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ABSTRACT
Introduction Racialised immigrant older adults (RIOAs) 
in Canada have poorer self- rated health and are more 
likely to report chronic conditions, while they concurrently 
experience well- documented challenges in navigating and 
accessing the healthcare system. There is strong evidence 
that patient and caregiver engagement in their healthcare 
leads to improved management of chronic disease and 
better health outcomes. International research suggests 
that engagement has the potential to reduce health 
disparities and improve quality of care. We aim to (1) 
describe what role(s) RIOAs are/are not taking in their own 
healthcare, from the perspectives of participant groups 
(RIOAs, caregivers and healthcare providers (HCPs)); and 
(2) develop a codesign process with these participants, 
creating linguistically aligned and culturally aligned tools, 
resources or solutions to support patient engagement with 
RIOAs.
Methods and analysis Using a cross- cultural 
participatory action research approach, our work will 
consist of three phases: phase 1, strengthen existing 
partnerships with RIOAs and appropriate agencies and 
cultural associations; phase 2, on receipt of informed 
consent, in- depth interviews with RIOAs and caregivers 
(n=~45) and HCPs (n=~10), professionally interpreted 
as needed. Phase 3, work with participants, in multiple 
interpreted sessions, to codesign culturally sensitive and 
linguistically sensitive/aligned patient engagement tools. 
We will conduct this research in the Waterloo- Wellington 
region of Ontario, in Arabic, Bangla, Cantonese, Hindi, 
Mandarin, Punjabi, Tamil and Urdu, plus English. Data will 
be transcribed, cleaned and entered into NVivo V.12, the 
software that will support team- based analysis. Analysis 
will include coding, theming and interpreting the data, 
and, preparing narrative descriptions that summarise each 
language group and each participant group (older adults, 
caregivers and HCPs), and illustrate themes.
Ethics and dissemination Ethics clearance was obtained 
through the University of Waterloo Office of Research 
Ethics (ORE #43297). Findings will be disseminated 
through peer- reviewed publications, presentations 
and translated summary reports for our partners and 
participants.

INTRODUCTION
More than two million older Canadians are 
immigrants,1 and by 2032 one in four older 
Canadians will identify as a racialised person 
(persons, other than Indigenous Peoples, 
who identify as non- Caucasian2 3). Racialised 
immigrant older adults (RIOAs) have a higher 
prevalence of chronic conditions, poorer 
self- reported physical and mental health and 
greater difficulties with instrumental activities 
of daily living than non- racialised older immi-
grants and Canadian- born older adults.4–6 
Compared with those who are not racialised, 
and/or not foreign- born, RIOAs are also 
more likely to report worse self- rated health, 
greater disability and functional limitations.6 7

The healthcare experiences of RIOAs in Canada
RIOAs in Canada report greater challenges 
in accessing healthcare and navigating the 
healthcare system, and face intersecting 
barriers to care, including literacy, language, 
culture, health beliefs and spatial and struc-
tural inequalities.7–9 Complexities of family 
circumstances, immigration status and the 
healthcare system further compound these 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ We will complete data collection with racialised, 
immigrant older adults in eight languages, plus 
English.

 ⇒ We have developed strong community partnerships 
to support data collection in several distinct ethno-
cultural communities.

 ⇒ Patients and providers have been engaged through-
out, including conceptualisation of the study.

 ⇒ The ongoing COVID- 19 pandemic has limited our 
ability to connect with additional community part-
ners, complete outreach activities and collect data 
in- person.
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challenges.9 Patients are concerned that their family 
physicians fail to understand their culture and that 
their concerns are not being heard due to language 
and other barriers.10 In Canada, primary care is viewed, 
and is intended to serve, as a patient’s ‘medical home’11 
and serves as the gatekeeper for patients to access other 
services and other parts of the universal healthcare system 
(eg, referrals for more specialised healthcare, referrals 
for home and community supports, etc).

Patient and caregiver engagement in clinical decision-making
There is strong evidence that patient and caregiver engage-
ment within primary care—that is, patients having ‘active 
roles in their own healthcare’12 13—leads to improved 
management of chronic disease,14 improved patient 
experience15 and better health outcomes.16 Supporting 
patient and caregiver engagement within primary care 
has been achieved through healthcare provider (HCP) 
training, patient education and awareness and shared 
decision- making approaches and resources.17 Interna-
tional research demonstrates that patient engagement 
reduces health disparities, improves quality of care and 
increases patient satisfaction and confidence.15 18 19 We 
completed a scoping review in preparation for this work20 
and can confirm that no peer- reviewed, English language 
Canadian studies have specifically examined patient and 
caregiver engagement with RIOAs.

Patient and caregiver engagement in health research
There is growing recognition that patients and caregivers 
should actively participate in health services research;21 22 
we refer to these efforts as patient/caregiver partnerships.23 A 
review of patient/caregiver partnering strategies with older 
adults22 shows a clear tendency to think of patients/care-
givers as a monolingual, culturally homogeneous group. 
There is limited evidence on developing patient and care-
giver partnerships with immigrants and racialised persons.24

At present, we do not have an evidence- based under-
standing of if/how RIOAs are engaged in primary care, 
which represents both a knowledge and equity gap. 
Furthermore, patient/caregiver partnership strategies for 
health systems research have yet to determine how to work 
in multiple languages, and across different cultural norms 
and expectations. Without this understanding, both meth-
odologically and empirically, care providers and service 
organisations are ill equipped to intervene and address 
the needs of this vulnerable group of older citizens. Finally, 
the small body of literature on Canadian RIOAs has been 
exploratory and descriptive (see reviews of references5 6 8 9). 
Solutions- oriented inquiry is a participatory action research 
(PAR) approach that emphasises the need to move beyond 
the description of phenomena and towards collabora-
tive action and improvement.25 PAR prioritises working 
with key communities and partners to bring about such 
action.25 True patient/caregiver partnerships, and PAR, 
require significant investments of time,26–28 especially when 
being mindful and respectful of cultural and language 
differences.29

This paper summarises the research protocol for a 
multilingual, community- engaged qualitative study that 
aims to understand the healthcare experiences and 
patient engagement of RIOAs. Drawing on a transdisci-
plinary, multilingual team, will do so through intentional 
patient andcaregiver partnerships, descriptive research, 
and action- oriented codesign sessions.

OBJECTIVES
The objectives for this work include:
1. to describe what role(s) RIOAs are/are not taking in 

their own healthcare, from the perspectives of partici-
pant groups (RIOAs, caregivers and HCPs); and

2. to develop a codesign process with these participants, 
creating linguistically sensitive and culturally sensitive/
aligned tools, resources or solutions to support en-
gagement of RIOAs in managing their care.

THEORETICAL FRAMEWORK
Our research questions, and approaches to data collection 
and analysis, are guided by the healthy immigrant litera-
ture and intersectionality theory. The healthy immigrant 
effect posits that immigrants, including older persons, 
come to North America healthier than their native- born 
counterparts, but then go on to experience more precip-
itous declines in health status.30–32 We know from this liter-
ature that racialised persons,33 34 and those who report 
that they have experienced racism or discrimination expe-
rience worse declines.30 The healthy immigrant literature 
is largely quantitative, and researchers have offered three 
key hypotheses to explain these health declines: selectivity 
(ie, healthier people move internationally); acculturation 
(ie, that individuals adopt unhealthy North American 
habits, such as a more processed diet) and systemic racism 
(ie, that racialised immigrants experience health declines 
as they encounter direct and indirect impacts of discrim-
ination).30 32 The healthy immigrant effect literature also 
emphasises that a range of variables, including gender, 
socioeconomic status, life course experience, time of immi-
gration, language abilities and lifestyle impact declines in 
health status.35–38 This echoes intersectionality theory,39 
which suggests that to assess and mitigate health and social 
inequities, researchers much examine the simultaneous 
intersections of statuses related to social identity, including 
but not limited to ethnicity, race, age, gender, socioeco-
nomic status, migration status, religion and disability.40 
The healthy immigrant effect literature and intersection-
ality theory will inform all aspects of our research, from the 
research questions through analysis and outputs.

RESEARCH DESIGN
With a focus on solutions- oriented inquiry,25 and using a 
cross- cultural qualitative PAR approach,41 we will: phase 
1, actively engage in partnerships with RIOAs and appro-
priate agencies (to continue throughout the project); 
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phase 2, describe the role of RIOA patients, through inter-
views with RIOAs, caregivers and a range of HCPs and 
phase 3, begin the codesign of resource(s) to support 
patient and caregiver engagement with RIOAs. We will 
employ an integrated knowledge translation approach,42 
working with partners and RIOAs to collectively answer 
our research questions; consistent with the values of PAR, 
we have already engaged in pilot work and engagement 
with a range of community representatives to develop 
our research questions and methodological approach. 
Although we present our work in a linear fashion, we 
know that iKT and PAR are both iterative processes in 
which we engage in continuous learning and refinement 
by working with our partners.42 43

Older adults’ engagement in cross-cultural PAR
PAR emphasises that the individuals impacted by research 
problems and questions should be engaged in all aspects 
of a study, from inception through knowledge transla-
tion. For qualitative cross- cultural PAR, we are guided by 
Liamputtong’s41 seminal work on this topic; specific to 
engagement with older adults, we are guided by Marlett 
and Emes.44

TERMINOLOGY
We recognise that many of the terms that we use in this 
protocol are contested and debated in the academic liter-
ature, particularly those related to race, ethnicity and 
identity.45 The terms that we use, for example, to refer 
to ethnocultural groups (eg, South Asians), or ‘older 
adults’ are socially constructed, but we believe in some 
ways reflect the lived realities of our target participants.46 
We also acknowledge that in using terms such as ‘South 
Asian’, we are reinforcing colonial narratives regarding 
borders and belonging.47 The terms that we use are 
outlined below, and we will continue to reflect on: how we 
speak about and label our participants, and if/how this 
may impact future analyses.

Racialised and visible minorities
There are many terms that refer to people, in a Western 
context, who are not white; for example: visible minori-
ties, POC/persons of colour and BIPOC (Black, Indige-
nous and Persons of Colour). Statistics Canada continues 
to use the term ‘visible minorities’,48 but we opted to use 
the term racialised, which is preferred by the Ontario 
Human Rights Commission (OHRC).49 Many of our 
community partners do not understand or recognise 
the newer term ‘racialised’, and there has been some 
debate regarding this term.50 We have opted to use this 
term because we concur with Hochman, who notes that 
the term racialised is of importance, ‘as it offers a way for 
groups that have been understood and treated as inferior 
“races” to assert and defend themselves collectively, while 
rejecting the biologization and inferiorization associated 
with “race”’ (p. 12).45

Older adults
Definitions and chronological cut- points to determine 
who is an ‘older adult’ vary, and can also vary by context 
(eg, in some Indigenous communities, among persons 
experiencing homelessness and other marginalised 
communities, the cut- point for ‘old age’ can be as low as 
45–50 years). In Canada, this also varies, with many using 
65 years, which is tied to the previous age for retirement 
from the workforce. Because we are recruiting older 
adults who were born in various countries, we opted to 
use the WHO’s cut- point of 60 years.51

Foreign-born
Many terms are used (sometimes inconsistently or incor-
rectly) to describe individuals who were born in one 
country, and at some point in their lives relocated and 
settled in another. Terms used to describe this group can 
include diaspora, ethnoculturally diverse, immigrants, 
migrants, minority, newcomers, new settlers, transna-
tional, etc. For our work, we use the term foreign- born, 
which does not denote when they relocated and/or 
the ways in which they arrived (ie, various immigration 
steams, and/or modes of transnational movement that 
are not legally recognised). In our view, foreign- born is 
an immutable status, not tied to legal designations and 
does not refer to specific ethnicities, cultures or visible 
minority/racialised status.

Caregiver
We use the Change Foundation definition of caregivers: 
a person—family member, friend, neighbour—who 
provides important care, usually without pay.52 Caregivers 
do not need to coreside, be related or be of a particular 
age.52 We anticipate most caregivers of RIOAs will be 
family members, but this is not a requirement (see below 
for our inclusion and exclusion criteria).

METHODS AND ANALYSIS
Setting, context and research team
We will conduct this research in the Waterloo region of 
Ontario, Canada (home to three medium- sized cities and 
several rural towns). While findings from the Waterloo 
region may be transferable to analogous medium- sized 
cities, it is unique in that it is a refugee settlement region. 
We may be more likely to recruit refugees, compared with 
other regions. The region may also be more likely to have 
multilingual care providers and immigrant resources/
support services, compared with other medium- sized 
cities that are not settlement areas.

In developing this protocol, we held a focus group 
with HCPs in the region, and they recommended that 
we work in Mandarin, Cantonese, Arabic and several 
South Asian/Indo- Aryan languages, which is reflective 
of the local population.53 Our team includes multilin-
gual undergraduate and graduate students, clinicians 
(family physician and pharmacist), and early and late 
career researchers with expertise in: health equity, 
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intersectionality, cross- cultural qualitative research, 
social gerontology, immigrant health, patient engage-
ment, and geriatric healthcare.

We received funding for this work in Spring 2021, and 
data collection began in September 2021. We will continue 
linguistically phased interviews through December 2022, 
and linguistically phased codesign sessions from January 
to May 2023, with analysis embedded throughout.

Phase 1: Partner and community engagement
We will draw on cross- cultural participatory methods41 to 
guide partnership development and include patients in 
each phase of the research.

Existing partners and fostering new relationships
We have existing partnerships with a range of healthcare 
organisations in the region, including several primary 
care practices and family health teams. Through personal 
and professional networks, we are connected to local 
South Asian, Arabic, Black and Chinese cultural associ-
ations, many of whom officially endorsed this research 
when we applied for funding. We will continue to work on 
outreach and community engagement, to broaden our 
reach for both recruitment and future Knowledge Trans-
lation (KT) efforts. For the duration of the project, we will 
attend strategically selected events to raise our visibility 
and engage with RIOAs, however, many events have been 
cancelled due to the ongoing COVID- 19 pandemic. In 
year 1, we have attended events with local Muslim women 
(connecting to both Arabic- speaking and some South 
Asian communities), online mindfulness workshops with 
South Asian older adults and local events to commemo-
rate Chinese New Year and Ramadan. We will use a range 
of communication methods to connect with older adults, 
including mail, email, telephone and popular apps (eg, 
many of our Arabic- speaking participants in year 1 have 
reached out regularly via WhatsApp), and in- person, to 
be as inclusive as possible.

Phase 2: Interviews
We will interview RIOAs, caregivers and a range of HCPs. 
The aim of these interviews is to describe the current state 
of patient and caregiver engagement, understand miti-
gating factors (including intersecting statuses of gender, 
ethnicity, age, and socioeconomic, per Hankivsky40 and 
identify opportunities for future interventions and 
supports.

Recruitment and eligibility criteria
For recruitment, we will use digital posters, physical 
posters in community spaces and emails with partners 
identified in phase 1. Our initial recruitment modes 
are largely limited to online, virtual modes, on account 
of the ongoing COVID- 19 pandemic.54 We will also ask 
participants to support snowball sampling, particularly to 
potential participants who are less likely to be connected 
online; this approach can support access to harder- to- 
reach populations.55 We are recruiting RIOAs and care-
givers though community organisations, and not through 

their clinics or providers, with the hope that this approach 
will allow participants to speak more freely about health-
care experiences.

Eligible HCPs are any providers who serve RIOAs in the 
region, and could include physicians, nurses, pharmacists 
and others. Eligible RIOAs are foreign- born persons aged 
60+ who live in the region and can complete an interview 
in English or one of our eight target languages (Arabic, 
Bangla, Cantonese, Hindi, Mandarin, Punjabi, Tamil and 
Urdu). While information on participant ethnicity will be 
asked for demographic information, we aim to strategi-
cally recruit racialised persons/individuals of colour based 
on language (not ethnicity or race). Individuals from all 
immigrant streams (eg, family, economic and refugee) 
and any length of time in Canada (eg, newcomers and 
longer term immigrants) are eligible. Eligible caregivers 
are any individuals who provide care to RIOAs, including 
care of older adults who are not study participants. We 
will encourage (but not insist) older adults and their care-
givers be interviewed separately, in the language of their 
choice, to ensure individual voices and perspectives are 
heard and documented.

Given immigration trends to the region, we expect 
that it will be possible to connect with older adults and/
or caregivers supporting RIOAs who speak South Asian 
and Chinese languages, but it may be more difficult to 
recruit sufficient Arabic- speaking participants, as this is 
a comparatively smaller and younger group.

Interested participants will be provided, via email or 
the post, with a letter of information outlining the study, 
in the language of their choosing. At the start of each 
interview, participants will be asked to verbally provide 
informed consent, using a consenting script and this 
will be documented. The letter of information has been 
professionally translated into our study languages, and 
where needed, the verbal consenting process will be 
supported by a professional interpreter (see also Trans-
lation and interpretation approach below).

Sample size
Our approach to determining sample size is informed by 
Vasileiou et al’s systematic review of samples in qualitative 
health research, which emphasises data adequacy.56 Data 
adequacy focuses on obtaining thick and rich data that 
sufficiently captures participants’ stories, offers different 
types of evidence (eg, interviews, focus groups and code-
sign), different perspectives and disconfirming evidence 
(ie, ‘outliers’). Conceptually, data adequacy moves 
beyond the ‘N’ to consider the nature of evidence and 
robustness of the analysis. We have estimated between 10 
and 20 interviews/group (10 HCPs, and for older adults 
and caregivers, a total of 10 Arabic, 20 Bangla, Hindi, 
Punjabi Tamil, Urdu, 15 Cantonese and Mandarin); these 
sample sizes are reflective of the local immigrant popu-
lation, and similar sample sizes allowed us to adequately 
answer research questions in our prior work with diverse 
RIOAs.57 58
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Data collection
Interviews will follow semi- structured interview guides59 
and be digitally recorded. Due to the ongoing COVID- 19 
pandemic, interviews will primarily take place over the 
telephone, or using videoconferencing software, at a time 
of the participant’s choosing. Questions will examine 
how RIOAs are currently engaged in their healthcare, 
how they make decisions with HCPs and the role of 
family caregivers in these processes. Interview guides 
will be slightly modified for each linguistic group (eg, in 
Cantonese and Mandarin interviews, we will probe specif-
ically for the use of Traditional Chinese Medicine and 
those healthcare experiences). Older adult participants 
and caregivers will also complete a brief survey capturing 
key demographic data, and reflective of an intersectional 
approach, including age, gender,60 ethnicity, country of 
origin, immigration history and stream, language spoken, 
capacity to communicate in English, education, house-
hold income and overall self- reported health. The HCP 
survey will collect demographic data, including roles and 
length of time in the profession. We have tested these 
interview guides, and specific questions, in pilot work 
and in previous patient engagement research.61 The 
interviewer and multilingual research assistant (RA) will 
debrief and compose detailed fieldnotes after each inter-
view.62 In primary care, HCP’s time is limited. We may 
conduct HCP interviews using a focus- group format to 
minimise impact on their time.63 Sample interview guide 
questions are presented in table 1.

Translation and interpretation approach
Data collection with HCPs will be completed in English. 
Data collection with older adults and families requires a 
thoughtful translation and interpretation approach. All 
recruitment and consenting materials have been profes-
sionally translated. We will hire multilingual, part- time 
RAs to assist with recruitment, scheduling interviews with 
participants, etc. Each older adult/caregiver interview 
will be led by a member of our team, with the assistance 

of a local professional interpreter, as needed (in our 
experience, some RIOAs will want to be interviewed in 
English58). We will use consecutive translation64 and a 
combination of multilingual RAs and transcribing soft-
ware ( Otter. ai) to prepare English- language transcripts of 
the interviews. We have protocols developed to support 
this process, and we have extensively tested this transla-
tion and interpretation approach in prior studies.57 58 Two 
to three translated and transcribed interviews from each 
language group will be randomly selected for the transla-
tion to be reviewed and confirmed by a second, multilin-
gual RA; again, we have used and tested this approach in 
prior work.57 58

Data analysis
We will upload transcripts and fieldnotes/debriefing 
notes into NVivo V.1265 software. We will then use line 
by line emergent coding techniques, as outlined by 
Saldaña,66 to code data. The qualitative analysis will follow 
three steps: (1) coding, theming and interpreting the 
data: researchers will read through the data set and create 
codes using NVivo V.12. We will then identify themes 
using a clustering technique.67 68 Each cluster will have a 
proposed name, brief description, illustrative quotations 
from the data and a list of codes that support the theme; 
(2) extensive memoing and team- based analysis meetings 
will take place throughout the theming and interpreta-
tion phase and (3) narrative descriptions will be prepared, 
including quotes, that summarise each language group 
and each participant group (older adults, caregivers and 
HCPs) and illustrate high- level themes. In our analyses, 
we will report gender when using participant quotes and 
data. Where appropriate/relevant, we will report findings 
for the total sample and disaggregate them by gender, in 
accordance with the SAGER guidelines;69 we will achieve 
this by specifically coding for gender, and the intersection 
of gender with other statuses (eg, age and ethnicity), per 
intersectionality theory. Survey data will be entered into 
both NVivo V.12, to inform qualitative analysis, and SPSS 

Table 1 Sample interview guide questions

Older adult interview guide—sample questions What do you do to look after your health?
What role do family members play in your healthcare?
Do you feel like you can ask your healthcare provider(s) all of your 
questions? Why or why not?

Caregiver interview guide—sample questions What supports would be most useful to you as a caregiver?
What unanswered questions do you have about the Ontario or/and local 
healthcare systems?
What improvements or changes do you think could be made to the 
current healthcare system in Ontario to make it better suited for 
immigrant older adults?

Healthcare provider interview guide—sample 
questions

Are there supports or resources in your practice that help you care for 
RIOAs?
What barriers or challenges have you faced in providing care for RIOAs?
Other than language/translation, what is the number one thing you 
would like to work on or change to support the care of RIOAs?

RIOAs, racialised immigrant older adults.
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(quantitative software). We will summarise demographic 
data using medians for scale variables and frequencies for 
categorical variables. The survey data will only be used 
to describe the sample, as cells will be too small for most 
statistical analyses.

Phase 3: Multilingual codesign sessions
Codesign is a solutions- focused, participatory process in 
which patients and heathcare staff work together to iden-
tify solutions, strategies and goals to improve the delivery 
of care.70 One of the principles of genuine codesign is 
to enter the process without predetermined results.71 
Because we are working in multiple languages, we will 
take a phased approach to the codesign sessions. We 
have not seen any guidance in the codesign literature 
regarding a multilingual approach, and we will carefully 
document our process for future efforts to offer codesign 
in a linguistically inclusive manner; we anticipate that this 
will be an important contribution to the codesign liter-
ature. Our documentation of the codesign sessions will 
include audio recordings, ethnographic style fieldnotes62 
and a postcodesign survey (translated as needed) for 
participants to share their experiences in these sessions. 
We will share translated letters of information in advance 
of the sessions, with participants who expressed an 
interest in being part of the codesign process. If online, 
we will verbally confirm informed consent prior to the 
sessions, using a consenting script; if in- person, partici-
pants will be asked to sign a consent form. As above, all 
recruitment and ethics documents have been profession-
ally translated.

Round 1: Interpreted codesign sessions
These initial codesign sessions (2 hours, in Spring 2023) 
will be with RIOAs and caregivers, recruited as a subsa-
mple from the phase 2 interviews, and will be separately 
conducted in the study languages (many of our South 
Asian participants speak several languages, and one Hindi 
session may serve many participants). Each of the round 1 
interpreted sessions will include a professional codesign 
facilitator, RAs, approximately 2–3 participants (older 
adults and caregivers), and an interpreter to facilitate 
same- language discussions. Pending guidance regarding 
the ongoing COVID- 19 pandemic, these sessions may 
be in- person or online. We have prior experience in 
conducting interpreted, multilingual, online focus 
groups in several languages.72 The objective of round 1 
will be for older adults and caregivers to review findings 
from phase 1 and identify potential solutions.

Round 2: English codesign session
This session (one half- day, with breaks, refreshments 
and staff back- fill provided, in Spring 2023) will include 
RIOAs (n~3), caregivers (n~3) and HCPs (n~3), again a 
subsample from phase 2 interviewees, who are willing and 
able to participate in an English- language session. This 
session will also be professionally facilitated. In round 
2, participants will review the potential solutions from 

round 1, discuss pros and cons of each solution, vote on 
their chosen solution(s) and create an action plan to 
inform next steps. Further developing and implementing 
the codesigned solution will form part of a subsequent 
implementation project.

Patient and public involvement
Our team has a longstanding commitment to doing 
research with and for older adults,22 28 58 72–74 and we 
worked closely with RIOAs, caregivers and HCPs to 
develop this protocol. Patients, caregivers, providers and 
community partners have or will be involved in conceptu-
alisation of the project and pilot data collection, recruit-
ment efforts, data collection, codesign sessions and 
copresenting our findings at healthcare and academic 
conferences. Patient partners have provided input on the 
mode of data collection, the length/time commitment 
for potential participants and the nature/phrasing of 
our interview questions. Patient partners have also gener-
ously reviewed our professionally translated documents 
to ensure readability for their respective communities.

Ethics and dissemination
Ethics
We received ethics clearance from the University of Water-
loo’s Office of Research Ethics (ORE #43297). We are also 
mindful of van den Hoonaard and van den Hoonaard’s75 
guidance on ethical qualitative research with vulnerable 
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Dissemination
Together with research participants, we will present the 
findings from our research in two local, well- attended 
annual primary care conferences. We have budgeted for 
patient and caregiver partners to attend these confer-
ences. We will prepare knowledge briefs, and translated 
plain language summaries, to share with interested and 
relevant parties. Dissemination will also include peer- 
reviewed manuscripts in open access journals, plain 
language and multilingual summary reports for our 
participants.

Author affiliations
1School of Public Health Sciences, University of Waterloo, Waterloo, Ontario, Canada
2Department of Recreation and Leisure Studies, University of Waterloo, Waterloo, 
Ontario, Canada
3Department of Family Medicine, McMaster University, Hamilton, Ontario, Canada
4Lawson Health Research Institute, London, Ontario, Canada
5Department of Family Practice, The University of British Columbia, Vancouver, 
British Columbia, Canada
6School of Pharmacy, University of Waterloo, Waterloo, Ontario, Canada

Acknowledgements We thank our patient partners and research assistants Moad 
Alsefaou, Vanessa Choy and Manasa Sivakumar.

Contributors PS and CT conceived of the study, with assistance from KJL, DC, 
NA, JE, JS- G and KG. All coauthors contributed to the successfully funded grant 
application to support this work, and reviewed data collection documents. DC 
and CT tested the interview guides, and CT, DC and NA have worked on patient/
partnership engagement. CT drafted the manuscript, and all coauthors contributed 
feedback and revisions prior to submission.

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-068013 on 10 O

ctober 2022. D
ow

nloaded from
 

http://bmjopen.bmj.com/


7Tong CE, et al. BMJ Open 2022;12:e068013. doi:10.1136/bmjopen-2022-068013

Open access

Funding This work was supported by the Canadian Institutes of Health Research, 
grant #452873.

Competing interests None declared.

Patient and public involvement Patients and/or the public were involved in the 
design, or conduct, or reporting or dissemination plans of this research. Refer to the 
Methods section for further details.

Patient consent for publication Not required.

Provenance and peer review Not commissioned; peer reviewed for ethical and 
funding approval prior to submission.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non- commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iDs
Catherine E Tong http://orcid.org/0000-0002-1214-0591
Kimberly J Lopez http://orcid.org/0000-0002-8810-4589
Jacobi Elliott http://orcid.org/0000-0001-8740-4638
Paul Stolee http://orcid.org/0000-0002-5685-0843

REFERENCES
 1 Kei W, Seidel MD, Ma D. Results from the 2016 census: examining 

the effect of public pension benefits on the low income of senior 
immigrants. Statistics Canada, 2019. Available: https://www150. 
statcan.gc.ca/n1/pub/75-006-x/2019001/article/00017-eng.htm 
[Accessed Aug 2022].

 2 Carrière Y, Martel L, Légaré J. The contribution of immigration to the 
size and ethnocultural diversity of future cohorts of seniors. Ottawa, 
ON: Statistics Canada, 2016. https://www150.statcan.gc.ca/n1/pub/ 
75-006-x/2016001/article/14345-eng.pdf

 3 Statistics Canada. Visible minority group and population group 
reference guide. Statistics Canada, 2018. Available: https://www12. 
statcan.gc.ca/nhs-enm/2011/ref/guides/99-010-x/99-010-x2011009- 
eng.cfm [Accessed Aug 2022].

 4 Dunn JR, Dyck I. Social determinants of health in Canada's 
immigrant population: results from the national population health 
survey. Soc Sci Med 2000;51:1573–93.

 5 Guruge S, Thomson MS, Seifi SG. Mental health and service issues 
faced by older immigrants in Canada: a scoping review. Can J Aging 
2015;34:431–44.

 6 Wang L, Guruge S, Montana G. Older immigrants' access to 
primary health care in Canada: a scoping review. Can J Aging 
2019;38:193–209.

 7 Vang ZM, Sigouin J, Flenon A, et al. Are immigrants healthier 
than native- born Canadians? A systematic review of the healthy 
immigrant effect in Canada. Ethn Health 2017;22:209–41.

 8 Lin SL. Access to health care among racialised immigrants to Canada 
in later life: a theoretical and empirical synthesis. 42. Ageing and 
Society Cambridge University Press, 2021: 1735–59.

 9 Koehn S, Neysmith S, Kobayashi K. Revealing the shape of 
knowledge using an intersectionality lens: results of a scoping review 
on the health and health care of ethnocultural minority older adults. . 
Ageing and Society. Cambridge University Press, 2013: 33. 437–64.

 10 Ahmed S, Lee S, Shommu N, et al. Experiences of communication 
barriers between physicians and immigrant patients: a systematic 
review and thematic synthesis. Patient Exp J 2017;4:122–40.

 11 Gutkin C. The future of family practice in Canada: The patient’s 
medical home. Can Fam Physician 2011;57:1224.

 12 Barello S, Graffigna G, Vegni E. Patient engagement as an emerging 
challenge for healthcare services: mapping the literature. Nurs Res 
Pract 2012;2012:1–7.

 13 Barello S, Graffigna G, Vegni E. The challenges of conceptualizing 
patient engagement in health care: a lexicographic literature review. J 
Partic Med 2014;6:259–67.

 14 Simmons LA, Wolever RQ, Bechard EM, et al. Patient engagement as 
a risk factor in personalized health care: a systematic review of the 
literature on chronic disease. Genome Med 2014;6:16.

 15 Coulter A, Ellins J. Effectiveness of strategies for informing, 
educating, and involving patients. BMJ 2007;335:24–7.

 16 Hibbard JH, Greene J. What the evidence shows about patient 
activation: better health outcomes and care experiences; fewer data 
on costs. Health Aff 2013;32:207–14.

 17 Parsons S, Winterbottom A, Cross P. The quality of patient 
engagement and involvement in primary care, 2010.. Available: 
https://www.picker.org/wp-content/uploads/2014/10/The-quality-of- 
patient-engagement.-primary-care.pdf [Accessed Aug 2022].

 18 Alegria M, Nakash O, Johnson K, et al. Effectiveness of the decide 
interventions on shared decision making and perceived quality of 
care in behavioral health with multicultural patients: a randomized 
clinical trial. JAMA Psychiatry 2018;75:325–35.

 19 Alegría M, Sribney W, Perez D, et al. The role of patient activation 
on Patient–Provider communication and quality of care for US and 
foreign born Latino patients. J Gen Intern Med 2009;24:534–41.

 20 Wood J. Understanding and improving the patient experience of 
foreign- born older adults: a scoping review of the Canadian context 
for global analysis application 2020.

 21 Holosko MJ, Leslie DR, Cassano DR. How service users become 
empowered in human service organizations: the empowerment 
model. Int J Health Care Qual Assur Inc Leadersh Health Serv 
2001;14:126–33.

 22 McNeil H, Elliott J, Huson K, et al. Engaging older adults in 
healthcare research and planning: a realist synthesis. Res Involv 
Engagem 2016;2:10.

 23 Elberse JE, Caron- Flinterman JF, Broerse JEW. Patient- expert 
partnerships in research: how to stimulate inclusion of patient 
perspectives. Health Expect 2011;14:225–39.

 24 Culhane- Pera KA, Allen M, Pergament SL, et al. Improving health 
through community- based participatory action research. giving 
immigrants and refugees a voice. Minn Med 2010;93:54–7.

 25 Stringer ET. Action research. Thousand Oaks, CA: Sage Publications, 
2014.

 26 Holroyd- Leduc J, Resin J, Ashley L, et al. Giving voice to older adults 
living with frailty and their family caregivers: engagement of older 
adults living with frailty in research, health care decision making, and 
in health policy. Res Involv Engagem 2016;2:23.

 27 King’s Fund. The leadership and engagement for improvement 
in the NHS, 2012. Available: https://www.kingsfund.org.uk/sites/ 
default/files/field/field_publication_file/leadership-for-engagement- 
improvement-nhs-final-review2012.pdf [Accessed Aug 2022].

 28 Elliott J, McNeil H, Ashbourne J, et al. Engaging older adults 
in health care decision- making: a realist synthesis. Patient 
2016;9:383–93.

 29 Tong CE, Sims Gould J, McKay HA. Physical activity among foreign- 
born older adults in Canada: a mixed- method study conducted in 
five languages. J Aging Phys Act 2018;26:396–406.

 30 De Maio FG, Kemp E. The deterioration of health status among 
immigrants to Canada. Glob Public Health 2010;5:462–78.

 31 Ng E, Wilkins R, Gendron F. Dynamics of immigrants’ health in 
Canada: evidence from the National Population Health Survey. 
Ottawa, ON: Statistics Canada, 2006. https://www150.statcan.gc.ca/ 
n1/pub/82-618-m/82-618-m2005002-eng.htm

 32 Zhao J, Xue L, Gilkinson T. Health status and social capital of recent 
immigrants in Canada. Health Policy Research Bulletin 2010;17:41–4 
https://www.canada.ca/content/dam/ircc/migration/ircc/english/pdf/ 
research-stats/immigrant-survey.pdf

 33 Khan MM, Kobayashi K, Vang ZM, et al. Are visible minorities 
“invisible” in Canadian health data and research? A scoping review. 
Int J Migr Health Soc Care 2017;13:126–43.

 34 Veenstra G. Racialized identity and health in Canada: results from a 
nationally representative survey. Soc Sci Med 2009;69:538–42.

 35 Gee EM, Kobayashi KM, Prus SG. Examining the healthy immigrant 
effect in mid- to later life: findings from the Canadian community 
health survey. Can J Aging 2004;23 Suppl (1):S55–63.

 36 Kobayashi KM, Prus S, Lin Z. Ethnic differences in self- rated and 
functional health: does immigrant status matter? Ethn Health 
2008;13:129–47.

 37 Newbold KB, Filice JK. Health status of older immigrants to Canada. 
Can J Aging 2006;25:305–19.

 38 Veenstra G, Patterson AC. South Asian- White health inequalities in 
Canada: intersections with gender and immigrant status. Ethn Health 
2016;21:639–48.

 39 Crenshaw KW. On intersectionality: essential writings. The New 
Press, 2017.

 40 Hankivsky O, ed. Health inequities in Canada: intersectional 
frameworks and practices. UBC Press, 2011.

 41 Liamputtong P. Performing qualitative cross- cultural research. 
Cambridge University Press, 2010.

 42 Kothari A, McCutcheon C, Graham ID. Defining integrated 
knowledge translation and moving forward: a response to recent 
commentaries. Int J Health Policy Manag 2017;6:299–300.

 43 Gauthier N, Ellis K, Bol N, et al. Beyond knowledge transfer: a model 
of knowledge integration in a clinical setting. Healthc Manage Forum 
2005;18:33–7.

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-068013 on 10 O

ctober 2022. D
ow

nloaded from
 

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-1214-0591
http://orcid.org/0000-0002-8810-4589
http://orcid.org/0000-0001-8740-4638
http://orcid.org/0000-0002-5685-0843
https://www150.statcan.gc.ca/n1/pub/75-006-x/2019001/article/00017-eng.htm
https://www150.statcan.gc.ca/n1/pub/75-006-x/2019001/article/00017-eng.htm
https://www150.statcan.gc.ca/n1/pub/75-006-x/2016001/article/14345-eng.pdf
https://www150.statcan.gc.ca/n1/pub/75-006-x/2016001/article/14345-eng.pdf
https://www12.statcan.gc.ca/nhs-enm/2011/ref/guides/99-010-x/99-010-x2011009-eng.cfm
https://www12.statcan.gc.ca/nhs-enm/2011/ref/guides/99-010-x/99-010-x2011009-eng.cfm
https://www12.statcan.gc.ca/nhs-enm/2011/ref/guides/99-010-x/99-010-x2011009-eng.cfm
http://dx.doi.org/10.1016/S0277-9536(00)00053-8
http://dx.doi.org/10.1017/S0714980815000379
http://dx.doi.org/10.1017/S0714980818000648
http://dx.doi.org/10.1080/13557858.2016.1246518
http://dx.doi.org/10.35680/2372-0247.1181
http://dx.doi.org/10.1155/2012/905934
http://dx.doi.org/10.1155/2012/905934
http://dx.doi.org/10.1186/gm533
http://dx.doi.org/10.1136/bmj.39246.581169.80
http://dx.doi.org/10.1377/hlthaff.2012.1061
https://www.picker.org/wp-content/uploads/2014/10/The-quality-of-patient-engagement.-primary-care.pdf
https://www.picker.org/wp-content/uploads/2014/10/The-quality-of-patient-engagement.-primary-care.pdf
http://dx.doi.org/10.1001/jamapsychiatry.2017.4585
http://dx.doi.org/10.1007/s11606-009-1074-x
http://dx.doi.org/10.1108/09526860110391612
http://dx.doi.org/10.1186/s40900-016-0022-2
http://dx.doi.org/10.1186/s40900-016-0022-2
http://dx.doi.org/10.1111/j.1369-7625.2010.00647.x
http://www.ncbi.nlm.nih.gov/pubmed/20481170
http://dx.doi.org/10.1186/s40900-016-0038-7
https://www.kingsfund.org.uk/sites/default/files/field/field_publication_file/leadership-for-engagement-improvement-nhs-final-review2012.pdf
https://www.kingsfund.org.uk/sites/default/files/field/field_publication_file/leadership-for-engagement-improvement-nhs-final-review2012.pdf
https://www.kingsfund.org.uk/sites/default/files/field/field_publication_file/leadership-for-engagement-improvement-nhs-final-review2012.pdf
http://dx.doi.org/10.1007/s40271-016-0168-x
http://dx.doi.org/10.1123/japa.2017-0105
http://dx.doi.org/10.1080/17441690902942480
https://www150.statcan.gc.ca/n1/pub/82-618-m/82-618-m2005002-eng.htm
https://www150.statcan.gc.ca/n1/pub/82-618-m/82-618-m2005002-eng.htm
https://www.canada.ca/content/dam/ircc/migration/ircc/english/pdf/research-stats/immigrant-survey.pdf
https://www.canada.ca/content/dam/ircc/migration/ircc/english/pdf/research-stats/immigrant-survey.pdf
http://dx.doi.org/10.1108/IJMHSC-10-2015-0036
http://dx.doi.org/10.1016/j.socscimed.2009.06.009
http://dx.doi.org/10.1353/cja.2005.0032
http://dx.doi.org/10.1080/13557850701830299
http://dx.doi.org/10.1353/cja.2007.0009
http://dx.doi.org/10.1080/13557858.2016.1179725
http://dx.doi.org/10.15171/ijhpm.2017.15
http://dx.doi.org/10.1016/S0840-4704(10)60067-1
http://bmjopen.bmj.com/


8 Tong CE, et al. BMJ Open 2022;12:e068013. doi:10.1136/bmjopen-2022-068013

Open access 

 44 Marlett N, Emes C. Grey matters: a guide to Collaborative research 
with seniors. University of Calgary Press, 2010.

 45 Hochman A. Racialization: a defense of the concept. Ethn Racial 
Stud 2019;42:1245–62.

 46 Alvi S, Zaidi AU. Invisible voices: an intersectional exploration of 
quality of life for elderly South Asian immigrant women in a Canadian 
sample. J Cross Cult Gerontol 2017;32:147–70.

 47 Smith A. Indigeneity, settler colonialism, white supremacy. racial 
formation in the twenty- first centuryUniversity of California Press, 
2012.

 48 Government of Canada SC. Visible minority of person. Government 
of Canada, Statistics Canada, 2021. Available: https://www23. 
statcan.gc.ca/imdb/p3Var.pl?Function=DEC&Id=45152 [Accessed 
Aug 2022].

 49 OHRC- Ontario Human Rights Commission. Racial discrimination, 
race and racism (fact sheet). Available: http://www.ohrc.on.ca/en/ 
racial-discrimination-race-and-racism-fact-sheet

 50 Murji K, Solomos J, Murji. Racialization: studies in theory and 
practice. New York: Oxford University Press, 2005.

 51 World Health Organization. Ageing & Health, 2021. Available: https://
www.who.int/news-room/fact-sheets/detail/ageing-and-health 
(Accessed Aug2022

 52 Change Foundation. Spotlight on Ontario’s caregivers. Change 
Foundation, 2018. Available: https://www.changefoundation.ca/ 
spotlight-on-caregivers-report/ [Accessed Aug 2022].

 53 Statistics Canada. Census Profile, 2016 Census: Waterloo 
Wellington. Statistics Canada, 2017. Available: [ https://www12. 
statcan.gc.ca/census-recensement/2016/dp-pd/prof/details/ 
page.cfm?Lang=E&Geo1=HR&Code1=3503&Geo2=PR&Code2= 
35&SearchText=Waterloo%20Wellington&SearchType=Begins& 
SearchPR=01&B1=All&GeoLevel=PR&GeoCode=3503&TABID=1& 
type=0[Accessed Aug 2022].

 54 Melis G, Sala E, Zaccaria D. Remote recruiting and video- 
interviewing older people: a research note on a qualitative case study 
carried out in the first Covid- 19 red zone in Europe. Int J Soc Res 
Methodol 2022;25:477–82.

 55 Sadler GR, Lee H- C, Lim RS- H, et al. Research article: recruitment of 
hard- to- reach population subgroups via adaptations of the Snowball 
sampling strategy. Nurs Health Sci 2010;12:369–74.

 56 Vasileiou K, Barnett J, Thorpe S, et al. Characterising and justifying 
sample size sufficiency in Interview- Based studies: systematic 
analysis of qualitative health research over a 15- year period. BMC 
Med Res Methodol 2018;18:148.

 57 Tong CE, McKay HA, Martin- Matthews A, et al. "These few blocks, 
these are my village": the physical activity and mobility of foreign- 
born older adults. Gerontologist 2020;60:638–50.

 58 Tong CE, Sims- Gould J. Conducting a mixed- methods study with 
older adults in five languages: lessons from the field. Can J Aging 
2021;40:321–30.

 59 Patton MQ. Qualitative research & evaluation methods. sage, 2002.
 60 Bauer GR, Braimoh J, Scheim AI, et al. Transgender- inclusive 

measures of sex/gender for population surveys: mixed- methods 
evaluation and recommendations. PLoS One 2017;12:e0178043.

 61 Stolee PT, Elliott J, Heckman G, et al. Improving patient- provider 
partnerships across the healthcare system. Innov Aging 2017;1:390.

 62 Emerson RM, Fretz RI, Shaw LL. Writing ethnographic fieldnotes. 
University of Chicago press, 2011.

 63 Krueger RA. Focus groups: a practical guide for applied research. 
Sage publications, 2014.

 64 Gile D, Consecutivevs. Simultaneous: which is more accurate. 
Interpretation Studies 2001;1:8–20.

 65 QSR International. NVivo 12 2010.
 66 Saldaña J. The coding manual for qualitative researchers, 

2021: 1–440.
 67 Braun V, Clarke V. Using thematic analysis in psychology. Qual Res 

Psychol 2006;3:77–101.
 68 Conklin J, Kothari A, Stolee P, et al. Knowledge- to- action processes 

in SHRTN collaborative communities of practice: a study protocol. 
Implement Sci 2011;6:12.

 69 Heidari S, Babor TF, De Castro P, et al. Sex and gender equity in 
research: rationale for the SAGER guidelines and recommended use. 
Res Integr Peer Rev 2016;1:2.

 70 Donetto S, Pierri P, Tsianakas V, et al. Experience- Based co- design 
and healthcare improvement: realizing participatory design in the 
public sector. The Design Journal 2015;18:227–48.

 71 Change Foundation. The power of co- design in cultivating change, 
2019. Available: https://www.changefoundation.ca/power-of-co- 
design-in-cultivating-change/ [Accessed Aug 2022].

 72 Arya N, Tong C. How do South Asian seniors in a larger Canadian 
city perceive their long- term care needs? Can. Fam Physician 2022.

 73 Elliott J, Whate A, McNeil H, et al. A sharp response: developing 
COVID- 19 research aims in partnership with the seniors helping as 
research partners (sharp) group. Can J Aging 2021:661–8.

 74 Stolee P, MacNeil M, Elliott J, et al. Seven lessons from the field: 
research on transformation of health systems for older adults. 
Healthc Manage Forum 2020;33:220–7.

 75 Van den Hoonaard WC, Van Den Hoonaard DK. Essentials of thinking 
ethically in qualitative research. Routledge 2016.

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-068013 on 10 O

ctober 2022. D
ow

nloaded from
 

http://dx.doi.org/10.1080/01419870.2018.1527937
http://dx.doi.org/10.1080/01419870.2018.1527937
http://dx.doi.org/10.1007/s10823-017-9315-7
http://dx.doi.org/10.1525/9780520953765-006
http://dx.doi.org/10.1525/9780520953765-006
https://www23.statcan.gc.ca/imdb/p3Var.pl?Function=DEC&Id=45152
https://www23.statcan.gc.ca/imdb/p3Var.pl?Function=DEC&Id=45152
http://www.ohrc.on.ca/en/racial-discrimination-race-and-racism-fact-sheet
http://www.ohrc.on.ca/en/racial-discrimination-race-and-racism-fact-sheet
https://www.who.int/news-room/fact-sheets/detail/ageing-and-health%20(Accessed%20Aug2022
https://www.who.int/news-room/fact-sheets/detail/ageing-and-health%20(Accessed%20Aug2022
https://www.who.int/news-room/fact-sheets/detail/ageing-and-health%20(Accessed%20Aug2022
https://www.changefoundation.ca/spotlight-on-caregivers-report/
https://www.changefoundation.ca/spotlight-on-caregivers-report/
[%20https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/prof/details/page.cfm?Lang=E&Geo1=HR&Code1=3503&Geo2=PR&Code2=35&SearchText=Waterloo%20Wellington&SearchType=Begins&SearchPR=01&B1=All&GeoLevel=PR&GeoCode=3503&TABID=1&type=0
[%20https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/prof/details/page.cfm?Lang=E&Geo1=HR&Code1=3503&Geo2=PR&Code2=35&SearchText=Waterloo%20Wellington&SearchType=Begins&SearchPR=01&B1=All&GeoLevel=PR&GeoCode=3503&TABID=1&type=0
[%20https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/prof/details/page.cfm?Lang=E&Geo1=HR&Code1=3503&Geo2=PR&Code2=35&SearchText=Waterloo%20Wellington&SearchType=Begins&SearchPR=01&B1=All&GeoLevel=PR&GeoCode=3503&TABID=1&type=0
[%20https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/prof/details/page.cfm?Lang=E&Geo1=HR&Code1=3503&Geo2=PR&Code2=35&SearchText=Waterloo%20Wellington&SearchType=Begins&SearchPR=01&B1=All&GeoLevel=PR&GeoCode=3503&TABID=1&type=0
[%20https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/prof/details/page.cfm?Lang=E&Geo1=HR&Code1=3503&Geo2=PR&Code2=35&SearchText=Waterloo%20Wellington&SearchType=Begins&SearchPR=01&B1=All&GeoLevel=PR&GeoCode=3503&TABID=1&type=0
[%20https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/prof/details/page.cfm?Lang=E&Geo1=HR&Code1=3503&Geo2=PR&Code2=35&SearchText=Waterloo%20Wellington&SearchType=Begins&SearchPR=01&B1=All&GeoLevel=PR&GeoCode=3503&TABID=1&type=0
http://dx.doi.org/10.1080/13645579.2021.1913921
http://dx.doi.org/10.1080/13645579.2021.1913921
http://dx.doi.org/10.1111/j.1442-2018.2010.00541.x
http://dx.doi.org/10.1186/s12874-018-0594-7
http://dx.doi.org/10.1186/s12874-018-0594-7
http://dx.doi.org/10.1093/geront/gnz005
http://dx.doi.org/10.1017/S0714980820000100
http://dx.doi.org/10.1371/journal.pone.0178043
http://dx.doi.org/10.1093/geroni/igx004.1413
http://dx.doi.org/10.1191/1478088706qp063oa
http://dx.doi.org/10.1191/1478088706qp063oa
http://dx.doi.org/10.1186/1748-5908-6-12
http://dx.doi.org/10.1186/s41073-016-0007-6
http://dx.doi.org/10.2752/175630615X14212498964312
https://www.changefoundation.ca/power-of-co-design-in-cultivating-change/
https://www.changefoundation.ca/power-of-co-design-in-cultivating-change/
http://dx.doi.org/10.1017/S0714980821000453
http://dx.doi.org/10.1177/0840470420915229
http://bmjopen.bmj.com/

	Understanding racialised older adults’ experiences of the Canadian healthcare system, and codesigning solutions: protocol for a qualitative study in nine languages
	Abstract
	Introduction
	The healthcare experiences of RIOAs in Canada
	Patient and caregiver engagement in clinical decision-making
	Patient and caregiver engagement in health research

	Objectives
	Theoretical framework
	Research design
	Older adults’ engagement in cross-cultural PAR

	Terminology
	Racialised and visible minorities
	Older adults
	Foreign-born
	Caregiver

	Methods and analysis
	Setting, context and research team
	Phase 1: Partner and community engagement
	Existing partners and fostering new relationships

	Phase 2: Interviews
	Recruitment and eligibility criteria
	Sample size
	Data collection
	Translation and interpretation approach
	Data analysis

	Phase 3: Multilingual codesign sessions
	Round 1: Interpreted codesign sessions
	Round 2: English codesign session

	Patient and public involvement
	Ethics and dissemination
	Ethics
	Dissemination


	References


