw, 1989) to influence older adults‟ experiences with long-term care and identify 

steps to reduce longstanding gender and racial disparities. Future work could also explore 

possible racial and ethnic differences in residents‟ activities preferences and social 
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engagement, including how to make activities and other interactions more accessible and 

enjoyable for all residents.  

This study has important limitations. First, the research took place in a single 

midwestern state with a NH resident population that is predominately white. Findings could 

differ based on regional or cultural context. Whereas our quantitative sample was 

representative of NH residents in Minnesota overall, we purposively recruited a 

disproportionate number of BIPOC residents for the study‟s qualitative aim. Similarly, the 

characteristics of NHs participating in the qualitative component differed from Minnesota 

facilities in general, with all four facilities located in urban areas and having a higher 

proportion of BIPOC residents than other NHs. Related to this, the facilities participating in 

the study‟s qualitative component were selected based on the proportion of BIPOC residents 

for the parent study, rather than to identify why men reported lower QoL scores than women. 

Insights gained from our qualitative work could differ for other residents and NHs. For 

example, women could experience worse QoL than men in Veterans Affairs (VA) NHs, 

which serve predominantly men. Therefore, activities could be more tailored to men than 

women, and relationships among residents could similarly disadvantage women. Future 

research could examine possible gender differences in residents‟ QoL in VA long-term 

settings. Second, although gender differences in residents‟ relationships with their families 

was an important finding in our qualitative work, family relationships are not currently 

addressed in Minnesota‟s QoL survey. Therefore, we were unable to quantitatively assess the 

influence of family relationships on residents‟ QoL, although other research suggests family 

involvement can positively influence it (Puurveen et al., 2018; Roberts & Ishler, 2018). 

Finally, we recognize the difference between gender and sex and, although we did not 

differentiate these in our analyses, we focused on gender (i.e., socially constructed norms and 

roles versus biological characteristics) throughout this paper.  
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Despite these limitations, this study addresses an important gap in identifying that 

men experience lower QoL than women in NHs and calling attention to domains where 

men‟s lower ratings are greatest. Our use of a dataset that included a large, representative 

sample of residents enabled us to examine gender differences in residents‟ QoL across many 

NHs with varied characteristics. We are unaware of any study that has used this study design 

to examine gender differences in NH residents‟ QoL and explore reasons for these 

differences. 

In conclusion, we integrated quantitative and qualitative methods to demonstrate that 

men report lower QoL than women in NHs and identify possible reasons for men‟s lower 

ratings. Our results highlight the need to better understand residents‟ experiences in NHs so 

actions can be taken to improve the experiences of men and women for whom the NH is 

“home.” As NHs increasingly serve heterogenous adults in terms of age, race/ethnicity, and 

care needs, further work is needed to determine how best to maximize individual residents‟ 

QoL within the real resource constraints NHs operate in. Ultimately, it will be important that 

these efforts involve identifying and working to eliminate gender-based differences and other 

disparities among this vulnerable population of older adults. 
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Table 1. Definition of Quality of Life Domains and Unadjusted Mean Scores by Resident Gender 

(n=9,852) 

Domain Number of 

items 

Definition Women Men
a
 

Summary score 48 Unweighted mean of domains below 80.67 78.48*** 

Activities 5 Does resident have meaningful 

activities? 
79.38 72.70*** 

Food enjoyment 4 Does resident enjoy food in the 

facility? 
78.90 77.45* 

Environment 8 Does resident‟s environment 

maximize their independence? 
88.03 88.00 

Dignity 5 Are staff respectful and gentle? Do 

staff respect your modesty? 
93.97 92.86*** 

Autonomy 4 Does resident have control over daily 

routines? Are concerns taken care of? 
83.53 82.10* 

Relationships 4 Does resident have positive 

relationships with other residents and 

staff? 

74.86 71.20*** 

Caregiving 9 Is care adequate? Would resident 

recommend the facility? 
77.85 75.96*** 

Mood 9 Positive and negative affect 68.87 67.55** 

Notes. Scores are standardized to percentage points with larger values indicating greater quality of life (i.e., 

higher activities score means residents rated activities more positively).  

a 
Asterisks represent t-test for significance relative to female residents.  

* p<0.05; **p<0.01; ***p<0.001. 
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Table 2. Descriptive Characteristics of Nursing Home Residents by Gender 

Variable 

Women 

(N = 6,464) 

Men 

(N = 3,388) p-value 

mean (SD) % mean (SD) %  

Individual Characteristic      

Age (years) 83.8 (11.4)  77.8 (12.6)  <0.001 

White race  94.9%  91.9% <0.001 

Married  14.7%  32.6% <0.001 

Length of stay (years) 2.58 (3.07)  2.36 (3.25)  <0.001 

ADL score (0-28)a 14.79 (6.60)  13.60 (7.19)  <0.001 

Behavioral symptoms  17.2%  22.5% <0.001 

Anxiety diagnosis  28.5%  19.1% <0.001 

Depression diagnosis  48.7%  45.5% 0.003 

Serious mental illness diagnosis  12.1%  14.4% <0.001 

Moderate/severe cognitive impairment  27.0%  26.1% 0.31 

Dementia diagnosis  43.5%  39.8% <0.001 

Facility Characteristic      

Ownership      

   Non-profit   66.1%  57.7% <0.001 

   For-profit    26.5%  35.6%  

   Government    7.4%  6.7%  

Affiliation       

   Chain  56.5%  58.1% 0.13 

   Hospital  13.2%  10.8% <0.001 

Number of active beds 87.9 (51.4)  90.3 (53.2)  0.033 

Occupancy   86.0%  85.2% <0.001 

Percent private rooms  57.0%  53.0% <0.001 

High proportion BIPOC facilityb  9.0%  17.0% <0.001 

Location      

   Metropolitan  57.9%  61.4% <0.001 

   Micropolitan  17.3%  16.6%  
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   Rural  24.8%  22.0%  

Minnesota acuity scorec 1.01 (0.12)  1.01 (0.14)  0.37 

Payment source      

   Percent Medicare resident days  9.3%  9.0% 0.011 

   Percent Medicaid resident days  55.4%  57.9% <0.001 

Facility staffing      

   Registered nurse HPRD 0.53 (0.25)  0.54 (0.27)  0.62 

   Licensed practical nurse HPRD 0.69 (0.25)  0.69 (0.25)  0.64 

   Certified nursing assistant HPRD 2.22 (0.49)  2.13 (0.56)  <0.001 

   Activities HPRD 0.25 (0.11)  0.26 (0.11)  <0.001 

   Mental health/Social worker HPRD 0.13 (0.08)  0.14 (0.13)  <0.001 

Staff retentiond  69.1%  67.9% <0.001 

Quality of care ratinge      

   1 star  5.9%  6.6% 0.084 

   2 stars  23.7%  25.6%  

   3 stars  36.9%  35.7%  

   4 stars  27.7%  26.3%  

   5 stars  5.9%  5.8%  

Notes. ADL=activities of daily living; BIPOC=Black, Indigenous, people of color. 

a ADL scores 0-28; higher scores=greater ADL needs. 

b Nursing home with ≥13.6% Black, Indigenous, people of color (BIPOC) residents. 

c Average resident acuity per facility; resident acuity is based on the RUG-IV classification system (mean facility score: 1.015; 

facility range 0.5-1.5; higher scores=higher resident acuity) 

d Percentage of all staff continuing to work in the facility each year. 

e Publicly reported star rating (1-5 stars; 5=highest rating) based on 21 measures related to the quality of care provided to long-

stay residents (Minnesota Nursing Home Report Card, https://nhreportcard.dhs.mn.gov/). 
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Figure 1. Difference Between Men‟s and Women‟s Adjusted Quality of Life Scores. 

 

Notes. QoL=quality of life. ADL=activities of daily living; BIPOC=Black, Indigenous, people of 

color. Quality of life scores have been adjusted for individual characteristics, including age, race, 

marital status, length of stay, ADL score, behavioral symptoms, mental health diagnoses, cognitive 

impairment/ dementia; and facility characteristics, including profit/non-profit status, chain/hospital 

affiliation, size, occupancy rate, % private rooms, % BIPOC residents, rural/urban geography, 

average resident acuity (per facility), Medicare/Medicaid coverage, staffing levels, staff retention, and 

quality of care rating.  

* p < 0.05; ** p <0.01; *** p <0.001. 
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Figure 1 
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