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Abstract 
 

Despite the firm policy push for Canadian older adults (65+) to continue aging in their 

own homes, relocating to a residential facility (RF) continues to be both a preferred and needs-

driven decision for some older adults. RFs serve as a key factor in supporting the growing older 

population, bridging the gap between one’s home and long-term care facilities. Understanding 

why some older adults choose to relocate to RFs and their geographic residential relocation 

patterns is critical to ensuring that these facilities can effectively support the needs and 

preferences of this population.  

Applying the concept of ‘aging in the right place’, this thesis takes an exploratory 

approach to understanding the demographic profile of older adults living in RFs in Kingston, 

Ontario, and the geographic patterns and what influences their residential relocations. Both 

quantitative and qualitative analyses were performed on the questionnaire responses gathered at 

four RFs in Kingston (n=41). Findings on the demographic profile of the participants aligned 

with the literature that older adults living in RFs are healthier, wealthier, better educated, and of 

a White racial background. Results of the quantitative analysis revealed that the majority of 

participants had relocated from within Kingston, thus continuing to age in place in their 

community. Gender appeared to influence whether one had undergone a health-related 

relocation, with results of the binary logistic regression revealing that males are more likely to 

experience a health-related relocation than a non-health-related relocation. Applying the push 

and pull factor model, individuals who rated their general health as fair, those who did not own 

their previous dwelling, and those who previously lived outside of Kingston were all more likely 

to have relocated because of a pull factor. Content analysis revealed three overarching themes 

pertaining to the most-liked features of RF living and four themes relevant to the least-liked 

features.  

This research highlights the existing need and desire for RFs as an option for older adults 

to age in the right place. The results of this exploratory research call for future research on the 

residential relocation patterns and demographic profile of residents living in RFs in Canada.  

 

Keywords: health geography, geographies of aging, residential facility, residential relocation, 
late-life migration, older adult, aging in place, aging in the right place, gerontology, Canada, 
Ontario, Kingston  
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Chapter 1 

Introduction 

Despite the firm policy push for Canadian older adults (65+) to continue aging in 

their own homes, relocating to a residential facility (RF) continues to be both a preferred 

and needs-driven decision for some older adults. RFs serve as a key factor in supporting 

the growing older population, bridging the gap between one’s home and long-term care 

(LTC) facilities. This thesis is about understanding the socio-demographic characteristics 

of residents living in RFs, why some older adults choose to relocate to RFs, and their 

geographic residential relocation patterns as a critical means to ensuring that these 

facilities can effectively support the needs and preferences of this population.  

The remainder of the chapter is organized in the following way. Section 1.1 

provides a background of projected older Canadian population growth, discusses the 

importance of supporting this growing population, and presents housing as a key feature 

in achieving this outcome. The section ends by providing definitions to key terms used in 

this thesis. Section 1.2 discusses the concepts of ‘aging in place’ (AIP) and ‘aging in the 

right place’ and provides some critical reflection on the shortcomings of AIP. The chapter 

follows by providing an overview of housing options for older adults and discusses the 

concept of residential relocation in later life. Section 1.4 discusses the significance of 

research of the thesis and outlines the three research questions addressed in this thesis.  

1.1 Introductory Background and Key Definitions 

The Canadian population is increasingly becoming older. In the year 2020, it was 

estimated that 18% of the total Canadian population was aged 65 years or older (Statistics 

Canada, 2020). As members of the Baby Boomer generation continue to reach older 
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adulthood, the percentage of Canadians aged 65 years or older is expected to continue 

growing and exceed 20% by the year 2025. Within the older adult cohort (65+), 

individuals aged 80 and older are generally considered most vulnerable thus, requiring 

more care and services provided by caregivers, Non-Government Organizations (NGOs), 

community services and the government (Channer et al., 2020). As life expectancy 

increases, a greater number of individuals are continuing to age into their 80s, 90s and 

past 100 years of age. Those aged 100 years and over, recognized as centenarians, are 

expected to be the fastest growing age cohort in the future (Statistics Canada, 2019). 

Population projections show that by the year 2068, 5.5 million Canadians will be over the 

age of 80 (Statistics Canada, 2020). This demonstrates a significant projected growth, as 

in the year 2018 it was estimated that only 1.6 million individuals were aged 80 years and 

over (Statistics Canada, 2019). Canada is experiencing a rapid growth in the older 

population and this growth is expected to continue into the coming decades. Therefore, it 

is imperative that Canada is properly able to meet the demands of this rapidly growing 

age cohort.  

With the number of older Canadians expected to continue increasing in the coming 

years, a greater number of supportive services and amenities will be needed to meet the 

demands of this population. As one ages, the risk of developing an impairment, physical 

limitation, or chronic health condition also increases. In addition, aging is associated with 

naturally occurring functional, mobility, and cognitive declines. As a result, the older 

population presents a distinct need for specialized services and care, and amenities, such 

as accessible built environments. Although, it is important to also recognize that despite 

this commonality being present among this age cohort, the older population is 
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heterogenous, as each older adult presents their own unique set of needs. It is imperative 

that the amenities and services developed to support the older population carefully align 

with their needs and preferences. Ultimately, following a tailored person-centred 

approach in these efforts can allow older adults to maintain, and at times even regain, 

their independence and quality of life (QoL) (Aminzadeh et al., 2013). Services and 

amenities implemented to meet the holistic needs of older adults, including their physical, 

social, mental, emotional, and spiritual needs, must be provided in the form of equitable 

care delivery, affordable housing options, social integration, and accessible service and 

program delivery (Granbom et al., 2021; Narushima & Kawabata, 2020). Older adults 

must be given a lead voice in the discussion which ultimately dictates how they will 

experience aging.  

 Housing presents as a central theme in the aging discussion. Specifically, the 

place in which one should spend their later years is a key point of contemplation amongst 

older adults, their family members, and caregivers. This concept has also been recognized 

by governments, policymakers, healthcare professionals, and NGOs through the 

discussion of AIP. The Federal/Provincial/Territorial Ministers Responsible for Seniors 

Forum have recognized the concept of AIP as “having the health and social supports and 

services you need to live safely and independently in your home or your community for 

as long as you wish and are able” (Federal/Provincial/Territorial Ministers Responsible 

for Seniors Forum, 2016, p.2). AIP is rooted in the attempt to deinstitutionalize the care 

required in supporting the growing older population and has heavily been promoted by 

governments and policymakers (Dalmer, 2019; Narushima & Kawabata, 2020). Despite 

AIP also being the preferred approach by older adults (Dalmer, 2019), this concept 
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presents its own shortcomings that can limit the ability for older adults to age 

successfully. Using the concept ‘aging in the right place’ (Golant, 2015a), this thesis 

places an emphasis on RFs as an important piece in bridging the gap between living in 

one’s own home and LTC facilities, ultimately, providing older adults with the means to 

maintain their QoL and be supported throughout their aging. This discussion is 

introduced in the following sections. 

Throughout the remainder of the thesis except where others are quoted, the terms 

home, activities of daily living (ADLs), instrumental activities of daily living (IADLs), 

RFs and LTC facilities, formal and informal home care are defined as follows. Home 

refers to the place where an older person lives independently in a community with or 

without informal or formal care. A home may be owned or rented and be a single-family 

dwelling, a shared family dwelling, a townhouse, condominium or apartment. ADLs 

include toileting, continence, transferring, bathing, dressing, and feeding. The term 

IADLs includes using the telephone, shopping, using transportation, preparing food, 

handling medication, housekeeping, doing laundry, and managing finances (Graf, 2008). 

RFs are defined as congregate housing specifically targeted to older adults through 

accessible built environments, accommodations, and the provision of a range of tailored 

care, services, and amenities. RFs provide a spectrum of care levels and services, ranging 

from independent living with minimal support provided, to assisted living where 

residents receive more extensive levels of care, assistance with ADLs, and supervision. In 

Ontario, residents of RFs are required to pay for their care and accommodation (Roblin et 

al., 2019). LTC facilities are defined as congregate housing targeted to individuals who 

require 24-hour care services, frequent support with their ADLs, and ongoing 
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supervision. LTC facilities are required to provide 24-hour monitoring services and care 

to the residents (Government of Ontario, 2014). Residents of LTC facilities must only 

pay for the accommodation as the care is funded by the government (Roblin et al., 2019).  

Formal home care refers to paid home care through either out-of-pocket payments or 

government funding. Informal home care is thus unpaid and can be provided by someone 

including a family member, friend, or neighbour (Lee et al., 2020). 

 1.2 An Analysis of Aging in Place 

The concept of AIP has been present in the literature for several decades. First 

emerging in the 1970s (Golant, 1972; Kennedy & De Jong, 1977), the concept became 

popularized in the 1990s and early 2000s (Bigonesse & Chaudhury, 2020; Forsyth & 

Molinsky, 2021). As described by Bigonesse and Chaudhury in their literature review, 

the concept was adopted as a response to the rapidly growing older population and as an 

effort towards the devolution of public policies and the deinstitutionalization of aging-

related care (Bigonesse & Chaudhury, 2020). This approach has ultimately placed a great 

sum of individual responsibility on older adults, requiring them to engage in considerable 

efforts to fulfill the requirements of successfully AIP (Lee et al., 2020; Martens, 2018; 

Narushima & Kawabata 2020; Robison, et al., 2014; Rosenwohl-Mack et al., 2020). With 

the goals of maintaining independence and autonomy being at the forefront of the 

promotion of AIP, the ability to remain in one’s home or community has been transferred 

into the elements of individual responsibility and self-reliance, rather than being 

presented for what it truly requires – a systemic effort with an extensive public policy 

system (Narushima & Kawabata 2020).  
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AIP has commonly been described as the best ‘choice’ for older adults. However, 

AIP does not present as a choice for every older adult. In order to successfully age in 

place, one requires an accessible built environment, homecare, supportive social 

networks, and the availability of affordable and accessible community services (Ahn et 

al., 2020; Granbom et al., 2021; Mulliner et al., 2020). These requirements especially 

limit the ability for older adults who are considered most vulnerable; individuals 

considered low-income, socially isolated, who are recent immigrants, renters, individuals 

over the age of 80 years, living with disabilities and/or chronic illness or health 

conditions, do not speak English and Black, Indigenous, Persons of Colour (BIPOC) are 

all considered vulnerable and are limited in their ‘choice’ to age in place (Channer et al., 

2020; Weeks & LeBlanc, 2010).  

Moreover, home and community services both play a vital role in the process of AIP. 

These services are provided in Ontario through Home and Community Care Supports 

Services organizations. Older adults must undergo a personal assessment conducted by a 

member of the Home and Community Care Supports Services organization to determine 

whether they qualify for publicly funded services (Government of Canada, 2019). Those 

who do not qualify for government funded services may either be eligible for a co-

payment of community services or must pay out-of-pocket for private services 

(Narushima & Kawabata 2020). This is because home and community care are excluded 

as universally insured services under the Canada Health Act. The lack of affordability 

coupled with a lack of available services has resulted in an inaccessible home and 

community service system for many older adults. Specifically, over one third of older 

adults requiring home care reported not having these needs met, thus placing them at a 
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greater risk to reduced health and wellbeing, and early and unsuitable admission into 

LTC facilities (Gilmour, 2018). The shortcomings of the promotion of AIP have pointed 

to the need for a greater availability of accessible services and amenities to support the 

older population. 

Despite the extensive literature on the concept, researchers have noted that there is a 

lack of consensus on the spaces associated with AIP (Bigonesse & Chaudhury, 2020). 

Some definitions recognize one’s own home as the only space to age in place, while other 

definitions have expanded the scope to also include other spaces in the community except 

LTC, including spaces such as residential facilities (RFs). For the purpose of this thesis, 

the definition stated above and introduced by the Federal/Provincial/Territorial Ministers 

Responsible for Seniors Forum will be used in the discussion of AIP, as this definition 

also includes the community as a space for AIP. In congruence with the discussion above, 

this definition suggests that for an older adult to remain in their home or community, they 

must have access to instrumental supports and services. While the level of health needed 

to be able to live safely and independently can be subjective, this definition also implies 

that older adults are restricted in their ability to remain in their homes or community 

based on their overall health. This definition ultimately acknowledges the enabling 

factors that allow an older adult to age in place, as well as the impeding factors in 

accomplishing this outcome.  

The recognized barriers to an older adult’s ability to age in place ultimately led to the 

development of Golant’s concept of aging in the right place (Golant, 2015a). Golant 

recognizes and critiques how AIP has been situated as a goal for older adults, despite the 

limited ability for many subgroups of the population to actively achieve this goal. 
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Furthermore, he introduces the notion of residential normalcy to represent feeling 

competent and in control within one’s home (Golant, 2015a). Residential normalcy 

encompasses a feeling of comfort and pleasure, coupled with mastery over one’s life and 

environment. Aging in the right place recognizes that there is no ‘one-size fits all’ 

approach to achieving residential normalcy. Golant explains that older adults undergo 

various strategies to regain or achieve residential normalcy. By engaging in these 

strategies, it is possible for all older adults, regardless of socio-demographic background 

or health status to achieve this state (Golant, 2015a). One of the coping strategies 

described by Golant involves relocating into a new home, a concept recognized as 

residential relocation.  

The following section will present an overview of housing options for older Ontarians 

and an introduction to the concept of residential relocation. 

1.3 Housing in Later Life and Residential Relocation 

Housing has a critical impact on the health, wellbeing, and QoL of individuals 

(Dalmer, 2019; Golant, 2015a; Mulliner et al., 2020). This finding is especially important 

as older people tend to spend a greater amount of time in their homes as they age 

(Mulliner et al., 2020). As the older population faces greater health declines and 

impairments in comparison to younger age groups, it is imperative that older adults’ 

homes are supportive of their needs and conditions. This can be ensured through the 

availability of a range of housing options suited for older adults, thereby enabling their 

choice to live in a home that is supportive of their physical, social, and psychological 

health, wellbeing, and QoL. 
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           There are currently a variety of housing options available to older adults in Canada 

ranging from single-dwelling homes, to residential and LTC facilities. This thesis will 

focus on RFs, which are situated between community homes and LTC facilities on the 

housing spectrum for older adults. The term ‘residential facilities’ includes privately-

operated models such as retirement and assisted-living communities, supportive housing, 

and emerging models such as naturally occurring retirement communities (NORCs), 

seniors’ apartments, active adult communities, and continuing care retirement 

communities (CCRCs). The latter models have recently become more prevalent across 

Canada within the last two decades.  

 RFs can serve as suitable spaces for older adults to age in place. These spaces 

cater to the needs of older adults, through the presence of accessible built environments, 

care provision, social engagement opportunities, and service delivery to assist with the 

ADLs, such as eating and bathing, and IADLs including transportation, shopping, and 

medication management (Graf, 2008). The availability of these services and amenities 

can allow older adults to maintain their independence as they age and thus, serve as key 

features in achieving residential normalcy. The second piece to achieving residential 

normalcy stems from enjoyable experiences and a sense of comfort in the RF. This aspect 

can be achieved by having one’s holistic needs met, and by ensuring that the RF aligns 

with one’s preferences. Having a wide spectrum of RF options can serve to facilitate this 

outcome.  

 Relocating into a RF can serve as a solution to regaining residential normalcy 

once it has been lost in one’s home. It should be noted that the term residential relocation 

can encompass both moves between community dwellings and into RFs (Granbom et al., 
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2019; Pope & Kang, 2010; Smetcoren et al., 2017). This thesis will specifically focus on 

residential relocation into RFs. There are various elements involved in the residential 

relocation decision-making process. Both the needs and preferences of the older adult are 

considered, along with the presence of a variety of enabling or impeding factors. 

Frameworks such as the push and pull factor framework have been used in assessing 

these factors to gain a better understanding of the motivations behind older adults’ 

residential relocation decisions (Litwak & Longino, 1987; Smetcoren 2017; Wiseman, 

1980). This framework presents two sets of influencing factors in one’s decision to 

relocate: ‘push factors’, which present as forces that ‘push’ an individual out of their 

home, and ‘pull factors’, which attract the individual into their new home. 

For most older adults, residential relocation presents as a dynamic and ongoing 

process (Sergeant & Ekerdt, 2008; Johansson et al., 2013). This process can also be 

emotional for the individual undergoing the relocation, as it involves breaking the 

attachment that one has with one’s current home (Roy et al., 2018). However, this 

association has been found to be less strong within older adult renters and those who 

thought that their home no longer suited them and hence, no longer were experiencing 

residential normalcy (Granbom et al., 2021; Roy et al., 2018).  

 Older adults have also been observed to undergo late-life migration, which can be 

understood as a more extensive form of residential relocation in which individuals 

migrate from one community to another. Small to medium-population-sized cities present 

as a unique location for late-life migration, as they present key features to supporting the 

older population, including the availability of healthcare and community services, RFs, 

and a more tranquil environment in comparison to urban centers (Allan et al., 2011; 
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Marois et al., 2018). While older adults migrating from urban centers to these small to 

medium-population-sized cities might be migrating to engage in a more relaxed lifestyle, 

older adults living in rural areas might be forced to undergo this migration. This is 

because older adults in rural areas often report difficulty in accessing the necessary 

services and supports required to meet their aging-related needs (Boldy et al., 2011; 

Channer et al., 2020). The same approaches used in understanding residential relocation 

have been applied in the research on late-life migration. 

 RFs can serve as an important feature in supporting the growing older population. 

However, it should be noted that financial accessibility issues also limit the ability for all 

subgroups to engage in residential relocation (Dalmer, 2019; Granbom et al., 2021; 

Narushima & Kawabata, 2020). The intersection of vulnerability factors, including low-

income, living with a disability, and social isolation can exacerbate the negative effects of 

the inability to engage in residential relocation as these older adults might benefit the 

most from living in the supportive environment of a RF (Granbom et al., 2021). 

Ultimately, relocating to a RF can bring an improved QoL to individuals who need it 

most, yet many remain faced with the financial barrier preventing this action.  

1.4 Significance and Research Questions 

Despite AIP being promoted as the best approach for older adults to age 

successfully, AIP continues to be an inaccessible and at times even unsuitable approach 

for some older adults (Channer et al., 2020; Golant, 2015a; Narushima & Kawabata 

2020; Weeks & LeBlanc, 2010). Unfortunately, the emphasis on AIP as the preferred 

approach has limited the recognition of the evidence surrounding the concept of aging in 

the right place (Hillcoat-Nallétamby & Ogg, 2014). This has led to an extensive focus on 
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AIP in research, and thus, less research also being conducted on residential relocation, 

RFs, and ‘aging in the right place’. A conceptual shift must take place both in policy and 

research to recognize the concept of aging in the right place as a means to support the 

growing older population. Specifically, RFs must be recognized as a suitable space for all 

older adults to age in place, regardless of socio-demographic background.  

Understanding the socio-demographic profile of residents living in RFs can assist 

in further exploring the aspect of financial inaccessibility applicable to residential 

relocation. As well, exploring this socio-demographic profile, along with the residential 

relocation trends of the residents can help in uncovering the needs and preferences of this 

subgroup. Through a greater understanding of these topics, this will allow for a more 

efficient allocation of resources and the provision of necessary amenities and services 

that are better suited to Canadian older adults. This can enable the development of 

tailored person-centred approaches to support the current residents of RFs and those who 

could benefit from relocating into these facilities.   

Through integrating the concept of aging in the right place, this thesis aims to explore 

the socio-demographic profile and residential relocation patterns of older adults living in 

RFs in the medium-population-sized city of Kingston, Ontario. This thesis has adopted an 

exploratory approach to uncovering these findings and calls on for future research on this 

topic within the Canadian context.  

 

 

 

 



 13 

The following research questions are investigated:  

1. What are the demographic and socio-economic characteristics of residents living 

in residential facilities in Kingston, Ontario?  

2. Where were the previous dwelling locations of residents who now live in 

residential facilities in Kingston?  

3. Why are older adults moving into residential facilities? 

To set a foundational understanding of the three research questions presented above, 

this thesis has been divided into the following chapters. Chapter two provides an 

overview of the literature relevant to the concept of aging in the right place, with a 

specific focus on residential facilities and the driving forces behind the residential 

relocation and late-life migration decision-making process. The chapter continues by 

examining the role of financial responsibility with respect to Ontario’s RFs and 

discussing the current gaps in the Canadian literature. Chapter three outlines the research 

methodology. This chapter presents a definition of RFs and an explanation of the 

participant recruitment and data collection protocols and materials, and the methods of 

analysis. Research question #1 is partly answered within this chapter, through a 

description of the study sample. Chapter four describes the results of the analyses used in 

answering all three research questions and outlines the findings of a qualitative analysis. 

A discussion of these results within the context of the current literature is also presented 

in Chapter four. Chapter five highlights the conclusions of this exploratory study and 

discusses its limitations. Suggestions for future research and the implications of this 

exploratory study are also presented in Chapter five.  
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Chapter 2 

Literature Review 

 This research draws on literature that intersects Health Geography and the 

geographies of aging. As one ages, the body undergoes natural aging-related changes in 

health. As well, older age presents as a predisposing factor for potentially developing an 

impairment, limitation, or chronic condition. These changes in health status intersect with 

various socio-demographic, lifestyle, and environmental factors to present as motivations 

for aging in the right place, residential relocation, late-life migration, and moves to 

residential facilities. Understanding this body of literature and identifying the gaps are 

important pieces to enhancing the lives of the growing older population. Recognizing the 

key pieces of this literature can help to inform policy recommendations and guide future 

research to sustainably support older adults throughout their aging. 

This literature review briefly discusses the barriers of AIP and introduces RFs as 

an approach to aging in the right place. This literature review refers to RFs as the various 

housing options between one’s community dwelling and LTC facilities. This review also 

examines the residential relocation and late-life migration trends of older adults and 

considers current gaps in the literature and the limits of this topic. 

2.1 ‘Aging in Place’ and ‘Aging in the Right Place’ 

As the older population continues to grow, many older adults are continuing to 

age in their current homes. Remaining in one’s home continues to be the preferred 

approach by older adults over engaging in residential relocation (Dalmer, 2019). As well, 

governments, and policymakers continue to encourage AIP in one’s own home. There is 
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a vast amount of research that positions AIP as the best option for older adults and 

focuses on methods to improve the process of AIP (Oswald et al., 2011).  

Although the concept of AIP first emerged in the late 1970s (Golant, 1972; 

Kennedy & De Jong, 1977), it was not until the late 1990s and beginning of the new 

millennium that it became a more prevalent topic of interest (Bigonesse & Chaudhury, 

2020; Forsyth & Molinsky, 2021; Vasunilashorn et al., 2012). Since then, an extensive 

amount of research has been conducted with AIP as its focus. However, researchers have 

noted that even to this date, there is no consensus on what AIP truly entails nor on how it 

is defined (Bigonesse & Chaudhury, 2020).  

Authors of a scoping review published in 2020 uncovered that AIP can be viewed 

through five separate themes (Pani-Harreman et al., 2020). The five themes were 

identified as: ‘place’, social networks, support, technology, and personal characteristics. 

The authors noted that each theme also encompassed different aspects of AIP. For 

example, the theme of ‘place’ is viewed as a purely physical space to some, while others 

acknowledge it as being flexible, unbound to a specific geographic location, and rooted to 

emotional and psychological elements such as attachment (Pani-Harreman et al., 2020). 

These researchers also noted that geographic location had an influence on which themes 

were included in studies conducted around the world. Thus, identifying the importance of 

acknowledging all the AIP-related themes. They also emphasized that ignoring key 

themes could lead to negative consequences in the implementation of AIP initiatives. It is 

clear that AIP lacks a common definition. Ultimately, approaching this concept from the 

perspective of one discipline can influence the understanding and application of this 

concept in research. However, coming to a consensus on how AIP should be defined 
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would be beneficial to guiding governments, policymakers, and health professionals in 

their AIP-related discussions and initiatives.  

Researchers have also emphasized the importance of understanding older adults’ 

perspectives related to AIP (Grimmer et al., 2015; Leith, 2006). Despite evidence 

showing that the majority of older adults are choosing to stay in their current homes 

(Dalmer, 2019), researchers state that older adults still want a choice in where they live 

(Wiles et al., 2012). Additionally, Grimmer et al. (2015) found that the older adults 

included in their sample highlighted access to relevant and up-to-date information as an 

important feature in making informed decisions about their aging, specifically with 

regard to AIP. The findings of this study also showed that older adults want an affordable 

person-centred model that enables them to maintain their independence and focuses on 

their capabilities and goals throughout their aging. Participants also expressed a desire to 

move away from a medically focused model (Grimmer et al., 2015). However, it should 

be noted that the older population presents a heterogenous set of preferences and needs. 

Therefore, while this research can serve as useful in understanding older adults’ views of 

the concept, AIP approaches should be tailored specifically to the intended population.  

Moreover, some researchers have critiqued the concept AIP and its position as a 

‘one-size fits all choice’ for older adults. Specifically, some researchers have come to 

recognize that remaining in one’s home to age in place is not feasible for everyone. Park 

et al. (2017) acknowledge that AIP is experienced differently by older adults of diverse 

socio-demographic backgrounds. Channer, Hartt, and Biglieri (2020) have expanded on 

this notion to discuss the unique barriers to AIP experienced by older adults who are 

considered vulnerable, such as individuals who are considered low-income, recent 
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immigrants, do not speak English, who are living with disabilities, individuals over the 

age of 80 years, and older adults of a minority background. These factors have been 

shown to intersect with aspects such as mobility issues, predispositions to health-related 

issues and social isolation to ultimately produce greater difficulties in aging in place 

successfully. Researchers have also noted the role of the built environment in preventing 

older adults from aging in their community homes (Ahn et al., 2020; Severinsen et al., 

2016). Specifically, poor housing conditions and neighbourhood design, which hinders 

social connectivity, both present as barriers to AIP (Ahn et al., 2020; Severinsen et al., 

2016). This relationship can ultimately become even more detrimental for older adults 

already experiencing a vulnerability factor, such as the ones noted above.     

 Golant (2015a) argues that housing costs, declines in health status, and 

difficulties in carrying out daily tasks and accessing essential services can have a 

detrimental impact on one’s ability to age in place. As a result of these factors, older 

adults may experience worse health outcomes, as accessing healthcare and accomplishing 

daily tasks, such as cooking, are vital in preventing and managing chronic disease. A 

recent study published in 2021 noted that the ability to cope with one’s health problems 

was of particular importance in determining their capacity to manage their daily lives and 

continue AIP (Granbom et al., 2021). While the ability to cope and the strategies used to 

cope with one’s health issues present differently for every individual, this finding 

highlights an important point which serves to break away from the rhetoric of AIP as a 

one-size fits all approach. Additionally, this uncovers a key issue for vulnerable older 

adults, as accessing the support necessary to cope with health issues may come in the 

form of expensive home modifications and/or care provision, and quality social networks.  
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Community-dwelling older adults, especially those living alone, may experience 

loneliness and social isolation as they age in place (Dalmer, 2019). This finding is 

especially important finding as older adults typically spend a greater proportion of their 

time at home as they age (Mulliner et al., 2020). Marois and colleagues (2018) also note 

that the ability to keep up with one’s daily tasks and avoid social isolation becomes an 

even greater challenge for older adults living in car-dependent communities, as many 

eventually lose their driver’s license or do not feel comfortable driving. Additionally, 

elements of the built environment can limit social connectedness amongst older adults 

(Finlay et al., 2020). Older adults living alone in their own home have been identified as 

particularly susceptible to this outcome, in comparison to those living in congregate 

housing such as apartments, with spaces that enable social interaction, such as lobbies 

and elevators (Finlay et al., 2020). While researchers are beginning to acknowledge the 

factors that hinder some older adults from AIP, there is a lack of literature with this as its 

main focus.  

           Many older adults turn to their social networks, including family, friends, and 

neighbours as a support to enable them to age in place. Findings show that older adults 

place substantial emphasis and expectation on these individuals to provide this support 

(Abrahamson et al., 2017). Dalmer (2019, p.41) states that between 70 to 80% of the care 

received by older adults AIP in their homes is provided by their family or friends. This 

high percentage of informal caregiving plays a key aspect in determining whether older 

adults can remain in their homes (Golant, 2015a; Vasunilashorn et al., 2012) as well as 

how they experience AIP (Granbom et al., 2021). However, there are also many 

challenges associated with this percentage, which can be mitigated through residential 
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relocation or formal home and/or community care. Informal caregivers, such as friends 

and family members, can face caregiver burnout, thus limiting the quality of care 

provided and impacting their health and wellbeing. As well, this level of support becomes 

less available to older adults not in close proximity to friends or family (Dalmer, 2019). 

Dalmer argues that AIP continues to be pushed by governments, despite some older 

adults being without the necessary support to continue living at home.  

In addition to the individual and interpersonal factors that prevent older adults 

from AIP, research shows that several institutional-level factors also support the need for 

a variety of RF options. Delayed discharges from hospitals, also recognized as alternate 

level of care (ALC), continues to be an issue within the Canadian healthcare system. 

Costa et al. (2012) reveal that a substantial proportion of ALC patients are older adults 

waiting for admission into LTC facilities. The authors also suggest that older ALC 

patients with lower levels of required care can be supported in RFs thus, calling on the 

need for a variety of living options between community homes and LTC facilities.  

There is a growing amount of literature throughout various disciplines that 

acknowledge the need for a range of RF options to support the older population. This 

need is also largely recognized through Golant’s concept of ‘aging in the right place’ 

(Golant, 2015a). As previously mentioned, this concept acknowledges that older adults 

should age in a home that enables the experience of residential normalcy. As discussed in 

this literature review, the concept of AIP, and thus, remaining in one’s home as they age, 

can be harmful to an older adult’s health, wellbeing, QoL, and thus, hinder their 

experience of residential normalcy. Recently, researchers, including Narushima and 

Kawabata (2020), as well as Granbom and colleagues (2020), have begun adopting this 
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concept into their work. Narushima and Kawabata (2020) have also called on the 

importance of shifting policy discussions and interventions to encompass this concept. 

Aging in the right place situates RFs as a solution to the shortcomings of AIP.  

2.2 Residential Facilities 

Golant (2015b) argues that a variety of housing options must be made available 

for older adults to achieve their goals and for their needs to be adequately met. With a 

continuum of housing options available for older adults to choose from, they are less 

subject to remaining in their homes despite it no longer being supportive of their needs 

and functional limitations. As different models of RFs offer varying levels of care for 

their residents, a range of residential housing options allow older adults to move into a 

home best suited to their needs and preferences (Golant, 2015b).       

While the experiences of living in different RFs have not been extensively 

studied, research has shown some of the benefits of living in RFs. The many housing 

options bridging the gap between community-living and LTC provide a range of services, 

amenities, and levels of care. Having access to these services and amenities reduces the 

need for older adults to engage in more demanding and potentially risky activities (Wert 

et al., 2010). As housekeeping, maintenance, and meal services are all typically provided 

within these housing options, this limits the need for older residents to engage in these 

activities which may be especially risky for individuals with sensory or mobility 

limitations. As well, transportation services provided within RFs reduce the need for 

older adults to negotiate risky winter-related conditions, such as icy sidewalks and snow 

removal (Portacolone & Halpern, 2016). Young et al. (2009) demonstrate that the 

availability of these services results in fewer ADLs limitations and better self-rated 
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health. Assistance with these activities can improve the quality of life (QoL) of an 

individual who requires this level of care.  

Findings from a study comparing residents within CCRCs to older adults living in 

their community homes reveal that CCRC residents report fewer hospital visits (Gaines et 

al., 2011). These findings can be interpreted in several ways. As a result of care services 

available, residents presenting with acute illnesses can receive appropriate care upon 

presentation of symptoms, thus, potentially preventing complications requiring 

hospitalization. However, older adults living in their homes, especially those who are 

socially isolated, without access to transportation, or not close to healthcare services, may 

be unable to receive timely care thus, potentially leading to complications or worsening 

of symptoms and requiring hospitalization. Evidence from a report published by the 

Public Health Agency of Canada (2014) shows that falls are a leading cause of injury-

related hospitalization amongst the older population (p.2). Older adults in RFs experience 

fewer falls when compared to older adults living in their homes (Public Health Agency of 

Canada, 2014; Wert et al., 2010). The availability of services within RFs reduces the risk 

of hospitalization, acute illness, and can lead to overall better general health and QoL.  

Evidence shows that RFs have important benefits to the physical, social, and 

psychological health of their residents. The built environment of retirement facilities, 

such as its long hallways, is conducive to higher rates of walking for the residents (Wert 

et al., 2010) and are an important factor in the prevention of further declines in health and 

functioning (Kerr et al., 2012). Park et al. (2017) show that the residents of RFs also have 

higher levels of safety. Both a supportive built environment and higher perceived levels 

of safety may be conducive to greater engagement within the community and higher 
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levels of physical activity, as the residents may feel that it is less risky to navigate their 

environments when these factors are present. A study comparing older adults living in 

their homes with CCRC residents demonstrated that a higher proportion of CCRC 

residents reported no symptoms of depression (Gaines et al., 2011). The authors posit that 

an increased opportunity for social interaction, such as through recreational activities and 

dining experiences, may explain this finding. As well, opportunities for intellectual 

stimulation were presented as contributing factors to this finding (Gaines et al., 2011).  

Golant (2015a) states that the continuum of options between AIP in the 

community and LTC, allows older adults to live more independently, happier, and with 

better managed health. While some older adults require admission into LTC facilities and 

many other older adults are able to continue living in their homes, alternative housing 

options serve to bridge the gap between these two ends of the housing spectrum for older 

adults. They provide older adults the option to live in a home that is best suited to their 

needs, preferences, and health conditions. Golant (2015a) argues that many older adults 

ultimately would benefit and have a higher QoL by relocating to RFs.  

Research has also recognized various factors that can either enhance or negatively 

affect the experience of living in a RF. In a study conducted with residents living with 

dementia, Aminzadeh and colleagues (2013) found that empathic and supportive social 

networks, as well as quality services and amenities can not only enhance one’s lived 

experience in a RF, but also allow them to better adjust to their new accommodations 

upon relocation. Specifically, engagements made by staff have been recognized as an 

important feature of this outcome (Aminzadeh et al., 2013; Chen et al., 2007; Street et al., 

2007). Both the availability of quality social networks, and services and amenities can 
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allow older adults to engage in meaningful experiences. Consequently, this fosters the 

ability for one to feel a sense of purpose and value, both of which can enhance one’s 

QoL. Finlay et al., noted that social networks can allow older adults to feel rooted in 

place (Finlay et al., 2020).  

           While the choice to AIP continues to be the preference of older adults and remains 

the focus within much of the literature, there is a growing acknowledgement of the need 

for RFs and their benefits. Some of the Canadian older population currently resides in 

these facilities and many older adults consider the option of residential relocation 

throughout their aging process (Golant, 2015a; Dalmer, 2019). With the expected growth 

of the older population, the number of older adults who require these forms of housing 

and are undergoing residential relocation are also therefore expected to increase. The next 

section of this literature review examines the research on residential relocation and late-

life migration among older adults. 

2.3 Residential Relocation and Late-Life Migration 

 Understanding the motives for relocation among the older population has 

important implications. As Weeks et al. (2012) indicate, this understanding is essential to 

the planning and provision of housing and services for the older population. This then 

provides older adults with a greater opportunity to make informed decisions on relocation 

and future housing choices (Hillcoat-Nalletamby, 2019). The decision to relocate to 

residential living is a dynamic process that involves the continuous appraisal of the home 

in comparison with one’s needs, lifestyle, preferences, health, and functioning (Golant, 

2015a; Johansson et al., 2013; Narushima & Kawabata, 2020; Sergeant & Ekerdt, 2008). 

Different categories of relocation have been observed through research and the several 
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factors influencing these relocations have also been discussed in the literature on 

residential relocation. While some influencing factors may take precedent over others, it 

is important to note that these factors are not independent of one another. Rather, they 

interact through a cumulative process to determine the moving decision (Sergeant & 

Ekerdt, 2008).  

2.3.1 Conceptual Frameworks 

           The residential moves of older adults may be categorized as either proactive or 

reactive. Researchers have identified proactive moves as mechanisms to avoid potential 

threats to an older adult’s health and wellbeing and other undesired life changes (Pope & 

Kang, 2010). As well, proactive moves may occur in anticipation of an inevitable change, 

such as functional declines related to the aging process (Sergeant & Ekerdt, 2008). 

Reactive moves typically occur in response to an event, life change, or decline in health 

or functional status (Pope & Kang, 2010). These moves are generally needs-driven and 

often leave little time for all members involved in the residential relocation decision-

making process to organize the move (Adekpedjou et al., 2018). Pope and Kang (2010) 

found that older adults are more likely to undergo reactive moves, despite proactive 

moves leading to a better sense of control and reduced stress levels. These different types 

of moves are important to consider in providing older adults with the necessary resources 

to inform their residential relocation decision-making process. Based on the many 

benefits of proactive moves, efforts to normalize and encourage these types of moves 

should be made. A greater understanding of the trends associated with these types of 

moves can also help service providers, health professionals, and policymakers to 
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adequately respond to these trends and provide tailored services, amenities, and 

interventions. 

           Much of the literature assessing the factors influencing relocation decisions 

classifies them as either push or pull factors. The notion of push and pull factors was first 

introduced by Wiseman (1980) through analyzing how older adults decide to move. 

Wiseman’s elderly migration model argues that various factors present as a triggering 

mechanism, through which an older adult is prompted to evaluate their residential 

satisfaction and thus, consider the decision to relocate (Wiseman, 1980). These push and 

pull factors were later categorized into the push and pull factor framework.  

Pull factors are generally associated with voluntary relocation and can be 

described as aspects that draw residents into residential living, whereas push factors are 

those that nudge older adults to make the move out of their homes (Bäumker et al., 2012; 

Bekhet et al., 2009; Smetcoren et al., 2017; Wiseman, 1980). Examples of pull factors 

include a desirable location, a positive reputation associated with the RF, and an older 

adult’s friends already living in the facility. Push factor examples include declining 

health, the inability to manage daily tasks and responsibilities, and a lack of social 

support (Bekhet et al., 2009). Researchers have also found that older adults may perceive 

push and pull factors differently, depending on lifestyle and socio-demographic factors 

(Gobillon & Wolff, 2011; Golant, 2015a; Smetcoren et al., 2017). For example, older 

adults with a more active lifestyle may view the availability of social opportunities and 

recreational activities in a RF as a pull factor, whereas a more introverted older adult may 

not feel the same way about this factor (Golant, 2015a). This has been recognized as a 

symbiotic relationship (Bekhet et al., 2009; Smetcoren et al., 2017).  
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As well, push and pull factors may influence older adults to varying degrees, with 

certain socio-demographic factors, such as income, placing older adults at a greater risk 

of experiencing either a push or pull factor (Smetcoren et al., 2017). Therefore, push and 

pull factors must be considered in the planning of RFs and the provision of services for 

older adults. As these factors play a vital role in the decision-making process for 

residential relocation among older adults, understanding the different push and pull 

factors of different subgroups and how they affect older adults can help in supporting the 

needs and preferences of the growing older population. 

2.3.2 Factors Influencing Residential Relocation 

Age 

           Significant differences in the reasons for residential relocation are observed 

between those recognized as the young-old (65-80 years old) and the old-old (80+ years 

old). Findings from a study in Europe showed that the residential moves of the young-old 

are more likely to be influenced by social factors and accessibility to services (Löfqvist et 

al., 2013). Golant (2015a) also suggests that young-old movers are more likely to relocate 

to housing options that can provide them with a more comfortable and stimulating 

lifestyle. As a result, the young-old are more likely to move into less supportive housing 

models, such as seniors’ apartments, active adult communities, and less frequently, 

independent living homes (Golant, 2015a). Declines in health and ADLs limitations are 

identified as factors influencing the relocation decision for the old-old (Löfqvist et al., 

2013). Moves among the old-old are typically needs-driven as they are more likely to 

experience health declines, mobility, and sensory limitations (Golant, 2015a; Hartt & 

Biglieri, 2018). However, individuals of the old-old cohort are overall less likely to 
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undergo residential relocation (Weeks et al., 2012), despite their greater need for 

supportive housing (Wahl et al., 2009). Research suggests that housing characteristics 

become especially important for the old-old to support their needs and greater 

vulnerability in comparison to the young-old (Wahl et al., 2009).  

A study conducted in Western Australia found that those over the age of 75 were 

much more likely to be influenced by push factors (Boldy et al., 2011). Additionally, 

younger participants were more likely to have reported a move in response to a lifestyle 

change, while those in the oldest age category were more likely to indicate having 

relocated to be closer to services and amenities. These observed differences among the 

different age groups provide a greater understanding of the factors influencing their 

decisions to relocate and the likelihood to experience a residential move.  

Social Support 

           The presence and quality of social support have considerable implications for the 

decision-making process associated with relocating to RFs. While some studies state that 

proximity to family members is a motive for residential relocation (Stoeckel & Porell, 

2010), other studies show that living within close proximity to family members decreases 

the likelihood of moving (Sergeant & Ekerdt, 2010). Stoeckel and Porell (2010) suggest 

that the increased likelihood of moving may come as a result of greater involvement by 

adult children in the decision-making process. Living close to one’s children ultimately 

allows for better communication and an increased opportunity for involvement in 

important life decisions. As RFs typically offer a variety of supportive services, the 

availability of these services can have a mitigating effect on the absence of social support 
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experienced by some older adults, such as those living far away from family members 

(Wert et al., 2010).  

Several studies also examine the role of family members in the decision-making 

process of residential relocation among older adults. Researchers show that family 

members may encourage the move and sometimes even pressure their older relative to 

move into RFs (Sergeant & Ekerdt, 2008). Safety concerns about an older adult and 

caregiver burden are two factors that may contribute to this push by family members 

(Sergeant & Ekerdt, 2008; Adekpedjou et al., 2018). While this form of encouragement 

may ultimately benefit older adults whose current living situations are unsupportive of 

their needs, it can also be harmful to older adults’ wellbeing and adjustment to relocation 

when they are not given control in the choice of outcome. This lack of control is also 

found to have significant effects on mortality, life satisfaction, depression, and 

adjustment to a new facility (Bekhet et al., 2009; Adekpedjou et al., 2018). The decision 

to undergo residential relocation encouraged by family members can also be driven by 

factors such as an older adult wanting to reduce the anticipated or current caregiver role 

of their family members and wanting to appeal to their wishes (Sergeant & Ekerdt, 2008; 

Hillcoat-Nalletamby, 2019). Therefore, family members may play a vital role in the 

decision-making process for residential relocation and can have a significant impact on 

the relocation outcomes of an older adult.  

            Furthermore, already having friends and acquaintances in the RF is shown to have 

positive effects on the decision to relocate into the same facility (Sergeant & Ekerdt, 

2008). Sharing one’s experience of residential living and the relocation process with an 

older adult who is ambivalent in their decision to move can help inform their decision 
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(Koss & Ekerdt, 2017; Seifert & Schelling, 2018). The sharing of personal experiences in 

these facilities can mitigate against any negative views about residential living and 

provide older adults with a better understanding of how their lifestyle preferences and 

needs can be met through relocation.  

           Older adults are likely to experience a shrinking of social networks. In particular, 

older adults are more likely to experience bereavement and consequential social isolation 

and increased financial burdens when the death of a spouse occurs (Cornwell & Waite, 

2009; Strohschein, 2011). Older adults who once relied on their partners for daily tasks 

and informal caregiving are then left without this form of physical support upon the 

passing of their partner, thus, compromising their ability to care for themselves and 

maintain their homes. Spousal bereavement has been shown to influence the decision to 

move into residential living (Strohschein, 2011). However, the death of a spouse only 

plays a role in the relocation decision in the period immediately following the loss, 

therefore meaning that widowhood does not affect the decision to experience a residential 

move (Strohschein, 2011; Löfqvist et al., 2013).   

Health-Related Factors and Limitations 

           Health-related factors and limitations have a strong influence on one’s decision to 

relocate to a RF.  Considerable changes in one’s health status, such as the onset of 

dementia and other chronic conditions, can drastically change one’s lifestyle and 

functioning. Research shows that major health events, such as a stroke or hip fracture, 

have substantial effects on the decision to relocate to more supportive housing such as 

RFs (Luborsky et al., 2011; Löfqvist et al., 2013). Findings show that residential 

relocation as a reaction to these health events, specifically those with significant long-
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term effects, are sometimes perceived as inevitable moves by some older adults and 

family members (Löfqvist et al., 2013). Furthermore, frailty levels are seen as an  

influential factor in deciding which housing option to relocate to, as greater frailty levels 

are associated with higher levels of care, found in assisted-living homes (Stineman et al., 

2011; Hillcoat-Nalletamby, 2019). A greater number of chronic conditions and the 

presence of cognitive deficits, as well as ADLs and IADLs limitations are also shown to 

increase the likelihood of transitioning into RFs (Freedman & Spillman, 2014; Granbom 

et al., 2014; Granbom et al., 2019). These factors may all present barriers to one’s daily 

life, especially when older adults do not receive external support such as through formal 

support services. As RFs typically offer supportive services, this may serve as a driving 

factor in the decision to relocate.   

The Home Environment 

           The interaction between an older adult’s functional limitations and the physical 

environment of their home can dramatically impact their QoL. The built environment of a 

community-living older adult’s home is recognized as an influential factor in the 

residential relocation decision process (Granbom et al., 2014; Kasper et al., 2019). Weeks 

et al. (2012) found that older adults were twice as likely to move out of their home if it 

did not meet their current needs. Factors such as stair negotiation and a fear of falling are 

cited as key considerations likely to influence the move to RFs (Sergeant & Ekerdt, 2008; 

Wert et al., 2010). These factors likely become even more important when older adults 

are faced with mobility or sensory impairments have fallen in the past. The physical 

environment of the home, including its size and layout, can at times be overwhelming for 

an older adult, especially if faced with functional limitations. The absence of essential 
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home modifications, such as grab bars in washrooms and carpet to prevent slipping on 

wood floors, can limit one’s ability to carry out daily tasks and feel comfortable in one’s 

home. These factors can ultimately limit an older adult’s independence and serve as 

motives in the decision to relocate to more supportive residential housing (Sergeant et al., 

2010).  

           The physical environment of the RFs is also an influential factor for moving. 

Some older adults move to residential living in the search for a more accessible home that 

can meet their needs (Sergeant et al., 2010; Golant, 2015a). As suggested by Golant 

(2015a) the adapted built environments of RFs allow older adults to regain or maintain 

independence and control of their lives. Older adults are also able to live more 

comfortably as supports present in the physical environment of the homes can assist in 

performing ADLs and IADLs. Research findings show that some older adults relocate to 

RFs with the expectation that living in these facilities will allow for better management of 

their health conditions (Sergeant & Ekerdt, 2008; Golant, 2015a). RFs that are in close 

proximity to healthcare or other essential services are also an important influence in the 

relocation decision-making process of both the older adult and their family members 

(Sergeant & Ekerdt, 2008). Furthermore, Cerina et al. (2017) found that RFs with green 

spaces were more likely to elicit positive attitudes in considering residential relocation, 

when compared to facilities without visible green spaces. Therefore, considerations about 

the physical environment of the RF appear to influence an older adult’s decision to 

relocate.  

           The reputation of the RF, recommendations from current residents, and visiting the 

setting prior to moving in all play a role in the residential relocation decision. Hillcoat-
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Nalletamby (2019) found that for several of their study participants, the final decision to 

move was based on prior exposure to the RF. Examples of exposure cited within the 

study include visits to the facility and recommendations from others. The reputation of 

the RF is also presented as a motive in the decision to relocate (Bekhet et al., 2009; 

Golant, 2015a). In consideration of the negative perceptions sometimes held about RFs, 

such as the aspect of institutionalization, these factors all have the capacity to potentially 

resolve these negative perceptions and either encourage considerations about relocating 

or promote the move itself.  

2.3.3 Rural-Urban Late-Life Migration Patterns 

           Some researchers have examined whether rural to urban migration patterns exist 

among older adults relocating to RFs. Nelson and Stover Gingerich (2010) acknowledge 

that older adults in rural areas are at a greater disadvantage of maintaining their 

independence, as rural areas typically lack the necessary support to remain independent. 

As well, delays in service as a result of issues regarding staff recruitment and retention 

present as key barriers to the care and support provided (Allan et al., 2011; Boldy et al., 

2011; Nelson & Stover Gingerich, 2010). This finding is especially important as rural 

areas have been recognized to have a greater proportion of older adults (Channer et al., 

2020). These existing barriers can prompt older adults to migrate into urban communities, 

where they can be provided with a greater availability of support services and can also be 

in closer proximity to needed services. Researchers have also noted that there is a lack of 

residential housing options in rural communities (Golant, 2015a; Marois et al., 2018). 

Therefore, it can be expected that some older adults residing in rural areas may migrate 

into urban areas to transition into residential living. This may particularly be the case for 
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older adults with greater functional limitations and worse health conditions, who 

ultimately require greater support in their everyday lives, which can be obtained upon 

residential relocation.  

A study conducted in the province of Québec found that a lack of healthcare 

services within rural communities often drives older adults from these areas to migrate to 

nearby towns, located near urban communities (Marois et al., 2018). Marois et al. (2018) 

reveal that these moves are driven by a desire for a greater number of services, to be in 

closer proximity to these services, and by the opportunity to relocate because of the 

variety of residential housing options found in urban areas. Older adults from rural 

communities in Québec are not moving directly into an urban core, but rather choosing to 

remain on the outskirts of urban areas (Marois et. al, 2018). It is clear that rural-urban 

retirement migration patterns require further research.  

2.4 Residential Facility Funding  

 Ontario currently has two levels of residential care options for older adults, LTC 

facilities and RFs. Regulated by the Ontario government, both LTC facilities and RFs 

provide older adults with accommodation and care services, including meals and 

assistance with ADLs and IADLs (Roblin et al., 2019). However, despite both models 

being regulated by Ontario’s Ministry of Health and Long-Term Care (MOHLTC), RFs 

are largely privately-operated, thus allowing the providers to establish the cost of their 

services and accommodations. In addition, market values largely dictate the cost of rent 

and services in RFs, while the cost of living in LTC facilities is dictated by the regulatory 

body. One of the greatest differences between these two models is notable through their 

funding regimes, as the Ontario government covers the cost of care in LTC facilities, 
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thus, requiring the resident to only pay for the cost of accommodation (Roblin et al., 

2019). Alternatively, RF residents are responsible for paying both the cost of 

accommodation and care, an approach which has been critiqued by researchers. Another 

notable difference between these two models is the required level of care provision. 

While LTC facilities are required to provide 24-hour nursing care and monitoring 

services, RF providers are not under the same obligation. Thus, the level of care at a RF 

can range from minimal nursing or personal care services to the availability of 24-hour 

nursing care. Roblin and colleagues (2019) have noted that despite RFs providing a wider 

spectrum of service and care levels, RFs often end up providing similar service and care 

levels to those available in LTC facilities. Ultimately, residents of RFs are left paying 

out-of-pocket for the same services that are funded by the government in LTC facilities.  

 Additionally, despite RF residents being eligible to receive home care, evidence 

shows that RF residents have a greater difficulty accessing home care in comparison to 

older adults living in homes in the community (Roblin et al., 2019). This finding is 

important because a significant proportion of older adults living in their homes who 

require home care have reported difficulty in accessing these services (Gilmour, 2018). 

With over one third of those requiring home care reporting unmet home care needs, this 

indicates that the provision of government-funded home care programs as a means to 

offset the difference in cost between RFs and LTC facilities is inadequate and largely 

ineffective.  

 Researchers have recognized that RFs are inaccessible to a number of older adult 

subgroups, thus leaving them vulnerable to being ‘stuck in place’ (Channer et al., 2020; 

Martens, 2018; Narushima & Kawabata, 2020; Strohschein, 2012). Adverse effects, such 
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as higher levels of psychological distress and social isolation are reported as effects of the 

inability to move out of one’s home (Strohschein, 2012). The prevalence of older adults 

being ‘stuck in place’ is indicative of a greater need for affordable housing options to 

lessen the burden of waitlists and limited vacancy, which may be contributing to the 

inability of some older adults to move out of their homes. Additionally, RFs have been 

recognized as a necessary and appropriate solution to absorb part of the unmet demand 

for a bed in a LTC facility (Roblin et al., 2019). Ultimately, affordable RFs can provide a 

solution to the shortcomings present on both ends of the housing spectrum, specifically, 

for older adults no longer suited to continue living in their homes, as well as for older 

adults who require more supportive housing, but are unable to receive admission into a 

LTC facility. Consequently, these remain prominent issues in Ontario rooted in both 

inequity and inaccessibility. 

 With evidence suggesting the importance of RFs as a space for older adults to age 

in the right place and thus maintain their QoL and independence, it is imperative that 

older adults receive the necessary financial support to relocate into RFs. With evidence 

indicating that those who are most wealthy continue to make up the highest proportion of 

residents living in RFs (Kasper et al., 2019; Koss & Ekerdt 2017), it is possible that this 

has led government officials and policymakers to overlook the issue of inequity and lack 

of affordability of living in RFs. This is not only an issue present for those not currently 

living in RFs, but also for current RF residents as they are placed at a greater 

disadvantage to accessing and receiving appropriate care, in comparison to LTC facility 

residents and older adults living in their homes.  
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 Researchers have proposed potential solutions to these issues (Roblin et al., 

2019). In response to the discrepancy in funding regimes between LTC and RFs, Roblin 

and colleagues have suggested the provision of base funding. Specifically, this funding 

would be provided directly to the resident, rather than to the residential care facility 

(Roblin et al., 2019). Residents would ultimately be able to spend this funding on 

approved care and service providers, thus allowing older adults to maintain autonomy in 

their care-related decisions. However, this solution would only address part of the 

inequity issue, thus leaving the matter of the financial inaccessibility of RFs unaddressed. 

Solutions to this issue have not been extensively discussed in the literature. However, 

researchers have noted that addressing this issue would ultimately involve greater 

involvement by the government through a more supportive publicly funded system 

(Narushima & Kawabata, 2020). Efforts to address this issue must be prioritized. 

2.5 Gaps in the Literature 

           There are several gaps within this literature that must be addressed. Some 

researchers have compared older adults living in their homes with residents of RFs to 

assess factors such as health status and levels of ADLs limitations (Young et al., 2009; 

Gaines et al., 2011; Golant, 2015a; Park et al., 2017).  Making these comparisons 

provides insight into the potential benefits that living in RFs can have for older adults. 

However, there is still an overall lack of literature assessing the outcomes of older adults 

living in RFs. As well, the literature primarily focuses on limited models of RFs, such as 

CCRCs and retirement communities. More research is needed to assess the variety of 

residential housing options available, specifically newer housing models, such as seniors’ 

apartments and NORCs which are becoming more prevalent across Canada.  
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The ways in which RFs can support the growing older population must be further 

explored. This research may reveal any deficits in these models that must be addressed to 

better support their residents. As well, by uncovering specific factors that lead to 

improved resident outcomes, standards can be developed and implemented within these 

RF models. As many older adults continue living in their homes, understanding how 

different living options can benefit older residents will allow care providers and 

community service/organization coordinators to better inform their clients of the housing 

options best suited to their needs, lifestyles, abilities, goals, and preferences. 

Understanding the residential relocation patterns of older Canadians will provide insight 

into how older adults make these decisions and how they might ultimately affect their 

health and QoL. Filling this gap in the literature can provide a variety of long-term 

benefits to the older population and their caregivers through a greater provision of 

housing options and increased understanding of these options to inform their decisions on 

residential relocation.   

           Overall, there is a lack of Canadian literature on RFs and the residential relocation 

trends of older adults. Reasons for residential relocation have been extensively studied 

within the United States, Europe, and Australia. Some studies analyzing residential 

relocation among older adults have been conducted in Québec, the Atlantic Canadian 

provinces (Week et al., 2012; Adekpedjou et al., 2018), and Ontario, specifically 

analyzing post-relocation effects in residents with dementia (Aminzadeh et al., 2013). As 

each province within Canada has different institutional structures, varying services and 

policies, and distinct demographic characteristics, differences in residential relocation 

patterns are likely to be observed among the provinces (Weeks et al., 2012). Canadian 
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research on these topics will ultimately allow for a more tailored provision of housing 

options and services for Canadian older adults.  

           Some studies have provided evidence on the rural-urban retirement migration 

patterns of older adults (Golant, 2015a; Marois et al., 2018). However, more research is 

needed to examine whether these patterns exist among Canadian older adults and their 

motivations for these moves. Findings from this research may uncover any limitations in 

residential housing options and community care provision in rural areas. Evidence on 

rural-urban late-life migration patterns along with the associated motives, may also 

provide evidence on where there is a greater demand for alternative housing options. 

Filling this gap in the literature will also contribute to understanding how the motivations 

for migrating differ among age groups and at different life stages.  

2.6 Limits of this Topic 

           Various limits to this topic exist. As a result of the lack of Canadian literature on 

this topic, the geographic focus of this literature review is limited. Several reasons for 

relocation specific to Canadian older adults are therefore potentially excluded from this 

literature review, as there is a gap in this literature. As AIP continues to be the favoured 

approach by older adults and other institutional structures such as the government, there 

has been a limited focus on RFs as the necessary bridge between homes and LTC 

facilities. Thus, there is a limited amount of evidence that can be consulted to inform 

conclusions on the benefits of supporting AIP through RFs. 

As this topic focuses on RFs, it inherently excludes certain subgroups of the older 

population. Cultural factors may prevent racial and ethnic minority subgroups of the 

older population from relocating into RFs and rather they may either decide to continue 
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living in their own homes, move in with family members or be ‘stuck in place’ (Channer 

et al., 2020; Golant, 2015a; Granbom et al., 2019; Sergeant et al., 2010). Evidence shows 

that low-income older adults are at a higher risk of being ‘stuck in place’ and are more 

likely to be categorized as involuntary residents in their homes (Channer et al., 2020; 

Strohschein, 2012; Smith et al., 2013). This is likely a result of financial barriers and 

fewer affordable residential housing options available (Narushima & Kawabata, 2020; 

Stoeckel & Porell, 2010; Smith et al., 2013). As well, low-income older adults are more 

likely to be lonely, in worse health, and at a higher risk of unsuccessfully AIP 

(Perissinotto et al., 2012; Strohschein, 2012; Park et al., 2017), therefore, presenting a 

greater need for relocation into residential housing. Examining RFs and residential 

relocation trends among older adults excludes this subgroup of the older population who 

is more likely to need the support available within these homes. This topic limits the 

ability to examine how different subgroups of vulnerable older adults experience 

residential living and how their motivations to continue AIP or to relocate into RFs differ 

from other subgroups.  

2.7 Conclusion 

           This literature review provided an overview on how RFs can serve to bridge the 

gap between AIP in one’s community home and LTC facilities. With the Canadian older 

population rapidly growing, it is imperative that a variety of options for RFs are made 

available. The literature on residential relocation patterns among older adults and the 

factors that motivate relocation were also examined. Understanding these factors 

ultimately allows older adults to be better supported within their decision-process about 

residential relocation. Rural to urban migration patterns among older Canadians were 
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briefly discussed, but more research is needed to explore this topic. As well, the topic of 

funding provides insight into the financially inaccessible system of RFs in Ontario and 

highlights the need for government and policymakers to reconsider this funding regime 

on the basis of equity. Current gaps in the literature and the limits to this topic were also 

addressed within this review. Assessing the literature on this topic allows for evidence-

informed decisions to be made to support the growing older Canadian population.  
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Chapter 3 
 

Methods 
 

This chapter provides an overview of the recruitment process and research 

methods used to answer each research question. Through an exploratory approach, this 

research seeks to answer the following questions: 1) What are the demographic and 

socio-economic characteristics of residents living in RFs in Kingston, Ontario? 2) Are 

older adults migrating from outside of Kingston to live in these RFs and if so, from 

where? 3) Why are older adults moving into RFs? To address these research questions, a 

questionnaire was distributed to older adults at four RFs in Kingston, Ontario. Statistical 

tests were then performed on the data gathered through the surveys. In addition, 

qualitative analysis was performed on two open-ended survey questions. Answers to the 

first research question are provided through the description of the sample in this chapter.  

3.1 Site of Data Collection  

 The recruitment and study area for this research is Kingston, Ontario, located in 

the Southeastern part of the province. According to Statistics Canada, Kingston is 

classified as a census metropolitan area (Statistics Canada, 2017). In 2016, the census 

metropolitan area of Kingston had a population of 161,175 residents, making it one of the 

largest cities in this region of the province based on population numbers alone (Statistics 

Canada, 2017). Of that population, older adults (65+) made up 19.4% of the population 

(n= 31,270), with those 85 years and older making up 2.6% of the total (n=4,260). Of 

those 65 years and older, 44.9% were males (n=14,045) and 55.1% were females 

(n=17,230). Within the Kingston general adult population, just over 47% of the 

population (n=76,675) reported having a postsecondary certificate, diploma, or degree 
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and 48% reported being married or living common-law (n=78,500). The majority of the 

population was not a visible minority (89.4%, n=144,125), while only a small percentage 

of the population identified as a visible minority (7.7%, n=12,340). The median total 

income was $36,174, which is above the provincial median income of $33,539 (Statistics 

Canada, 2017). 

The city offers features such as its location on Lake Ontario and the St. Lawrence 

River, 3 post-secondary institutions, one of the largest hospitals in the province’s 

Southeastern region, and a historic legacy, notable through the heavy presence of 

limestone buildings, particularly in the city’s downtown area. These features ultimately 

serve as attractions to tourists and the inward migration of new residents.  

In addition, Kingston is recognized as a major healthcare centre in Ontario 

because of Queen’s University’s medical school, Kingston General Hospital, the Ontario 

Regional Cancer Centre, Hotel Dieu Hospital, and Providence Care Hospital. As of 

March 2021, Kingston had 8 facilities that can be categorized as RFs. Although, more 

RFs are in development or have been proposed for development in the city. 

3.1.1 Defining Residential Facilities 

 RFs are a model of congregate housing, with services tailored to older adults and 

adapted built environments to ensure accessibility. The built environment of these 

communities typically encompasses elements of universal design, such as long hallways 

with railings, bathrooms with walk-in tubs or showers, and handrails in the bathrooms. 

These facilities are typically available for individuals 55 or 65 years and older, depending 

on the building, their outlined restrictions and the ownership. RFs are largely privately-

operated, and all facility operations are overseen by a lead operator, typically recognized 
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as a General Manager (GM) or Executive Director (ED), with various managers and staff 

also working within distinct departments. The title of GM or ED might vary between 

RFs. Despite primarily being commercially operated, RFs have been described as “home-

like” settings (Aminzadeh et al., 2013). RFs are distinct from LTC facilities primarily 

based on their service and care-level provision, thus, at times characterizing RFs as “non- 

or quasi-institutional” settings (Aminzadeh et al., 2013). This distinction is important, as 

RFs exist on the housing spectrum anywhere between living in one’s home and LTC 

facilities.  

  A range of care services and amenities are offered in RFs. These include 

accommodation through private suites, optional dining services, recreational activities, 

housekeeping and home maintenance, and personal care provided by healthcare staff 

onsite (Aminzadeh et al., 2013). These services and amenities are typically standard 

across all RFs, while the availability of additional services and amenities vary between 

facilities, depending on the management and ownership. Residents of RFs are generally 

assessed and provided with a personal care plan upon moving into the facility. Despite a 

range of health statuses and abilities being present within the population in each facility, 

these care plans are used to provide varying levels of personalized care, ranging from 

dietary restrictions to assistance with ADLs and IADLs.  

 It is important to note that each RF presents a unique population of older adults 

with a range of needs, abilities, and preferences. Despite some similarities being present 

among these factors, the older adult population in these facilities remains heterogenous as 

do the facilities themselves in terms of the services offered, price and policies.   
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3.2 Initial Recruitment Process 

 The recruitment process for this research involved multiple steps, but prior to this 

process, ethical approval from Queen’s University’s General Research Ethics Board 

(GREB) was needed. The letter of approval for this research has been included in 

Appendix A. It should be noted that the study title included in the GREB approval letter 

is listed as “Aging in the Right Place: An Analysis of Age-Specific Residential 

Communities in Kingston, Ontario”. In order to align with the literature on RFs, the label 

‘age-specific residential communities’ was changed to ‘residential facilities’ in this 

thesis. 

Once ethical approval was received the initial step in the recruitment process 

involved gaining the approval of the GM/EDs of each RF in Kingston selected for the 

research. The process was undertaken as a first step in gaining access to recruit 

participants at the identified facilities. This process consisted of contacting the GM/ED 

via phone call, through which they were briefed on the purpose of the research and the 

data collection protocol. Each GM/ED was invited to review a copy of the questionnaire 

and Letter of Information and Consent Form (LOI/CF) used for the research (See 

Appendix B and C). It should be noted that the questionnaire and LOI/CF both describe 

the RFs as ‘age-specific residential communities’; however, as previously mentioned, for 

clarity purposes, the term ‘residential facilities’ is used in this thesis to refer to age-

specific residential communities. If the GM/ED was interested in allowing the residents 

of their RF to be recruited for the research, then a copy of the questionnaire and LOI/CF 

was sent to them via e-mail, along with a thorough outline of the data collection protocol 

for their viewing. If the GM/ED approved of these three items, they were then asked to 
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provide a letter of approval verifying their agreement to participate in the study; declaring 

their approval of the data collection protocol, questionnaire, and LOI/CF; and stating that 

their only role in the research would be to place the LOI/CF and questionnaire into each 

resident’s mailbox and to return the sealed questionnaires to the principal investigator. A 

full explanation of the distribution protocols used in this research is provided in Sections 

3.1.4 and 3.1.5 of this thesis. 

In total, all eight RFs in Kingston were included in the recruitment process, 

although only five were contacted during this initial phase of the recruitment process. As 

investigating differences between RFs in Kingston was of interest in this research, five 

RFs were purposely chosen based on their distinct characteristics, such as the age of the 

building, location, proximity to local services and amenities, and the presence of a LTC 

facility on the premises. The phone numbers for each RF were obtained by accessing the 

facility’s website and each GM/ED was phoned by the principal investigator. Out of the 

five GM/EDs that were initially contacted, four demonstrated interest and agreed to 

receive the e-mail described above. Of the four GM/EDs that received the email, one did 

not provide a response. There were no discernable differences among the facilities where 

GM/EDs did not respond in comparison to facilities where GM/EDs did respond. 

Of the five GM/EDs that were contacted in the initial participant recruitment 

process, three agreed to participate. The actual names of each RF have been coded as a 

number in order to preserve the anonymity of all participants. The GM/ED from RF #1 of 

this research agreed to participate in the research but delegated the task to the Engage 

Life Coordinator (ELC) of the facility. The ELC also reviewed the e-mail containing the 

data collection protocol and materials, and ultimately provided the letter of approval. The 
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GM from RF #2 also granted approval for the research to be conducted at their RF and 

provided their letter of approval. The third GM/ED agreed to participate, contingent on 

making various changes to the questionnaire and data collection protocol. As a result, this 

RF was not included in the research.  

Subsequently, as only two GM/EDs had agreed to the research in this stage (RF 

#1 and RF #2), the GM/ED of another RF was then contacted via the same process 

described above. This GM/ED ultimately provided their authorisation and letter of 

approval, thus, allowing RF #3 to be included in this research. Data collection was 

ultimately carried out between the months of October and December 2020 at RFs #1, 2, 

and 3. A total of three RFs were included during the first round of data collection.  

Upon completion of the first round of data collection in December 2020, two 

more GM/EDs were contacted in order to recruit a greater number of participants. Both 

of the GM/EDs agreed to review the materials and protocol via e-mail, but only one 

provided final approval for the research. RF #4 was thus included in the research, and the 

GM/ED delegated the task to the Lifestyle Consultant (LC) of the facility, who also 

provided the letter of approval. A full list of the RFs included in the research, along with 

their total number of occupied units at the time of data collection can be found in Table 

3.1. As only one questionnaire was distributed to every unit, this chart only reflects total 

unit numbers, not the total proportion of residents at each facility. 
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Table 3.1  

Number of Units Per Residential Facility 
Residential Facility Number of Units 
 RF #1 117 
 RF #2 61 
 RF #3 84 
 RF #4 136 
 Total 398 

 

3.2.1 Participant Recruitment and Data Collection Protocols 

 The second step in the recruitment process involved participant recruitment 

through the distribution of data collection materials. There were two participant 

recruitment and data collection protocols used in this research. Both protocols were 

designed to ensure the health and safety of all individuals involved in the research and to 

abide by restrictions put in place within the province, due to the COVID-19 pandemic. As 

the residents of RFs present a spectrum of functional and cognitive abilities, it was 

important that individuals with limited functional and cognitive abilities, such as 

individuals living with dementia, were not excluded from the recruitment component of 

this research. Thus, the participant recruitment protocols were also designed to ensure 

that all residents in the facilities were presented with the opportunity to participate in the 

research, thus, limiting the possibility of selection bias by the individual distributing the 

data collection materials. ‘Protocol #1’ was used at RFs #1, 2, and 3, and a modified 

version resulting from COVID-19 restrictions, titled ‘Protocol #2’, was used at RF #4.  

3.2.1.1 Participant Recruitment and Data Collection Protocol #1 
 

As a result of COVID-19 protocols in place across the province of Ontario during 

the time of this research, a member of the staff at each RF was assigned the role of 

distributing and collecting the data. The individual who provided the approval letter was 
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ultimately the individual selected for this role. Although there was minimal risk that the 

participants could be identified through the data collection process, to further ensure 

complete anonymity of the participants, the individual with the role of distributing and 

collecting the data was asked to sign a letter of agreement prior to the commencement of 

data collection (See Appendix D). The letter of agreement stated that by signing, one was 

verifying that they would not monitor, nor keep track of who had participated in the 

research. Each letter was provided to the principal investigator before the packages were 

distributed and from there, the participant recruitment and distribution protocol began. 

This aspect of the protocol remained the same within ‘Protocol #1’ and ‘Protocol #2’. 

‘Protocol #1’ was used at RFs #1,2, and 3. As part of this protocol, the individual 

was asked to place a package containing one copy of the anonymous questionnaire, two 

copies of the LOI/CF, and an envelope into each unit’s mailbox. All paper-copy packages 

were dropped off to each RF by the principal investigator abiding by COVID-19 related 

public health measures in place. Although the questionnaire was designed to ensure 

participant anonymity, an envelope was provided to ensure that the individual collecting 

the questionnaires would be unable to view the participant’s responses. As previously 

mentioned, only one package was provided per unit, which was categorized as a 

household, meaning that only one member of each household was recruited.  

The data collection process occurred throughout the span of three weeks. At the 

end of the second week, the individuals responsible for distributing and collecting the 

data were asked to provide a reminder letter to the residents via their mailboxes. 

Members from RF #2 and #3 agreed to provide a reminder letter, while the staff member 
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from RF #1 stated that they were providing daily reminders and thus the reminder letter 

was not necessary. 

 By receiving the package through their mailbox, residents were able to review the 

questionnaire and LOI/CF, and thus decide whether they wanted to participate in the 

research. Residents who agreed to participate were asked to consent to the research by 

signing two copies of the LOI/CF. The participants were instructed to keep one copy and 

return the second copy to the principal investigator within the provided envelope. 

Participants were also instructed to place their completed questionnaire into the envelope 

and to seal it. The sealed envelopes containing a signed copy of the LOI/CF and the 

completed questionnaire were all returned to the same individual which distributed the 

data collection materials. It should be noted that the questionnaire instructs the participant 

to return the completed questionnaire and LOI/CF to the GM/ED of the RF. As the ELC 

of RF #1 was delegated the task of distributing and collecting the materials, these 

instructions were misleading. Therefore, in order to avoid confusion, the appropriate 

directions were communicated directly to all residents by the ELC. All of the sealed 

envelopes containing the completed questionnaires and signed LOI/CFs were then picked 

up the principal investigator at the end of the third week of data collection. 30 packages 

were collected upon completion of ‘Protocol #1’.  

3.2.1.2 Participant Recruitment and Data Collection Protocol #2 
 

‘Protocol #1’ was used as the foundation for the second participant recruitment 

and data collection protocol. As previously mentioned, ‘Protocol #2’ was only used at RF 

#4. The GM of RF #4 requested that ‘Protocol #1’ be modified because of stricter 

COVID-19 restrictions in place at the time, which was during Ontario’s stay-at-home 
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order in January 2021. As the residents of RF #4 did not have access to their mailboxes 

during this time, the GM requested that a recruitment poster be distributed to the 

residents (See Appendix E). It should be noted that the recruitment poster uses the label 

“retirement residences,” as this term is commonly used to refer to RFs, and thus, to avoid 

confusion amongst the participants. As instructed by the GM, any residents interested in 

participating could sign up using their suite number to then receive a data collection 

package from the Lifestyle Consultant (LC). To ensure that the residents were able to 

remain anonymous through this process, it was requested that all sign-up sheets be 

destroyed after the packages had been distributed. In order to legitimize this agreement, 

this item was added to the initial letter of agreement (See Appendix F). Following the 

approval of ‘Protocol #2’ by the GM and receiving a signed copy of the letter of approval 

and letter of agreement, an amendment to the study’s GREB application was put forward 

(Appendix G for the letter of approval). Following the approval of this amendment by 

Queen’s University’s GREB, recruitment posters were distributed by the LC to all 

residents at RF #4. In following the public health guidelines in place at the time, the data 

collection packages were dropped off at the RF and picked-up by the principal 

investigator within a 2-week timeframe. 11 participants were recruited at RF #4, all of 

which provided a completed package (Table 2). The LC confirmed that all participant 

recruitment sign-up sheets were destroyed following the completion of the data collection 

process. 

3.2.2 Final Response 

 
The response count, rate, and total percentage for each RF are displayed in Table 

2. The response count represents the total number of cases per RF. This table represents 
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the response rate as the response count divided by the number of units, while the total 

response percentage displays the percentage of cases from each RF within the total 

sample. Each percentage was rounded to the nearest decimal. 

It should be noted that RF #3 had a low response rate of only 5 cases, as the 

GM/ED of this facility did not follow the agreed upon participant recruitment and data 

collection protocol. Despite signing the letter of approval stating that their role would be 

to place all data collection packages into every unit’s mailbox, the GM/ED did not 

complete this process. Although the exact recruitment and data collection protocol that 

they engaged in was not discussed, it can be assumed that the GM/ED did not place the 

packages into each of the residents’ mailboxes as all uncompleted data collection 

packages were returned to the principal investigator at the time of pick-up. These actions 

ultimately limited the residents’ autonomy in their decision to participate in the research. 

Specific details on how the GM/ED of RF #3 recruited participants were not provided. It 

can be assumed that this negatively impacted the response rate of RF #3, and it should be 

noted that there is a potential selection bias within the sample of participants at RF #3. 

 
Table 3.2  
 
Overview of the Number of Units, Response Count, Response Rate, and Total Response 
Percentage Within Each Residential Facility 
Residential Facility  

Number 
of Units 

Response 
Count 

Response 
Rate 

Total 
Response 

Percentage  
 RF #1 117 16 13.7 39 
 RF #2 61 9 14.8 22 
 RF #3 84 5 6 12.2 
 RF #4 136 11 8.1 26.8 
 Total 398 41 10.3 100 
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3.2.3 Letter of Information and Consent Form and Questionnaire 

 Two paper-copies of the LOI/CF were provided within each data collection 

package (See Appendix B). The LOI/CF invited participants to take part in the research, 

provided an explanation of the purpose of the research, and instructed participants on the 

data collection protocol. The minimal risk associated with participating in the study was 

discussed along with the ways in which the risk would be mitigated. The document also 

provided an explanation of the contents of the questionnaire and how the study results 

would be used. If interested in taking part in the study, participants were instructed to 

consent by providing their signature and by returning a signed copy within the provided 

envelope.  

 This research used paper-copy questionnaires for the data collection. Paper-copies 

were used in order to ensure that the questionnaires were accessible to all participants and 

to navigate any potential barriers of audio or visual impairments, access to the internet, or 

an inability to navigate an online survey platform. The questionnaire consisted of four 

parts: (1) Basic Personal Information, (2) General Health and Functioning, (3) Housing 

History and Dwelling Satisfaction, and (4) Socio-Demographic Characteristics. The 

purpose of the questionnaire and a description of its anticipated use were both described 

on the first page of the questionnaire (Appendix C).  

 Part one of the questionnaire was titled ‘Basic Personal Information’ and included 

two questions. Participants were briefed on the purpose of this section using the phrase, 

“In this part, I ask you about some of your basic information”. The first question was 

structured as an open-ended question and asked the participant to write their age. The 

second question asked for the participant’s gender through a close-ended format. Three 
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response options were provided: ‘male’, ‘female’, and ‘other’ through which the 

participant was invited to self-identify.  

 The questionnaire continued by asking participants about their general health and 

functioning in Part two. All questions included in this part were close-ended. The 

measure of ‘general health’ was classified using the same measures from Statistics 

Canada, which includes an all-encompassing definition of general health, including 

physical, mental, and social wellbeing. Items for measuring general health included: 

‘poor’, ‘fair’, ‘good’, ‘very good’, and ‘excellent’. ADLs were used as the domain to 

measure general functioning as this is a measure commonly used in the literature to 

represent functional ability and limitations (Graf, 2008). Question 4 asked the participant 

to check off the ADLs that they are able to complete without assistance. Question 5 asked 

how many of the following ADLs the participant is entirely unable to complete 

themselves.  

 Part three of the questionnaire was split into two subsections: housing history and 

dwelling satisfaction. The term ‘previous dwelling’ was used to describe the dwelling 

that the participant previously resided in before moving into their current RF. Part three 

consisted of four open-ended questions and seven close-ended questions.  

The first subsection of part three asked the participant about their housing history. 

Question 6 asked the participant to specify the year that they had moved into their current 

dwelling and question 7 asked them to specify the name of the geographic location of 

their previous dwelling. These questions were used to determine where the participant 

had relocated from and were included in an open-ended format to allow for a more 

specific analysis of these results in answering research question #2. Questions 8 and 9 
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were used to determine the participant’s previous tenure status and the type of dwelling in 

which they previously resided. This subsection continued by asking questions about the 

participant’s moving history, specifically their motivations for the relocation into their 

current RF. These questions were used to address research question #3. Question 10 was 

used to determine whether the participant’s move was health-related or non-health-

related. Questions 11 and 12 were structured as fifteen-item close-ended questions to 

measure the motivations for the participant’s move. The fifteen items were created based 

on common themes presented in the literature on residential relocation amongst older 

adults. Each item represented a possible reason for the relocation. Question 11 asked the 

participant to check off all the items that applied and question 12 asked the participant to 

check off the most important reason and thus, only one item. The questionnaire continued 

by asking the participant to specify their current building (question 13). This question 

was included to analyze differences between each RF.  

The second subsection of part three asked participants about their current 

dwelling satisfaction. A five-item Likert-type scale was used to determine the 

participant’s satisfaction with their current RF. Responses ranged from ‘very dissatisfied’ 

to ‘very satisfied’. Questions 15 and 16 followed by asking the participant to report their 

‘most-liked’ and ‘least-liked’ features of their current RF through an open-ended format.  

 The final part of the questionnaire (part 4) focused on the participants’ socio-

demographic characteristics. Participants’ education level, marital status, and racial or 

cultural group(s) were all measured through questions included in this section (questions 

17-19). Question 20 asked participants to report the number of persons in their household 

in an open-ended format. If the participant answered ‘two’, then they were instructed to 
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provide the age, gender, and education level of a second person in their household. The 

results from this question were not merged with those of the sample, but rather displayed 

as their own separate variables. The two final questions of the questionnaire (questions 19 

and 20) asked participants to report an estimate of their pre- and post-retirement incomes. 

3.3 Limitations 

 
 This research took place during the COVID-19 pandemic. As living in congregate 

housing and age were considered enabling and pre-disposing factors to the incidence and 

transmission of COVID-19, RFs were placed under strict COVID-19-related public 

health restrictions at the time of this research. Some of these restrictions included 

physical distancing measures, which limited residents from being unable to engage in any 

social activities and depending on the status of cases within the facility, even being 

isolated to their suites. While the restrictions were constantly evolving with the situation 

of the COVID-19 pandemic, non-essential guests were not permitted to enter the 

premises of RFs throughout the entire duration of this research. Thus, the principal 

investigator was unable to carry out participant recruitment directly (e.g., speak at a 

group meeting of residents as a way generating interest in participation in the survey) and 

data collection involved in this research. As previously mentioned, the role of data 

collection therefore had to be delegated to a manager or staff member at the RF. As a 

result, aside from asking those conducting the task to provide signed copies of a letter of 

approval and letter of agreement ascertaining their obligation to the protocol, the 

principal investigator was limited in the ability to ensure that the recruitment and data 

collection protocols were followed correctly. As previously mentioned, this ultimately 

resulted in RF #3 not following the agreed upon protocol thus, limiting the response rate. 
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As stated previously in this chapter, this error may have led to a possible selection bias 

within the sample of RF #3. As well, the low overall response rate of this research likely 

reflects the lack of contact between the principal investigator and the residents of the 

facilities.  

 While the paper-copy LOI/CFs and questionnaires were designed to be accessible 

to all older adults involved in this study, it should be noted that some accessibility 

barriers might have still been present. These barriers may have included an inability to 

read the print and/or hand-write their responses. The research was originally developed to 

allow the principal investigator to assist the participants in the tasks of reading and/or 

writing their verbally expressed responses; however, because of the COVID-19-related 

restrictions mentioned above, this approach had to be eliminated from the recruitment 

and data collection protocol. Ultimately, these barriers may have hindered the ability for 

some residents to participate in this research. This lack of participation may have 

presented as a complete absence from the research or as an inability to provide a 

complete response to some questions in the questionnaire.  

 Upon further pandemic-related restrictions put in place in early January of 2021, 

residents of RF #4 were unable to access their mailboxes at the time of data collection. 

As a result, and as previously mentioned, the initial recruitment and distribution protocol 

had to be amended to abide by these restrictions. Therefore, two different recruitment and 

distribution protocols were used in this research. Also as mentioned, the first protocol 

provided all possible participants with data collection materials, allowing them to review 

the LOI/CF and questionnaire prior to making their decision to participate, while the 
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latter did not. It is unclear whether this had an effect on the response rate at RF #4, but 

the difference in these two protocols should be noted.  

 As previously noted, following the second week of data collection at each RF, the 

GM/ED or staff member involved in the data collection process was asked to provide a 

letter to the residents of their RF reminding them that they had been recruited for the 

research. Each RF included in this research ultimately followed a different approach in 

communicating this reminder. RF #1 mentioned that they were already providing daily 

reminders and thus chose to forgo the reminder letter; RF #2 agreed to provide the letter; 

RF #3 also agreed. Although, it should be noted that RF #3 did not follow the agreed 

upon recruitment and distribution protocol, thus, it can be inferred that a reminder letter 

was in fact not provided to each resident. RF #4 ultimately did not provide a reminder 

letter, as their protocol involved a sign-up sheet, and thus, the residents did not need a 

reminder about their recruitment for the research. It should be noted that the RF at which 

the residents received daily reminders (RF #1) had the highest total response within the 

entire sample (Table 3.2). It is unclear whether the difference in frequency of reminders 

had an effect on the total number of responses within each RF; however, this should be 

accounted for when assessing the results of this research.  

 The sample had a total number of 41 cases, which accounted for only 10.3% of 

the total sample recruited (n=398). Additionally, only 4 of the 8 RFs that were invited to 

participate in this research agreed to participate, limiting the total possible number of 

participants recruited. All efforts were made to contact each RF and increase the sample 

size of this research. This small sample size is ultimately not representative of the entire 

population of older adults living in RFs in Kingston, Ontario. Furthermore, all 
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participants identified as ‘White’ when asked about their racial or cultural group and one 

participant identified as ‘White’ and ‘Métis’. Therefore, this might further limit the 

representation of this sample. Question 19 of the questionnaire, which asked participants 

about their racial or cultural group(s) followed the model used in previous Statistics 

Canada questionnaires (See Appendix C). As a result, Indigenous groups, including First 

Nations, Métis, Inuit were not included as response options for this question. This option 

should have been included to effectively include and represent Indigenous status and 

culture within this research. This should be noted for future research. 

In addition, the small sample size presented an issue within the quantitative 

analyses. As a result, using every category in each question in the format of contingency 

tables results in most Chi-square tests with expected counts of less than five in some 

cells. For this reason, many disaggregated variables were excluded in the analysis. Even 

with aggregated categories for some variables, some statistically significant Chi-square 

test results were also excluded from the results as they presented an expected count of 

less than 5. Additionally, some aggregated variables had category counts of less than 10. 

This presented an issue in conducting logistic regression analyses.  

The final limitation relates particularly to the qualitative analysis of this research 

and questions 11, 12, 15, and 16 of the questionnaire (See Appendix C). Even though 

only one person in the household formally answered these questions within the 

questionnaire, it is likely that input from both members of the household was considered 

in doing so. It is, therefore, difficult to discern if the questionnaire responses particularly 

speak to the experiences of one member of the household, the second member, or both. 
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This should be considered in analyzing the results, discussion of the reasons for the 

participants’ relocations, and their most and least-liked features of their current RF. 

Overall, the results of the quantitative and qualitative analyses should be read 

with care taking into consideration the limitations above. The researcher’s experience 

also raises a number of interesting methodological issues about data collection among 

older adults during pandemic times and the challenges of data collection in RFs. These 

issues are taken up in the concluding chapter.   

3.4 Methodology 

 
 This research adopted an exploratory approach in assessing the three research 

questions presented in this thesis. The first research question was explored using 

primarily descriptive statistical analyses, while the second and third research questions 

were assessed using only statistical analyses. All statistical analyses were performed 

using IBM SPSS Version 27.0. Most response categories were aggregated to describe the 

sample and in order to perform quantitative analyses. A full overview of the aggregated 

variables can be found in Table 3.3. This table displays the possible responses included in 

the questionnaire, the aggregated categories for the descriptive statistics, and the 

aggregated categories for the statistical analyses. A hyphen (-) is used in the table to 

represent the same aggregated category as the one in the previous column, while an ‘x’ 

symbol is used to signify that that variable was excluded from that analysis. In order to be 

able to properly conduct quantitative analyses, most response categories were aggregated 

into two categories, with no category having less than 10 cases. However, to provide a 

more detailed overview of the sample, some of the response categories were aggregated 

into three or four categories to describe the sample in section 3.5 of this thesis. The 



 60 

aggregated categories under the column ‘Aggregated Categories for Description of 

Sample’ in Table 3.3 will be used in describing the sample. The next chapter of this thesis 

where the results of the statistical analyses are discussed therefore uses the aggregated 

variables under column titled ‘Aggregated Categories for Statistical Analyses’. The 

remainder of this chapter provides an overview of how the questionnaire response 

categories were aggregated first for the description of the sample and then for the 

statistical analyses. 

3.4.1 Aggregated Response Categories 

When asked about the age distribution at their RF, two of the four GM/EDs 

indicated that over 80% of the residents were over the age of 85. The other two GM/EDs 

did not provide a response. Therefore, the variable ‘age’ was aggregated into two 

categories: ’84 years of age or younger’ and ’85 years of age or older’. ‘Gender’ 

presented two categories, ‘Male’ and ‘Female’, both of which had more than ten cases 

and thus, was not aggregated further. ‘Education Level’ presented seven questionnaire 

response categories: ‘Less than high school diploma or its equivalent’, ‘High school 

diploma or a high school equivalency certificate’, ‘Trade certificate or diploma’, 

‘College, CEGEP or other non-university certificate or diploma (other than trades 

certificates or diplomas)’, ‘University certificate or diploma below the bachelor's level’, 

‘Bachelor's degree e.g., B.A., B.A.(Hons), B.Sc., B.Ed., LL.B.’, and ‘University 

certificate, diploma, degree above the bachelor's level’. These categories were aggregated 

based on university attendance: ‘University educated’ and ‘Not university educated’.  

Moreover, ‘Income pre-retirement’ presented five questionnaire response 

categories: ‘$0 to $19,999’, ‘$20,000 to $49,999’, ‘$50,000 to $99,999’, ‘$100,000 or 
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more’, and ‘do not know’. These categories were aggregated into two income brackets: 

‘$0 – $49,999’, and ‘$50,000 or more’. The ‘Do not know’ category was also included in 

displaying the descriptive statistics. ‘Income post-retirement’ referred to the following six 

response categories: ‘Same as before retirement’, ‘$0 to $19,999’, ‘$20,000 to $49,999’, 

‘$50,000 to $99,999’, ‘$100,000 or more’, and ‘do not know’. The same three categories 

were formed: ‘$0 – $49,999’, and ‘$50,000 or more’, and ‘Do not know’. All the ‘Same 

as before retirement’ responses were aggregated into either the ‘$0 – $49,999’ or 

‘$50,000 or more’ categories. Moreover, as all but one participant answered ‘White’ 

when reporting their racial or cultural group, the racial or cultural group(s) response 

categories were aggregated into ‘White’ and ‘Other’. In order to properly distinguish 

between those who reported being widowed or single, the response categories of ‘marital 

status’ including ‘Married’, ‘Living common-law’, ‘Widowed’, ‘Separated’, ‘Divorced’, 

‘Single, never married’ were aggregated into three categories: ‘Married or living 

common-law’, ‘Widowed’, and ‘Single’, with two of the categories having a count of less 

than 10. ‘Number of persons in household’ presented two categories ‘1’ and ‘2’, which 

exhausted all responses. The ‘age’ and ‘education level’ variables for the second person 

in the household were aggregated into the same categories as previously mentioned. The 

categories of ‘gender’ of the second person in household were not aggregated. 

 In respect to the variables pertaining to the participant’s previous dwelling, 

‘previous tenure status’ referred to ‘Own it or partially own it’, ‘Rent it’, and ‘Live there 

rent-free’. These categories were thus aggregated into ‘Owner or partial owner’ and 

‘Non-owner’. ‘Previous dwelling type’ presented four response categories: ‘House’, 

‘Apartment’, ‘Senior living community/home’, and ‘Other’. Individuals who indicated 
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‘Other’ and specified their previous dwelling as a ‘Condo’ were aggregated into the 

‘Apartment’ category. Response categories for this variable were not further aggregated 

to display the full findings for this response. Moreover, the continuous variable of ‘Move 

in year’ was aggregated into two categories: ‘Within last 5 years’ and ‘More than 5 years 

ago’. Lastly, ‘Satisfaction with current dwelling’ had the following questionnaire 

response categories: ‘Very dissatisfied’, ‘Dissatisfied’, ‘Neither dissatisfied nor satisfied’, 

‘Satisfied’, and ‘Very satisfied’. The following three categories were formed: 

‘Dissatisfied, ‘Neutral’, and ‘Satisfied’.  

The geographic variables are presented in two ways, one which demonstrates all 

response categories and the other with aggregate categories. The first provides a full 

overview of all the participants’ previous dwelling locations, while the latter was 

aggregated to show whether an individual moved from within Kingston or from outside 

of Kingston (Table 3). This was done to provide a detailed description of where 

individuals living in RFs in Kingston are moving from.  

The ‘general health status’ response categories of ‘Poor’, ‘Fair’, ‘Good’, ‘Very 

good’, and ‘Excellent’ were aggregated into ‘Fair’, ‘Good’, and ‘Very good or excellent’. 

The category of ‘Poor’ was excluded from all analyses as it received 0 responses. The 

questionnaire response categories ‘ADLs able to complete on own, ‘ADLs unable to 

complete on own’, ‘current dwelling’, ‘all reasons for relocation’ and ‘the most important 

reason for relocation’ were not aggregated in describing the sample in order to display a 

more accurate depiction of these characteristics. The variable ‘type of relocation’ 

presented 23 cases in the ‘Other’ response category. Participants who indicated ‘Other’ 

were asked to specify their response. These responses were aggregated into common 
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themes presented in Table 3.3. Questions for which participants were asked to ‘check all 

that apply’ present a total of more than 41 cases. These variables include ‘racial or 

cultural group(s)’, ‘ADLs able to complete on own, ‘ADLs unable to complete on own’, 

and ‘all reasons for relocation’. As well, it should be noted that some variables present a 

total of less than 41, as some participants did not provide a response.  

The variable ‘number of ADL limitations’ displayed in Table 3.3 was developed 

from the responses to question 5 of the questionnaire, which assessed the ADLs that 

participants were unable to complete themselves. All responses indicating ‘none’ to this 

question were aggregated into the ‘None’ category, while all other responses were 

aggregated into the ‘one or more’ category. As well, it should be noted that Table 3.3 

does not present the actual names of each RF, but rather presents the response categories 

under a pseudonym in order to preserve the anonymity of participants. 

In order to conduct non-parametric tests (e.g., one sample binary and one sample 

Chi-square tests), and other quantitative analyses including Chi-square tests and logistic 

regression, all variables used to describe the sample were further aggregated into two 

categories with no categories having less than 10 cases. A full overview of these 

aggregated categories can be found in Table 3.3. The following variables presented the 

same categories as in the sample description: ‘age’, ‘gender’, ‘education level’, ‘number 

of ADL limitations’, ‘previous tenure status’, and ‘move-in year’. As aggregated and 

non-aggregated versions are both included in the description of the sample, only the 

aggregated version of ‘previous dwelling location’ was used in conducting statistical 

analyses. Additionally, the ‘Do not know’ category for ‘post-retirement income’ was 

excluded from these analyses.  
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The categories of ‘marital status’, including ‘Married or Living common-law’, 

‘Widowed’, and ‘Single’ were aggregated into the two categories of ‘Married or living 

common-law’ and ‘Widowed/separated/divorced/single, never married’. Ultimately, 

individuals living with a partner were placed into one category, while individuals without 

a partner were placed into a separate category. For analytical purposes, responses for 

‘general health status’ were aggregated into two categories: ‘Fair’ and ‘Good or better’. 

This was done in order to compare the group of individuals with an average to high self-

rated general health status to those with lower self-rated general health, who may also 

require greater care or assistance. As a result of the small sample size, the two variables 

of ‘marital status’ and ‘general health status’ had less than 10 cases within one of their 

categories. ‘Married or living common-law’ had 8 cases and the ‘general health status’ 

category ‘Fair’ had 9. However, despite the low number of cases within these categories, 

these variables were included in the analyses, but the results should be interpreted with 

caution. 

The four categories of ‘previous dwelling type’ were further aggregated into 2 

categories. As the only response to ‘Other’ was a mobile home, this category was 

combined with the category of ‘House’ as mobile homes are their own setting, in 

comparison to apartments or RFs which are congregate settings. Additionally, RFs are 

typically apartment-style dwellings, this category was aggregated into the ‘Apartment’ 

category. Thus, for quantitative analyses, ‘previous dwelling type’ referred to 

‘House/mobile home’ and ‘Apartment/senior living community/home’. In order to assess 

why individuals were dissatisfied with their current dwelling, the variable of ‘satisfaction 

with current dwelling’ was aggregated from ‘Dissatisfied, ‘Neutral, and ‘Satisfied’ to 
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‘Dissatisfied’ and ‘Neutral or satisfied’. It should be noted that the category of 

‘Dissatisfied’ only presented 4 cases and was therefore only included in conducting the 

non-parametric tests but was excluded from the other quantitative analyses such as the 

Chi-square tests and logistic regression analyses.  

As 23 participants indicated ‘Other’ when asked about their type of relocation, 

this variable was aggregated into two new categories. The response categories of ‘An 

anticipated decline in health’ and ‘As a response to a health event or other decline in 

health’ were aggregated into the category of ‘Health-related move’, while ‘Other’ was 

recategorized as ‘Non-health-related move’. These new categories were aggregated to 

assess the significance of whether individuals are relocating into RFs in Kingston for 

health-related reasons or non-health related reasons.  

Furthermore, the variables of ‘most important reason for move’ was aggregated 

from eight categories to two categories. The new categories were developed from a 

common theme present in the literature: ‘Push factors’ and ‘Pull factors’. As discussed in 

Chapter 2 of this thesis, ‘Push factors’ commonly refer to factors which nudge an 

individual out of their home and into a new home, while ‘Pull factors’ are described as 

factors that attract individuals into a new dwelling. The following were categorized as 

‘Pull factors’ as they are characteristics which may entice an older adult to move into 

their new home: ‘Wanted the services offered’, ‘Wanted a community of similar people’, 

‘Reputation of the current dwelling’. The subsequent categories were categorized as 

‘Push Factors’ as they reflected factors which drive an individual to relocate: ‘To 

downsize’, ‘Personal health reasons’, ‘Change in household or family size (widowhood)’, 

‘To be closer to family’, and ‘Encouraged by family or caregiver’. It should be noted that 
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‘To be closer to family’ could be categorized as a pull or push factor, but in this research, 

it was categorized as a ‘Push factor’ as the proximity to family was viewed a needs-

driven. Moreover, the literature has recognized moving closer to kin as generally being 

needs-driven and has discussed moving to be closer to one’s family as a key necessity to 

successfully AIP (Bäumker et al., 2012, Granbom et al., 2021). In 2017, not wanting to 

be dependent on family was categorized as a pull factor and the need for more social 

contact was recorded as a push factor, thus providing further reasoning for this 

classification (Smetcoren et al., 2017). As the scope of this research is not large enough 

to determine the exact motivations driving the participants’ relocation to be closer to 

family, including a need for more social contact, need for informal caregiving, or a desire 

for either or both factors, this research has adopted a needs-driven approach, and this 

approach should be considered when assessing the results.  

The variables, ‘current dwelling’, ‘ADLs Able to Complete Without Assistance’, 

and ‘ADLs Unable to Complete on Own’ could not be aggregated, therefore as a result of 

their small case counts they were only included in assessing the descriptive statistics and 

were excluded from other statistical analyses. ‘racial or cultural group(s)’ was aggregated 

into ‘White’ and ‘White and Other’ in displaying the descriptive statistics of the sample 

but the variable was excluded from other statistical analyses including Chi-square tests 

and logistic regression as ‘White and Other’ only had only one case. ‘Marital status’ was 

also excluded from all Chi-square tests of independence and logistic regression analyses 

as the ‘married or living common-law’ response category had only eight cases. The 

variable ‘move-in year’ was only used in answering research question #1 and was thus 

excluded from all analyses used in exploring research questions #2 and #3. 
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Eight participants reported having a second person in their household. These 

results are included in the descriptive statistics analysis and non-parametric tests along 

with the second person’s age, gender, and level of education. As a result of the small case 

count for the number of participants indicating having a second person in their household, 

no additional statistical analyses were done on this group.
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Table 3.3  
 
Aggregated Response Categories for the Description of the Sample and Statistical Analyses 

Variables Questionnaire Responses Aggregated Categories for 
Description of Sample 

Aggregated Categories for 
Statistical Analyses 

Age Open-ended response 84 years of age or younger 
85 years of age or older 

- 
- 

Gender Male 
Female 

- 
- 

- 
- 

Education level < high school diploma  
High school diploma 

Trade certificate/diploma  
College certificate/diploma 

University below the bachelor’s level  
Bachelor’s degree 

University above the bachelor’s level 

University educated 
Not university educated 

- 
- 

Income pre-retirement $0 to $19,999 
$20,000 to $49,999 
$50,000 to $99,999 
$100,000 or more 

Do not know 

$0 – $49,999 
$50,000 or more 

Do not know 

  -** 
  -** 

 

Income post-retirement Same as before retirement 
$0 to $19,999 

$20,000 to $49,999 
$50,000 to $99,999 
$100,000 or more 

Do not know 

$0 – $49,999 
$50,000 or more 

Do not know 

$0 – $49,999 
$50,000 or more 

Racial or cultural group(s) White 
South Asian 

Chinese 
Black 

Filipino 
Latin American 

Arab 
Southeast Asian 

West Asian 
Korean 

Japanese 
Other (please specify) 

White 
Other (Métis) 

x 
x 



 69 

 
Marital status Married 

Living common-law 
Widowed 
Separated 
Divorced 

Single, never married 

Married or living common-law 
Widowed 

Single 
 

Married or living common-law** 
Single** 

 

Number of persons in household Open-ended response 1 
2 

  -** 
  -** 

Age of 2nd person in household Open-ended response 84 years of age or younger 
85 years of age or older 

  -** 
  -** 

Gender of 2nd person in household Open-ended response Male 
Female 

  -** 
  -** 

Education of 2nd person in household Open-ended response University educated 
Not university educated 

  -** 
  -** 

Previous Tenure status Own it or partially own it 
Rent it 

Live there rent-free 

Owner or partial owner 
Non-owner 

- 
- 

Type of previous dwelling House 
Apartment 

Senior living community/home 
Other 

House 
Apartment 

Senior living community/home 
Other (mobile home) 

House/mobile home 
Apartment-style setting 

Move-in year Open-ended response Within last 5 years 
More than 5 years ago 

   -*** 
   -*** 

Satisfaction with current dwelling Very dissatisfied 
Dissatisfied 

Neither dissatisfied nor satisfied  
Satisfied  

Very satisfied 

Dissatisfied 
Neutral  
Satisfied 

Dissatisfied** 
Neutral or satisfied** 

 

Previous dwelling location Open-ended response Within Kingston 
Outside of Kingston 

- 
- 

General health status Poor 
Fair 

Good 
Very good 
Excellent 

Fair 
Good 

Very good or excellent 

Fair 
Good or better 
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ADLs able to complete on own All of the activities below 
Eating 

Toileting 
Bathing 

Getting in and out of bed 
Dressing 
Walking 

- 
- 
- 
- 
- 
- 
- 

x 
x 
x 
x 
x 
x 
x 

ADLs unable to complete on own None of the activities below 
Eating 

Toileting 
Bathing 

Getting in and out of bed 
Dressing 
Walking 

- 
- 
- 
- 
- 
- 
- 

x 
x 
x 
x 
x 
x 
x 

Current dwelling RF #1 
RF #2 
RF #3 
RF #4 

- 
- 
- 
- 

  -** 
  -** 

  -** 
  -** 

Type of relocation An anticipated decline in health  
As a response to a health event or 

other decline in health  
Other 

- 
- 
 
- 

Health-related 
Non-health-related 

All reasons for relocation Already had friends living in the 
current dwelling 

Change in family size (only 
widowhood) 

Change in household or family size 
(marriage/divorce/separation) 

Encouraged by a family member or 
caregiver 

For personal health reasons 
Reputation of the current dwelling 

To be closer to family members 
To be in a more desirable 

neighbourhood 
To downsize 

To reduce housing costs 
To upgrade to a better-quality 

dwelling 

- 
 
- 
 
- 
 
- 
 
- 
- 
- 
- 
 
- 
- 
- 
 
 

x 
 
x 
 
x 
 
x 
 
x 
x 
x 
x 
 
x 
x 
x 
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Wanted a community of similar 
people 

Wanted more security 
Wanted the services offered by the 

current dwelling 
Wanted to be closer to services and 

amenities within the community 

- 
 
- 
- 
 
- 

x 
 
x 
x 
 
x 
 

Most important reason for relocation Change in family size (only 
widowhood) 

Encouraged by a family member or 
caregiver 

For personal health reasons 
Reputation of the current dwelling 

To downsize 
Wanted a community of similar 

people 
Wanted the services offered by the 

current dwelling 

- 
 
 
- 
 
- 
- 
- 
- 
 
- 
 

Push factor 
Pull factor 

Number of ADL limitations * None 
One or more 

- 
- 

-  Represents the same variable category as in the previous column 
x Indicates that the variable has been excluded from the analysis 
* Question not included in questionnaire 
** Variable excluded from Chi-square tests and logistic regression analyses 
*** Variable excluded from analyzing research questions #2 and 3 
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3.4.2 Methods of Analysis 

To effectively measure the significance of the results with a small sample size 

(n=41), two sets of non-parametric tests were conducted to assess the significance 

between variable categories. Twenty one-sample binary tests and twenty-one one-sample 

Chi-square tests were performed using all of the variables listed in Table 3.3, excluding 

‘racial or cultural group(s)’, ‘ADLs able to complete on own’ ‘ADLs unable to complete 

on own’, and ‘all reasons for relocation’ as these were multiselect questions. 

Additionally, a one-sample binary test was not performed on the variable ‘current 

dwelling’ because of number of responses received from each building where older adults 

participated. 

To further assess the significance of the socio-demographic characteristics of the 

sample, two sets of Chi-square tests were performed using the following dependent 

variables: ‘general health status’ and ‘number of ADL limitations’. These Chi-square 

tests were performed to assess the health and wellbeing of the residents living in the RFs 

and to uncover whether any socio-demographic characteristics presented as enabling or 

pre-disposing factors to worse health or ADL limitations for the participants in the 

sample. Each dependent variable was cross-tabulated with the following variables: ‘age’, 

‘gender’, ‘education level’, ‘income post-retirement’, ‘previous tenure status’ ‘type of 

previous dwelling’, and ‘move-in year’ (Table 3.3).  

The geographic residential relocation patterns of older adults living in RFs in 

Kingston, Ontario were of particular interest in this research. This research set out to 

explore whether residents of these facilities had migrated from outside of Kingston or had 

relocated within Kingston to continue AIP within their own community. Aggregated 
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responses from question 7 of the questionnaire were used in answering this research 

question (See Appendix C). A set of Chi-square tests of independence were performed 

with demographic and socio-economic variables including: ‘age’, ‘gender’, ‘level of 

education’, ‘income post-retirement’, ‘general health status’, ‘number of ADL 

limitations’, ‘previous tenure status’, and ‘previous type of dwelling’. This analysis was 

conducted to assess any significant relationships between the residents’ demographic and 

socio-economic characteristics, and their previous dwelling location.  The motivation for 

the cross-tabulations was to see who is more likely to undergo either residential 

relocation within Kingston or late-life migration from a different location in the province. 

These results also were also meant to uncover the presence of any pre-disposing or 

enabling factors to these residential relocation and migration decisions. An additional set 

of Chi-square tests was performed to determine whether there was a statistically 

significant relationship between one’s previous dwelling location and the variables ‘type 

of relocation’ and ‘most important reason for the relocation’ to determine whether 

geographic location had any effect on these factors.  

To assess the significance of the relationships observed through the results of the 

Chi-square tests, eight simple binary logistic tests were performed with ‘location of 

previous dwelling’ as the dependent variable. An overview of the variables used in these 

analyses, as well as their parameter codings, are displayed in Table 3.3 and Appendix H.  

The exploratory scope of this research presented a limit to the depth of the 

analysis, and therefore, the focus was on two issues. The first focus was to determine 

whether older adults were moving because of a push or pull factor, while the second 
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focus assessed the type of relocation, to explore whether the participants’ relocations 

were health-related or non-health-related. 

 First, Chi-square tests of independence were performed to explore whether one’s 

most important reason for their relocation was influenced by demographic and socio-

economic variables including ‘age’, ‘gender’, ‘level of education’, ‘post-retirement 

income’, ‘previous tenure status’, ‘previous type of dwelling’, ‘general health status’, and 

‘number of ADL limitations’. Subsequently, a set of eight Chi-square tests of 

independence were also performed using the same variables to assess whether these 

demographic and socio-economic factors had a significant relationship with one’s type of 

relocation.  

  The final steps in this analysis were to determine the relative impact that each 

demographic and socio-economic variable had in relation to one’s most important reason 

for their relocation and type of relocation. Two sets of binary logistic regression tests 

were performed. The first set included the variable ‘most important reason for the 

relocation’ as the dependent variable while the second set placed ‘type of relocation’ as 

the dependent variable. The results of these analyses were analyzed and the variables that 

presented a statistically significant relationship were placed into a covariate model. A 

multivariate logistic regression test was then performed using these covariates and ‘Most 

important reason for relocation’ as the dependent variable. An overview of the parameter 

coding for each variable used in these analyses can be found in Appendix H. 

3.5 Description of the Sample 

The demographic and socio-economic characteristics of individuals living in RFs 

in Kingston, Ontario was of particular interest in this research. All questionnaire 
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responses, excluding those of questions 15 and 16, were used. A total of 41 responses 

were gathered during data collection. Of the 41 responses, 16 were from RF #1, 9 were 

from RF #2, 5 were from RF #3, and 11 were from RF #4 (Table 3.2). All socio-

demographic characteristics of the sample can be found in Table 3.4.  

The mean age of participants was 87 years of age, with the range being from 72 to 

98 years of age. The median age was 88. Twelve participants (29.3%) were 84 years of 

age or younger and 28 participants (68.3%) were 85 years of age or older (Figure 3.1). 

These numbers are representative of the general age distribution within the greater 

sample of all residents at the RFs included in this research, as indicated in Section 3.3 of 

this thesis. One participant did not provide their age, which is noted in Table 3.4, as the 

total number of cases only adds up to 40. Of the 41 participants, 14 (34.1%) self-

identified as male and 27 (65.9%) self-identified as female (Figure 3.2). More 

participants have a university education, as 23 (56.1%) reported being university 

educated and 18 participants reported (43.9%) reported having less than a university  

education (Figure 3.3). 

 In response to the survey question asking participants to indicate their pre-

retirement income, 8 participants (19.5%) reported their pre-retirement income as being 

within the $0 – $49,999 income bracket, 24 participants (58.5%) reported their income to 

be $50,000 or more, and 6 participants (14.6%) reported not knowing their pre-retirement 

income (Figure 3.4). Three participants did not provide a response to this question.  

Eleven participants (26.8%) reported their post-retirement income as being within the $0 

– $49.999 income bracket, 20 participants (48.8%) reported it being $50,000 or more, and 

8 participants (19.5%) reported not knowing their post-retirement income (Figure 3.5). 
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Two participants did not report their post-retirement income. The results from these two 

questions show that the majority of the sample included in this research are of a higher 

income status.  

 All participants (100%) self-identified as White and one participant also self-

identified as Métis (2.4%). It should be noted that these cases add up to more than 100% 

as one participant self-identified as belonging to two racial or cultural groups. Regarding 

marital status, 8 participants (19.5%) were married or living common-law, 8 participants 

(19.5%) were separated/divorced/single, never married, and 25 participants (61%) were 

widowed, making ‘widowed’ the most common marital status in the sample (Figure 3.6). 

When asked how many persons were in their household, 8 participants indicated having 2 

members (19.5%) while 33 participants reported being the only member of their 

household (80.5%) (Figure 3.7). These responses corresponded with the responses 

pertaining to one’s marital status, as all of the individuals who reported being married or 

living common-law also reported having more than one person in their household.  

The average age of the second person in the household was 86, the median age 

was also 86, and the mode was 92 years of age (Table 3.4 and Figure 3.8). Of the 8 cases, 

3 (37.5%) were 84 years of age or younger and 5 (62.5%) were 85 or older. These results 

were representative of the age in the greater sample included in this research. The age 

distribution of the second members ranged from 81 to 92 years of age, indicating that the 

group of participants with partners (married or living common-law) are older than those 

who are single (separated/divorced/single, never married, or widowed). Half of the 

second household members were male (n = 4, 50%) and the other half were female (n = 

4, 50%) (Figure 3.9). Lastly, 5 of the second members in the household (62.5%) reported 
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being not being university educated and 3 reported being university educated (37.5%) 

(Figure 3.10).  In contrast to the primary participant, second household members were 

more likely not to be university educated.  

Based on the Kingston general adult population profile presented in section 3.1, 

the results of the questionnaire reveal that the sample is older, as the majority of 

participants are 85+ (68.3%), in comparison to those 85+ making up only 2.6% of 

Kingston’s general adult population (Statistics Canada, 2017). Additionally, the sample 

has a greater percentage of females in comparison to those aged 65+ living in the census 

metropolitan area of Kingston. The sample is disproportionately less racially/culturally 

diverse, as only one participant in the sample identified as a visible minority. In 

comparison to the general adult population of Kingston, the sample has a lower 

percentage of individuals who reported being married or living common-law. Lastly, the 

participants in the sample are of a higher income status and a greater percentage are 

university-educated (see Section 3.1). 

When asked to rate their general health, 9 participants (22%) rated their general 

health as ‘fair’, 17 participants (41.5%) rated their general health as ‘good’, and 15 

participants (36.6.%) rated it as ‘very good or excellent’ (Table 3.4 and Figure 3.11). No 

participants rated their general health as ‘poor’, making ‘fair’ the lowest health status 

rating in the sample. It should be noted that the variable of ‘general health status’ was 

used to describe one’s physical, cognitive, and mental health, and social well-being. 

Therefore, it is not possible to infer one’s health status within each of these realms. As 

well, these are self-rated responses, which may not provide an accurate representation of 

the participants’ actual health status, as personal biases may be present in the responses.  
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The ADLs that the participants completed on their own are reported in Table 3.4 

and Figure 3.12. Both Table 3.4 and Figure 3.12 show that 26 participants (28.3%) 

indicated that they can complete all of the ADLs on their own. As this question was 

structured in a multi-response format, the case number adds to 92 cases. Although not 

displayed in the table, it should be noted that all participants (n = 41, 100%) indicated 

being able to complete eating, toileting, and getting in and out of bed on their own. The 

ADLs that participants are unable to complete themselves were also reported in Table 3.4 

and Figure 3.13. Twenty-eight participants answered ‘none’ to the question asking which 

ADLs they are unable to complete on their own (58.3%), while all other participants 

reported being unable to complete at least one ADL on their own. The most common 

ADL that participants were unable to complete on their own was walking (n=9, 18.8%), 

followed by bathing (n=6, 12.5%), and lastly dressing (n=5, 10.4%). No participants 

indicated that they were unable to eat, toilet, or get in and out of bed on their own, which 

corresponds with the findings on ADLs.  

It should be noted that the number of ADLs that participants are able to complete 

on their own did not correspond with the number of ADLs that participants reported 

being unable to complete on their own. As 26 participants reported being able to 

complete all of the ADLs without assistance, it would be expected that 26 participants 

would also report ‘none of the activities below’ when asked how many ADLs they are 

unable to complete themselves. However, 28 participants reported ‘none of the activities 

below’ to the question asking how many activities they are entirely unable to complete 

themselves. This may be due to a misunderstanding of the question, as the question asked 

participants which ADLs, they are able to complete without assistance (Appendix C). 
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Therefore, subjective differences about what was meant by ‘without assistance’, or which 

activities they are able to complete without assistance and which they are not might have 

led to this difference in results.  

Questions about the participants’ previous dwellings indicated that the majority (n 

= 25, 61%) of individuals included in this sample owned or partially owned their 

previous dwelling, with the rest (n=15, 36.6%) having rented or lived rent-free (Table 3.4 

and Figure 3.15). One participant did not indicate their previous tenure status. Moreover, 

22 participants (53.7%) previously lived in a house, 13 (31.7%) previously lived in an 

apartment, 1 participant (2.4%) lived in a RF, and 1 participant indicated ‘other’ as their 

response, for which they specified previously living in a mobile home (Table 3.4 and 

Figure 3.16).  

When asked about their current dwelling, 23 participants (51.6%) reported having 

moved into their RF within the last 5 years and 16 participants (39%) reported having 

moved more than 5 years ago (Table 3.4 and Figure 3.17). Two participants did not 

provide their move-in year. Of the 41 cases, 35 (85.3%) reported being ‘satisfied’ with 

their current dwelling, 2 (4.9%) reported being ‘neutral’, and 4 (9.7%) reported being 

‘dissatisfied’ (Figure 3.18). 

3.6 Qualitative Analysis  
 

In questions 15 and 16 of the questionnaire, participants were asked to share their 

‘most-liked’ and ‘least-liked’ aspects of their current RF (See Appendix C). Three 

participants expressed that they did not have any least-liked features, therefore, these 

responses were excluded from the analysis of question 16. The open-ended responses 

were organized into a spreadsheet file on Microsoft Excel, also containing the 



 80 

participants’ age, gender, and most important reason for their relocation. The responses 

were then analyzed by coding for general themes. Pre-determined themes present in the 

literature and emergent themes were both considered in this analysis. Three themes were 

revealed for the ‘most-liked’ features, while the ‘least-liked’ features presented four 

themes. Each of the themes were then grouped as categories. Some responses presented 

information that fell into multiple categories. Within the following chapter, responses are 

allocated to only one category; however, overlapping categories revealed in this analysis 

are displayed in Appendix O. 
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Table 3.4 
 
Socio-Demographic Characteristics of the Sample 

  

Socio-Economic Characteristics Count Percentage 

Age   

 84 years of age or younger 12 29.3 

 85 years of age or older 28 68.3 

 Total 40 97.6 

Gender   

 Male 14 34.1 

 Female 27 65.9 

 Total 41 100 

Education Level   

 Not university educated 18 43.9 

 University educated 23 56.1 

 Total 41 100 

Income Pre-Retirement   

 $0 – $49,999 8 19.5 

 $50,000 or more 24 58.5 

 Do not know 6 14.6 

 Total 38 92.7 

Income Post-Retirement   

 $0 – $49,999 11 26.8 

 $50,000 or more 20 48.8 

 Do not know 8 19.5 

 Total 39 95.1 

Racial or Cultural Group(s)   

 White 41 100 

 Other (Métis)  1 2.4 

 Total 42 102.4 

Marital Status   

 Married or living common-law 8 19.5 

 Widowed  25 61 

 Separated/divorced/single, never married 8 19.5 

 Total 41 100 
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Number of Persons in Household   

 1 33 80.5 

 2 8 19.5 

 Total 41 100 

Second Person in the Household 

Age   

 84 years of age or younger 3 37.5 

 85 years of age or older 5 62.5 

 Total 8 100 

Gender   

 Male 4 50 

 Female 4 50 

 Total 8 100 

Education   

 Not university educated 5 62.5 

 University educated 3 37.5 

 Total 8 100 

Characteristics of Health and Functioning   

General Health Status   

 Fair 9 22 

 Good 17 41.5 

 Very good or excellent 15 36.6 

 Total 41 100 

ADLs Able to Complete on Own   

 All 26 28.3 

 Eating 15 16.3 

 Toileting 15 16.3 

 Bathing 8 8.7 

 Getting in and out of bed 15 16.3 

 Dressing 10 10.9 

 Walking 3 3.3 

 Total 92 100 
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ADLs Unable to Complete on Own   

 None 28 58.3 

 Eating 0 0 

 Toileting 0 0 

 Bathing 6 12.5 

 Getting in and out of bed 0 0 

 Dressing 5 10.4 

 Walking 9 18.8 

 Total 48 100 

Number of ADL Limitations   

 None 28 68.3 

 One or more 13 31.7 

 Total 41 100 

Previous Dwelling Characteristics   

Previous Tenure Status   

 Owner or partial owner 25 61 

 Non-owner 15 36.6 

 Total 40 97.6 

Previous Type of Dwelling   

 House 22 53.7 

 Apartment 17 41.5 

 Senior living community/home 1 2.4 

 Other (mobile home) 1 2.4 

 Total 41 100 

Current Dwelling Characteristics   

Move-in Year   

 Within last 5 years 23 51.6 

 More than 5 years ago 16 39 

 Total 39 95.1 

Satisfaction with Current Dwelling   

 Dissatisfied 4 9.7 

 Neutral 2 4.9 

 Satisfied 35 85.3 

 Total 41 100 
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NOTE: The following ADLs had 0 cases: Eating, Toileting, and Getting in and out of bed 
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Over half of the participants (n = 29, 70.7%) had moved into their current RF 

from within Kingston, while the rest had moved from outside of the city (n = 12, 29.3%) 

(Table 3.5 and Figures 3.19 and 3.20). This indicates that the majority of the sample 

included in this research had chosen to continue AIP within their community. A full 

overview of all the previous dwelling locations can also be found in Table 3.5 and Figure 

3.19. 

When asked about their ‘type of relocation’, 9 participants indicated that they had 

moved because of an anticipated decline in health (22%), 9 reported moving as a 

response to a health event or other decline in health (22%), and 23 indicated ‘Other’ 

(56%) (Table 3.5 and Figure 3.21). Individuals who answered ‘other’ were asked to 

please specify their response, although one participant did not specify their response. A 

range of responses were provided when asked to specify the ‘Other’ reason (n=22), with 

the most common response being because they were ‘Unable to manage the household’ 

(n=4, 9.8%). A full list of the specified response for ‘Other’ can be found in Table 3.5. 

The results of this question indicate that the majority of individuals did not move as a 

result of a health reason, but rather for a variety of other non-health related reasons. 

Although, it should be noted that the non-health related reasons may intersect with an 

individual’s health status or an experienced health event (e.g., concern from a family 

member/caregiver specifically about their health, unable to manage household due to a 

decline in health).  

Question 11 of the survey (Appendix C) asked participant to indicate all of the 

reasons why they moved into their current RF (n = 142). ‘Wanted the services offered by 

your current dwelling’ was the most common reason reported (n = 30, 21.1%). Other 
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common responses were ‘For personal health reasons’ (12%),’ Encouraged by a family 

member or caregiver’ (11.3%), ‘Because of the reputation of your current dwelling’ 

(8.5%), ‘Wanted a community of similar people’ (7.7%), ‘To downsize’ (7.7%), 

‘Because of a ‘change in household or family size (only widowhood)’ (7%), and ‘To be 

closer to family members’ (7%). The distribution of responses is displayed in Table 3.5. 

As participants were asked to ‘check all that apply’, the total case count adds up to 142, 

although the case total for this question was 41 (Table 3.5 and Figure 3.22).  

Question 12 of the survey (Appendix C) followed up by asking participants to 

indicate the most important reason for the relocation (n=40). The most frequently 

reported ‘most important reason’ was ‘Wanted the services offered by your current 

dwelling’ (n = 10, 24.4%) (Figure 3.23). The second most reported response was ‘For 

personal health reasons’ (n = 8, 19.5%). These results align with the results of ‘All 

reasons for the relocation’.  

The total number of cases who responded, ‘For personal health reasons’ as their 

most important reason for the relocation closely aligns with the number of cases that 

reported ‘As a response to a health event or other decline in health’ as their ‘Type of 

relocation’. As previously indicated, 9 participants (22%) indicated that they had 

relocated ‘As a response to a health event or other decline in health’ which closely 

corresponds with the 8 cases (19.5%) who reported moving into their RF ‘For personal 

health reasons’ as their ‘Most important reason for the relocation’. As a result, it can be 

assumed that the majority of those who provided this response did so in correspondence 

with a previous or current health event or decline in health, rather than an anticipated 

health event or decline in health. This is corroborated in a frequency table showing the 
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cross-tabulation of the variables ‘Most important reason for relocation’ and ‘Type of 

relocation’. Results from this cross-tabulation show that 6 of the 8 individuals who 

indicated moving ‘For personal health reasons’ also reported moving ‘As a result of a 

health event or decline in health’ when asked about their type of relocation (Table 3.6). 

All other responses for ‘The most important reason the relocation’ can be found in Table 

3.5. One participant did not indicate their response to this question.  

In sum, this chapter has outlined the methodology of the research and has 

provided an exploratory understanding of the descriptive statistics of the sample. Insight 

was gained on the challenges of conducting research with older adults living in RFs 

during the COVID-19 pandemic. An analysis of the sample revealed that participants 

were generally well-educated and of a higher income status. The observed geographic 

residential relocation trends revealed that the majority of participants had relocated from 

within Kingston, thus indicating a preference amongst the participants for wanting to 

continue AIP in one’s community. It was discovered that the majority of participants had 

relocated into their new accommodation because they wanted the services offered by the 

RF. Additionally, responding to a key health event was a key factor in the decision to 

move to a RF. Push factors were shown to be more influential in driving a residential 

relocation in comparison to pull factors. However, pull factors might be more important 

in the choice of one RF in contrast to other RFs, for reasons such as the reputation of the 

RF and the services offered. The next chapter will explore the results of the quantitative 

and qualitative analyses conducted in the research. 

 
 
 
 



 93 

Figure 3.19  
 
Maps of Southern Ontario and Canada Showing Participants’ Previous Dwelling 
Locations as Indicated by Numbers 

 
NOTE: The red-coloured area within the map of Canada in the bottom right corner represents Southern 
Ontario, as displayed in the larger map above. 
Source: adapted from 
https://commons.wikimedia.org/wiki/File:Canada_Southern_Ontario_location_map_2.png 
 
Legend for Figure 3.19 

 
 
 

Previous Dwelling Locations 
1 Belleville, ON 
2 Brockville, ON 
3 Cowansville, QC 
4 Fredericton, NB 
5 Harrowsmith, ON 
6 Kingston, ON 
7 Leeds and the Thousand Islands, ON 
8 Newburgh, ON 
9 St. Catharines, ON 
10 Toronto, ON 
11 Vancouver, BC 
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Table 3.5 
 
Residential Relocation Characteristics Including Previous Dwelling Location, Type of Relocation, and the Reasons for the 
Relocation 
Residential Relocation Characteristics Count Percentage 
Previous Dwelling Location   
 Belleville, ON 1 2.4 
 Brockville, ON 1 2.4 
 Cowansville, QC 1 2.4 
 Fredericton, NB 1 2.4 
 Harrowsmith, ON 1 2.4 
 Kingston, ON 29 70.7 
 Leeds and the Thousand Islands, ON 1 2.4 
 Newburgh, ON 1 2.4 
 St. Catharines, ON 2 4.9 
 Toronto, ON 2 4.9 
 Vancouver, BC 1 2.4 
 Total 41 100 
Previous Dwelling Location Category   
 Outside of Kingston 12 29.3 
 Within Kingston 29 70.7 
 Total 41 100 
Type of Relocation   
 An anticipated decline in health 9 22 
 As a response to a health event or other decline in health 9 22 
 Other 23 56.1 
 Total 41 100 
Type of Relocation – ‘Other’   
 Age 1 2.4 
 Anticipated social isolation 1 2.4 
 Change in family size 2 2.4 
 Change in family size & unable to manage household 1 2.4 
 Concern from family/caregiver 2 4.9 
 Convenience 2 4.9 
 Current social isolation 2 4.9 
 Response to spouse’s health event 1 2.4 



 95 

 Selling of the previous house 1 2.4 
 To be closer to family 1 2.4 
 Unable to manage household 4 9.8 
 Wanted less responsibility 1 2.4 
 Wanted less responsibility & better access to services 1 2.4 
 Wanted own place 1 2.4 
 Loss of independence, change in family size, to be closer to family, & familiar with city 1 2.4 
 Total 22 48.8 

All Reasons for the Relocation   
 Already had friends living in the current dwelling 3 2.1 
 Change in household or family size (marriage, divorce, separation) 2 1.4 
 Change in household or family size (only widowhood) 10 7 
 Encouraged by a family member or caregiver 16 11.3 
 Personal health reasons 17 12 
 Reputation of the current dwelling 12 8.5 
 To be closer to family members 10 7 
 To be in a more desirable neighbourhood 1 0.7 
 To downsize 11 7.7 
 To reduce housing costs 4 2.8 
 To upgrade to a better-quality dwelling 2 1.4 
 Wanted a community of similar people 11 7.7 
 Wanted more security 5 3.5 
 Wanted the services offered by the current dwelling 30 21.1 
 Wanted to be closer to services and amenities within the community 8 5.6 
 Total 142 100 

Most Important Reason for the Relocation   
 Change in household or family size (only widowhood) 5 12.2 
 Encouraged by a family member or caregiver 4 9.8 
 Personal health reasons 8 19.5 
 Reputation of the current dwelling 2 4.9 
 To be closer to family members 5 12.2 
 To downsize 5 12.2 
 Wanted a community of similar people 1 2.4 
 Wanted the services offered by the current dwelling 10 24.4 
 Total 40 97.6 
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Table 3.6 
 
Cross-Tabulation Between ‘Most Important Reason for the Relocation’ and ‘Type of Relocation’  

                                              Most Important Reason for the Relocation 
 

 To 
downsize 

Services 
offered 
by RF 

Closer 
to 

family 

Community 
of similar 

people 

Personal 
health 

reasons 

Widowhood Encouraged 
by family/ 
caregiver 

Reputation 
of RF 

 
 

Total 
Type of 
Relocation 

An 
anticipated 
decline in 
health 

Count 1 6 0 0 1 0 1 0 9 

As a 
response 
to a health 
event or 
decline in 
health 

Count 1 1 0 0 6 0 1 0 9 

Other Count 3 3 5 1 1 5 2 2 22 
Total  Count 5 10 5 1 8 5 4 2 40 
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 NOTE: The following reasons were reported by less than 5% of participants: 

o Wanted more security (3.5%) 
o To reduce housing costs (2.8%) 
o Already had friends living in the current dwelling (2.1%) 
o Change in household or family size (marriage, divorce, separation) (1.4%) 
o To upgrade to a better-quality dwelling (1.4%) 
o To be in a more desirable neighbourhood (0.7%) 

 
 
 

 
 NOTE: The following reasons were reported by less than 5% of people: 

o Reputation of the current dwelling (4.9%) 
o Wanted a community of similar people (2.4%) 
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Chapter 4 

Results and Discussion 

 This chapter focuses on analyzing the three research questions of this thesis. Non-

parametric tests and two sets of Chi-square tests were used to address research question 

#1. Chi-square tests and logistic regression analyses were used in addressing research 

questions #2 and 3. Results from a qualitative analysis of the participants’ ‘most-liked’ 

and ‘least-liked’ features of their RFs are also presented in this chapter, followed by a 

discussion of the results of the quantitative and qualitative analyses.  

4.1 Demographic Profile of Residents Living in RFs in Kingston, Ontario 

 Results of the 20 one-sample binary tests revealed significant relationships 

between the response categories of eight variables and the 21 one-sample Chi-square tests 

showed significant relationships within nine variables (Table 4.1). ‘Age’, ‘gender’ 

‘marital status’, ‘income pre-retirement’, ‘general health status’, ‘number of ADL 

limitations’, ‘most important reason for the relocation’, ‘level of satisfaction’, and 

‘location of previous dwelling’ all presented a statistically significant relationship.. A full 

overview of the results from each test can be found in Appendix J.  

When gender and general health status are cross-tabulated, results of the Chi-

square tests showed a significant relationship (X2 (1, N = 41) = 9.726, p < .05). Females 

were 92.6% more likely to rate their general health as ‘Good or better’ (92.6%) than 

‘Fair’ (7.4%). Males were equally as likely to rate their general health as ‘Good or better’ 

(50%) or ‘Fair’ (50%) (Figure 4.1 and Appendix I). It should be noted that one cell (25%) 

had an expected count of less than 5 with the minimum expected count being 3.07 and 

therefore the results should be interpreted with caution. When general health status was 
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cross-tabulated with the other socio-demographic variables in the sample (‘age’, ‘gender’, 

‘education level’, ‘income post-retirement’, ‘previous tenure status’ ‘type of previous 

dwelling’, and ‘move-in year’) no other relationship between general health status and a 

socio-demographic variable was statistically significant. No statistically significant 

relationships were found when ‘number of ADL limitations’ was cross-tabulated with the 

following variables: ‘age’, ‘gender’, ‘education level’, ‘income post-retirement’, 

‘previous tenure status’ ‘type of previous dwelling’, and ‘move-in year’. 

Table 4.1 
Statistically Significant Non-Parametric Test Results 

Variables One-Sample 
Binary Test 

One-Sample Chi-
Square Test 

Socio-demographic Characteristics   
 Age .018 .011 
 Gender .061 .042 
 Marital Status .000 .000 
 Income Pre-Retirement .008 .005 
General Health Status   
 General Health Status .001 .000 
 Number of ADL Limitations .029 .019 
Relocation and Housing Characteristics   
 Most Important Reason for the Relocation .040 .027 
 Level of Satisfaction .000 .000 
 Location of Previous Dwelling .012 .008 
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Figure 4.1 General Health Status Based 
on Gender

Fair Good or Better
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4.2 Residential Relocation Trends of Residents Living in RFs in Kingston, Ontario 
 

As the results from the non-parametric tests presented earlier in this chapter were 

statistically significant, Chi-square tests and logistic regression analyses were chosen to 

assess the significance of relationships between variables in addressing research 

questions #2 and #3. Three dependent variables were used in these analyses: ‘location of 

previous dwelling’ was used in answering research question #2, and ‘type of relocation’ 

and ‘most important reason for the relocation’ were included in exploring research 

question #3. As previously mentioned, despite ‘general health status’ presenting only 9 

cases in the ‘Fair’ category, the variable was still included in the analyses as the findings 

were important in exploring the research questions. However, these results should be 

interpreted with caution. A full overview of the variables included in these analyses can 

be found in Table 3.3. As well, Appendix H provides an overview of each aggregated 

response category and the parameter coding used in these analyses. 

4.2.1 Geographic Residential Relocation Patterns  

 Statistical analysis showed a significant relationship between an individual’s 

‘most important reason for the relocation’ and the location of their previous dwelling (X2 

(1, N = 40) = 7.305, p < .05). Individuals were overall more likely to have moved because 

of a push factor, regardless of their previous dwelling location. Although, those who 

moved because of a push factor were 59.3% more likely to have previously lived within 

Kingston than outside of Kingston. Additionally, individuals who moved from outside of 

Kingston only moved as a result of a push factor. Those who moved because of a pull 

factor were 100% more likely to have moved from within Kingston than individuals who 

moved from outside of Kingston (Figure 4.2 and Appendix I). It should be noted that one 
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cell (25%) had an expected count less than 5, with the minimum expected count being 

3.58 and therefore the results should be interpreted carefully. No other Chi-square tests 

were statistically significant. No results of the 8 simple binary logistic regressions tests 

were statistically significant. An overview of these results is displayed in Appendix K.  

4.2.2 Types of Residential Relocations 
 

A statistically significant relationship was found between one’s ‘type of 

relocation’ and their gender (X2 (1, N = 41) = 6.540, p < .05). Males were 71.4% more 

likely to experience a health-related move than females (29.6%), while females were 

more likely (70.4%) to experience a move not related to health (Figure 4.3 and Appendix 

I). The relationship between one’s ‘type of relocation’ and one’s ‘type of previous 

dwelling’ was also found to be statistically significant (X2 (1, N = 41) = 3.858, p < .05). 

Individuals who previously lived in a house/mobile home were 30.4% less likely to 

experience a health-related move than a non-health-related move (Figure 4.4 and 

Appendix I). Participants who previously lived in an apartment-style setting were more 

likely to have moved because of a health-related reason than those who lived in a 

house/mobile home.  

Results of the binary logistic regression suggested that gender was a significant 

factor influencing the type of relocation that an individual experienced. Males were 

nearly 6 times (OR = 5.937) more likely to have moved for a health reason (95% CI: 

.1.430, 24.655) than females. No other statistically significant relationships were 

observed. A full output of these tests can be found in Appendix L. 
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4.2.3 Influencing Factors of Residential Relocation 
 
 One’s most important reason for relocation was found to be statically significant 

when cross-tabulated with ‘general health status’ and ‘previous tenure status’. Individuals 

who rated their health as ‘Good or better’ were more likely to have moved because of a 

push factor (77.4%) than a pull factor (22.6%) (X2 (1, N = 40) = 6.180, p < .05). Those 

who rated their general health as ‘Fair’ were more likely to move because of a pull factor 

(66.7%) than a push factor (33.3%) (Figure 4.5 and Appendix I). It should be noted that 

one cell (25%) had an expected count less than 5 with the minimum expected count being 

2.93, and therefore, the results of this analysis should be interpreted with caution. 

Moreover, owners or partial owners were more likely to move because of a push factor 

(79.2%) than a pull factor (20.8%) (X2 (1, N = 39) = 4.387, p < .05). While non-owners 

were almost equally as likely to have moved because of a push factor (46.7%) than a pull 

factor (53.3%) (Figure 4.6 and Appendix I). 

 The results of the binary logistic regression analyses showed that individuals who 

rated their health as ‘Fair’ (95% CI: 1.355, 34.705) were nearly 7 times (OR = 6.857) 

more likely to have moved as a result of a pull factor when compared to those who rated 

their health as ‘Good or better’. The likelihood of moving for a pull factor based on one’s 

previous tenure status was also statistically significant. Non-owners were 4.3 times more 

likely to have moved because of a pull factor than ‘owners or partial owners’ (95% CI: 

1.056, 17.860). The results of this analysis corroborated the results from the Chi-square 

test and demonstrated that individuals with self-rated ‘Fair’ health were more likely to 

move for a pull than push factor. The output for these logistic regression analyses can be 

found in Appendix M. 
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 When ‘general health status and ‘previous tenure status’ were included as 

variables in a model for a multivariate logistic regression, those who rated their general 

health as ‘Fair’ were nearly 6 times more likely (OR=5.817) to move because of a pull 

factor when compared to those who rated their health as ‘Good or better’ (95% CI: .846, 

17.383). The likelihood of moving for a push factor based on previous tenure status was 

no longer statistically significant. An overview of the output for this logistic regression 

model can be found in Appendix N.  
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4.3 Qualitative Analysis 

As described in chapter 3, a qualitative analysis was performed on questions 15 

and 16 of the questionnaire (See Appendix C). 39 open-ended written responses were 

received for each question as two participants did not provide any responses. Three 

categories presented in response to question 15, asking “what do you like the most about 

your current dwelling and why?”. These categories were ‘Location and physical setting’, 

‘Amenities and services’, and ‘Reduced Duties’. The following categories were presented 

for question 16, asking “what do you like the least about your current dwelling and 

why?”: ‘COVID-19 restrictions’, ‘Lack of independence and autonomy’, ‘Physical 

setting and amenities/services’, and ‘Social environment’. Each response presented in this 

section reveals the participant’s gender, age, and most important reason for their 

relocation. Examples from each category are presented in the following sections, 

however, all open-ended responses included in this analysis are displayed in Appendix O. 

4.3.1 Most-Liked Features 
 
Location and Physical Setting 

 The location of the RF and the physical setting presented as commonly liked 

features amongst the participants (n=12). Some participants expressed that they enjoyed 

the scenery and green space around their RF, while others commented on the size of the 

building or their suite. Other individuals also expressed liking the location, specifically 

because it was familiar to them or close to family. Others also commented on the ability 

to be active within the building. 

 

 



 108 

“My apartment is a nice size with a very large bedroom. I also have a balcony. I 

am surrounded with beautiful gardens professionally attended to and many places 

to sit and enjoy. We are also located by a conservation area.” 

- Female, 92, moved because of widowhood 

 

“I am in the same area that I have lived in since I was married” 

- Female, 92, moved because of the reputation of current dwelling 

 

“Can see the street and cars, signs, trees, birds. Especially now with COVID 

restrictions keeping serious in the building, it is nice to see the rest of the world, 

large building to walk in. Close to children as they can visit and help me.” 

- Female, 93, moved for personal health reasons 

 

“Close to family. Size of dwelling, its location, facing south overlooking, the 

pond view and second floor level. Garden outside, sitting area, and walking 

garden area.” 

- Male, 89, moved for personal health reasons 

Services and Amenities 

 Furthermore, coding for themes revealed that some participants especially liked 

the services and amenities of their RF the most. Responses in this category generally 

highlight the attention given to the residents’ needs and preferences by the staff. As well, 

participants expressed a liking of the availability of amenities within their current 

dwelling. 

 
“I am very impressed with the staff here. They really are aware of residents' needs 

and values.” 

- Female, 83, moved because of the reputation of current dwelling 
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“The amenities, the terrific staff, the venue - the feeling of being protected by a 

most caring staff” 

- Female, 95, moved to be closer to family 

 

“The support, staff members are caring and generally excellent. The care is 

personal and efficient.” 

- Female, 92, moved for personal health reasons 

Reduced Duties  

 Responses in this category focused on how living in the RFs presented the 

participants with opportunities for reduced duties. Age, health status, and physical 

limitations all arose as factors which influenced participants to express their liking of this 

feature of living in their RF. As well, participants expressed how engaging in less duties 

allowed them to uphold a sense of security and QoL.  

“With severe back and mobility issues, grocery shopping and lifting became more 

and more difficult. Severe diabetes, neuropathy and other health problems [I] 

needed a more secure situation, even though I am still able to handle all 

medications on my own.” 

- Male, 78, moved because wanted the services offered by current dwelling 

 

“Dining - 3 meals daily - when you reach 80 plus meal getting is not fun. Nurse 

on duty 24/7 - minor aches and pains are looked after. Cleaning and bedding 

changes weekly - 80-year-olds are not good at these tasks.” 

- Male, 89, moved for personal health reasons 

 

“It is very secure. I can manage living here, within my physical limitations (i.e., 

cleaning, garbage removal done for me). No outside responsibilities. No 

maintenance or responsibilities…Meals prepared.” 

- Female, 82, moved for personal health reasons 
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“No cooking, no housework, no wasted grocery money, I know I would not eat 

properly by myself alone” 

- Female, 74, moved because wanted a community of similar people 

 

4.3.2 Least-Liked Features 
 
COVID-19 Restrictions 

 Some participants expressed their only dislike in living in their current dwelling 

as being related to the COVID-19-pandemic so ‘COVID-19 restrictions’ was formed into 

its own category. participants expressed that aside from these restrictions, there were no 

other features of their RF that they did not like. One participant expressed a particular 

dislike towards the restrictions, while another participant reported that the effects of the 

COVID-19 pandemic had a negative outcome on their wellbeing, which they did not like.   

“The COVID restrictions [and] protocols. When they are removed, I will have no 

dislikes.” 

- Female, 82, moved for personal health reasons 

 

“Nothing really. I think I am mentally deteriorating, but I blame that on COVID 

situation” 

- Female, 74, moved because wanted a community of similar people 

Lack of Independence and Autonomy  

 A portion of participants felt that their independence and autonomy were 

compromised upon living in their RF. Some expressed that they felt restricted by 

scheduled services and amenities, while others noted that their independence and 

personal preferences were limited. 

“Loss of decision making for myself” 

- Female, 72, (move reason not stated) 
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“Set mealtimes restrict participation in some external activities” 

- Male, 86, moved because wanted the services offered by current dwelling 

 

“I miss my own cooking style…” 

- Female, 86, moved because of widowhood 

 

Physical Setting and Amenities/Services 

 The food, physical setting, and cost of living in these communities were all 

expressed as dislikes. It should be noted that the individual who expressed ‘cost’ as their 

least-liked aspect moved into their current RF for personal health reasons. Thus, raising 

the question of whether this individual was forced into a financially inaccessible living 

situation in order to adequately have their health-related needs met. 

 
“The food. It has to satisfy a common denominator, which I can accept but do not 

always like.” 

- Male, 93, moved to downsize 

 

“Only one bathroom (married couple)” 

- Male, 91, moved because encouraged by a family member or caregiver 

 

“What I dislike is the fact that there is only one elevator to serve three floors. 

Totally inadequate especially at mealtimes on the main floor.” 

- Female, 92, moved because of widowhood 

 

“Expensive” 

- Male, 84, moved for personal health reasons 
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Social Environment  

 Another commonly least-liked feature among the participants was the social 

environment. This dislike appeared to stem from being around other residents with 

varying levels of functioning and abilities. Participants felt that being immersed in this 

environment affected their own wellbeing or ability to participate in the services and 

amenities offered by their RF. As well, one participant noted that the overall social 

environment seemed to cater more towards an approach adopted by a LTC facility. These 

responses carried an ableist perspective, which can be harmful especially to the wellbeing 

of those residents targeted in these responses.  

 

“…Feel we are treated as a nursing home now, not a retirement residence.” 

- Female, 92, moved to be closer to family 

 

“Had expected it to be in a group of similar health and functioning level. It is 

difficult not to feel down when constantly seeing those who would normally be in 

a nursing home.” 

- Male, 78, moved because wanted the services offered by current dwelling 

 

“…The acceptance (unavoidable) of less able residents – those needing the 

presence of many PSWs and their non-participation in activities.” 

- Female, 90, moved to downsize 
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4.4 Discussion 
 
 This thesis used an exploratory approach in answering three research questions. 

The findings of this research have helped to fill the gap in the Canadian RF and 

residential relocation literature. Specifically, a clear demographic profile of the residents 

living in four of the eight RFs in Kingston, Ontario was uncovered in this research. 

Results of the quantitative analyses conducted revealed that various socio-demographic 

and housing history-related variables had an influence on the type of relocation and the 

major motivations driving the relocation into RFs. Moreover, a qualitative analysis of the 

participants’ most-liked, and least-liked features of the RFs revealed the strengths and 

weaknesses of these RFs, as well as the possible factors driving these outcomes.  

4.4.1 Research Question #1: What are the demographic and socio-economic 
characteristics of residents living in RFs in Kingston, Ontario? 
 

The first research question explored the demographic profile of the residents 

living in the RFs included in this sample. This research question was explored through a 

description of the sample in Chapter 3 of this thesis, and two sets of non-parametric tests, 

followed by two sets of Chi-square tests.  

The demographic profile reveals that those who are most “healthy and wealthy” 

continue to be the prominent subgroup of older adults residing in these facilities (Kasper, 

Wolff  & Skehan, 2019; Koss & Ekerdt 2017). As well, White older adults continue to 

make up the highest percentage of the racial and cultural groups in these facilities with all 

individuals included in this sample identifying as White. Lastly, university-educated 

older adults represent the majority of this sample, which closely aligns with findings in 

the literature (Kasper et al., 2019; Koss & Ekerdt, 2017). Although, it should be noted 

that this difference was not substantial, as older adults who were not university-educated 
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made up 43.9% of the sample. The findings of this research suggest that RFs continue to 

be most accessible to those who are healthy and wealthy. This portion of the older 

population ultimately holds the privilege of being able to age in place in one’s home and 

to relocate into a RF. As being healthier also means that one likely requires less support 

in completing their ADLs and IADLs, this factor would allow older adults to continue 

AIP in their home. AIP in one’s home also requires supports and services, such as 

homecare and home modification, which at times can be costly and require out-of-pocket 

payments for services not covered by healthcare insurance (Gilmour, 2018). Ultimately, 

AIP and the location of where to age in place is a choice for healthier and wealthier older 

adults. Low-income and less healthy older adults are not faced with this same choice and 

may face a double burden of being unable to afford relocation into a RF and/or the 

inability to afford the necessary services and home modifications required to successfully 

continue AIP in their own homes. 

RFs continue to be inaccessible to a portion of the older population and may leave 

this portion of older population with no choice but to stay in place or be ‘stuck in place’. 

This is particularly the case for those considered most vulnerable, including older adults 

who are considered low-income, do not speak English, are recent immigrants, are living 

with a disability, and the BIPOC community (Channer et al., 2020). Public policy must 

address this inequitable gap in access to suitable housing for older adults. The emphasis 

must be shifted away from AIP in the community and expand to encompass AIP in RFs 

as an accessible option for all members of the older population regardless of socio-

demographic background. 
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 Moreover, the demographic profile revealed that the majority of older adults 

living in RFs included in this research are over the age of 85. This is an important 

consideration as health and functioning typically declines as one ages. As well, with the 

Canadian life expectancy continuing to increase, older adults are continuing to live well 

into their 90s and even past 100 years of age. The rhetoric of ‘oldest old’ and ‘youngest 

young’ must be reconsidered, especially in the literature pertaining to residential 

relocation and RFs (Löfqvist et al., 2013 Sergeant & Ekerdt, 2008; Weeks et al., 2012) as 

in the case of the RFs, the ‘oldest old’ continue to make up the majority of the resident 

population.  

Additionally, in testing socio-demographic variables against variables pertaining 

to health and functioning, it was discovered that gender could potentially present as a pre-

disposing factor to the health status of residents in these facilities. Females were more 

likely to report their health as ‘good or better’. This presents a contrasting finding to the 

literature, as Bushnik, Tjepkema, and Martel (2018) noted that women tend to experience 

worth health and more health-related challenges. While the authors of this article note 

that women tend to experience worse health and greater health challenges as a result of 

their increased longevity, it should be noted that this study was conducted on women 

living in their own homes and not in RFs. Further research should explore the intersection 

of health and gender with residents living in RFs. 

4.4.2 Research Question #2: Are Older Adults Migrating from Outside of Kingston to 
Live in Residential Facilities and if so, From Where? 
 

The second research question assessed the geographic residential relocation 

patterns of older adults living in RFs in Kingston, Ontario, specifically, whether they had 

relocated from within Kingston or from outside of the city. To explore these patterns, 
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Chi-square and logistic regression analyses were performed. The results showed a 

potential indication that those who moved from outside of Kingston might be more likely 

to undergo a needs-driven residential relocation as opposed to one that is driven by a 

desire to relocate. This is because participants who previously lived outside of Kingston 

only reported moving because of a push factor. Although the influence of a push factor 

does not imply that the move was needs-driven, push factors included in this research, 

such as ‘personal health reasons’, ‘widowhood’, ‘to be closer to family’, ‘to downsize’ 

and ‘encouraged by a family member or caregiver’ may stem from a need to relocate into 

a RF, rather than solely from a desire or willingness to move. This need may ultimately 

be driven by no longer experiencing residential normalcy in their current dwelling 

(Golant, 2015a) or by a search for greater security and/or social connection. As RFs 

provide services and amenities tailored to the needs of older adults, they provide 

individuals with a secure environment in which to continue aging while having their 

holistic needs met. This ultimately might partly explain why these participants underwent 

late-life migration to their new RF. However, this relationship was not explored in depth 

due to the scope of the research and thus, this conclusion cannot be formalized. 

Moreover, as only participants who moved from within Kingston reported moving 

because of a pull factor, this might indicate that features related to pull factors, such as 

familiarity with the community and facility, may ultimately be more available to those 

who already live within the city. Factors such as community outreach and word-of-mouth 

within local social networks might be key factors in this decision-making process 

(Granbom et al., 2020). As well, friends or old community neighbours living within these 

facilities might be more of a possibility for those already living within the city. The 
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geographic proximity to these locations also allows future residents to gain a better sense 

of what living in these facilities would be like, as facility tours and visiting the RFs are 

much more accessible to those already living in the city of Kingston. Ultimately, for these 

reasons, residents of Kingston may be better able to determine whether the move to a 

specific RF in their own community might be a suitable fit for them through meeting 

their preferences and desires, which are key aspects related to pull factors (Smetcoren et 

al., 2017). 

Moreover, as moving because of push factor was the most reported reason for the 

relocation, regardless of previous dwelling location, this reinforces the findings in the 

literature which state that the community is a strong influence in residential relocation 

decision-making process (Lee & Vouchilas, 2016). As previously mentioned in this 

thesis, AIP has been defined in numerous ways, some of which include RFs, while others 

do not (Bigonnesse & Chaudhury, 2020). Regardless of the setting which older adults are 

choosing to age in place, the findings presented in this research reiterate the highly cited 

conclusion that older adults prefer to remain in their community as they age (Dalmer, 

2019). Although, it should be noted that a proportion of participants included in this 

research engaged in late-life migration, some of which migrated from other provinces, 

and others which came from other locations within the province. The exploratory scope 

of this research did not permit for the analysis of geographic characteristics beyond 

simply ‘within Kingston’ or ‘outside of Kingston’ and thus conclusions about whether 

those who engage in late-life migration are migrating from urban or rural areas were not 

formed. This research also shows that RFs continue to be a vital piece to supporting the 

growing older population. It is clear through this thesis and the literature that the older 
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population presents a heterogenous set of desires of where to AIP and RFs are needed to 

fulfill these demands. 

4.4.3 Research Question #3: Why are older adults moving into residential facilities in 
Kingston, Ontario? 
 
 The third research question explored the factors driving the participant’s 

residential relocation decision-making process. This research question was assessed using 

two approaches. The first approach investigated whether older adults were relocating into 

RFs for health-related or non-health-related reasons. Participants were overall more likely 

to undergo a non-health-related relocation than one that was health-driven. Results from 

the Chi-square and logistic regression analyses revealed that gender had an influence on 

whether one relocated because of a health-related factor. Males were more likely to 

undergo a health-related relocation, indicating that males might be more likely to 

continue AIP in their home until a health-related factor no longer permits them to 

continue doing so. In this research, health-related reason was used to indicate both 

anticipated decline in health and a response to a decline in health or other health event. 

Therefore, it could not be determined whether males were more likely to move from an 

anticipated decline in health or as a response to a health event or decline in health.  

Overall, this presents an interesting finding, as the literature states that women 

generally report worse health and are more likely to face health-related challenges 

(Bushnik et al., 2018). However, a recent study has shown that increasing health 

challenges do not appear to have a great influence on one’s residential relocation 

decision-making process. Rather, the driving factor in this decision-making process was 

the ability to cope with these health-related challenges (Granbom et al., 2021). Housing 

plays a critical role in one’s ability to cope with these challenges (Granbom et al., 2021; 
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Mulliner et al., 2020), therefore, it is possible that these health-related moves might have 

a stronger connection to one’s ability to cope with the challenges, rather than the 

presence of them in general. However, this relationship requires further investigation as it 

extends beyond the scope of this research. 

 Results of the research also revealed that one’s previous type of dwelling had 

influence on whether one underwent a health-related residential relocation. Those who 

previously lived in an apartment-style setting were more likely to experience a health-

related relocation than those who previously lived in a house or mobile home. With living 

in an apartment-style setting comes less responsibility for home maintenance and repair. 

Typically, these buildings provide maintenance and repair services upon need, thus, older 

adults living in these settings are not required to engage in these physically demanding 

and at times even risky activities. When engaging in the residential relocation decision-

making process, it is likely that older adults living in apartment-style settings do not 

consider home maintenance as an influencing factor (Hansen & Gottschalk, 2006). 

Additionally, living in these congregate settings provide older adults with greater 

opportunities for social interaction. One is provided with social opportunities simply by 

walking the halls and riding the elevator, as well as during meal services and recreational 

activities at RFs.  

Alternatively, the built environment can impede the opportunity of social 

interaction for older adults living in homes (Finlay et al., 2020). Unless acquainted with 

one’s neighbour or having friends or family living within the community, many older 

adults living in houses might be faced with a decreased social opportunity and thus an 

increased risk for social isolation (Weeks & LeBlanc, 2010). This is especially the case in 
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rural areas, due to the outmigration of younger adults and the greater geographic 

distances between houses and other amenities (Boldy et al., 2011; Erickson et al., 2012). 

That is not to say that older adults living in apartments or RFs are not susceptible to 

social isolation, but the environment of these buildings provide the residents with greater 

social engagement and thus, allowing for greater opportunity for their social needs to be 

satisfied. Ultimately, older adults living in houses or mobile homes are more likely to 

consider non-health related factors in their residential relocation decision-making 

process, while older adults living in apartment-style settings might place less of an 

emphasis on these same factors.  

The second approach to uncovering the factors influencing the participants’ 

residential relocation decision-making process was through the use of the push and pull 

factor framework. The results of this research showed that general health status and 

previous tenure status both had an influence on whether one relocated because of a push 

or pull factor. Self-rated ‘good or better’ health status and being a previous homeowner, 

both increased the likelihood to be influenced by a push factor. It should be noted that 

relocating for personal health reasons was categorized as a push factor in this research. 

Therefore, it is interesting that participants with better health, compared to those with 

‘fair’ health, were more likely to move because of a push factor. Moreover, the opposite 

relationship has been cited in the literature in respect to previous tenure status. 

Homeowners in studies conducted in the United States and Europe were more likely to be 

driven by pull factors, while non-owners faced a greater influence from push factors such 

as personal health reasons and concerns with the previous dwelling (Bäumker et al., 

2012); Smetcoren et al., 2017). Ultimately, the differences in geographic location, study 
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sample size, and RF models should be noted in this comparison. The factors influencing 

this relationship should be further explored. 

4.4.4. Post Residential Relocation 
 
 The qualitative analysis conducted in this research revealed some of the 

participants’ preferences and needs related to their RF. Assessing the preferences and 

needs of the residents living in these facilities is critical in providing the appropriate care, 

service, and attention that will ultimately allow them to age in place successfully and 

achieve or maintain residential normalcy. Uncovering these areas of priority can 

ultimately assist in improving the wellbeing and QoL of older adults in RFs. As well, 

giving attention to the voices of the current residents can lead to an increased 

understanding of how the RFs can be best suited to the current older population and aging 

Baby Boomer cohort (Kasper et al., 2019).   

In respect to the push and pull factor model, it should be noted that no response 

category in the qualitative analysis exclusively had responses from residents influenced 

by only push factors or pull factors alone. Instead, each category presented a mixture of 

responses by participants influenced by both push and pull factors, highlighting that one’s 

reason for their relocation might not have a strong effect on their least or most-liked 

features of their RF. Moreover, their least- or most-liked features might stem from 

personal preferences, the ability to achieve residential normalcy, and whether holistic 

needs are met. Although the statistical significance was not assessed among all of this, it 

is something to be noted.  

Three major themes emerged from the content analysis of the participants’ ‘most-

liked’ features of their RFs. The physical setting, specifically the outdoor environment of 
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the RF and its surrounding area seemed to be of particular importance to some 

participants. Green spaces, walkable paths, and nearby conservation areas were all noted 

as likeable features of the RF. Some participants also noted that the design of the building 

allowed them to be physically active indoors. The long hallways and outdoor walkable 

paths both serve as key features in promoting physical activity amongst the residents. As 

has been demonstrated by others, the physical environment of the RF plays a vital role in 

the maintenance of older adults’ health, functioning, and independence (Kerr et al., 

2012). As one ages, more time is spent at home, which further reinforces the need for a 

supportive built environment to age in place, which allows older adults to remain active, 

independent, and secure. Moreover, attachment to the community was noted as a likeable 

feature regarding the RFs location. This aligns with the literature discussing how one’s 

attachment to place becomes more important with age (Boldy et al., 2011). 

The services and amenities were also prominent likeable features of the RFs. 

Quality interactions with the staff and managers appears to play an important role in 

allowing the residents to feel welcome, cared for, and understood. Tailored care and 

friendly engagements made by staff were specifically noted as key features. Providing a 

person-centred approach through meaningful interactions and care opportunities can 

allow the residents to feel a sense of value and recognition and even helps to combat 

social isolation. These interactions are noted as predictors of wellbeing, QoL, and the 

feeling of being in a ‘home’ rather than an institutional setting (Leith, 2006; Street et al., 

2007). As well, meaningful connections can also help to reassure informal caregivers in 

knowing that their family members are being treated with dignity and compassion, and 

are effectively being cared for (Chen et al., 2007).  
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Lastly, reduced duties were reported as the third likeable feature of the RFs. This 

theme closely aligns with the theme of services and amenities, as reduced duties typically 

come because of the availability of a range of services and amenities provided in RFs that 

older adults need to perform on their own when they live in their own home. A 

distinction was made as participants specifically noted that the relief of responsibility 

provided through services and amenities in RFs was a likeable feature. Upon relocation, 

residents are relieved of many of the responsibilities which one is faced with in living in 

the community. Many IADLs such as cooking, cleaning, using transportation, and 

handling medications, as well as home maintenance, are typically provided as services 

and amenities within RFs. Depending on the RF, residents generally have a choice of 

receiving these services and amenities, thus granting them the opportunity to either 

accept the services or continue engaging in these activities independently. These services 

and amenities play an important role in supporting older adults throughout their aging as 

many become limited in their ability to engage in these activities at a partial or full 

capacity. Allowing the residents a choice in whether to accept services is also vital, as 

this allows residents to maintain their independence, which many older adults seek 

through residential relocation (Roy & Légaré, 2018; Street et al., 2007). Independence is 

recognized as a key feature to AIP and has also been noted as an attractive feature which 

encourages residential relocation to allow older adults to ultimately age in the right place 

(Dalmer, 2019; Lee & Vouchilas, 2016; Narushima & Kawabata 2020), Therefore, it is 

vitally important that RFs provide features to regain or maintain their independence and 

that a wide spectrum of RFs is available to allow older adults to select the RF that is best 

aligns with their needs and preferences.  
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Overall, the ‘most-liked’ features noted in this research all present as factors that 

support older adults in their aging and uphold their QoL. These features ultimately 

support their independence and holistic needs, thus allowing them to effectively age in 

the right place and achieve, regain, or maintain residential normalcy. These features 

should be given importance and prioritized in the planning and management of RFs. 

Alternatively, the ‘least-liked’ features should also be prioritized in order to effectively 

find sustainable solutions to these shortcomings, which can have a negative impact on the 

residents and their wellbeing and QoL. These features will be discussed next.  

 The effects of the COVID-19 virus on the older adult population, and specifically 

those living in RFs and LTC facilities were well documented in the media throughout the 

pandemic. Many RFs and LTC facilities endured devastating COVID-19 outbreaks, 

which left many older adults physically, emotionally, and mentally affected. As well,  

RFs and LTCs were placed under tight restrictions which limited physical and social 

contact between individuals, ultimately limiting social interaction and engagement in 

meaningful activities. Consequently, despite a lack of clear evidence thus far, it can be 

assumed that these restrictions negatively impacted the health, wellbeing, and QoL of the 

residents of RFs. This is reflected in the results from this research as one of the four 

themes from the qualitative analysis of ‘least-liked’ features was categorized as ‘COVID-

19 restrictions’. It is important to note that some of the participants that reported the 

COVID-19 restrictions as their least-liked feature mentioned that this was their only 

dislike of living in the facility. As well, one participant even mentioned that the 

restrictions had negative effects on their cognitive health. Exploring this topic further was 

out of the scope of this thesis, but this common theme present in the content analysis 
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demonstrates the need for future research and emergency preparedness, to ensure the 

continued health, safety, wellbeing, and QoL of the residents in RFs.  

 The second theme which emerged from this content analysis was ‘Lack of 

independence and autonomy’. This was felt by participant through the restrictions of set 

mealtimes, a sense of a reduced decision-making abilities, and the inability to cook based 

on one’s preferences. Although some older adults seek residential relocation as a means 

to regain or maintain independence, it is also clear that some may end up feeling that 

their independence becomes compromised upon relocation. As previously mentioned, 

addressing this concern, and promoting continued independence and autonomy through 

the supports and services of the RF are critical in allowing current residents to age in the 

right place and ultimately maintain their QoL and wellbeing. 

 ’Physical setting and amenities/services’ also appeared as a theme within the 

‘least-liked’ responses. This research shows that there are elements of the RFs’ physical 

environment and amenities/services that present as likeable and some that are displeasing. 

Participants in this category expressed a particular dislike of the meal services and the 

availability of accessible features such as elevators. The dislike towards the dining 

service is particularly important to consider as mealtimes can provide older adults with 

meaningful social engagement (Aminzadeh et al., 2013). It is important to recognize the 

needs and preferences of the older population in tailoring the environment of the RFs. 

Ultimately, having a wide variety of RF options to choose from can help in better 

meeting the needs of this heterogenous population.  

 The social environment presented as the final theme of this content analysis. 

Participants reported a dislike towards being in an environment with individuals of 
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varying physical and cognitive levels of functioning. This attitude can be harmful as it 

may translate into discrimination and social exclusion of the residents with lower 

physical and cognitive functioning. Alternatively, the literature notes that some 

individuals report feeling a “sense of loss” in being in an environment with frailer older 

adults with lower functioning (Aminzadeh et al., 2013). It is important that all members 

of the RFs are treated equitably and respectfully, and that diversity is welcomed and 

prioritized amongst this population. As the older cohort continues to grow in Canada, the 

need for RFs will also continue to grow, and more older adults will relocate into these 

facilities. It is inevitable that residents will experience cognitive and physical declines in 

RFs, either related to the natural functions of aging, or due to a health event. As a result, 

it is important that RFs are equipped to properly meet the demands of a heterogenous 

population. This would include having services and amenities that cater to a spectrum of 

abilities and levels of functioning to ensure that no resident is excluded nor discriminated 

against, and that their holistic needs are met. Only meeting the needs of a subgroup of 

residents within RFs can have grave implications for the health and QoL of those who are 

not receiving the appropriate support.  

 While the most-liked factors generally presented features that can promote the 

QoL of older adults, the least-liked factors may have the opposite effect. As discussed, 

this is vitally important as these themes can negatively impact older adults’ overall health 

and wellbeing, particularly their socioemotional and mental health. Regardless of where 

one chooses to age in place, the environment should foster the opportunity to promote 

QoL and experience residential normalcy. In order to do so, it is important that RFs are 

tailored to the older population and that older adults are actively engaged as stakeholders 
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in designing and planning RFs. The operations and built environment of existing RFs 

must be consistently re-evaluated and re-adjusted to ensure that the evolving needs of the 

residents are met. RFs should provide a space for all older adults to reside to provide 

them with the ability and choice to age in the right place. 
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Chapter 5 

Conclusions 

 The findings of this exploratory study have laid a foundational understanding of 

the demographic profile and residential relocation trends of older adults living in RFs in 

Kingston, Ontario. The demographic profile revealed in this research closely aligns with 

the prevalent understanding that those who are healthier, wealthier, university educated, 

and of a White racial background continue to be the most prominent subgroup of older 

adults living in RFs (Kasper et al., 2019; Koss & Ekerdt 2017). This finding points to the 

possible issue of accessibility and invites further investigation into whether RFs are 

inaccessible to subgroups of the older population, and if so, what factors are driving this 

inaccessibility.  

Moreover, despite the limits of the small sample size, the research findings have 

provided insight into the geographic relocation trends of residents of RFs in Kingston and 

the factors driving their residential relocation decision-making process. The results 

indicate that the majority of RF residents in Kingston had relocated from within the city, 

thus suggesting that they had chosen to continue AIP within their own community. This 

finding presents a necessary step in filling the existing gap in the literature on the 

geographic residential relocation and late-life migration patterns of older Ontarians. As 

well, this research closely aligns with the literature calling on the need to re-consider the 

concept of AIP to include RFs and ultimately shift to a focus of aging in the right place 

(Golant, 2011; McDermott et al., 2009; Narushima & Kawabata, 2020).  

The research presents various motivations for residential relocation based on a 

push and pull factor model as well as the types of relocations in which older adults 
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moving into RFs are engaging. Specifically, socio-demographic and housing history 

factors such as gender, general health status, previous dwelling, and previous tenure 

status all presented as factors associated with relocation decisions. These findings 

revealed important insight into the residential relocation trends of older Canadians; 

however, as the scope of this research limited this analysis, future research should 

continue delving into this topic to fill this gap in the Canadian literature and direct policy 

efforts. Despite the small sample size and exploratory scope of this study, the research 

presented valuable and novel insights which can serve to better support the growing older 

Canadian population. 

5.1 Limitations 
 
 There are several limitations of this research to be noted. As this research was 

conducted during the COVID-19 pandemic, the participant recruitment and data 

collection protocol had to be adapted to limit in-person contact. Additionally, all RFs 

were placed under COVID-19 restrictions at the time of this research, which prevented 

social engagement. Thus, the combination of these two factors resulted in a limited 

sample size of only 41 participants. Additionally, the recruitment and data collection 

protocol was not correctly followed by the GM/ED at one RF. The differences that 

resulted may have led to a possible selection bias within the sample (n=5) at this facility. 

The small sample size ultimately limited the ability to perform an extensive quantitative 

analysis. This resulted in the exclusion of certain variables from these analyses as 

response categories had counts of less than 10 and could not be included in more 

complex logistic regression models. As well, various Chi-square tests produced results 

with an expected count of less than 5 in some cells of the contingency tables. These 
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factors ultimately limited the ability to further explore other possible relationships in the 

sample and draw reliable conclusions.  

The research originally set out to explore whether older adults were relocating to 

RFs in anticipation of a decline in health, as a response to a decline in health or health 

event, or for a reason unrelated to these two factors which was categorized as ‘Other’. As 

the majority of responses indicated ‘Other’, the response categories of ‘An anticipated 

decline in health’, ‘As a response to a decline in health or other health event’, and ‘Other’ 

had to be aggregated into ‘Health-related’ and ‘Non-health-related’. This ultimately 

limited the ability to explore the concept of proactive and reactive moves within this 

sample. As well, this research was unable to perform an in-depth analysis of each push 

and pull factor as most response categories had fewer than 10 counts, therefore, limiting 

the analysis of residential relocation trends. 

 It should be noted that this research is only applicable to Kingston, Ontario and 

cannot be generalized to other locations in the province. Additionally, this sample is not 

representative of diverse racial and cultural groups, as all 41 participants in this study 

identified as White, with one participant also identifying as Métis. As older adults of 

different racial and cultural backgrounds have been observed to have different 

experiences with AIP and residential relocation, this research is largely relevant to only 

White older adults (Channer et al., 2020; Smetcoren et al., 2017). This research only 

included four RFs in Kingston, Ontario, all of which were similar in terms of the facility 

model. Other RF models such as NORCs, CCRCs, and active adult communities were not 

included in this study.  
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 Lastly, this research did not include qualitative methodology as part of the 

residential relocation decision-making analysis. Therefore, the findings of this research 

only present a surface-level understanding of the motivations behind the relocation and 

AIP decisions of the participants. It should be noted that one study participant kindly 

shared a personal written piece on their experience with residential relocation and AIP. 

However, this piece was not included in the analysis due to the scope of the research, but 

it does suggest that qualitative studies have potential to shed additional understanding 

about aging in the right place. 

5.2 Future Research 
 

This research can serve as the foundation for a larger, more representative sample 

of older Ontarians living in RFs in small- to medium-population-sized cities to gain a 

systematic understanding of the geographic trends and decision-making process of 

residential relocation. Further delving into this topic will allow researchers and 

policymakers to gain a better understanding of the AIP choices of older Canadians. The 

findings of this study have shown that despite AIP in the home being the preferred choice 

amongst older Canadians, some older adults continue to undergo late-life migration to 

age in place in RFs. Future research should assess the factors influencing late-life 

migration to uncover whether any pre-disposing or enabling factors are present in this 

decision. The factors driving this migration should be investigated to further understand 

late-life migration amongst older adults in Ontario, and to fill this gap in the Canadian 

literature. As well, studies with similar research questions should be performed in other 

small- to medium-population-sized cities to determine whether the trends observed in this 

research are similar in cities comparable to Kingston. Attempts should also be made to 
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diversify the samples in future research to provide a more representative sample of older 

Canadians. Exploring this topic would provide insight into the intersection of different 

factors and experiences involved in the residential relocation decision-making process of 

more vulnerable older adults (Rosenwohl-Mack et al., 2020). 

As Golant’s concept of aging in the right place continues to gain recognition in 

the literature (Granbom et al., 2021; Narushima & Kawabata, 2020), future research 

should continue the methodological development of the concept. ‘Aging in the right 

place’ ultimately serves to recognize that remaining in one’s home as long as possible 

does not present as a one-size fits all approach to a heterogenous population with a 

diverse set of needs and preferences. The concept acknowledges that despite AIP being 

framed as a ‘choice’ for older adults, that there are barriers present which hinder the 

ability for some older adults to age in place in their home. Ultimately, it promotes the 

need for diverse resources to meet the needs of older adults and extends AIP to 

encompass all RF models on the housing spectrum to recognize that a diverse population 

requires diverse and equitable solutions. This shift should continue to be acknowledged 

in future research. 

Moreover, qualitative analyses should be incorporated into future studies 

assessing the residential relocation trends of older adults. Understanding the lived 

experiences of older adults is vital in informing the decisions that ultimately shape how 

they experience AIP. Opening a space for older adults to share their residential relocation 

decision-making process can provide valuable insight into the thought processes, 

influences, barriers, preferences, and perceptions all associated with the residential 

relocation decision.  
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Different types of RF models should also be included in future research. 

Assessing different RFs models on the housing spectrum can provide insight into whether 

different demographic profiles exist among the various RFs models. These findings can 

also help to uncover any pre-disposing or enabling factors driving the residential 

relocation to each RF model. Comparisons can also be made between the same models of 

RFs to determine whether location is a predominant influencing factor in older adults’ 

relocation. This research intended to include this analysis but was ultimately limited due 

to the small sample size. Elements of the built environment, such as accessibility and the 

presence of nearby amenities, as well as the availability of green space need to be 

considered as factors in this analysis. 

 The push and pull factor model needs to be further explored. While this study 

uncovered some conclusions surrounding push and pull factors, the research was limited 

by the analyses that were conducted on this topic. Older adults have been observed to 

undergo either proactive or reactive moves when relocating to a RF (Adekpedjou et al., 

2018; Pope & Kang, 2010; Sergeant & Ekerdt, 2008). Further assessing these two 

concepts can help to provide a more accurate understanding of why older adults in 

Ontario are choosing to undergo residential relocation to RFs. This insight can allow RF 

providers and policymakers to be better prepared for the needs of the residents in RFs. If 

it is discovered that older adults are primarily undergoing proactive moves, then this 

means that older adults may be relocating while still relatively healthy and with the 

expectation that their health, wellbeing, and functioning will inevitably decline. RFs 

therefore need to be prepared to support the evolving needs of their residents as it is 

likely that those who were once healthy will face declines in their health, wellbeing, and 
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functioning. Similarly, if it is uncovered that most residents are moving based on reactive 

motives, then this will help in uncovering the areas of need amongst the residents.  

 This research attempted to analyze whether the length of time that residents had 

lived in their RF had an impact on their health and wellbeing. However, the sample size 

limited this analysis. More of this type of analysis is needed to understand whether older 

adults who live in RFs are choosing to age in place in these facilities, and if so, how they 

are aging. This would help to provide a better understanding of the demographic profile 

of older adults in RFs and how this profile might evolve as time progresses.  

It is also important to fill the existing gap in Canadian literature on the 

experiences of AIP in RFs. While the AIP literature has a heavy focus on community-

living, it has failed to place a focus on the experiences of older Canadians AIP in RFs. It 

would be interesting to note whether the factors influencing residential relocation 

ultimately also has an impact on how one adjusts to their new home. Similar research has 

been conducted on individuals living with dementia in RFs (Aminzadeh et al., 2013), but 

future research should also focus on whether the driving forces of their residential 

relocation influences the adjustment outcome. 

It is a well-known fact that all RFs in Ontario were impacted by the COVID-19 

pandemic. Whether it was through the presence of an active outbreak or through the 

virus-related public health restrictions put in place, residents of these facilities were faced 

with an adverse situation that negatively impacted many. With restrictions limiting in-

person contact, many residents became socially isolated and many also lost their friends, 

family, and were infected by the virus itself. Despite the lack of empirical evidence to 

this date, the lived experiences of older adults and the media both uncovered the many 
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shortcomings of these facilities, and the lack of government support, which ultimately 

exacerbated the negative effects of the virus. While it was important that these faults and 

weaknesses were brought to light and thus given necessary priority, it is possible that this 

experience may have stigmatized these facilities. During the pandemic, RFs were not 

portrayed as secure and enjoyable places to age in place. Therefore, future research 

should not only explore the effects of the COVID-19 pandemic on the residents of these 

facilities, but it should also assess whether it had a deterring effect on the residential 

relocation decisions of older adults not currently living in RFs. As RFs can be a suitable 

place for some older adults to age in the right place, it is important that there is not a 

stigma present which may prevent older adults from aging in the right place. If it is 

discovered that there is a stigma or reluctant attitude to living in RFs, then it would be 

important for initiatives to be undertaken to break down this stigma and ambivalence or 

reluctancy around RFs, to allow older adults to take the necessary steps to aging in the 

right place that is best suited and most appropriate to their needs and preferences. 

5.3 Implications 
 
 Both this research and the literature indicate that there is an existing need and 

desire amongst the older population for a spectrum of housing options to age in the right 

place. RFs serve to bridge the gap between living in a community home and LTC 

facilities and thus can allow older adults to maintain their independence, QoL, and 

wellbeing as they age. Residential relocation can either be needs-driven or fuelled by a 

desire to shift into a different style of living, both of which can ultimately provide older 

adults with a suitable place to age. However, AIP in one’s home continues to be the 

primary approach promoted by the government, policymakers, and NGOs. This rhetoric 
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can be harmful for those who face barriers to maintaining their QoL and independence in 

their home. Ultimately, AIP in one’s home requires a vast amount of effort by the older 

adult, and resources which frequently come in the form of informal caregiving by one’s 

family members and out-of-pocket expenses for homecare and home modifications (Lee 

et al., 2020; Martens, 2018; Narushima & Kawabata 2020; Robison, et al., 2014). The 

burden of individual responsibility is concealed in the promotion of AIP. The onus of 

responsibility is ultimately on older adults, when in order for AIP to successfully support 

the older population, both public and individual responsibility must be established, with 

public responsibility taking precedence in building an equitable system (Myers & Ryu, 

2008; Narushima & Kawabata 2020). 

These shortcomings call for a shift from AIP to the concept of aging in the right 

place. Priority must also be given to the promotion of residential relocation and RFs as an 

alternative location in which to age in the right place. Ultimately, as noted in the 

literature, the concept of aging in a home should be shifted to aging at home in order to 

facilitate a choice that can allow older adults to age successfully (Leith, 2006; 

McDermott et al., 2009; Narushima & Kawabata 2020). However, to effectively provide 

all older adults with the autonomy to make this choice, a wide spectrum of affordable 

housing options for older adults must be made available. Aging in the right place is a 

choice that every older adult should have, regardless of socio-demographic background. 

However, this choice continues to be inaccessible for some older adults, especially those 

considered most vulnerable, at times leaving them ‘stuck in place’ or having to undergo 

early admittance into a LTC facility (Channer et al., 2020; Granbom, 2021). These 

detrimental effects are expected to become an even greater problem as the older 
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population continues to grow in the coming decades. As RFs can serve as a suitable place 

in which to age in the right place and maintain or even improve one’s QoL, it is vital that 

these facilities are accessible to all who need them. Public and housing policymakers 

must place affordable RF models and, home and community services as a top priority to 

grant older adults the choice on where to age in place. Affordable RF models currently in 

place should be considered in this process and policymakers should also consider how 

current affordable housing policies and Canada’s universal healthcare need to align with 

these initiatives. The principle of ‘accessibility’ applied to the Canadian healthcare 

system must also be applied to the availability of RFs for older adults. The payment and 

availability of these facilities must be carefully considered by the government and 

equitable solutions must be provided to fix this gap in housing polices for older adults.  

It is important that a person-centred approach be adopted in meeting the needs of 

the older population. In order to do so, there needs to be a firm understanding of the 

population’s diverse set of needs and preferences. Understanding these factors is a key 

step towards providing sustainable, long-term solutions to support older adults 

throughout their aging (Mulliner et al., 2020). The lived experiences of older adults 

currently residing in RFs must be carefully considered, along with the needs and 

preferences of the broader older Canadian population. We must also self-reflect on our 

own preferences, as we can expect to one day reach our later years where we too will be 

faced with the decision of where to age in the right place (Ahn et al., 2020; Leith, 2006). 

Lastly, the Baby Boomer cohort must also be considered in this process. Not only must 

their own needs and preferences be considered, but early intervention in the form of 

planning for future housing should be prioritized with this generation. Ultimately, this 
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system of proactive planning can allow individuals to feel more in control of their aging 

and promote better-informed decisions about their future (Granbom et al., 2020). Public 

supports must also be given to enable an equitable planning process that allows all 

individuals to engage in proactive planning, regardless of socio-demographic 

backgrounds.   

 As previously mentioned in this thesis, Kingston currently has eight RFs and new 

developments are currently underway within the city. A new RF in the model of a CCRC 

is scheduled to be opened to the public in late 2021, and a new site for another RF has 

been announced, although no other plans for development have been unveiled. With the 

expanding availability of RFs in Kingston, this indicates that this city is a prime location 

for RF development. This is reinforced through the results of this thesis as the majority of 

residents in RFs are choosing to remain within the city, and individuals from all different 

types of locations across Canada are also choosing to migrate to this city in later life. 

When planning the development and operation of RFs in Kingston, it is important to 

acknowledge this migration pattern and how the needs of those migrating from outside of 

the city might differ from inter-community residential relocators. 

It is clear that the private sector of RF developers views the demand for RFs as an 

opportunity. As the development of RFs in Kingston continues, and the demand 

continues to grow along with the growth of the older population, it is important that all 

stakeholders are consulted in this process and that older adults are situated as key 

stakeholders in this process. Older adults and their caregivers must be considered in the 

planning, development, and management of these facilities, as this will ultimately 

uncover and highlight the key features required to meet the needs of the current and 
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future residents. In allowing the residents’ needs to be met, this can translate into a 

maintained or improved QoL, wellbeing, and level of independence. Some of the 

necessary features required in RFs have been discussed in this thesis, but more research is 

needed to provide a more accurate and thorough understanding. Although, it is important 

to note that this research has shown that some aspects of one feature (e.g., the amenities 

and services) can have beneficial effects, while other aspects of the same feature can be 

harmful to the QoL and wellbeing of the residents. These features must be carefully 

considered and tailored to the population. Other key stakeholders, such as developers, 

NGOs, community service providers, government officials, policymakers, community 

members, healthcare professionals, and the staff and managers of existing RFs must also 

be considered in this process.   
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Appendix B 

Letter of Information and Consent Form 

 

 

  Page 1 of 3 

 
Letter of Information and Consent Form 
 
Study Title: Aging in the Right Place: An Analysis of Age-Specific Residential 
Communities in Kingston, Ontario 
 
Name of Principal Investigator: Gabriela Levy, Department of Geography and 
Planning, Faculty of Arts and Science, Queen’s University 
Name of Supervisor: Dr. Mark W. Rosenberg  
 
I am inviting residents of age-specific residential communities in Kingston, Ontario to 
take part in a research study. The purpose of this study is to determine who lives in 
these communities, why individuals are moving into these communities, and where 
individuals are moving from. If you agree to take part in the study, you will be provided 
with a questionnaire to fill out anonymously. Completing the questionnaire should take 
approximately 15 to 20 minutes of your time. If you choose to complete the 
questionnaire, you will be asked to place it into the envelope provided and seal it. You 
will be instructed to please return the sealed envelope to the General Manager or 
Executive Director, who will then forward it to the Principal investigator for pick up. This 
will ensure that the contents of your completed questionnaire remain hidden until 
opened by the Principal Investigator, Gabriela Levy, for data analysis. 
 
There is minimal risk that you can be identified by the General Manager or Executive 
Director based on demographic data. However, this risk is mitigated as all 
presentations and publications to come out of this research will only use aggregated 
measures and de-identified information. You should also avoid providing any 
identifying information on the questionnaire (e.g., your name) or on the return envelope 
to further ensure that this risk is mitigated. The General Manager or Executive Director 
has signed an agreement verifying that they will not open the sealed envelopes nor 
monitor who has or has not completed the questionnaire. There are no direct benefits 
to you as a participant. You will not be paid for taking part in this study. Study results 
will help us understand the socio-demographic characteristics of these communities 
and where the residents of the communities have moved from, and why. This 
information will help to advance current knowledge on these topics and to inform the 
planning and operation of current and future age-specific residential communities.  
 
Participation in the study is voluntary and you can decline to participate in the research 
without penalty. You do not have to answer any questions you do not want to. You may 
also choose to withdraw from the study at any point, prior to completing the 
questionnaire. Your data cannot be withdrawn after the submission of the anonymous 
questionnaire since we will have no way of identifying your questionnaire and 
responses.  
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Appendix C 

Questionnaire 

 

                                                           

Page 1 of 1 

 
 
 
Aging in the Right Place: An Analysis of Age-Specific Residential Communities in 

Kingston, Ontario 
 
The purpose of this study is to determine who lives in age-specific residential 
communities in the Kingston region, why individuals are moving into these 
communities, and where individuals are moving from. Study results will help us to 
understand the socio-demographic characteristics of the communities and where 
the residents of the communities have moved from, and why. This information will 
help to advance current knowledge on these topics and to inform the planning and 
operation of current and future age-specific residential communities. 
   

 
QUESTIONNAIRE 

 
 
This questionnaire is divided into 4 parts.  
 
For Part 1, I would like to know some basic information about you.  
 
In Part 2, you can expect some questions about your general health and 
functioning.  
 
Part 3 is going to ask some questions about your housing history and dwelling 
satisfaction.  
 
In Part 4, you will find questions about some socio-demographic information 
about yourself.  
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Appendix D 

Letter of Agreement 

 

 
 

Letter of Agreement 
 

 
This agreement pertains to Gabriela Levy’s study, entitled ‘Aging in the Right Place: An 
Analysis of Age-Specific Residential Communities in Kingston, Ontario’. 
 
By signing this agreement, I am verifying that I will not monitor, nor keep track of which 
residents have handed me a sealed envelope containing their completed questionnaire and 
combined Letter of Information and Consent Form.  
 
I also verify that I will not open or tamper with any of the sealed envelopes in my possession.   
 
 
 
____________________________ ______________________ _________________ 
Signature    PRINTED NAME   Date 
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Appendix E 

Recruitment Poster 

 

          

 
 

`   

 Department of Geography and Planning, Gabriela Levy, Geographies of Aging 
Projects Lab (GAPLab), Queen’s University 

 Why do older people 
move to retirement 

residences?  
I am a Master’s student from Queen’s University 
looking to understand why older adults move to 
age-specific residential communities. If you are 
interested in answering this question and would 
like to volunteer in a study, please see [Insert 
Lifestyle Consultant’s Name Here] to sign up and 
receive a questionnaire.  

Completing the questionnaire should take about 
15-20 minutes of your time. If you have any 
questions about being a volunteer, please contact 
me, Gabriela Levy, at my email below. 
 

gabriela.levy@queensu.ca  
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Appendix F 

Amended Letter of Agreement 

 

 
 

Letter of Agreement 
 

 
This agreement pertains to Gabriela Levy’s study, entitled ‘Aging in the Right Place: An 
Analysis of Age-Specific Residential Communities in Kingston, Ontario’. 
 
By signing this agreement, I am verifying that I will not monitor, nor keep track of which 
residents have handed me a sealed envelope containing their completed questionnaire and 
combined Letter of Information and Consent Form.  
 
I also verify that I will not open or tamper with any of the sealed envelopes in my possession.   
 
Lastly, I also verify that I will destroy all copies of the participant sign-up sheet once all of the 
Letter of Information and Consent Forms and questionnaires have been distributed to the 
participants.  
 
 
____________________________ ______________________ _________________ 
Signature    PRINTED NAME   Date 
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Appendix G 

Queen’s University’s GREB Amendment Letter of Approval 

 

 
February 16, 2021 

 

 

 

Miss Gabriela Levy 

Master’s Student 

Department of Geography and Planning 

Queen’s University 

Kingston, ON, K7L 3N6 

 

Dear Miss Levy: 

 

RE: Amendment for your study entitled: “GGEOPL-314-20 Aging in the Right Place: An Analysis of Age-
Specific Residential Communities in Kingston, Ontario; TRAQ 6030781” 
 

Thank you for submitting your amendment requesting the following changes: 

 

1) To amend the questionnaire to include 'Royale Place Retirement Residence' as an option to Question 13;  

 

2) To amend the distribution protocol to sending out a recruitment letter to all residents at Royale Place 

 Retirement Residence. The residents interested in participating in the research will then sign-up to receive 

 a package containing the LOI/CF, questionnaire, and an envelope in which to return the questionnaire and 

 LOI/CF. The residents will sign up using only their suite numbers and no other personal information will 

 be written on the sign-up sheet. The Lifestyle Coordinator, who has been delegated the task of distributing 

 the questionnaire by the General Manager, will destroy all copies of the sign-up sheet after the packages 

 have been distributed. The Lifestyle Coordinator and General Manager have both agreed to sign a letter of 

 agreement verifying this; 

 

3) To increase the number of participants recruited for the study from 150-300 to 200-400 participants, to 

 include the participants who will be recruited at Royale Place Retirement Residence;  

 

4) Recruitment Letter – Royale Place Retirement Residence (v. 2021/02/10); 

 

5) Amended Letter of Agreement (v. 2021/02/10); 

 

6) Amended Questionnaire (v. 2021/02/10).    

 

By this letter, you have ethics approval for these changes.  

 

Good luck with your research. 

 

Sincerely, 

 
Chair, General Research Ethics Board (GREB) 

Professor Dean A. Tripp, PhD 

Departments of Psychology, Anesthesiology & Urology Queen’s University  
 

c. Dr. Mark Rosenberg, Supervisor  
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Appendix H 
 

Frequency and Parameter Coding for Logistic Regression Analyses Variables 
 

   Parameter 
Coding 

  Frequency (1) 
AGE 84 years of age or younger 11 1.000 
 85 years of age or older 28 0.000 
GENDER Male 

Female 
14 
26 

1.000 
0.000 

LEVEL OF EDUCATION Not university educated 18 1.000 
University educated 22 0.000 

INCOME POST- 
RETIREMENT 

$0 - $49,999 
$50,000 or more 

11 
19 

1.000 
0.000 

PREVIOUS TENURE 
STATUS 

Owner or partial owner 
Did not own it 

24 
15 

0.000 
1.000 

PREVIOUS TYPE OF 
DWELLING 

House/mobile home 22 0.000 
Apartment-style setting 18 1.000 

GENERAL HEALTH 
STATUS 

Fair 
Good or better 

9 
31 

1.000 
0.000 

NUMBER OF ADL 
LIMITATIONS 

None 
One or more 

27 
13 

0.000 
1.000 

PREVIOUS DWELLING 
LOCATION 

 Outside of Kingston 
Within Kingston 

11 
29 

1.000 
0.000 

TYPE OF  
RELOCATION 

Health-related 
Non-health related 

18 
23 

1.000 
0.000 

MOST IMPORTANT  
REASON FOR RELOCATION 

 Pull factor 
Push factor 

13 
27 

1.000 
0.000 
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Appendix I 

Chi-Square Tests Results 

General Health Status * Gender Cross-Tabulation 

 
Gender 

Total MALE FEMALE 
General 
Health Status 

FAIR Count 7 2 9 
Expected Count 3.1 5.9 9 
% within Gender 50% 7.4% 22% 

GOOD 
OR 
BETTER 

Count 7 25 32 
Expected Count 10.9 21.1 32 
% within Gender 50% 92.6% 79% 

Total Count 14 27 41 
Expected Count 14 27 41 
% within Gender 100.0% 100.0% 100.0% 

 
Chi-Square Tests 

 Value df 

Asymptotic 
Significance 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 9.762a 1 0.002   
Continuity Correctionb 7.435 1 0.006   
Likelihood Ratio 9.489 1 0.002   
Fisher's Exact Test    0.004 0.004 
Linear-by-Linear 
Association 

9.524 1 0.002   

N of Valid Cases 41     
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 3.07. 
b. Computed only for a 2x2 table 
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Location of Previous Dwelling * Reason for Relocation Cross-Tabulation 

 
Reason for Move 

Total PUSH PULL 
Location of  
Previous  
Dwelling 

WITHIN 
KINGSTON 

Count 16 13 29 
Expected Count 19.6 9.4 29 
% within Reason 
for Relocation 

59.3% 100% 72.5% 

OUTSIDE 
OF 
KINGSTON 

Count 11 0 11 
Expected Count 7.4 3.6 11 
% within Reason 
for Relocation 

40.7% 0.0% 27.5% 

Total Count 27 13 40 
Expected Count 27 13 40 
% Within Reason 
for Relocation 

100.0% 100.0% 100.0% 

 
Chi-Square Tests 

 Value df 

Asymptotic 
Significance 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 7.305a 1 0.007   
Continuity Correctionb 5.405 1 0.02   
Likelihood Ratio 10.555 1 0.001   
Fisher's Exact Test    0.007 0.006 
Linear-by-Linear 
Association 

7.123 1 0.008   

N of Valid Cases 40     
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 3.58. 
b. Computed only for a 2x2 table 
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Type of Relocation * Gender Cross-Tabulation 

 
Gender 

Total MALE FEMALE 
Type of 
Relocation 

HEALTH Count 10 8 18 
Expected Count 6.1 11.9 18 
% within Gender 71.4% 29.6% 43.9% 

NON-
HEALTH 

Count 4 19 23 
Expected Count 7.9 15.1 23 
% within Gender 28.6% 70.4% 56.1% 

Total Count 14 27 41 
Expected Count 14 27 41 
% within Gender 100.0% 100.0% 100.0% 

 
Chi-Square Tests 

 Value df 

Asymptotic 
Significance 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 6.540a 1 0.011   
Continuity Correctionb 4.953 1 0.026   
Likelihood Ratio 6.66 1 0.01   
Fisher's Exact Test    0.019 0.013 
Linear-by-Linear 
Association 

6.381 1 0.012   

N of Valid Cases 41     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 6.15. 
b. Computed only for a 2x2 table 
 
Symmetric Measures 

 Value 
Approximate 
Significance 

Nominal by Nominal Phi 0.399 0.011 
Cramer's V 0.399 0.011 

N of Valid Cases 41  
 
  



 173 

Type of Relocation * Type of Previous Dwelling Cross-Tabulation 

 

Previous Type of Dwelling 

Total 

HOUSE/ 
MOBILE 
HOME 

APARTMENT
-STYLE 

SETTING 
Type of Move HEALTH Count 7 11 18 

Expected Count 10.1 7.9 18 
% within Previous Type 30.4% 61.1% 43.9% 

OTHER Count 16 7 23 
Expected Count 12.9 10.1 23 
% within Previous Type 69.6% 38.9% 56.1% 

Total Count 23 18 41 
Expected Count 23 18 41 
% within Previous Type 100.0% 100.0% 100.0% 

 
Chi-Square Tests 

 Value df 

Asymptotic 
Significance 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 3.858a 1 0.05   
Continuity Correctionb 2.713 1 0.1   
Likelihood Ratio 3.903 1 0.048   
Fisher's Exact Test    0.064 0.049 
Linear-by-Linear 
Association 

3.764 1 0.052   

N of Valid Cases 41     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 7.90. 
b. Computed only for a 2x2 table 
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Reason for Relocation * General Health Status Cross-Tabulation 

 

General Health Status 

Total FAIR 
GOOD OR 
BETTER 

Reason for  
Relocation 

PUSH Count 3 24 27 
Expected Count 6.1 20.9 27 
% within General  
Health Status 

33.3% 77.4% 67.5% 

PULL Count 6 7 13 
Expected Count 2.9 10.1 13 
% within General  
Health Status 

66.7% 22.6% 32.5% 

Total Count 9 31 40 
Expected Count 9 31 40 
% within General  
Health Status 

100.0% 100.0% 100.0% 

 
Chi-Square Tests 

 Value df 

Asymptotic 
Significance 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 6.180a 1 0.013   
Continuity Correctionb 4.333 1 0.037   
Likelihood Ratio 5.871 1 0.015   
Fisher's Exact Test    0.038 0.021 
Linear-by-Linear 
Association 

6.025 1 0.014   

N of Valid Cases 40     
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 2.93. 
b. Computed only for a 2x2 table 
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Reason for Relocation * Previous Tenure Status Cross-Tabulation 

 

Previous Tenure Status 

Total 

OWNER/ 
PARTIAL 
OWNER 

NON-
OWNER 

Reason for  
Relocation 

PUSH Count 19 7 26 
Expected Count 16 10 26 
% within Previous 
Tenure Status 

79.2% 46.7% 66.7% 

PULL Count 5 8 13 
Expected Count 8 5 13 
% within Previous 
Tenure Status 

20.8% 53.3% 33.3% 

Total Count 24 15 39 
Expected Count 24 15 39 
% within Previous 
Tenure Status 

100.0% 100.0% 100.0% 

 
Chi-Square Tests 

 Value df 

Asymptotic 
Significance 

(2-sided) 
Exact Sig. 
(2-sided) 

Exact Sig. 
(1-sided) 

Pearson Chi-Square 4.387a 1 0.036   
Continuity Correctionb 3.047 1 0.081   
Likelihood Ratio 4.357 1 0.037   
Fisher's Exact Test    0.079 0.041 
Linear-by-Linear 
Association 

4.257 1 0.039   

N of Valid Cases 39     
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 5.00. 
b. Computed only for a 2x2 table 
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Appendix J 
 

Non-Parametric Tests Results 
 

Variables One Sample 
Binary Test 

One Sample Chi-
Square Test 

Socio-Demographic Characteristics   
 Age .018 .011 
 Gender .061 .042 
 Education .532 .435 
 Marital Status .000 .000 
 Number of Persons in Household .000 .000 
 Income Pre-Retirement .008 .005 
 Income Post-Retirement .151 .106 
Second Person – Socio-Demographic Characteristics   
     Age .727 .480 
     Gender 1.000 1.000 
     Education .727 .480 
General Health Status   
 General Health Status .001 .000 
 Number of ADL Limitations .029 .019 
Housing History   
 Move-in Year .337 .262 
 Previous Tenure Status .155 .114 
 Previous Type of Dwelling .532 .435 
 Most Important Reason for the Relocation .040 .027 
 Type of Relocation .532 .435 
 Satisfaction with Current Dwelling .000 .000 
 Current Dwelling  .106 
Geographic Characteristics   
 Location of Previous Dwelling .012 .008 
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Appendix K 

Binary Logistic Regression Output – Previous Dwelling Location 

Simple Binary Logistic Regression Showing Likelihood of Moving from Outside of Kingston 
Based on Socio-demographic, Health & Limitation, Move, & Housing Factors 
Independent Variable B Sig. Odds 

Ratio 
95% CI 

  Lower Upper 
Socio-demographic Factors  
 Age Cohort      
 84 years of age or younger -.182 .817 .833 .178 3.897 
 85 years of age or older* - - - - - 
 Gender      
 Male .462 .515 1.587 .395 6.382 
 Female* - - - - - 
 Level of Education      
 Not university educated -.624 .384 .536 .132 2.181 
 University educated* - - - - - 
 Income Post-Retirement      
 $0 - $49,999  -.134 .873 .875 .170 4.491 
 $50,000 or more* - - - - - 
Health and Limitation Factors  
 Self-Rated General Health Status      
 Good or better* - - - - - 
 Fair -.464 .601 .629 .110 3.582 
 Number of ADL Limitations      
 None* - - - - - 
 One or more 1.145 .113 3.143 .763 12.945 
Relocation Factors  
 Type of Relocation      
 Health-related -.624 .384 .536 .132 2.181 
 Non-health-related* - - - - - 
 Reason for the Relocation      
 Push* - - - - - 
 Pull - 20.828 .999 .000 .000 - 
Housing Factors  
 Previous Tenure Status      
 Owner or partially owner* - - - - - 
 Non-owner -.067 .927 .935 .222 3.944 
 Previous Type of Dwelling      
 House or mobile home* - - - - - 
 Apartment-style setting .348 .613 1.417 .367 5.473 
* Reference category  
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Appendix L 

Binary Logistic Regression Output – Type of Relocation 

Simple Binary Logistic Regression Showing Likelihood of Experiencing a Health-Related 
Relocation Based on Socio-demographic, Health & Limitation, Geographic, & Housing Factors 
Independent Variable B Sig. Odds 

Ratio 
95% CI 

  Lower Upper 
Socio-demographic Factors  
 Age Cohort      
 84 years of age or younger 1.281 .079 3.600 .864 15.008 
 85 years of age or older* - - - - - 
 Gender      
 Male 1.781 .014 5.937 1.430 24.655 
 Female* -   - - - - 
 Level of Education      
 Not university educated -.780 .231 .458 .128 1.643 
 University educated* - - - - - 
 Income Post-Retirement      
 $0 - $49,999  -.965 .213 .381 .083 1.741 
 $50,000 or more* - - - - - 
Health and Limitation Factors  
 Self-Rated General Health Status      
 Fair* - - - - - 
 Good or better 1.204 .130 3.333 .701 15.859 
 Number of ADL Limitations      
 None* - - - - - 
 One or more 1.058 .127 2.880 .740 11.206 
Housing Factors  
 Previous Tenure Status      
 Owner or partially owner* - - - - - 
 Non-owner .981 .144 2.667 .715 9.951 
 Previous Type of Dwelling      
 House or mobile home* - - - - - 
 Apartment-style setting 1.279 .054 3.592 .980 13.164 
* Reference category  
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Appendix M 

Binary Logistic Regression Output – Reason for the Relocation 

Simple Binary Logistic Regression Showing Likelihood of Moving for a Pull Factor Based on 
Socio-demographic, Health & Limitation, Geographic, & Housing Factors 
Independent Variable B Sig. Odds 

Ratio 
95% CI 

  Lower Upper 
Socio-demographic Factors  
 Age Cohort      
 84 years of age or younger 1.281 .086 3.600 .834 15.547 
 85 years of age or older* - - - - - 
 Gender      
 Male .711 .308 2.036 .518 7.995 
 Female* - - - - - 
 Level of Education      
 Not university educated -.396 .565 .673 .175 2.592 
 University educated* - - - - - 
 Income Post-Retirement      
 $0 - $49,999  -.662 .420 .516 .103 2.578 
 $50,000 or more* - - - - - 
Health and Limitation Factors  
 Self-Rated General Health Status      
 Good or Better* - - - - - 
 Fair 1.925 .020 6.857 1.355 34.705 
 Number of ADL Limitations      
 None* - - - - - 
 One or more -.673 .382 .510 .113 2.305 
Housing Factors  
 Previous Occupancy Status      
 Owner or partially owner* - - - - - 
 Non-owner 1.469 .042 4.343 1.056 17.860 
 Previous Type of Dwelling      
 House or mobile home* - - - - - 
 Apartment-style setting 1.001 .150 2.720 .696 10.633 
* Reference category  
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Appendix N 

Multivariate Logistic Regression Model Output – Reason for the Relocation 

Multivariate Logistic Regression Showing Likelihood of Moving for a Pull Factor Based on 
General Health Status and Previous Tenure Status 
Covariates B Sig. Odds 

Ratio 
95% CI 

  Lower Upper 
Health and Limitation Factors  
 General Health Status      
 Good or better* - - - - - 
 Fair 1.761 .043 5.817 1.059 31.952 
Housing Factors  
 Previous Tenure Status      
 Owner or partial owner* - - - - - 
 Non-owner 1.344 .081 3.836 .846 17.383 
* Reference category  

 
 

 

Variables in the Equation 
 B S.E. Wald df Sig. Exp(B) 
Step 0 Constant -.693 .340 4.164 1 .041 .500 
 
Model Summary 
Step -2 Log Likelihood Cox & Snell R Square Nagelkerke R Square 
1 40.919a .201 .279 
a. Estimation terminated at iteration number 4 because parameter estimates changed by less than .001. 
 
Hosmer and Lemeshow Test 
Step Chi-Square df Sig. 
1 .001 2 .999 
 
 
Variables in the Equation – Step 1a 
       95% CI 
    B S.E. Wald df Sig. Exp(B) Lower Upper 
Self-Rated Health         
Good or better 1.761 .869 4.104 1 .043 5.817 1.059 31.952 
Previous Tenure Status        
Non-owner 1.344 .771 3.040 1 .081 3.836 .846 17.383 
Constant -.1.742 .586 8.844 1 .003 .175   
a. Variables entered on Step 1: General Health Status and Previous Tenure Status 
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Appendix O 

Open-Ended Questionnaire Responses – Most-Liked and Least-Liked 
Features 

 
Most-Liked Features 

Location and Physical Setting: 

“Location - when my wife was in Providence Manor and my son and daughter to live on 

the east side of Kingston back of the military base, have more of a good location. Very 

acceptable.” 

-Male, 93, moved to be closer to family members 

 

“Lawns and gardens, shrubs and trees, very well maintained. Location near creek and 

wooded area. Quiet street and subdivision. Only 3 floors high and [sprawling] in an 

interesting 'S' shape. Walking area inside and outside. Student servers from Kingston 

schools plus [ineligible] St. Lawrence College Men and Women. Drug store + pharmacy, 

hair salon on premises.” 

-Male, 80, moved to downsize 

 

“Location” 

-Male, 84, moved for personal health reasons 

 

“What I like most is that the building is surrounded by pine trees and a conservation area. 

I do not want to look out at a city scene or a lot of traffic.” 

-Female, 82, moved because wanted the services offered by current dwelling 

 

“It is surrounded by trees and farmland that I find relaxing” 

-Male, 86, moved because wanted the services offered by current dwelling 

 

“My large suite and the position in the building” 

Female, 92, moved to downsize 
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“Pool + hot tub (not functioning now), south view, sunshine, food, social activities” 

-Female, 96, moved because wanted the services offered by current dwelling 

“My apartment is a nice size with a very large bedroom. I also have a balcony. I am 

surrounded with beautiful gardens professionally attended to and many places to sit and 

enjoy. We are also located by a conservation area.” 

- Female, 92, moved because of widowhood 

 

“I am in the same area that I have lived in since I was married” 

- Female, 92, moved because of the reputation of current dwelling 

 

“Can see the street and cars, signs, trees, birds. Especially now with COVID restrictions 

keeping serious in the building, it is nice to see the rest of the world, large building to 

walk in. Close to children as they can visit and help me.” 

- Female, 93, moved for personal health reasons 

 

“Close to family. Size of dwelling, its location, facing south overlooking, the pond view 

and second floor level. Garden outside, sitting area, and walking garden area.” 

- Male, 89, moved for personal health reasons 

Services and Amenities: 

“The staff - all staff members treat all residents with respect and encouragement and joy. 

Staff members are sensitive to a resident's need of support and have the knowledge to 

recommend the appropriate support, be it physical or emotional. Residents with frailties 

are given uncomplaining help and privacy. Staff are very good at remembering our 

names.” 

-Female, 83 moved because encouraged by a family member or caregiver 

 

“The staff. The other residents. The daily program which has a variety of options every 

day throughout the day. The dietary staff very kindly make meals which address my diet 

which is different from all other here at present.” 

-Female, 92, moved for personal health reasons 
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“Meals provided. Caring staff.” 

-Male, 88, moved because wanted the services offered by the current dwelling 

 

“Cleanliness, courtesy of staff and receptive to suggestions meals can be improved. 

Safety and security” 

-Female, (age not stated), moved to be closer to family members 

 

“Fellow residents are pleasant, respectful, caring people. Concern and care for those who 

are challenged. Administration tries hard to provide safe and pleasant accommodation 

and support.” 

-Female, 90, moved to downsize 

 

“I am very impressed with the staff here. They really are aware of residents' needs and 

values.” 

- Female, 83, moved because of the reputation of current dwelling 

 

“The amenities, the terrific staff, the venue - the feeling of being protected by a most 

caring staff” 

- Female, 95, moved to be closer to family 

 

“The support, staff members are caring and generally excellent. The care is personal and 

efficient.” 

- Female, 92, moved for personal health reasons 

 

Reduced Duties: 

“Not to worry about looking after house” 

-Female, 92, moved because of widowhood 

 

“Being in contact with other people. Not having to cook 3 meals a day. Satisfaction of not 

being alone.” 

-Female, 94, moved because of a change in household or family size (widowhood) 
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“Privacy, support, no more cooking, cleaning + home/yard work” 

Female, 89, moved for personal health reasons 

 

“With severe back and mobility issues, grocery shopping and lifting became more and 

more difficult. Severe diabetes, neuropathy and other health problems [I] needed a more 

secure situation, even though I am still able to handle all medications on my own.” 

- Male, 78, moved because wanted the services offered by current dwelling 

 

“Dining - 3 meals daily - when you reach 80 plus meal getting is not fun. Nurse on duty 

24/7 - minor aches and pains are looked after. Cleaning and bedding changes weekly - 

80-year-olds are not good at these tasks.” 

- Male, 89, moved for personal health reasons 

 

“It is very secure. I can manage living here, within my physical limitations (i.e., cleaning, 

garbage removal done for me). No outside responsibilities. No maintenance or 

responsibilities…Meals prepared.” 

- Female, 82, moved for personal health reasons 

 

“No cooking, no housework, no wasted grocery money, I know I would not eat properly 

by myself alone” 

- Female, 74, moved because wanted a community of similar people 

 

Both Location and Physical Setting and Services and Amenities: 

“1) Great staff - always willing to please 2) size of building (not too large) 3) centrally 

located 4) Congenial office staff 5) good variety of exercises” 

-Female, 90, moved because encouraged by family member or caregiver  

 

“1) centrally located 2) great staff 3) good floor plan 4) size of building not too large” 

-Male, 91, moved because encouraged by family member or caregiver 
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“Pool, friends, size of unit” 

-Female, 72, (move reason not stated) 

 

“Its location, near waterfront path for my daily walks and access to shops. The staff is 

well trained in almost every respect, helpful and polite. All the facilities are very good 

care, especially nursing is superb” 

-Male, 93, moved to downsize 

 

“Efficiency of the services provided, plus the excellent location.” 

-Male, 94, moved because wanted the services offered by current dwelling 

 

“I like the space and separate bathroom and bath. I found furnishing the suite with my 

own things made it seem more homelike. I like the choice of having all meals or only 

dinner offered. I like the privacy offered by suites and the excellent services provided i.e., 

maids, dinners, etc.” 

-Female, 86, moved because of widowhood 

 

“The community of people around me. The beautiful grounds around us. The programs 

provided. The staff.” 

-Female, 86, moved because of widowhood 

 

“I enjoy having a safe place to live and enjoy the community. My husband and I like the 

dining experience with other residents and the good food which I don't have to prepare. 

Plus the property or green space around the building is nice. I walk almost every day on 

the paved walkway around the building. The front porch is a great place to sit out in the 

summer and talk to other residents. We hardly use our balcony!” 

-Female, 87, moved because wanted the services offered by current dwelling 
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“I feel safe and I enjoy some of the residents. I know the health system is there if I need 

it. The good friends I have made over the past several years. I really like my suite - the 

view of the garden in the summer and the walking path through the gardens its very 

peaceful.” 

-Female, 92, moved to be closer to family members 

 

Both Reduced Duties and Services and Amenities: 

“The security and safety of being in a home where I do not have to worry about break-

ins, where I do not have to go out in all kinds of weather to shop for groceries and where 

there is a management team that will check in on me if I do not appear for meals. 

Secondly there are people to talk to and be with if I wish. The above factors would be the 

problems of continuing to live in my own home where I would be alone. Also I had to 

give up my car 2 years ago because of macular degeneration and here the bus services is 

good and a real help.” 

-Female, 89, moved for personal health reasons 

 
Location and Physical Setting, Reduced Duties, and Services and Amenities: 
 

“There are people to socialize with. There are activities. No more housekeeping. The 

current dwelling is roomy.” 

-Female, 78, moved because wanted the services offered by the current dwelling 

 

Least-Liked Features 

COVID-19 Restrictions: 

“The COVID restrictions. Inability for two people to play table games such as cribbage, 

scrabble, with each other, when we can sit 6 feet apart at either end of the tables pushed 

together when wearing masks. People have done this without masks so none are trusted 

to reliably wear masks for every game.” 

-Female, 83, moved for personal health reasons 
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“The lockdown due to COVID” 

-Male, 84, moved because wanted the services offered by current dwelling 

 

“The COVID restrictions [and] protocols. When they are removed, I will have no 
dislikes.” 
- Female, 82, moved for personal health reasons 

 

“Nothing really. I think I am mentally deteriorating, but I blame that on COVID 

situation” 

- Female, 74, moved because wanted a community of similar people 

Lack of Independence and Autonomy: 

I would rather be 20 years younger and live in my own home 

- Female, 92, moved because of widowhood 

 

“Evening meals served between 4:30 to 5:30ish” 

-Male, 88, moved because wanted the services offered by current dwelling 

 

“Rigid schedule of meals. Institutionalisation” 

-Male, 92, moved to downsize 

 

“Regimentation - one must eat at prescribed times. Food predictability - weeks menu is 

repeated on cycle of x weeks.” 

-Male, 89, moved for personal health reasons 

 

“I am not used to my activities being restricted by set meal times.” 

-Female, 82, moved because wanted the services offered by current dwelling 

 

“Loss of decision making for myself” 

- Female, 72, (move reason not stated) 
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“Set mealtimes restrict participation in some external activities” 

- Male, 86, moved because wanted the services offered by current dwelling 

 

Physical Setting and Amenities: 

“Not enough counter space - bathroom, kitchen. Lighting and ceiling fixtures.” 

-Male, 89, moved for personal health reasons 

 

“The menus, and this is a very small complaint as generally the meals are attractive and 

nutritious with ample opportunities to select alternatives. Because there are some foods 

which the doctor has told me to avoid, sometimes it is a disappointment when both the 

soup and the entree contain forbidden ingredients” 

-Female, 83, moved because encouraged by a family member or caregiver 

 

“The food could be better.” 

-Female, 92, moved for personal health reasons 

 

“Door hangers on the back sides of [ineligible] – when they get synchronized it rattles my 

hooves” 

-Female, 86, moved because of widowhood 

 

“The food - there are too many chefs. The food varies each day, simple recipes can be 

prepared in the most unusual ways + just too much oil or grease is used” 

-Female, 90, moved because of the reputation of the current dwelling 

 

“I can't think of anything specific except a second elevator would be very useful with 

many people using walkers.” 

-Female, 87, moved because wanted the services offered by current dwelling 

 

“Only one bathroom (married couple)” 

-Male, 91, moved because encouraged by family member or caregiver 
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“One bathroom, when 2 adults are trying to prepare for the day having showers, doing 

bathroom routines, dressing and making the bed, it is almost impossible to be ready by 

9:15 am or 10 am for the fitness programmes (+ prepare and eat breakfast)” 

-Female, 90, moved because encouraged by family member or caregiver 

 

“The food. It has to satisfy a common denominator, which I can accept but do not always 

like.” 

- Male, 93, moved to downsize 

 

“Only one bathroom (married couple)” 

- Male, 91, moved because encouraged by a family member or caregiver 

 

“What I dislike is the fact that there is only one elevator to serve three floors. Totally 

inadequate especially at mealtimes on the main floor.” 

- Female, 92, moved because of widowhood 

 

“Expensive” 

- Male, 84, moved for personal health reasons 

 

Social Environment: 

“Not enough mental stimulation, fault lies with indifferent resident participation to the 

availability of thoughtful programs. Residents appear to be satisfied with T.V. or just 

relaxing” 

-Female, 95, moved to be closer to family members 

 

“Living everyday with seniors more disabled than I am.” 

-Male, 94, moved because wanted to services offered by the current dwelling 

 

“Most people do not get involved in the activities.” 

- Female, 78, moved because wanted to services offered by the current dwelling 
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“The lack of supervision of people with dementia” 

-Female, 98, moved to be closer to family 

 

“Gossip, complainers” 

-Female, 96, moved because wanted to services offered by the current dwelling 

 

“At present the Resident’s Council is ineffective. Many of the non-management staff 

seem unhappy and are always looking for another job. Feel we are treated as a nursing 

home now, not a retirement residence. 

- Female, 92, moved to be closer to family 

 

“Had expected it to be in a group of similar health and functioning level. It is difficult not 

to feel down when constantly seeing those who would normally be in a nursing home.” 

- Male, 78, moved because wanted the services offered by current dwelling 

 

Both Lack of Independence and Autonomy and COVID-19 Restrictions: 

 

“I miss my own cooking style. Evenings to sit and talk in small groups with friends. Miss 

the music groups we cannot have at present.” 

- Female, 86, moved because of widowhood 

 

“Miss my friends and home community. Have to be 6 feet away from people and eat on 

separate tables during COVID. Miss my former ability to do things on my own. Mostly 

stuff not isolated to the building.” 

-Female, 93, moved for personal health reasons 
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Both the Physical Setting and Amenities and COVID-19 Restrictions: 

 

“Only one elevator - for 80% plus of residents dependent on 'walkers'. Plain meals - 

needs a chef badly. Too much plastic used - minimal recycling. Only one (very cheerful 

and considerate and find) BUT over worked maintenance man. Some staff are too severe 

and bossy, BUT by no means - not all (qualification: COVID-19 irks us all and frays 

patience)” 

-Male, 80, moved to downsize 

 

Both the Social Environment and COVID-19 Restrictions: 

 

“The COVID-19 restrictions – unavoidable. The acceptance (also unavoidable) of less 

able residents – those needing the presence of many PSWs and their non-participation in 

activities.” 

- Female, 90, moved to downsize 

 

Both the Social Environment and Physical Setting and Amenities  

“1) Several of the residents have some dementia so are not stimulating company and I 

sometimes feel a sense that I need to help them which I know is not my responsibility. 

There are actually only a few whose company is truly enjoyable. 2) because of a disease 

with dietary restrictions (gluten-free) there are some meals I cannot eat and the 

alternative offered is not appealing to me.” 

-Female, 89, moved for personal health reasons 

 
 


