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Prevalence of winter migration to warmer destinations
among Ontarians (“snowbirds”) and patterns of their
use of health care services: a population-based analysis

Salimah Z. Shariff PhD, J. Michael Paterson MSc, Stephanie N. Dixon PhD, Amit X. Garg MD PhD,

Kristin K. Clemens MD MSc

Background: Older Canadians frequently migrate to warmer destinations for the winter season (snowbirds). Our aim was to examine
the prevalence of migration to warmer destinations among Ontarians, and to compare the characteristics and use of health care ser-
vices of snowbirds to those of older Ontarians who did not migrate for the winter.

Methods: We conducted a population-based analysis using health administrative databases from Ontario. We compiled 10 seasonal
cohorts (2009/10 to 2018/19) of adults aged 65 or more who filled a travel supply of medications under the Ontario Drug Benefits pro-
gram (snowbirds) between September and January (snowbird season). We calculated the seasonal prevalence of snowbirds per
100 Ontarians aged 65 or more. We matched each snowbird in the 2018/19 season to 2 nonsnowbirds on age and sex, and com-
pared their characteristics and patterns of use of government-funded health care services.

Results: Over the 10-year period, 53 431 to 70 863 Ontarians aged 65 or more were identified as snowbirds (seasonal prevalence
2.6%—-3.3%). Compared to nonsnowbirds, snowbirds were more likely to be recent migrants, live in higher-income neighbourhoods,
have fewer comorbidities and make more visits to primary care physicians. From January to March 2019, snowbirds accessed
government-funded health care services for a median of 0 days (interquartile range [IQR] 0-1 d), compared to 4 days (IQR 2-8 d)
among nonsnowbirds.

Interpretation: About 3% of older Ontarians migrate to warmer destinations for the winter each season. Since few access health
care services in Ontario from January to March, researchers are encouraged to consider the snowbird population and the impact of

their absence on evaluations that assume continuous observation.

nowbird” is a colloquial term used to describe
people, most often retirees, who reside in Canada
or the northern United States but spend extended
periods in warmer destinations, such as the southern US or
Mexico, during the winter season.! Snowbird statistics vary,
with estimates ranging from 300 000 to 1.4 million Canadi-
ans aged 55 or more in any given year.”* With an aging
population and increased longevity, the number of older
snowbirds is expected to increase.? However, little is known
about the contemporary snowbird population or their use of
the Canadian health care system before and after they
migrate for the winter.”® These data could support health
policy-makers and providers in planning for the care needs
of this population, which may differ from those of older
adults who do not travel for extended periods during the
winter.’
Also unknown is the impact of overlooking snowbirds in
longitudinal evaluations that rely on publicly funded health
care data. In these evaluations, unobservable time while
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migrating to warmer destinations may result in loss of infor-
mation and bias.*!® A better understanding of the nature and
characteristics of this unobservable time is first needed to
appropriately advise researchers on approaches to account for
this potential issue.

In Ontario, residents qualify for publicly funded pre-
scription drug insurance through the Ontario Drug Benefit
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program when they turn 65.!! Beneficiaries travelling out-
side Ontario for extended periods are eligible to receive a
travel supply of medications for a maximum of 200 days
when they present proof of travel outside of the province
for more than 100 days.!? As medication use in older adults
is common,''* data on medications dispensed through the
Ontario Drug Benefit program provide an opportunity to
identify people who leave the province for extended periods
of time (i.e., snowbirds). Leveraging this data source, we
aimed to describe the prevalence of migration to warmer
destinations over a 10-year period, and to compare the
characteristics and patterns of use of government-funded
health care services of snowbirds to those of older Ontari-
ans who do not migrate for the winter (nonsnowbirds).

Setting and design

We conducted a population-based retrospective analysis
using linked health administrative databases in Ontario. We
studied consecutive cohorts of snowbirds, defined as older
adults who received a travel supply of medication between
September and January (the “snowbird season”) from
2009/10 to 2018/19. This study followed the reporting
guidelines for observational studies conducted using rou-

tinely collected data (RECORD statement)."

Data sources

We used 6 databases that were linked by means of encoded
identifiers and analyzed at ICES, a nonprofit research insti-
tute funded by the Ontario Ministry of Health (www.ices.on.
ca). Ontario Drug Benefit program claims capture outpatient
prescriptions dispensed to residents aged 65 years or more,
including travel supplies of medication. The Ontario Health
Insurance Plan (OHIP) Claims History Database contains
fee-for-service billing claims for physician and laboratory ser-
vices. The OHIP Registered Persons Database contains
demographic and vital status information for all OHIP regis-
trants. The Canadian Institute for Health Information’s Dis-
charge Abstract Database and National Ambulatory Care
Reporting System capture details regarding hospital admis-
sions and emergency department visits, respectively. These
data sets are detailed in Appendix 1, Supplemental Tables S1
and S2 (available at www.cmajopen.ca/content/9/2/E491/
suppl/DCI). In addition, IQVIA Solutions Canada provided
information regarding the medications included in the
Ontario Drug Benefit program.

Cohort identification

We assembled 10 seasonal cohorts of older adult snowbirds.
For each snowbird season from 2009/10 to 2018/19, we
identified Ontarians aged 65 years or more who were eligi-
ble for OHIP health coverage and who had received a travel
supply of medications dispensed between Sept. 1 and Jan.
31. We applied a previously defined algorithm to distinguish
travel supplies from other medication claims in the Ontario
Drug Benefit program database.' The algorithm identifies a
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travel supply as a medication with 100-200 days of supply
(200 is the maximum permissible days’ supply in the Ontario
Drug Benefit program) where the beneficiary does not
receive an early refill (with a second dispensing date for the
same medication within 75% of the days’ supply provided).
In situations in which a person received a travel supply on
multiple days, we considered the last dispensed medication
as the index prescription, and used the date of the last pre-
scription as the start time for follow-up. Although each sea-
sonal cohort consisted of unique individuals, individuals
could appear in more than 1 season.

For comparative purposes, we matched people included in
the 2018/19 snowbird cohort on age and sex to community-
dwelling Ontarians who did not receive a travel supply in the
same season (nonsnowbirds) at a ratio of 1 to 2, without
replacement. There were no criteria imposed on nonsnowbird
matches with respect to medications.

Outcome measures

Prevalence and trends

We measured the seasonal prevalence of migration to warmer
destinations as the number of people who satisfied the defini-
tion of a snowbird per season, divided by the number of older
adult Ontarians alive and eligible for provincial health cover-
age as of Oct. 1 of each season. We collected the characteris-
tics of the travel supplies dispensed, including the month of
prescription fill, unique number of medications dispensed,
drug classes of medications dispensed and total days of sup-
plies provided. We determined whether snowbirds in 1 season
appeared again in any of the 9 other seasons.

Patterns of use of government-funded health care
services

To quantify the length and interval of migration to warmer
destinations, we characterized patterns of use of government-
funded health care services in 3 periods (Appendix 1, Supple-
mental Figure S1). The first period spanned the 9 months
preceding the index prescription date (baseline period). We
summarized the total number of days in which any form of
government-funded health care services was used during this
baseline period and determined the longest gap in consecutive
days on which health care was accessed. We defined days of
use of health care services as the total number of days on
which medication fills, laboratory tests, or outpatient or
inpatient physician services were accessed.

The second period spanned the 9 months after the
index prescription date (migration period). We used this
period to identify the timing of and gap in use of govern-
ment-funded health care owing to migration to warmer
destinations (where health care services were not being
accessed in Ontario). In addition to quantifying days on
which health care was accessed and longest gap in consec-
utive days on which health care was accessed (migration
gap), we identified the types of health care services used
immediately before and after the gap, and the months dur-
ing which services were used. For those who died before



they used health care services, we used their death date as
the end date for gap identification.

The third period spanned the 9 months after the end of
the migration gap. We used this period to confirm that the
gap in and pattern of use of health care services observed in
the second period were the result of migration to warmer
destinations.

Statistical analysis
We examined the sociodemographic characteristics, comorbid-
ities and prior use of health care services among snowbirds and
nonsnowbirds in 2018/19 (Appendix 1, Supplemental
Table S2). For the 2009/10 snowbird cohort, we also compared
single-season snowbirds to those who appeared in 2 or more
seasonal cohorts over the 10-year period (persistent snowbirds).
We conducted all analyses using SAS version 9.4 (SAS
Institute). We compared characteristics descriptively and
used standardized differences to examine differences
between group means as a percentage of the pooled stan-
dard deviation; a difference of greater than 10% is consid-
ered noteworthy. Standardized differences are preferred
over traditional hypothesis testing to assess baseline differ-
ences for population-based studies.!” We used a Poisson
regression model to estimate the annual change in the prev-
alence of migration to warmer destinations over the 10-year
period. We interpreted 2-tailed p values less than 0.05 as
statistically significant.

Ethics approval

Our use of data in this study was authorized under section 45
of Ontario’s Personal Health Information Protection Act, which
does not require review by a research ethics board.

Prevalence and trends

The cohort assembly is presented in Figure 1. People who
were identified as snowbirds in the 2018/19 season were pre-
dominantly aged 65-79, with less than one-fifth (12 228
[18.7%]) aged 80 or more (Table 1). There was an even sex
distribution (32 548 women [49.8%]). In contrast to non-
snowbirds (7 = 130 622), snowbirds were more likely to reside
in higher-income neighbourhoods and be a recent migrant to
Ontario. They had visited the emergency department less
often in the previous 12 months and had made more visits to
primary care physicians in the previous 24 months (Table 1).
Although they had slightly fewer comorbidities than non-
snowbirds, they were more likely to have been diagnosed with
hypertension.

Annually, the number of snowbirds ranged from 53 431 to
70 863 (Figure 1), with a prevalence of 2.6-3.3 per 100 Ontari-
ans aged 65 years and older (Figure 2). The prevalence
increased steadily from 2009/10 to 2014715 and declined there-
after, resulting in an average decrease of 1.35% (95% confi-
dence interval —-1.4% to —1.26%) over the 10-year period.

Characteristics of single-season and persistent snowbirds in
the 2009/10 season are presented in Table 2. Nearly 80%
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Prescription medications with 100—200 d
of supply (travel supply) dispensed to
community-dwelling people aged > 65 yr
between September and January,
2009/10 to 2018/19
Prescriptions n =2 137 294
Unique individuals n =234 510

— Excluded: prescriptions n=1511 673,

individuals n = 2689

* Missing health card information, not Ontario
resident, or death date recorded on or
before prescription date: prescriptions
n =1752, individuals n =272

« Not eligible for OHIP coverage: prescriptions
n = 3984, individuals n =518

« Received early refill: prescriptions n =
23 402, individuals n = 1899

« > 1 travel supply per season: prescriptions
n=1482535

Y

Included in final analysis
Prescriptions n = 625 621
Unique individuals n =231 821

2009/10 n=53431 2014/15 n =70 863
2010/11 n=54920 2015/16 n =68 745
2011/12 n=58552  2016/17 n=63 619
2012/13 n=59459  2017/18 n =64 996
2013/14 n=65725 2018/19 n =65 311

Figure 1: Flow diagram showing assembly of cohort of Ontarians
aged 65 years or more who filled a prescription for a travel supply of
medications between September and January from 2009/10 to
2018/19. Note: OHIP = Ontario Health Insurance Plan.

(41 805/53 431 [78.2%]) of snowbirds in that season were
identified as snowbirds in the subsequent 9 seasons. Com-
pared to single-season snowbirds, persistent snowbirds were
more likely to be evenly distributed between the sexes,
younger, live in urban neighbourhoods and have fewer
comorbidities. They were also less likely to be recent migrants
to Ontario and to have visited primary care physicians less
often in the previous 24 months.

Patterns of use of government-funded health care
services

Characteristics of travel supplies of medications for the
2009/10 and 2018/19 snowbird cohorts are presented in
Table 3. In both cohorts, prescriptions for travel supplies
were filled predominantly between October and December,
for a median of 3 distinct medications. Although the preva-
lence of specific medication classes shifted over the 10-year
study period, prescriptions for statins, antihypertensives and
orally administered antiglycemics remained among the most
frequently filled. Nearly 50% of snowbirds who filled a pre-
scription for a travel supply in 1 season did so the next sea-
son (Appendix 1, Supplemental Table S3).

In the 2018/19 snowbird cohort, the longest gap in consec-
utive days on which health care services were used in the base-
line period was a median of 53 days (interquartile range [IQR]
36-75 d) (Table 4). In the migration period, there was nearly
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Table 1: Comparison of characteristics of Ontario snowbirds aged 65 years or more and
age- and sex-matched Ontarians who did not migrate, 2018/19
No. (%) of people*
Standardized
Snowbirds Nonsnowbirds difference,
Characteristic n =65 311 n =130 622 %t
Sociodemographic characteristics
Age category, yr
65-69 17 135 (26.2) 34 244 (26.2) 0.00
70-74 20 850 (31.9) 41 707 (31.9) 0.00
75-79 15098 (23.1) 30 200 (23.1) 0.00
>80 12 228 (18.7) 24 471 (18.7) 0.00
Female sex 32 548 (49.8) 65 099 (49.8) 0.00
Recent migrant to Ontariof 5746 (8.8) 5612 (4.3) 0.18
Rural residency 10 124 (15.5) 16 856 (12.9) 0.07
Neighbourhood income quintile
1 (lowest) 9406 (14.4) 25298 (19.4) 0.13
2 12 585 (19.3) 27 050 (20.7) 0.04
3 14 304 (21.9) 26 220 (20.1) 0.04
4 13 531 (20.7) 25019 (19.2) 0.04
5 (highest) 15 373 (23.5) 26 816 (20.5) 0.07
Missing 112 (0.2) 219 (0.2) 0.00
Comorbidities
Deyo—Charlson Comorbidity Index
score
0 51 806 (79.3) 99 559 (76.2) 0.07
1 6281 (9.6) 12 533 (9.6) 0.00
>2 7224 (11.1) 18 530 (14.2) 0.09
Diabetes mellitus 21538 (33.0) 38 657 (29.6) 0.07
Asthma 7854 (12.0) 16 377 (12.5) 0.02
Chronic obstructive pulmonary disease 9759 (14.9) 24 408 (18.7) 0.10
Hypertension 46 438 (71.1) 84 364 (64.6) 0.14
Acute myocardial infarction 2373 (3.6) 6261 (4.8) 0.06
Congestive heart failure 3074 (4.7) 8259 (6.3) 0.07
Mental health condition 10 568 (16.2) 24 476 (18.7) 0.07
No. of prior health care visits, median (IQR)§
Emergency department (previous yr) 0 (0-0) 0 (0-1) 0.15
Primary careq] (previous 2 yr) 8 (5-12) 7 (4-12) 0.12
Specialist care (previous yr) 2 (0-5) 2 (0-5) 0.05
Note: IQR = interquartile range.
*Except where noted otherwise.
TWe used standardized differences to identify potential clinically significant differences (> 10%) between groups.
1Residents who became newly eligible for Ontario Health Insurance Plan coverage in the previous 10 years.
§Measured in the 1- or 2-year period before Oct. 1, 2018.
flincludes minor, general and major assessments, annual examinations, geriatric care, primary mental health care,
hospital care, house calls, long-term care visits, vision care, palliative care, influenza and other vaccinations, office
laboratory procedures, allergy and other vaccinations, Papanicolaou smears, anticoagulant therapy, preoperative
assessments, diabetes management and smoking cessation.

a threefold increase in this gap (median 147 d, IQR 110- 30 days. From January to March 2019, most snowbirds did
178 d), with 14.2% of snowbirds (9255/65 311]) experiencing  not access government-funded health care (median number of
a gap of less than 90 days, and 2.3% (1485), a gap of less than  days on which health care services accessed 0, IQR 0-1). Over
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Figure 2: Prevalence of migration to warmer destinations per 100 Ontarians aged 65 years or more, 2009/10 to 2018/19.

the same period, nonsnowbirds accessed health care services
on a median of 4 days IQR 2-8 d) (Appendix 1, Supplemental
Table S4).

In 2018/19, on the first day on which government-funded
health care was accessed after the migration gap, snowbirds
most often received outpatient physician services (36 998
[56.6%]) or filled prescriptions (36 633 [56.1%]) (Table 4).
This occurred largely in April and May. In addition,
418 snowbirds (0.6%) were immediately admitted to hospital,
and 366 (0.6%) died. Similar patterns were observed in the
2009/10 season (Table 4).

Statistics on emigration statistics, particularly temporary
migration, are difficult to measure.!®! In this study quantifying
migration to warmer destinations during the winter season
through government-funded drug claims, we estimate that 3%
of Ontarians aged 65 or more snowbirded annually during the
period 2009/10 to 2018/19. This rate falls between previously
reported Canadian estimates, 1%—5%.>* We further observed
a marginal declining trend in migration to warmer destinations
from 2015/16 onward, a pattern that closely aligns with trends
in leisure travel to the US among Canadians owing to the
weakening Canadian dollar.

The most comprehensive study of Canadian snowbirds to
date comes from a questionnaire completed by 2731 snowbirds
migrating to Florida in 1986.%2'- Our more contemporary

analysis identified numerous similarities to the Florida sample.
Like our cohorts, Florida respondents were predominantly
aged 65-79, middle-class, generally healthy and well-connected
to physicians. Most arrived in Florida in November and
returned to Canada in April; almost all preceded their trip with
a visit to their family physician and filled prescription medica-
tions for the duration of their trip. In contrast to our study, this
older report identified very few recent immigrants (< 1%),
which may be a result of substantially increased immigration to
Canada since the 1980s.2* We noted that the prevalence of
recent migrants among snowbirds was twice that among
matched nonsnowbirds (8.3% v. 4.3%), perhaps because recent
migrants may return to their countries of origin during the
Canadian winter, which may offer temperate climates, and
social and familial ties. However, this practice may not be sus-
tained over time, as persistent snowbirds were less likely than
single-season snowbirds to be recent migrants.

The Florida survey suggested that 76% of snowbirds
planned on returning to Florida the following year;® however,
no follow-up survey was performed. In our 10-year analysis,
we observed that nearly half the people who filled a prescrip-
tion for a travel supply in any season did so in the following
season, and 78% of snowbirds in the 2009/10 cohort were
identified in 1 or more of the subsequent 9 seasons. Persistent
snowbirds were younger and healthier, with an equal sex dis-
tribution, perhaps because increasing age, declining health
and loss of a companion are potential deterrents to persistent
migration to warmer destinations.

CMAJ OPEN, 9(2)  E495
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Table 2: Comparison of characteristics of single-season versus persistent snowbirds,
2009/10
No. (%) of snowbirds*
Single-season Persistentt Standardized
Characteristic n=11626 n =41 805 difference, %
Sociodemographic characteristics
Age category, yr
65-69 2817 (24.2) 13 834 (33.1) 0.20
70-74 3139 (27.0) 12 827 (30.7) 0.08
75-79 2744 (23.6) 8851 (21.2) 0.06
>80 2926 (25.2) 6293 (15.1) 0.25
Female sex 6292 (54.1) 21 114 (50.5) 0.07
Recent migrant to Ontario 1225 (10.5) 2702 (6.5) 0.15
Rural residency 1565 (13.5) 7885 (18.9) 0.15
Neighbourhood income quintile 0.09
1 (lowest) 1960 (16.9) 5691 (13.7) 0.01
2 2221 (19.2) 7753 (18.6) 0.02
3 2336 (20.2) 8059 (19.3) 0.03
4 2394 (20.7) 9084 (21.8) 0.08
5 (highest) 2679 (23.1) 11 078 (26.6) 0.20
Missing 36 (0.3) 140 (0.3) 0.00
Comorbidities
Deyo—Charlson Comorbidity Index
score
0 8924 (76.8) 34 072 (81.5) 0.12
1 1135 (9.8) 3633 (8.7) 0.04
>2 1567 (13.5) 4100 (9.8) 0.11
Diabetes mellitus 3545 (30.5) 11 815 (28.3) 0.05
Asthma 1494 (12.9) 4821 (11.5) 0.04
Chronic obstructive pulmonary 2128 (18.3) 6517 (15.6) 0.07
disease
Hypertension 8786 (75.6) 31290 (74.8) 0.02
Acute myocardial infarction 486 (4.2) 1440 (3.4) 0.04
Congestive heart failure 941 (8.1) 2099 (5.0) 0.12
Mental health condition 2613 (22.5) 8175 (19.6) 0.07
Prior health care visits, median (IQR)
Emergency department (previous yr) 11 (7-16) 9 (6-14) 0.15
Primary care (previous 2 yr) 2 (0-5) 2 (0-5) 0.06
Specialist care (previous yr) 0 (0-0) 0 (0-0) 0.13
Note: IQR = interquartile range.
*Except where noted otherwise.
1Those who appeared in 2 or more seasonal cohorts over the 10-year study period.

Our findings have implications for health care system
planners and research. We found that snowbirds consistently
filled prescriptions for a median of 3 medications dispensed
for a median of 180 days across study years. In an environ-
ment of drug shortages,” this finding illustrates an acute
demand for medications between October and December,
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which may contribute to a burdened system. Medication
shortages may also deter snowbirds from travelling owing to
potential loss of insurability.?

Furthermore, snowbirds often purchase private health
insurance, given the limited out-of-country coverage provided
by OHIP.®? However, coverage requires that preexisting
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Table 3: Characteristics of the travel supply of medications
filled by snowbirds during the 2009/10 and 2018/19 seasons

Season; no. (%) of snowbirds*

Table 4: Patterns of use of health care services by snowbirds
in the 9-month period before (baseline) and after (migration)
the receipt of a travel supply of medications, 2009/10 and
2018/19

filled, median (IQR)

Statins

Angiotensin-converting-
enzyme inhibitors

Calcium-channel blockers

Orally administered

Most frequently prescribed drug classes

24 278 (45.4)
12 811 (24.0)

11 880 (22.2)
11 561 (21.6)

2009/10 2018/19

Characteristic n =53 431 n =65 311
Month filled

September 3806 (7.1) 4102 (6.3)

October 19031 (35.6) 22 596 (34.6)

November 15 315 (28.7) 20 303 (31.1)

December 11 623 (21.8) 12 958 (19.8)

January 3656 (6.8) 5352 (8.2)
No. of unique medications 3 (1-5) 3 (1-4)

31430 (48.1)
12 138 (18.6)

14 252 (21.8)
19 803 (30.3)

Season; no. (%) of snowbirds*

2009/10 2018/19
Variable n =53 431 n =65 311
Baseline period
No. of days on which health 15 (10-23) 15 (10-22)
care accessed, median (IQR)
Longest gap in consecutive 50 (35-72) 53 (36-75)
days on which health care
accessed, median (IQR), d
Migration period
No. of days on which health 10 (6-15) 10 (6-15)

care accessed, median (IQR)

Longest gap in consecutive
days on which health care
accessed, median (IQR), d

145 (107-180) 147 (110-178)

Longest gap in consecutive
days on which health care

antiglycemics
-blockers 10 676 (20.0)

180 (150-184)

11 648 (17.8)

Total days supplied, median 180 (150-180)

(IQR)

Note: IQR = interquartile range.
*Except where noted otherwise.

conditions be “stable and controlled,” which also includes no
changes to medications or dosages.*® Strict insurability rules
may prompt older adults to delay changes in treatment until
their return to Canada, which would leave them potentially
vulnerable to medical complications. Indeed, we found that
0.6% of snowbirds died before accessing health care services,
and a further 0.6% were admitted to hospital immediately
after their migration gap.

We also observed that most snowbirds did not access
government-funded health care services for nearly 5 months
after their departure, which suggests substantial time spent
outside of Canada. Snowbirds have reported improved quality
of life and health benefits by escaping Canadian winters.?
Although they may be higher users of health care services
before they depart and after they return,’ their time spent
away may afford longer-term savings to a publicly funded
health care system.

Canada’s comprehensive health insurance coverage is an
often-cited advantage of Canadian health administrative data,
which are often used for research.’’*’ These data are regularly
used to improve our understanding of the health and health
care needs of older adults.’**” However, our finding that many
older Ontarians are absent from the province for extended
periods identifies a new and potentially important data gap
that may need to be considered in future research. Gaps in
follow-up are a form of temporary loss to follow-up that may

accessed, d
1-29 1154 (2.2) 1485 (2.3)
30-59 2719 (5.1) 2330 (3.6)
60-89 4513 (8.4) 5440 (8.3)
90-119 8890 (16.6) 10 956 (16.8)
120-149 10 588 (19.8) 12 878 (19.7)
>150 25567 (478) 32222 (49.3)

Service used on last day on
which health care accessed
before gapt

Medication fill 34790 (65.1) 47 013 (72.0)
Laboratory test 3281 (6.1) 3147 (4.8)
Outpatient physician service 27 429 (51.3) 27 936 (42.8)
Inpatient physician service 121 (0.2) 197 (0.3)

Characteristics of first health care accessed after migration

gap

Month
February 2909 (5.4) 3415 (5.2)
March 7053 (13.2) 7665 (11.7)
April 21207 (39.7) 26 761 (41.0)
May 12347 (23.1) 15546 (23.8)
June 3752 (7.0) 4371 (6.7)

Servicet
Medication fill 27900 (52.2) 36 633 (56.1)

Laboratory test 8270 (15.5) 11179 (17.1)
Outpatient physician service 34 089 (63.8) 36 998 (56.6)
Inpatient physician service 314 (0.6) 418 (0.6)
Death 338 (0.6) 366 (0.6)

Note: IQR = interquartile range.
*Except where noted otherwise.

tSome people accessed more than 1 service.

CMAJ OPEN, 9(2)
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result in incomplete outcome ascertainment or bias.”!° Appro-
priate methodologic management requires further study.

Limitations
As our methodology relied on use of prescription claims from
Ontario, our findings may not be generalizable to older adults
outside Ontario, where travel patterns may differ. Our approach
also misses several subgroups of snowbirds. We were unable to
capture snowbirds less than age 65, and our approach was lim-
ited to people who used prescription medications regularly,
such as for chronic conditions. However, a recent Canadian
Institute for Health Information report indicated that nearly
90% of older Ontarians take prescription medications for
chronic conditions,!* so the majority of the population of inter-
est would have been captured. We are also unable to capture
those who were outside the country for less than 100 days, as
they would not have qualified for a travel supply of medications.
Although proof of travel outside the province is required to
receive travel supplies,'> we were unable to confirm that those
who received travel supplies actually left Ontario. We
observed that use of health care services was negligible during
January to March; however, 14% of those who received a
travel supply in 2018/19 had a gap in accessing health care of
less than 90 days, which is less than the duration of the travel
supplies received. We were unable to discern from adminis-
trative data whether these people did not intend to travel at
all, intended to travel for a shorter duration, intended to but
were unable to travel, returned home temporarily or returned
earlier than planned. Furthermore, owing to the administra-
tive nature of our data, we were unable to determine the
nature of the intended travel.

Conclusion

Migration to warmer destinations among older Ontarians
remained mostly stable between 2009/10 and 2018/19. Migra-
tion patterns and sociodemographic characteristics of snow-
birds also remained largely unchanged. Our results may be
useful to health care system planners and care providers for
resource and policy planning. Researchers are also encour-
aged to consider the snowbird population and the impact
their absence from Ontario might have on evaluations that
assume continuous observation.
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