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Abstract
Background  Retirement homes are an essential support for many older adults as they age. However, retirement 
homes may not be an option for all, particularly adults with low socioeconomic status or those from linguistic or 
visible minority groups, in jurisdictions where there are high out-of-pocket costs and limited availability of language- 
and culturally-concordant home options. Research examining health inequities in facility-based care for older adults 
has largely focused on the long-term care sector leaving a gap in knowledge and understanding about the care 
experiences and health outcomes of retirement home residents. The overall aim of this project is to build an evidence 
base and provide policy recommendations to improve equity in the retirement home sector in Ontario, Canada.

Methods  We will conduct a multi-phase sequential mixed methods study involving both quantitative and qualitative 
data. Phase 1 will involve consulting on social and systemic barriers to equity in RHs with our Community Advisory 
Committee members and advocacy group collaborators. In phase 2, we will lead retrospective cohort studies using 
Ontario health administrative data to describe and evaluate differences in rates of RH vs. LTC use and differences 
in healthcare outcomes. In Phase 3, we will conduct semi-structured interviews with older adults and their family 
partners preparing to enter or having already entered, facility-based care within the prior 6 months to investigate 
how individuals’ social identity, including language and income, and pragmatic considerations shape decision-
making regarding the transition to facility-based care, including choices between retirement homes and long-term 
care. Findings from Phases 1,2 and 3 will be contextualized in Phase 4 with decision-maker knowledge users, such as 
from the Retirement Home Regulatory Authority and Ontario Ministries of Health, Long-term Care, and Seniors and 
Accessibility.

Discussion  This project will leverage the existing momentum for long-term care reform where evidence of 
health inequities is well documented, to engage in research in a neighbouring sector that serves older adults with 
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Background
Retirement homes (RHs) respond to key priorities on 
Canadian provincial health policy agendas, includ-
ing aging in the right place, addressing health human 
resource shortages and emergency room overcrowding, 
and diverting pressure from the long-term care (LTC, 
also known as nursing homes) sector [1, 2]. Licensed RH 
capture a wide variety of retirement living in Ontario, 
from highly independent residents to residents living 
with very high acute needs [3]. RH are often considered 
or called assisted living in other provinces, and assisted 
living in other provinces correlates to a subset of retire-
ment homes in Ontario [4], however they are not the 
same thing, causing lots of complexity and difficulty 
around labeling in this sector.

RHs are essential to supporting older adults to age in 
their preferred place. In the Ontario context, all RHs 
are regulated, licensed congregate living settings that 
must provide a minimum of two of the thirteen pro-
vincially regulated care services to at least six residents 
over the age of 65. [5] These care services include “(a) a 
prescribed health care service provided by a member 
of a College as defined in the Regulated Health Profes-
sions Act, 1991, (b) administration of a drug, as defined 
in the Drug and Pharmacies Regulation Act, or another 
substance, (c) assistance with feeding, (d) assistance with 
bathing, (e) continence care, (f ) assistance with dressing, 
(g) assistance with personal hygiene, (h) assistance with 
ambulation, (i) provision of a meal, or (j) any other ser-
vice prescribed as a care service, but does not include any 
service that is prescribed as not being a care service [6].” 
Together with a range of care services available for pur-
chase, these homes are meant to support residents seek-
ing independent living with minimum support, according 
to the legislation which states that RHs are “to be oper-
ated so that it is a place where residents live with dignity, 
respect, privacy and autonomy, in security, safety and 
comfort and can make informed choices about their care 
options [6].”

As the Canadian population ages and LTC wait lists 
grow ​[7], RHs across the country are increasingly serv-
ing as a LTC substitute, as the populations residing in 
RH compared to LTC have [8, 9] similar sociodemo-
graphic characteristics and clinical comorbidities [4]. 
The demand for RHs in Ontario is at an all-time high [10] 
particularly given the passage of the More Beds, Better 
Care Act (2022) [11],​ which enables hospitals to assign 
and move patients from alternate level of care hospital 

beds into LTC without their consent. Alternate level of 
care (ALC) is used to describe situations where a patient 
occupies a hospital bed but no longer requires the level of 
care provided in the hospital setting [12]. To avoid this, 
individuals with financial means may pre-emptively seek 
out residence in a RH, rather than risk being admitted to 
a LTC facility that is not of their choosing.

Unlike LTC homes in Ontario which utilize both gov-
ernment funding and resident contributions, RHs in the 
province are not publicly subsidized. RHs are operated 
by private, often for-profit providers. With room, board, 
and care being paid out-of-pocket by residents, the pri-
vate costs of RH living in Ontario are substantial, aver-
aging between $3,800 and $5,300 CAD per month [4]. 
Due in part to the high costs and limited availability of 
language- and culturally-concordant RHs [13, 14], RHs 
are not an option for all older adults, particularly those 
with low socio-economic status or from linguistic and/
or visible minority groups. Most new residents of RHs 
are women with cognitive impairments [15]. Historically, 
many older adults from marginalized groups may choose 
to stay in their homes or to be cared for by their fami-
lies, even when their level of care may exceed the sup-
port available to them in the community [13]. With this, 
instead of moving early to retirement homes, while needs 
are lower, they may end up moving the LTC later, with 
higher, and more complex health issues. Despite older 
Canadian’s preference to age in their homes [16] and 
government support for aging at home, there remains a 
growing need to provide high-quality facility-based care 
for older adults experiencing worsening health that pre-
vents them from remaining at home. ​​ With the promise 
for health reform to be evidence-based and patient-cen-
tered [2], the omission of RH from the political agenda is 
concerning when the demographics of RH residents are 
becoming increasingly similar to LTC residents in terms 
of healthcare needs, yet funding remains focused solely 
on LTC and not RH. [3, 4].

Research in Canada examining health inequities in 
facility-based care for older adults has largely focused on 
the LTC population rather than RHs. In the few European 
and American studies that focus on RHs, care dispari-
ties or inequities in RH use such as among black older 
adults and individuals living in low socioeconomic status 
(SES) households, among others have been suggested [13, 
14]. In this project we focus on improving health equity, 
which we define as ensuring that individuals have a fair 
opportunity to reach their fullest health potential by 

increasingly similar health profiles and complexities. We will disseminate contextualized policy options to both 
provincial-level decision-makers and community knowledge user partners to help inform future work on equity in 
retirement homes at different levels of governance.
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reducing avoidable barriers to care, according to Public 
Health Ontario [17]. ​Health inequities impose substan-
tial social and economic burdens on both individuals 
and societies. In the context of health and social care, 
services that disproportionately benefit individuals with 
higher socioeconomic status, along with other privi-
leged groups, exacerbate inequities in health outcomes 
[13, 14, 18, 19]. This gap may be reduced if services are 
reformed using an “equity lens” to ensure greater access 
to services for hard-to-reach groups and to avoid service-
generated inequalities​ [20]. Research and policy work on 
RHs, guided by an equity lens, is essential to ensure that 
RHs can help meet the needs of the province’s diverse 
aging population.​​​​ This project will build an evidence base 
that can be used to develop equitable policies to improve 
access to care for older adults in RHs in Ontario.

Research objectives
There are four phases and four objectives:

PHASE 1. 

Objective 1: Identify social and systemic barriers 
to equity in RHs in Ontario.

PHASE 2. 

Objective 2a: Describe and evaluate differences in 
rates of RH vs. LTC use among older adults who 
have similar functional and cognitive limitations 
and are using publicly subsidized homecare 
services according to their social identity factors, 
including rates of admission from the community 
and the rates of exit into LTC facilities from RH.
Objective 2b: Describe and evaluate differences in 
healthcare utilization (e.g., emergency room visits, 
hospitalizations, primary care visits) for older 
adults in RHs according to their social identity 
factors. We will also examine modifiable factors 
(e.g., home care involvement, primary care access) 
associated with healthcare utilization.

PHASE 3. 

Objective 3: Investigate how social identity 
factors, including those evaluated in Obj. 2 as 
well as those not captured in administrative 
data are perceived by older adults and their 
family caregivers as intersecting with pragmatic 
considerations (e.g., health status, cost, moving 
close to a family member, or waitlist length) 
to shape their decision-making regarding the 
transition to facility-based care.

PHASE 4. 

Objective 4: Contextualize findings from Phases 
1 & 2 through discussions with decision-maker 
knowledge users and situate findings in existing 
legislative and regulatory contexts.

Methods
Study design
We will conduct a multi-phase sequential mixed methods 
design study with qualitative data collection (Phase 1), 
followed by quantitative data collection (Phase 2), quali-
tative data collection again (Phase 3), and conclude with a 
final phase where qualitative data will be collected and all 
results contextualized (Phase 4). This protocol was sub-
mitted as part of the grant application package for a study 
which has been externally peer-reviewed and funded by 
a Canadian Institutes of Health Research Project Grant 
(PJT 191698), 2024–2028. We will start with qualitative 
data collection to identify social identity factors connect-
ing to social and structural systems of oppression, then 
based on the prioritized social identity factors identified 
in phase 1, phase 2 will describe and evaluate differences 
in RH vs. LTC use and healthcare outcomes. Phase 3 will 
use qualitative methods again to explore specific aspects 
or nuances revealed by the initial qualitative and quan-
titative data with RH residents and families. This work 
will be informed by people with experience living in 
and accessing RH, policymakers, hospital and RH part-
ners, and population-based data. See Fig. 1 for the study 
diagram.

Theoretical framework
This project will be guided by an intersectionality ana-
lytical lens. This framework describes how overlapping 
social identities relate to social structures of racism and 
oppression [21] to result in the unjust treatment of peo-
ple. We will apply an equity lens using the social determi-
nants of health framework [22], to identify health equity 
issues and affected populations to guide the project 
design; measure and evaluate outcomes and impacts on 
health disparities; interpret findings in relation to issues 
of social location, power, and privilege; identify opportu-
nities for policy improvement in partnership with com-
munity stakeholders to maximize buy-in and uptake; and 
advocate for meaningful change by disseminating find-
ings and policy recommendations to relevant audiences 
and stakeholders, including policymakers. This project 
will operationalize an intersectional logic to understand 
how individual social identities (such as gender, race, eth-
nicity, income status, and language) intersect with con-
textual variables (such as the location of the home, cost, 
and proximity to a family caregiver) within existing social 
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systems to shape older adults’ access to, and health out-
comes in, RHs.

Governance structure
This project is guided by a six-person Community Advi-
sory Committee (CAC) that reflects a diversity of social 
identities, genders, and perspectives of the many stake-
holders and persons with lived experience who are inter-
ested in improving equity in the RH sector. The CAC will 
guide the research team with their perspectives on the 
social and systemic barriers to equity in RHs in Ontario 
to ensure the program reflects the experiences of those 
who live and work in RHs. Working alongside the CAC 
is a diverse research team including CW and KKM. CW 
will lead the quantitative portions of the project, under 
the mentorship of AC, a quantitative methods expert. 
KKM will lead the qualitative portions of the project, 
under the supervision of SI, a qualitative and mixed 
methods expert. CW and KKM will be the primary con-
nections to the CAC, bringing their advice and guidance 
back to the broader research team and knowledge users. 
Knowledge users have been involved in the development 
of the research protocol and will be engaged in the entire 
research process as we seek their consistent feedback.

PHASE 1: community engagement
Objective 1: Consult with CAC members and advocacy group 
collaborators to identify social and systemic barriers to 
equity in RHs in Ontario
Phase 1 will use a Reflexive Thematic Analysis (RTA) 
study design as developed by Braun and Clarke [23, 
24].  We will use interviews as the qualitative data col-
lection method to identify social and systemic barriers, 
including sex and gender, to equitable access, care, and 
quality in RHs in Ontario by soliciting the perspectives 
of our six CAC members and four advocacy group col-
laborators (AdvantAge Ontario, Care Watch, Carefor 
Health & Community Services, and Ontario Retirement 
Communities Association). These key informants (n = 10) 
were selected because of their significant experience in 
the RH sector (Appendix 1). We will conduct consulta-
tions via virtual interviews (duration 1-hr). This study has 
been approved by the Bruyère Health Research Ethics 
Board (M16-24-020) and informed consent will be col-
lected before data collection. CAC members will receive 
a $1,000 honorarium/year in reciprocity for their time 
and other interview participants will receive a small hon-
orarium in the form of a $50 gift card in reciprocity for 
their time and knowledge.

Fig. 1  Study diagram
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The interviews aim to engage experts in discussions of 
priorities for the project given their different perspec-
tives and experiences living/working in RHs and solicit 
their perspectives on the key social and systemic barri-
ers to equity in the sector. Consistent with best practices 
in qualitative research methods [25] and to facilitate 
participant-driven data, a flexible, semi-structured con-
sultation guide using open-ended questions will be used 
(Appendix 2). The consultations will be audio-recorded 
and transcribed verbatim. To support rigor, interviewers 
will engage in reflexive journaling after each consultation 
[26]. This technique will allow for a log of interview pro-
cedures, methodological decision points, evolving per-
ceptions (e.g., of power dynamics among participants and 
possible implications), and personal introspections as 
meaning is made from the data [27]. 

Data from interviews and journals will be analyzed 
using Braun and Clarke’s​​ RTA approach [24]. RTA is 
used to describe how individuals experience a certain 
phenomenon through an interpretive approach that 
facilitates the identification of themes across experi-
ences [28]. RTA is a six-phase recursive and iterative 
process [27–31]  that involves familiarizing ourselves 
with the data, coding to produce descriptive labels 
for pieces of information of relevance to the research 
aim, generating themes by reviewing, analyzing, and 
combining the coded data to communicate something 
meaningful to addressing our research aim, reviewing 
potential themes to assess whether they provide the 
most apt interpretation of the data in relation to our 
aim, defining and naming themes, and finally, produc-
ing a report describing findings. Coding reliability tech-
niques are inconsistent with the RTA method [32]. The 
team will leverage multiple coders to sense-check ideas 
or explore multiple interpretations of the data. In addi-
tion, since codes and themes evolve over the course of 
the analysis, the research team will use memos during 
coding and analysis to document developing interpre-
tations[33]. Memos will be recorded in the MAXQDA 
software. The use of techniques such as having multiple 
coders, memo taking, triangulation of data sources, and 
reflexivity to identify researcher biases will establish 
rigor and trustworthiness in this project’s qualitative 
components. The dominant themes identified in these 
CAC and advocacy group consultations will guide the 
research team in the selection of social identity factors 
to study in Phase 2.

PHASE 2: quantitative evidence generation and evaluation
Phase 2 uses an explanatory sequential mixed methods 
design [34] moving from quantitative to qualitative data 
collection and analysis.

Objective 2: quantitative analysis of health administrative 
data
Data sources and linkage  Routinely collected health 
administrative databases from ICES (previously known as 
the Institute for Clinical Evaluative Sciences) and provided 
by the Retirement Home Regulatory Authority (RHRA) 
in Ontario will be used to conduct a series of retrospec-
tive cohort studies. ICES data holdings cover a compre-
hensive set of healthcare sectors in the province, with 
population-level demographics, healthcare utilization, 
and clinical data for all Ontario residents. Key ICES data 
sources include demographic data, RH facility informa-
tion (e.g., postal codes), home care assessment and service 
data, long-term care admission and assessment records, 
census data, hospitalization discharge records, emergency 
department visit records, and physician claims. Individ-
ual records are linked within and across databases using 
encrypted identifiers.

Study population  In Obj. 2(a), we will study transitions 
into RHs among adults age 65 + who were residing in a 
private home and receiving publicly-funded home care 
in Ontario between 2015 and 2021 [35]. Our rationale 
for restricting the study population to home care clients 
is that for older adults receiving home care services (vs. 
those not receiving home care), the decision to enter RH 
may be driven more by increasing care needs (e.g., increas-
ing frailty) than preferences, and be more time sensitive as 
they are increasingly unable to live independently at home. 
Inequities in RH use are expected to be most evident in this 
group. Those receiving home care would have also received 
a Resident Assessment Instrument (RAI), an assessment 
provided to residents at the beginning of receiving care, at 
least once a year thereafter, and whenever there is a sig-
nificant change in their condition, to create personalized, 
restorative care plans [36]. The RAI provides rich informa-
tion on residents’ functional, cognitive, and other impair-
ments which allows us to compare them to LTC residents 
who also receive RAI assessments. The study population 
will include new home care clients within the study period, 
with the admission date being the study index date.

For Obj. 2(b), the study population will include adults 
age 65 + residing in an Ontario RH between 2015 and 
2021. The index date will be January 1, 2015, or the RH 
admission date, for those who entered after January 1, 
2015. We will use an established approach, developed 
by members of the study team [37], to identify residents 
of retirement facilities based on one of two criteria: (1) 
an individual’s postal code matches the unique postal 
code (i.e., 1 address per postal code) of an RH, or (2) an 
individual’s postal code matches the non-unique postal 
code (i.e., ≥ 1 addresses per postal code) of a RH, and 
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the individual was receiving home care with the location 
documented as a RH. Individuals residing in RHs that 
share a postal code with an LTC facility will be excluded. 
Cohorts developed using this definition correspond in 
size to estimates of the Ontario RH population and have 
similar expected characteristics (e.g., average age) [38].

Study variables
Social identity factors  Several social identity factors are 
captured in the administrative data. We will focus our 
analyses on the identity factors that are both identified 
as connecting to social and structural systems of oppres-
sion in our Phase 1 consultations and are available as part 
of the ICES data repository. Some variables are captured 
only in data from routinely collected home care assess-
ments. Our Obj. 2(a) study population will include RH 
residents who receive home care and will therefore have 
data on these variables. Our Obj. 2(b) study population 
will include all RH residents, of which we expect approxi-
mately 50% to receive home care and therefore have data 
on these variables. Identity factors that are not collected 
in ICES (e.g., gender, race, ethnicity) but were identified in 
the Obj 1 consultations will be explored in Obj 3.

Identify factor Where the data will be ascertained from
Income Measured using Canadian census data. Quin-

tiles of median household income for census 
dissemination areas (roughly 400–700 individu-
als) will be assigned to individuals based on 
their home postal code at index (Obj. 2(a)) or 
prior to RH entry (Obj. 2(b)).

Language Recorded in home care assessment data and 
categorized as Anglophone, Francophone, 
or Allophone (i.e., individuals whose mother 
tongue is not English or French). We will 
explore specific linguistic subgroups within the 
Allophone group, as the sample size allows.

Age and Sex Via the Registered Persons Database (gender is 
not currently captured).

Marginalization Based on the Ontario Marginalization Index 
(ON-MARG). This index uses Canadian census 
data to capture four domains of marginaliza-
tion, including (1) Households and Dwellings 
(2) Material Resources (3) Age and Labour Force, 
and (4) Racialized and Newcomer Populations. 
Quintiles for each dimension will be assigned 
based on home postal code at index (Obj. 2(a)) 
or prior to retirement entry (Obj. 2(b)).

Immigration status From the Immigration, Refugees and Citizen-
ship Canada (IRCC) database, and categorized 
as < 5, 5–10, or > 10 years since immigration, or 
Canadian-born/long-standing residents.

Rurality [39] Measured using a definition that classifies 
areas into four categories across the urban/
rural continuum according to population size, 
population density, and integration of rural and 
urban areas. The categories include (1) Large 
urban population center.

Identify factor Where the data will be ascertained from
(2) Medium/small population center within a 
census metropolitan area or census agglomera-
tion, (3) Rural area within a census metropolitan 
area or census agglomeration with strong 
metropolitan influence, and (4) Area with mod-
erate, weak or no metropolitan influence and 
rural and remote areas. Rurality will be assigned 
to individuals based on home postal codes at 
index (Obj. 2(a)) or prior to RH entry (Obj. 2(b)).

Education and Marital 
status

As recorded in home care assessments. Educa-
tion (no schooling, 8th grade or less, 9th-11th 
grade, high school, technical or trade school, 
some college/university, diploma/bachelor’s 
degree, graduate degree or unknown) and 
marital status (married, separated/divorced, 
widowed, and never married).

Outcomes

 	• RH admission: The outcome in Obj. 2(a) will be entry 
into a RH in 5 years from index. As a competing 
event, we will also capture LTC admission, as we 
expect that individuals from equity-deserving groups 
may be more likely to enter LTC vs. RH, given 
barriers to RHs (e.g., costs).

 	• Healthcare outcomes: The outcomes in Obj. 2(b) 
will be rates of emergency department visits, 
hospitalizations, and primary care visits. We will 
describe reasons for healthcare utilization (e.g., 
hospitalizations for ambulatory care sensitive 
conditions [40] or medication-related adverse 
events) to contextualize our findings.

Additional covariates
These variables will be measured at index date and ana-
lyzed as confounders of associations between social iden-
tity factors and study outcomes (Obj. 2(a) and (b)), and as 
predictors of health outcomes (Obj. 2b). This is important 
in being able to compare ‘like’ residents in RH and LTC.

 	• Chronic conditions and multimorbidity, including 
the presence and count of specific conditions 
[41–49].

 	• Health instability from home care assessments, 
measured using the Changes in Health, End-Stage 
Disease, and Signs and Symptoms (CHESS) scale 
[50], scored from 0 (stable) to 5 (high degree of 
instability).

 	• Cognition from home care assessments, measured 
using the Cognitive Performance Scale [51] and 
scored from 0 (intact) to 6 (very severe impairment).

 	• Functional independence in activities of daily living 
(ADLs) and instrumental ADLs (IADLs), scored 
from 0 (independent) to 6 (dependent) and measured 
using home care assessment data.
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 	• Communication and vision, including whether 
the individual can make themselves understood, 
understand others, and has difficulty hearing or 
seeing, as documented on home care assessments.

 	• Mobility is based on whether individuals walk with 
or without assistive devices (e.g., walker), use a 
wheelchair, or are bedbound, as documented on 
home care assessments.

 	• Caregiver support, as documented in home care 
assessments. We will measure the presence of 
informal caregivers, their relationship to the 
individual, whether they live with the individual, 
whether caregivers have expressed feelings of distress 
or are unable to continue providing care, and their 
caregiving burden.

 	• Family physician rostering. We will identify whether 
individuals are rostered to a family physician, are 
unrostered but with a usual provider of primary care 
or have no usual provider of primary care.

 	• Home care support, based on the types (e.g., nursing, 
personal support worker) and intensity (e.g., hours of 
care per week) of home care services received.

Statistical analysis
We will describe the study populations using descriptive 
statistics and standardized differences. For Obj. 2(a), we 
will describe the proportion of individuals who entered 
RHs during follow-up and the distribution of the time to 
entry and length of stay, overall and by prioritized social 
identity factor(s). We will use descriptive statistics, bivar-
iate tests (e.g., log-rank test), and multivariable cause-
specific Cox proportional hazards regression to describe 
and evaluate associations of social identity factor(s) with 
time to RH entry. We will treat LTC admission and death 
as competing events. For Obj. 2(b), we will describe the 
distribution of health outcomes, including rates of hos-
pitalizations, emergency department visits, and primary 
care visits, overall and by prioritizing social identity 
factor(s). As previously described, the analyses for Obj. 
2(b) will focus on those social identity factor(s) priori-
tized by our CAC in Obj. 1. If the social identity factors of 
interest require home care data for measurement, we will 
restrict our cohort to the 50% subset of RH residents who 
receive home care; otherwise, the entire study population 
will be analyzed. We will use descriptive statistics, bivari-
ate tests, and multivariable Poisson regression to examine 
associations of social identity factors with health out-
comes, as well as to examine other predictors of health 
outcomes. For all regression analyses, confounders will be 
included in fully adjusted models based on prior evidence 
of their association with the exposures and outcome. We 
will use e-values to quantify the minimum strength of an 
unmeasured confounder required to nullify any observed 

associations [52]. If the CAC identifies social identity fac-
tors that are not available in ICES data, those factors will 
be explored to a greater extent in phase 3, during inter-
views with residents and their families.

We will use interaction analysis to explore whether 
outcomes differ across unique intersectional identities 
(e.g., income and immigrant status, education, and lan-
guage). We will identify interactions of interest a priori 
based on consultation with our CAC and use established 
approaches [53, 54] ​​to evaluate and report on intersec-
tional effects.

PHASE 3: qualitative evidence generation
Objective 3: qualitative analysis of interviews with older 
adults and family caregivers
This qualitative objective will use an RTA study design 
and semi-structured virtual individual or dyadic inter-
views (n = 9–17). We will undertake an in-depth investi-
gation asking how older adults and their family caregivers 
perceive how (a) the social identity factor(s) evaluated in 
Obj 2 intersect with (b) social identities not available in 
the health administrative data (e.g., gender, race, ethnic-
ity) and (c) pragmatic considerations (e.g., cost, moving 
close to a family member, or waitlist length) to shape 
their decision-making process regarding their transition 
to facility-based care. The study population will be older 
adults (65+) who have moved from home or ALC into 
facility-based care within the past 6 months. The CAC 
will help determine a sampling strategy based on their 
prioritization of the social identity factors evaluated in 
Obj. 2. For example, if the CAC determines minority lin-
guistic status is a factor of key importance, we will focus 
on recruiting older adults for whom English is not their 
primary language.

We have partners in place to assist with the recruit-
ment of participants, either by providing access to their 
RHs, facilitating partnerships with other RHs in their 
networks, facilitating connections with hospital staff 
responsible for ALC discharge, and with minority pop-
ulations. Obj 3 will use purposive sampling to collect a 
gender-diverse sample and will prioritize the voices of 
women and ethnic minorities as groups more likely to 
have experienced gender- or race-based oppression. We 
will aim for an a priori sample size of 9–17 interviews 
[55] in recognition that saturation is “the gold standard 
by which purposive sample sizes are determined in health 
science research” [56],  to seek theoretical saturation 
when sampling in Obj 3. Theoretical saturation occurs 
when the complete range of constructs that make up the 
theory is fully represented by the data. In our project, we 
will determine that saturation has been reached when we 
have sufficient data to illustrate intersectionality theory 
[21]. Interviewers will conduct 1-hour virtual individual 
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or dyadic interviews with older adults and their family 
caregiver (when possible) using the same RTA data analy-
sis techniques outlined in Obj 1.[57].

PHASE 4: contextualization of findings
Objective 4: Contextualize findings with knowledge users and 
situate findings in Ontario’s RH legislative and regulatory 
context
This qualitative objective will use an RTA study design 
with 1-hour semi-structured virtual focus groups with 
policymaker knowledge users (n = 8). We will contextu-
alize our findings from Phase 2 by inviting 2 knowledge 
users from each of the Retirement Homes Regulatory 
Authority, and the Ontario Ministries of Health, Long-
term Care, and Seniors and Accessibility to participate in 
focus groups by organization to discuss results and inter-
pretation and see if they resonate with their professional 
experience. The focus groups aim to situate our findings 
within the current legislative and regulatory context of 
the RH sector in Ontario and illuminate opportunities 
for evidence-based, equity-focused RH reform. Obj 4 will 
provide the context needed to ensure that our policy rec-
ommendations align with, and/or address gaps in, gov-
ernment or institutions’ strategic priorities with regard to 
equity in RHs. This will increase the likelihood that they 
will influence change.

Data integration across all phases  Will be accomplished 
by: Firstly, linking the themes from Objective 1 (Obj 1) to 
the quantitative variables that will be analyzed in Objective 
2 (Obj 2). Then, designing a joint display to visually show 
how the themes from Obj 1 connect to the specific ele-
ments of the quantitative data in Obj 2. Next, analyzing the 
results from Obj 2 and interpreting how they support or 
challenge the themes from Obj 1, highlighting any statisti-
cal findings that need further explanation. In Objective 3 
(Obj 3), designing qualitative research to explore questions 
that require deeper analysis. Creating another joint display 
that shows how the qualitative results from Obj 3 enhance 
the quantitative findings from Obj 2. For Objective 4 (Obj 
4), designing qualitative research to help contextualize the 
findings from Obj 1–3. Interpreting how the qualitative 
results in Obj 4 add value to the overall understanding. 
Finally, bringing the results from all four objectives to the 
CAC to help shape our knowledge-sharing strategy at the 
end of the grant. This process will involve the co-develop-
ment of policy options for improving equitable access, use, 
choice, and care quality in the RH sector with our commu-
nity partners. See Fig. 1 study diagram.

Knowledge Mobilization   Our knowledge mobilization 
plan will ensure that our work benefits our community 
partners and is disseminated to various levels of govern-
ment policymakers. The research team will engage with 

our CAC (n=6), RH staff (n=3–5), and hospital staff (n=3–
5) to co-develop policy recommendations for reform at 
both the provincial and community levels. At the end of 
the grant, the research team will hold a half-day in-person 
workshop with the leadership team and staff members 
at each of our project partner sites - Carefor Health and 
Community Services and the Montfort Hospital. These 
workshops will be used to discuss the applicability of our 
project findings to their organizational context and to co-
develop policy and practice recommendations relevant 
to their organization, which would then be transferable 
to other similar organizations within Ontario and poten-
tially other provinces. The materials will be tailored to the 
specific context and scope of each of our partner organi-
zations. We will also hold a half-day in-person workshop 
with our CAC members focused on co-developing policy 
recommendations targeted at key decision-makers.

Discussion
Impact
This project will leverage the existing momentum for 
equity-focused reform in LTC to meet the needs of an 
aging society. While evidence of health inequities is well 
documented and existing health administrative data in 
Ontario is of high quality, there continue to be limitations 
for understanding the nuances of the many intersecting 
variables impacting the health of RH residents. Using a 
multiphase, mixed methods study design, this project 
will leverage a variety of methods to address a complex 
problem that can only be understood through a multitude 
of approaches and data types. We will disseminate key 
learnings and recommendations and contextualized pol-
icy options to both provincial-level decision-makers and 
community knowledge user partners to help inform future 
work on equity in RHs at different levels of governance in 
Ontario. We will also disseminate our findings directly to 
RHs and hospitals to inform their plans for dealing with 
mandatory ALC transfers through the More Beds, Better 
Care Act. [6] By meaningfully involving equity-deserving 
groups throughout the research process (e.g., through 
membership in our CAC, in co-developing policy recom-
mendations) this project will connect and empower these 
communities so that the impact may go beyond the scope 
of the study. Finally, this project provides an opportunity 
for researchers to work collaboratively with community 
and policymaker partners to develop effective working 
relationships that will form the basis for continued col-
laboration and advocacy for equity in RH care.

Anticipated challenges and mitigation strategies
Identity factors in administrative data
Ontario has the most developed linked population-based 
health administrative data in Canada. However, we are 
still unable to capture many identified factors including 
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but not limited to gender, race, and ethnicity. We are also 
only able to measure certain identity factors among indi-
viduals receiving home care (100% of the Obj. 2(a) study 
population, approximately 50% of RH residents in Obj. 
2(b) study population). This is a limitation of the Obj 2(b) 
quantitative analysis that we will offset in two ways. First, 
for the Obj. 2(b) analyses that are restricted to the sub-
group of RH residents receiving home care, we will exam-
ine differences in that group compared to RH residents 
not receiving home care. We will consider how any differ-
ences in these groups may impact our results and contex-
tualize our findings accordingly. Second, we have included 
several qualitative streams/objectives in this project, 
which will allow us to examine factors that are currently 
unmeasurable in the population-level administrative data 
among a purposive subset of our target population.

Identifying RH residents
We will be unable to identify RH residents who reside in 
homes with non-unique postal codes and who were not 
receiving home care. This group is estimated to represent 
approximately 10% of the RH population.

Recruitment of RH residents
This population can be hard-to-reach, and thus difficult 
to recruit for qualitative analyses. To mitigate this, we 
have partnered with Carefor and the Montfort Hospital 
to assist with recruitment and building partnerships with 
other RHs who can help recruit. We have also allocated a 
long recruitment window of 12 months.

Impacts of COVID-19
Our study population in Obj. 2 will include individuals 
who entered RHs and/or received care in RHs during 
the COVID-19 pandemic. The pandemic had substantial 
impacts on transitions into congregate settings. Older 
adults may have avoided RHs given the increased risk of 
infection in congregate settings. LTC homes were also 
less accessible as new admissions were paused at times 
of outbreaks. Staffing shortages may also have impacted 
care quality in RHs. We will explore the impacts of 
COVID-19 in Obj. 2 via sensitivity analyses where we 
look at care transitions, quality, and outcomes sepa-
rately before and during the COVID-19 pandemic. If we 
observe differences between the time periods, we will 
report on them separately.

Conclusion
This study will help us to better understand the differ-
ences that exist in access, choice, and care quality when 
Ontarians move from a private home to either a RH or a 
LTC home. This evidence base is novel and will be instru-
mental in informing the work of the policymakers in areas 
such as aging in the right place, addressing health human 

resource shortages and emergency room overcrowding, 
and diverting pressure from the LTC sector [1, 2]. A bet-
ter understanding of how issues of equity and diversity 
impact people’s experiences accessing and receiving care 
in RHs will shed light on what kinds of reforms could help 
to make RHs a more desirable place to age for the increas-
ing number of older adults from diverse groups.

Appendix 1

Objective 1 key informants

Role Individual or organization
CAC Retirement home resident partner
CAC Older adult caregiver partner
CAC Sunnybrook, geriatrician
CAC Health and wellness manager at the Carp Commons 

Retirement Home
CAC Perley Health, lead of senior living portfolio
CAC Carefor is Eastern Ontario’s largest not-for-profit 

charitable organization that provides home-, commu-
nity-, institution-, and clinic-level health services and 
programs to older adults. They offer a vast range of 
services and programs that includes, but is not limited 
to, personal support services, in-home care, social and 
exercise activities, rehabilitation, respite care, palliative 
care, and retirement homes.

Key informant AdvantAge Ontario is a not-for-profit organization that 
advocates for not-for-profit care and housing of older 
adults by voicing their opinion on policies, building 
community relationships, and ensuring a thriving busi-
ness practice. They are proponents of not-for-profit 
care and aim to educate stakeholders/partners about 
its merits and positive impacts on seniors.

Key informant Care Watch is a not-for-profit advocacy organization 
that advocates for equitable, accessible, home- and 
community-level services for all older adults. Home 
and community services are provided to older adults 
that allows them to stay in the community easily and 
avoid expensive formal care institutions. Care Watch 
voices their concern on privatization and advocates for 
publicly funded services that are delivered by not-for-
profit providers.

Key informant Ontario Retirement Communities Association represents 
and advocates for licensed retirement communities of 
Ontario by collaborating with the province and stake-
holders to share the needs of the retirement communi-
ties. They provide guidance to retirement homes, share 
and inform RH regulation, and promote the growth 
of the RH sector. The organization works closely with 
health system stakeholders and advocates for publicly 
funded home- and community-care for older adults.

Key informant Retirement Homes Regulatory Authority is an indepen-
dent, self-funded, not-for-profit regulator mandated 
by the government to protect and ensure the safety 
and well-being of seniors living in Ontario’s retirement 
homes under the Retirement Homes Act, 2010. They 
put residents first by ensuring retirement homes follow 
the rules and by sharing unbiased, transparent safety 
information with seniors and their loved ones.
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Appendix 2

Consultation guide

Objective 1: individual consultations with CAC members 
and advocacy groups

Q1. Given our interest in gaining a better 
understanding of the retirement homes sector in 
Ontario, what perspective do you bring to this 
project?
Q2. By equity, we mean that individuals have a fair 
opportunity to reach their fullest health potential 
through the reduction of unnecessary and avoidable 
barriers to care. How do you understand equity in 
the context of the retirement home sector?
Q3: Someone’s social identity is comprised of their 
gender, race, ethnicity, income level, and many other 
factors. In your experience, what aspects of social 
identity have the most significant impact on access 
to, and quality of, care in retirement homes? Explain.
Q4: What are the key influences in decision making 
when older adults and their families must consider 
moving from home to facility-based care? Is this 
different for retirement homes versus nursing 
homes?
Q5: We are very interested in understanding the 
social and structural barriers that cause inequities in 
access to, and quality of, care in retirement homes. 
In your experience, what are the biggest barriers to 
equitable care in the retirement home sector? Do 
these change over time?

Abbreviations
ALC	� Alternate level of care
CAC	� Community advisory committee
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