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Abstract

This research contributes to the growing field of ethnogerontological research in Canada
offering insights into the health and aging experiences of immigrants, with specific reference to
the Filipino immigrant communityThe twafold purpose of this studyas to first examine how
ethnicity and immigration operate within various settings of sereatered community and
health care services. Secondly, this study examined the role of place and how it shapes health and
age identities among latéife Filipino immigrants.In total 37 sembtructured interview§22 key
informants and 15 latdife Filipinos) and a survey of138 questionnairesvere collected for
analysis Results from key informant interviews support current literature which suggests that
immigrant seniors experience significant barriers to services, such as language, economic
difficulties, immigrant family conflict and social and cultural isolation. Sharing from their
working and personal experiences, key informants expanded on their own viewtscabural
and ethnic diversity describing the intersectionality of immigrathnic and social identitiegas
well as their experiences of health and aging in Canada. They also discussed the predominance of
monocultural views of aging and the limitat®of multicultural and culturally competent senior
care services. Compared to research on other Canadian immigrant populaticiife Fitgrinos
reported high levels of physical and mental health and described very few barriers to health care
accessn Canada. kepth analyses of latéri f e Fi I i pinos®é narratives
experiences revealed culturallformed views, expectations and understandings of what it
means to age in a foreign land. Older Filipinos shared their ideaseomehning of place,
perceptions of aging and age identity, sucplasemaking and a sense of belonging in older age.
This researchconsiders the significance aéthnicity and migration as important social
determinants of health aradvocatesfor more life-course analyses on the hea#ihd aging
experiences ofhe older immigrant This research was built from a conceptual framework that

incorporated concepts frofife coursetheory and social determinants of health approaghes
ii



providing a critical perspive and examination about the role of place, culture and migration on

normative views of thagingexperience
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Chapter 1

| ntroducti on

fi A awareness of the age dimension of migration sensitises us to movement over time as well as
over space. 0

(Biggs and Daatland, 2004: 4)

1.1 Introduction

With an increasigly aging population globally anthedical advances increasing life
expectancies, devisirgjrategies to maintain optimum quality of life and positive health outcomes
for all seniors are important research and policy consideratio@anada,eductions in program
funding, hospital and health care restructurimave serious implications on thealth and well
being of seniors at all stages of lalié& aging. Current policies in aging and health care for the
elderlyhave often been mofecusdon normative ideas of aging and concepts of agifgace,
which emphasizes thémportance of positie aging experiencesStrategies and programs
promoting positive aging (similar terms includecsessful agingr active aging) support the
sameoverallgoal which is toendorse policies, strategies and outcomessioat downor stave
off the negative ah adverseeffects of growing olderThe promotion of positive or successful
aging has grown increasingly popular frdvoth political and economic perspective whigars
of an aging population are believed to have potentially devastating impactshwdtheare and
welfare systems.

Addressing the health and health care con
complicated issue Population aging in Canada, and in much of the world, has been a
consequence of increasiftifp expectanies resulting in adrge proportion of seniors living well
into their 70s and 80s (Chen and Shields, 1999)Canadaas withother industrialized nations,
immigration is commonlyiewed as ammportant strategy not only bolster a flagging economy

1



but to also deal withhie pressures of an aging populatéordsupplement fragile health care and
social welfare system#s well, changes in immigration policywer the last 20 to 30 years have
seen a greater emphasis on independent (e.g., economic class) immigrants nedaliinglater

life immigrants arriving in Canada (Moore and Rosenberg, 20Mdst recently, economic
downturn and immigration policy reforms have had severe consequences for immigrant
populations settling and living in Canada, especially newcomer immig@espite the fewer
numbers of latelife immigrants entering Canada througponsorship applicationise., family
reunification it is important to acknowledge that immigrants who entered Canada after the
Second World War are now entering retiremert katerlife stagegqNewbold and Felice, 2006).

When compounded with issues of aging immigrant seniors are especially at risk.

As a result of immigration, often with the goals of stabilizpgpulation growth and
meeing local and regional labour pool demands, the senior population has grown imagttin
racial diversity. This diversity has seldom been addressed in the literatume erticular much
of the research that has addressed issues of aging have rarelywladgea the migrant factor
(Durst, 2005;Durstand MacLean2010) For example, in a Statistics Cana@gort entitledA

Portrait of Seniors in Canadiawas acknowledgetly the authorghat agerelated issues among

immigrant seniors were groag alongsideissues ofnornrimmigrantseniors throughout most of
the report (Turcotte and Schellenberg, 2007, p.271). Whiteotte and Schellenberg dedicate
chapter on immigrant seniors, it mostlypoets on demographic variation and profitdsvarious
immigrant ppulatiors and reviews studies thataggregategroups of immigrantsn order to
compareto nonimmigrantspopulatiors. Much of Canadianasearcton aginghas mostlybeen
positivist in both their approaches andnderstandingon theimplications of migration on the
aged and aging communities, which has been a glaruggsight on the specific needs of

Canadatds diverse elderly population.



Even among longerm immigrantsvho may be more established and settled in Canada
often their diverseultural and thnic backgrounds are overlooked as the experience of aging is
treated as a monaltural processAs immigrants live and age in Canada, ofterilding families
and communitiestheir early migration experiences in addition to thmititical and economic
circumgancedrom their birth countnall contributeto andshape theicurrentpersonal, working
and social livesThese earlymigrant experienceand ongoing experiences plac-making and
settlement will invariablyinfluence their health andging.In orderto explain and describe the
diverse geographies of older immigrant populations with respect to their health and aging
experiences it is equally important sgknowledge the global context of migration and the
significance of the migration experience its&ftich an approach not only recognizes the cultural
aspect of health but also necessarily invokes discussions around how global forces shape
migration and settlement experiences along the lines of gerldesand race. An intersectional
understanding ofigration ethnicity and health is important to understand how to address the

health and aging issues of older immigrant seniors.

1.2 Health and Aging amongOlder immigrants: An Ethnogerontological Sudy

Ethnogerontology has emerged as a seWwfield in social gerontology that focuses on
the process of aging and the aging experiences ofliexdultswho identify havinga distinct
ethnic or racial background (Crewe, 200frres, 2004;Durst and MacLean, 2010; Koehn,
Neysmith, Kobayashi andhémisa, 2012)Researclin ethnogerontology examindse influence

of ethnicity, race and culture on individual and population dginging a multitudeof

'The termsfiet hni co or Afethnicityd used here include bot

people of colour and mostly refer to people who belong to a minority ethnic groups (Brotman, 2003), for

instance, in the case of one key informant who at time&espbout her work with Russialewish

immigrant seniors. In common usage, ethnicity refers to individuals who identify with each other on the

basis on cultural sameness or shared cultural values, geographical location, ancestry and even language

(Brotman.2 0 0 3 ; Henry and Tator, 2006). The terms fAraceo

constructions, rather than biological or genetic constructions, have no true empirical value, these terms are

often used to categorize a particular group of peop a common ancestry and of certain phenotypic or

physical characteristics. As soci al categories, t h
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approaches antheoreticallenses and often bridgesultiple disciplines (Koehn, Neysmith,
Kobayashiand Khamisa, 2012)The breadth ofethnogerontological research has mostly been
concerned with issues of ethnic seniors and mainstream services (Brotman, 2003). Brotman
(2003) identifiesfour specific areas of studgoncerning the needs of ethnically aratially

diverse seniors. The first area is tbée of ethnicity and/or race ankde connection tavealth and
associatecclass structuresf society. The second area involves the ethnic subculture thesis,
which expl ains et hni servisesand treeinBuénceuos familyoahd ethica | t h ¢
communities which informs their oweultural caregiving practice§he third area of study is
examiningethnic and cultural practices and beliafsed how these are related gerceptions of

health as well ahow they mayinfluence their own sel€are practicesehavioursand patterns

of health care us@he fourthimportant areaf ethnogerontological study involves examining the
variousbarriers and enablers of service utilizataanong ethnic seniors (Braan, 2003).

The limitation of ethnogerontology as a substantive area of study stems from the
inconsistencies with which ethnicity, culture and race have been defined and concepfliaéized.
category of immigrant has also been conflated with these terms, particularly in the context of
immigration in Canadédsa hal | mar k of Can ad apbpslatiomgiowthasc ul t ur &
a consequence immigratidras resulted in increasirgthnic aml cultural diversity,which has
important implications on how immigrant seniors are perceived and treated in clinical settings,
within the community, in the broader society, and even within the family housd¥initings
from the most recent National Holse | d Sur vey ( NHS) reveal t hat
overall population reportedly belonged to a visible minority group and that one in five people in
Canadads p o foreignddrn (Statistica rCanada, 2013). Iterms o f Canadads
increasingly diverspopulation, ethnicity and race have become important determinants in health

and aging for older immigrantslowever,as demonstrated by the widely held hypothesis known

organization of people on the basis on these characteristics, often to reinforce unequal sgldtumser
differentials between dominant and more subordinate groups.
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as the healthy immigrant effegioor health outcomemcluding poor health care accefs
immigrants over timeemain blights to immigration and health care policy in Carf@then, Ng,
Wilkins, 1996; Chen, Wilkins and Ng. 1996; Perez, 2002; Newbold and Danforth, 2003; Ali,
McDermott and Gravel, 2004; McDonald and Kennedy, 2004; Halli ardhdn, 2005; Newbold,
2005a; So and Quan, 2012)

There are a number of explanations that have been offered to account for the healthy
immigrant effect. One such explanation is the positiveséction of migration whereby only
the healthiest migrantsalikely to emigrate (Deri, 2004; Hyman, 2004; Kennedy, McDonald and
Biddle, 2006). As well, most immigrant applicants to Canada are required to undergo a medical
examination before their application iode approv
approved (Laroche, 2000). Another explanation offered for the healthy immigrant effect is the
process of acculturation in which immigrants eventually adopt the lifestyle behaviours of the
nativeborn population. Among these cultural and lifestyéhdviours include dietary practices
(Varghese and Moor®rr, 2002) physical activity behaviours (Tremblay, Bryan, Perez, Ardern
and Katzmarzyk, 2006), alcohmlated and smoking behaviours (Millar, 1992), and obesity
outcome measureSétia, Quesneélallee, Abrahamowicz, Tousignant and Lynch, 2009).

In terms of the acculturative effects, authors note that there are two pdssilttiey
trajectories that may result. In one case health may decline among immigrant groups as they
adopt negative lifestyle betiaurs, which is the case often depicted with the healthy immigrant
effect. On the other hand acculturative effects may actually result in health improvements
resulting from successful public health campaigns or adoption of healthy behaviours (Chen,
Wilkins and Ng, 1996). Few studies have actually verified positive health trajectories with large
scale data. Other explanations that are also offered include barriers to health care access relating
to language or cultural barriers (Wu, Penning and Schimm@0s)2There is also the notidmat

health and illness are subjective constructs and may vary greatly across different ethnic groups



and influenced by cultural ideas (Kopec, Williams, To and Austin, 2001; McDonald and
Kennedy, 2004).

However, recent stigs have challenged the premise of the healthy immigrant effect
thesis particularly examiningvhether it holds for older populationsin one study,recent
immigrantsaged 55 years and older were likely to rate their health similar to the Cabadmen
popuation (Newbold and Filice, 2006), while another found that older immigrants reported
poorer health and lower functional health stdhas norimmigrant populations (Gee, Kobayashi
and Prus, 2004). Similar studies found mixed results among older immgnaugs and self
reports of health status (Kobayashi and Prus, 2012) and not surprisingly, perceptions of health
varied among different age cohorts of immigrants where recently migoidedimmigrantswere
more likely to rate their health more poothan younger oneé&Zhaq Xue andGilkinson, 2010)

As an important facet of population change, migration is a factor worthy of study with
regards to aging which as a social process results in spatial variafilitsryashi and colleagues
(2008) examined the extent that immigrant status influencedradet and functional health
status by comparing immigrant and Canadiam individuals who share the same ethnocultural
background. They found that immigrant status and health differenciesl vamong different
ethnocultural groups, suggesting that immigrant status and ethnicity are important determinants of
health.While current debates abt population aging globally adominated by issues on health
care systems and support for the agimgl aged, international migration should also be an
important issue to considdn particular, there has been a growing interest in the specific role of
place, beyondocational migration and its influence on the health and aging trajectories of
immigrans. Equally important are the complex patterns of settlement and community integration
to the changindgamily structure and geographies of families

The growing concesiand respongetowards to aging population projections and the

implications of it havespurred local and regionagendas for ging-in-place initiatives and



planning strategies for agdendly cities in order to provideolder people the supportive
environments and opportunities required for social participation and community integration
(Plouffe and Kalache, 2010However as research has demonstrated satimoculturally

diverse populations, including Aboriginal and immigrant communities, often fare pnddyms

of health asa result of theirsocial, economic andultural realitieswhich are often shaped by
ethnicity, race, gender, class and age (Brotman, 2003; Vissandjee, Desmeules, Cao, Abdool and

Kazanijian, 2004; Tang and Browne, 2008)

1.2.1Later-life Filipino Immigrants : An Ethnogerontological CaseStudy

In addition toexaminingfactors thatinfluencethe health and aging experiencestius
older immigrans through the perspective of key informaritsis research also examindte
specificexperiences ofaterlife Filipinos living in Toronto and parts in the surrounding GTA.
The Filipino population in Canada has grown considerably in the last few decades and there is
surprisingly little research on the healtth Filipino immigrants This noticeablegap in health
researchis remarkable considering thaince the 1981 Census, théilippines has remained
within thetop five source countries for immigrants to Canédhui, Tran and Maheaux, 2007).
Since the 2001 censpand more recently th2011National Household Survey (NHS) as shown
in Table 11, the Philippineshas been the tophird country for new immigrants landing in

Torontoandfourth for all of Ontario.



Table 1-1: Immigrants by Country of Birth According to 2011 National Household Survey
(Statistics Canada, 2013)

Immigrants by Toronto (CMA) Ontario
country of birth
Count % Rank Count % Rank
India 268,915 10.6 1 310,405 8.6 1
China 224,915 8.9 2 267,780 7.4 3
Philippines 173,495 6.8 3 204,035 5.6 4
Total immigrants 2,537,405 | 100.0 - 3,611,365 | 100.0 -

The focus omuch of theresearcion Filipinos in Canada has reflectedtheir role in the
globalized economy anghtterns ofabourmigration which has greatly shaped the way in which
Filipinos are perceived in Canada (Kelly and Lusis, 2006; Gardiner Barber, 2008yiewing
literatue on Filipinos in Canaddusis (200%) identified threggeneraltrendswithin the research
on Filipinos Firstly, hedescribeghat much of the researdét urban biasedocusing mostly on
immigrantsettlement in Toronto and Vancouv&Yith growing numbes of Filipino immigrants
settlingoutside of the major gateway cities (Toronto, Montreal and Vancouver) he proposes that
future research focus on secett citiesand rural regions of Canada. The second trend Lusis
identifies in the literatre is the empasis oneconomicissues, such aabour market issues of
Filipino immigrants such aslabour market integrationgleskilling of professionaland the
associatedransnational class identiti€susis, 2005b).A significant portion of this research has
also focused on the Filipinos involvememtith the Liveln Caregiver progranfformerly the
Foreign Domestic Movement program, 198192)and thé& economicandsocial experiencesa
consequences of their participatiorhe third trend in the literature has bdka gender bias of
research on Filipino immigrants where a bulk of the research has examined the social, cultural
and economic conditions of Filipino immigrant women. Most often this researatehtied on

the experiences of Filipino womenaregivers ($ll and England, 1997). For exampleratt



(1997; 1999) has explorethe stereotypical andliscursive identities of Filipino domestic
caregivers working in Vancouver, B.Qther esearch has also includedirse migration of
Filipino womeninto Canada (Rayuillo, 2011).

Since Lusis has written his literature review on Filipino immigrant and Philippine
migration to Canadg2005a) the literature onFilipinos (immigrant and nommmigrant) in
Canadahas grownIn an edited volume of essays Coloma and cortoilsy(2012) discuss the
relative obscurity or invisibility of Filipinos in Canada. More specifically, they writetfan
growing Filipino cultural consciousnesselating toconcepts ofagency and representation to
debate constructs of visible and invisildentities In the first part of this collection, the authors
discuss the economic circumstances of Filipino migration, transnationasmwvell as their
experiences and issues in the labour market. In the second part they explore gender and labour
migrgionof Fi |l i pino i mmigrants, m ansvaribug oc€upationgd i n o
settings The authorsliscussssues of agency, activism and suggest future directions for the study
of Philippine diaspora and transnationalism. Sbbsequernparts include discussions on Filipino
representations itheliterary and visual artandevena section dedicated to the subjectivities of
Filipino youth in Canadaas secondeneration immigrantsThe various themes and concepts
discussed throughout incla community, identityrepresentatiorand citizenshipwhich the
authors argueare fundamentalo bringing the visibility of Filipinos to the foreof ethnocultural
study of Canadad6s diverse popul ations.

Most recently, Bonafacio (2013) hasitten on repreentation and identitgf Filipino
women who have chosen to reside in otherspafriCanada, namely in the prairie provinces of
Manitoba, Saskatchewan and Alberta. At duee of her analysis ithe task of deepeninthe
di scussi on on Fitiésiapay fiom stereotyged éosstructsi g manny, caregiver

and domestic worker tmore nuanced meanings @hayi a common colloquialism for Filipino

wo man. She explores migrancy or migrant status



of belonghg, identity and agency as she connects to place beyond labour migration. As she
writes, iBeing Filipino is 06i dtha distincysenseeof o mi n g
who we are away fr om h dnmer.bdok shdxamimes eomptsoof 20 1 3:
migration, identity and community through a feminist lens as she discbsisdsi pi no wo men
sense of placen the prairies, and their sense of belonging in connectiothéa multiple
identitiesin theworkplace family and community

These scholdy treatises on Filipino migration and settlement are significant and
represent important contributions to the commentary of Filipinos in CaBada volumes give
validity to the lived experienceand the realities to Filipino immigramtpolitical, ecommic,
social and culturatircumstance$n CanadaMy research proposes exploring another aspect of
Filipino identity. More specifically] look at experiences of migration, place and aging and how
these shape health and age identitiddy study contributes to the growing field of

ethnogerontological research in Canada offering insights into the health and aging experiences of

immigrants, with specific reference to the Filipino immigrant community.

1.3 Significance of Research

My research focuses on the spexifeeds of older immigrants by examining what factors
influence their social, physicand mental health and wellbeing abdilds from a conceptual
framework that explores the concepts of aging, migration and.pBcacorporatingthe life
coursetheory perspectivs, to examinethe roles of place, culture and migratiand how these
inform current ideason thenormal process of agingThe need to understand how aging and
migration interact in complex and varied ways to shape health of older immigrangsitiva
foreign land, in an increasingly globalized world, is not only a relevant issue but pressing one as
well. The bulk of research examining tinéersections ofhese two important processes remains

relatively specialized research interest withire toroadediscipline of social gerontology and
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ethnogerontologyand across a wide variety of disciplines (Koehn, Neysmith, Kobayashi and
Khamisa, 2012).

My thesis will draw from existing research on cultural identities and transnationalism of
Filipino Canadians, as well as the migration and labour experiences of Filipinos as they settle and
create connections to Canada and in some cases to the Philippines. As a case studyam®alysis
on the research goals and questions that are discussed | willgateshe health and health care
experiences of aging and aged Filipinos in Canadlitionally | will include data from key
informant interviews, some of whom have worked directly with Filipino communities, in order to
provide a broader context on theiraggimmigrant experience in the GTA. This data includes
interviews from health and social service providers as well as key polkegrs.Taking a
population health approath will incorporate a social determinants of health framework by
examining the saal, geographicalcultural and economic factors that influence health for aging
Filipinos, engaging with past and current research on the economic and spatial lives of Filipino
immigrants | will also draw fromthe social gerontology and in particulathnogerontology to
further explorahe role ofculture and ethnicity in the health and aging experieat@amigrants
in a postmigration contextData for this thesis includes both qualitative and quantitative data
which will allow for exploratory and desptive analyses on the health of aging immigrants and

in particular, aging Filipino immigrantsThis ethngerontological study and analgson the

> The population health approach in the context of my research views population health as
important field of study that examines the health outcomes of groups of individuals as thell a
relative distribution of these outcomes within these groups. Specifically, what are the factors that
result in the varied health outcomes between various groups, such as immigrant populations and
nonimmigrant populations. Kindig and Stoddart (208Bpgest that the social determinants of
health evolved from the population health approach as described in the seminal work of Evans,
Barer and MwWhyAmeSdre PdogeoHealthy and Others Not? The Determinants of
Health of Populations(1994). The Public Health Agency of Canada (PHAC) adopts the
population health approach uniting knowledge and action with a focus on the determinants of
health, in order to improve the health of Canadians through health system interventions that
engage prevention, Akh promotion and treatment. For more-depth view of the key
determinants of health as outlined by PHAC please &dp://www.phaeaspc.gc.ca/ph
sp/approactapproche/appeng.php
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health and aging experiences of Filipino immigrami#i incorporate a number of theories,
methodologies ahhealth research approaches, inclugiogulation healthrad health geography.
Therewere severalobjectivesset outfor my researctproject. The firstobjective wago
explore and describe key informant perspectives from a diverse group of experesnacel s
providers on aging immigrant populations. White/ projectis not unique from academic or
servicelevel perspectivesas there have been a number of studies presenting the views of key
informants and other key stakeholders on immigrant populatibastiming of my research is
significant. Interviews with key informans unveiled narratives and perspectivedbat were
reflective of the most recent 20@809 global economiagecession regardemsthe most austere
and synchronizedecessiorin economic Istory. In the planningstages and the early writing of
the proposal, the government of Canada was currently reviewing and restructuring immigration
policies, in particular elderly parent sponsorship, prompting many key informants to invoke the
controversiastatements and sentiments from then Minister of Citizenship and Immigration, Jason
Kenney (2008013).These included changes to the family class or sponsorship immigration as
well asdrasticchanges to immigrant worker programs.
At the same time ther&éas been much political and acadenaittention given to
population trends projected to occur across many industrialized nations including Canagja.
the purpose of these interviews was to provide context on the experiences of older immigrants
living in an urban area wherewimmigrant settlement is higi Various key informants from a
variety of backgrounds were solicited, particularly in reference to their settlement issues, health
and aging experience#n exploring theexpert views and opinions déey informants and
stakeholder groups who have specific knowledge on the diverse and often marginalized aging
immigrant groupghis allowed for me to identify whahe key issuesverefor immigrants with

respect to their health and aging. Also importanthtse research is to determine what resources
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are required to aid in the planning and provision of services to support allifiatadults
including immigrants.

The second objective was to explore more specifically the aging and migration
experiences among particular population, namelfilipino immigrants living in CanadaAs
many key informants revealed, findings presentedsamolarly researchoften relies on
administrative datawhich rarely reflects the reality of aging immigransituated in the
communityor subjective experiences and interactiariih social and health services.
Given the lack of empirical research older Filipino immigrants, two phases of research were
employed to examinguantitatively and qualitativelyheir experiences of health and aging.
The purposefor this stage wago provide insights on the health and wellbeing of aging Filipino
immigrants livhg the GTA. Although Filipinos are a relatively new ethnocultural group in
Canadads i mmi gr ant hi story compared to other
Chinese immigrants, they make up a significant proportion of newer immigrants in recent
deca@s Relatively little is known about their health outconaasl health care usand in going
beyond health and health care utilizationy research also attempts to describe the aging
experiences of older Filipino immigrantédditionally, my researctprovides an alternative
understanding ofthe Philippine migrant identity and countdralance more prominent
descriptions of Filipino immigrants®66 migrati ol
often describes their economic and labour circumstindesnique aspect of this study is the
focus on the migration and place experiences of-ldgeFilipinos, namely in describing their
plans for future aging including their understandingaofive or successful aging, concepts of
agingin-place retirementplans and even their thoughts about death and dying in a second
homeland. In terms of health care utilization and elder care plans, | also describe their perceptions

about health care and theise of health care systems outside of Canadaddressinghese two

3 A more detailed summary of research that explores the lives of Bilipimigrants in Canada are
described in Chapter Two.
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objectives, it is my hope that this research can contribute to a broader understanding of the

challenges to and the perceptions of aging and health experiences immigrants in Canada.

1.4 Research Goalsand Broad Research Questions

There were three manesearch goals guidirigis study:
(1) Describe how the complex processes and relationships of aging, migration and re
settlement influence the health experiences and social lives olif@tenmigrants
(2) Describe the factors that influence health caeking behaviours and decisions around
issues of aging among latiéfie immigrants in Canada
(3) Describe the social determinants, migration and the role of place influence the health and
aging experiences of latéfe immigrants
Additionally, there wereaix research questions developed for this study based on existing
literature on older immigrants and the limited research on older Filipino immigrants in Canada:
(1) What role doesgthnic or racial background play in the health and wellbeing of aging
immigrarts? And how does this influence how key informants approach aging
immigrants?
(2) What are the implications of an ethnic and cultural background with respect to issues of
access and availability of health and social services, particularly in a multicuityral ¢
like Toronto? How does this influence the health and social service seeking behaviours
and decisions for older immigrants?
(3) What is the general health of ladée Filipino immigrants?
(4) Do laterlife Filipinos experience any barriers in accessingiiding health care?
(5) How do health and health care use vary among-l&eFilipinos, based on the five
dimensions of place experiences outlined in Chapter Three?

(6) How do older Filipinos view their lives as they age in the context of globalization?
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In answering the above research questasguided by the overall goatsf the study,
my research seeks to analyze the complexity and interrelatedness of health, aging aras place
experienced by older immigrants though key informant perspectives asgstudy of latedife
Filipino immigrants. This researdiiso contributes to the growing field of ethnogerontological
research in Canada offering insights into the health and aging experiences of immigrants, with
specific reference tdhe Filipino immigant community. | incorporate concepts of health
geography and geographical gerontologemaphasize the importance of place and the meaning
of place to older immigrants who arebetweenbeing at homend being back homand the
struggles to adapt and make sense of aging in a felaighThe twafold purpose of mystudy
was to first examine how ethnicity and migrancy operate within various settings of-senior
centered community and health care services. Secanglgtudy examined the role of place and
how it shapes health and age identities among-li&eFilipino immigrants. This research is
important to researchers, poliayakers and practitiongr who are interested in an
ethnogerontological examination of place andration of older immigrantpopulations.This
study also contributes a much needed examination on the health and wellbeing of older Filipino

immigrants in Canada.

1.5 Chapter Outline

In Chapter Onethe broad aims of this study are considered in terms artveing field

of ethnogerontology in Canada, including it
diverse aging population. The proposed estsey on older Filipino immigrants is briefly
explained arguing that given the breadth of researdPhiippine migration in Canada including
strong analyses on the economic, social and cultural experiences of Filipino immigrants and
temporary migrant workers, there is little research that connects migration experiences to health
and aging. The researcloas and research questions are also discussed in connection to the
overall studybs significance and rational e.
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Chapter Two reviews current literature on aging immigrants in Canada including a
description of immigration in Canada and what this has meantti er ms o f i mmi gr ant
aging experiences. Identifying two paradigmatic vi@emsmmigrant healthi the sick immigrant
and the healthy immigrarit which have contributed to current perceptions of the immigrant
population, both quantitative andalitative research is discussed. Quantitative research provides
broad and generalized descriptions on the health distributions within immigrant populations in
comparison to noimmigrant populations and often these studies used-targle survey or
adminktrative data. Qualitative research is more focused on certain aspects of health and/or
health care, specific ethnocultural groups or on gendered health experiences, such as immigrant
women and health care access. A critical review of the key theoridsypotheses that attempt
to explain health differences among immigrant populations are also discussed. Research on older
immigrants or aging issues in health among immigrants are not as straightforward as there are
few studies that explore these older imraif populations. However, there is ample aging
research on specific ethnocultural groups, such as aging Chinese and South Asian communities.
Research on older Filipinos in comparison to other ethnocultural groups in Canada is scant,
despite there being roh attention paid to the labour migration experiences of Filipino
immigrants. A review of the existing literature on Filipino immigrants is also discussed,
including some studies outside of Canada that have examined health and aging amdifey later
Filipino immigrants.

Chapter Three describes the research design and methods, including a detailed
description of the conceptual framewarsed in this study. This study utilizes multiple sources of
data and methods to examine aging and health among immidramtshe perspective of key
informants and from the latdife Filipino immigrants. Included in this framework are five
dimensions of place experiences, which combine health, aging and migrant expefiéeces.

conceptual framework illustrates the multigl#luences and interactionahich include the
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dimensions of place experiendbe social determinants of health and health,dsalth status,

health attitudes and behaviours, as well as access to and utilization of health care services within
the socieecological framework cexisting macrdevel subsystemslhreedistinct stages of the
researchare proposed and the variotesearchmethodsand analyses are designeddapture
complexhealth and aging experience of immigrabtsth quantitatively and qugdtively.

Chapter Four and Chapter Five describe results from Phase one of the prdjeaty
informant interviews. The purpose of chapter four is to examine how key informants perceive
immigrant seniors who are living in Toronto and the GTA. This chaptarides a description of
the key informants that were recruited and who patrticipated in this study. In setting the stage for
the various themes about health and aging among immigrant seniors, this chapter describes the
various roles that key informantstrdtuted to immigrant seniors. Most identified roles both
within the community and the family. Key informants were also asked to describe the various
challenges they faced while working with older immigrant populations. Among the major
challenges identifié and described more -ttepth issues around finances and funding for
programming, the building of community partners to strengthen the supportive networks for
immigrant populations, the sometimes difficult and sometimes rewarding relationships between
senice-provider and clients, senior/client issues specific to various ethnic groups and prevailing
attitudes and other mainstream societal views that promote ageist aidraigtiant sentiments.

In explaining the type of challenges they faced, key informafased these to the overall lack of
support and barriers that many older immigrants encounter as they age in Canada.

Chapter Five describes in detail the recurring themes and issues brought up from key
informant interviews relating to older immigrant populations. The purpose of this chapter is to
provide a more focused examination of the migratory experience in health and aging, @oth
newcomer and more lorigrm immigrants. Although key informants shared their views about

broader immigrant populations, with some specific examples of ethnocultural groups, they
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discussed the common factor of the migrant experience resultinffaredt trajectories in health

and social life of older immigrants. In particular, key informants shared their ideas about the
impact of immigration the health and aging experiences of immigrants as well as the on the
structure of immigrant families. Interlated themes of migration, place and aging were discussed
when speaking on the vulnerabilities of immigrant seniors such as the risks of social isolation, the
significance of finding community, developing a sense of belonging, dealing with issues of fear
and lack of trust in a foreigland, and importance of creating and fostering ongoing social and
community supports. Key informants also made reference to the social determinants of health
among aging immigrants, bringing up issues stemming from ecortmamiers, various housing
issues, poor access to transportation and language barriers. Among the health and aging
experiences of immigrants, as described by key informants, they discussed specific immigrant
health issues, system level issues, cultural eemt care and the future of population aging on
immigrant seniors.

Chapter Six analyses results of the survey completed by H#terFilipinos, which
included demographic data, various measures of physical and psychosocial health, health care
access and service barriers and measures of immigration and immigrant status. This chapter
describes the general health of aging Filipinos, as well as their health care use in Canada and in
the Philippines. Varied patterns of health and health care use are compared between gender (men
versus women), among different age cohorts-§gr@or, youg-old, oldold and veryold), and
among the five dimensions of place experiences described in chapter three which capture
migration, aging and health care experiences. The results frorifiaté&ilipinos are also
discussed in relation to those foundnfréey informant interviews who shared their views on the
health and aging experiences of immigrant seniors. Discussion of the results also observes and
evaluates how older Filipinos compare to similar research on other ethnocultural groups in

Canada. In @w of the paucity of research on the health of aging Filipino immigrants in Canada,
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this chapter provides insights into the health status and health care use of cordhvahibhg
Filipinos who are either agiAg-place or who have arrived in Canada aitar age.

Chapter Sevenreports on the results from phase three of the study involving a fafjow
interview with a small sample taken from survey respondents. The purpose of this chapter is to
gualitatively examine issues of health, place and aging ggélate to the migration experiences
among latetife Filipinos. Reasons for migration and expectations of aging for this specific
ethnocultural group are investigated and various themes are explored within broader topics that
include describing Filipinds  sperdeftions of health and aging in a second homeland,
experiences of living and growing older while in Canada and experiences with health care
systems both in Canada and the Philippines. This chapter also examines more closely how later
life Filipinos envision Canada and the Philippines, in terms of ba&irigomein Canada and
longings for beindpack home

Chapter Eight provides the final conclusions that were drawn from this mixed method
and multiple perspective study, including a critique on némmadeas of aging including the
concepts of active or successful aging as they relate to older immigrants experience of health and
aging. Discussion on the how each data set connected in terms of themes and concepts are
explained as the research questieat out in Chapter One areuisited. A final discussion on the
dimensions of place experiences analyses on health, place and migration are described and
connected to ideas and concepts found in ethnogerontology and geographical gerontology.
Finally, the key challenges and limitations of this research are provided and recommendations for

future direction in the study of the oldemmigrantsand place are proposed.
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Chapter 2

Literature Revi ew

2.1Introduction : Immigration and Canada

Immigration policy in Canada hamdergone many changes in the lfge decades
Shifts in immigration policy have been the result of labour market demands and harsh criticism of
the policy as being racially discriminatory. In the 19&@dsenimmigration policy had finally
opened upd oountries of Asia and Africa, new waves of immigrants had an enduring impact on
the composition of Canadé s popinlbatha oade mi ¢ and publ i c opi
immigrant population has garnered much saitiural and political attention. Comparedather
industrialized countries Canadian views on immigration imaoee ofterbeen positivas they are
frequently tied to references of Canada as a multicultural mosaic; a culturally and ethnically
diverse population founded on a long historyimiigration (Hiebert, 2006; Chiu, Tran and
Maheux, 2007; Harell, Soroka, lyengar and Valentino, 20028. development towards a policy
of multiculturalism had been decade long debatbhat began with embracing increased ethnic
and racial diversity leading tihe passing of tk Multicultural Act in1988 (Berry 2006; Dewing
and Leman, 2006). Today it remains a guiding principle and abiding védthea Canada 6 s
political, economic, cultural and social fabric.

In a recent studyBilodeau and colleagues (2012) examitlegl assertion that Canada, as
a whole has beefavourabletowards immigration and racial minoritieShey observegublic
opinion trends for all ten provincesing pooled dateonsisting ofhativeborn White Canadizs
from the Canadian Election Studiesf 1988 through to 2008. They observed an increasingly
positive trend over 20 years and fouthdt all provinces were eqlahs favourable itheir views
on immigration and that no singlprovince drove theoverall fasourable impressions of

immigrationin Canada Bilodeau, Turgeon and Karaog, 2012). They concludedatiapugh the
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dynamics of public opinion on immigration are sensitive to provincial policy ageasdall as
labour markeind economiclemandshat thee is no clear explanation as to why Canadians have
generally maintained a positive view on immigration

A number studies have used realistic group conflict theory as a framework for
understanding different attitudes towards immigration, increased dyweasd demographic
change, as well as the commonly perceived threats associatethanth(Esse®t al, 1998;
Bilodeau et aj2012; Harell et aj2012). Realistic group conflict theory orogip conflict theory

was developed by Levine and Campbell in 19d2¢laborated in theibook Ethnocentrism:

Theories of Conflict, Ethnic Attitudes, and Group Behaviord has beeoe a mainstayn antk
immigration research.The theory holds that group competition for limited resources, such as
housing, employment, ecomic benefits, health carand social welfare services results in
increased negative attitudes towards the immigrant population (&ssle4998;Esses, Dovidio,
Jackson and Armstrong, 2001Canada has remained an anomaly among many Westernized
nations with their positive attitudes and views on immigration, wdtier countries, such as the
United States of America (U.S.A.) view immigration with suspicion anah exgright hostility
(EssesJackson and Armstrong, 1998; Harell et 2012). Waryattitudes towards immigration
are often framed as economic or material threats and/or threats to cultural or social identity.

In Canada, at least in political and economic matters, immigrationea pftched as a
key strategy to boost the slowed natural birth rate, bolster a flagging economy and to deal with
the pressures of an aging population on Canad
systems érette 2009; Kustec, 2012)However a number of researchers are cautioning that it
is important to understand the lotegm impacts of immigration from all angles and not just in
terms of economic and cultural impaéBeaujot and Matthews, 2000; Bourne and Rose, 2001).
For instance, Moorand Rosenberg (2001) considest only the shofterm effects but also the

longt er m effects of 1 mmigration on the aging po
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to immigration policy in the last 40 to 50 years have resulted in significant changesaeerall
composition of Canadads popul %aodewil comdinoeyto o f w h
manifes) through the ethnic, cultural, geographic and social characteristics of the aging
population. Despite incoming immigrants tending towards younger eghorts, the reettled
immigrant population across all age groupsl wé expected to live longer and healthier lives
which will stifle the intended efforts of immigration in slowing population aging (Moore and
Rosenberg, 2001: 146).

The purpose of thiliterature review is to provida background into how immigrant
health is approached from a Canadian perspective. From large scale population based studies to
more subjective and culturally informed understandings of health, studies on immigrantrhealth i
Canada are numerous and widaging. In introducing approaches to immigrant health overall |
wi || present the growing body of research on
populations as well as some of the current hypotheses that attemptidain d»ealth among an

aging immigrant population.

2.2 Immigrant Health

The health and well being of Canadads i mmig
discussion point in political and economic discourses. However, it is becoming increasingly
evident thain order for immigrants to bsuccessfuin the ways that immigration policy expects
them to be it would seem logical that their health and wellbeing should also be a prbriity.
earlier studies have tended to view immigrants as a monolithic catdigergture of the last
decade has since pointed to thmmitations of such a view. This is especially true when
considering measures of health and health care use. Health, in geasrékerof particular
interest as it has become waticognized that imigration and resettlement haveonsiderable

implications orthehealth and welbeingof Canadaés i mmi grant popul at
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Research on the health and health care use of immigrants is positioned within one of two
broad views; the sick immigrant paradigmtloe healthy immigrant paradigm. Early research and
commentary about the immigrant population have often tended towardsicthémmigrant
paradigm where it was widely believed that newly arriving immigrants posed significant threats
to public health asecr r i er s of di sease and i mposing signi
health systemdie Maio, 2010)The view of immigrants as a health burden had dominated much
of the thinking on immigrant populations in North America until th& @@ntury where pblic
health concerns were focused on European immigrants bringing with them infectious disease such
as cholera andmallpox (Beiser, 2005AIthough this view is less common, current immigration
policy in Canada still mirrors this paradigm, namely witd bagislated health screening required
by all immigrants before entry status in@anada (Laroche, 2000; DeMaio, 2010; Gushalak,

Pottie, Roberts, Torres and DesMeules, 2011). Not to undervalue the importpnoecting the

health of the populatiothrough surveillance measures and border security, often such tactics veil
antrimmigration and racist sentiment8ejiser, 2005).More recently, concerns about our
increasingly globalized world and highly mobile populations have compelled most induwstrializ

nations towards decisive disease surveillance and prevem@sures (Boyle and Norman,

2009). For instance, the SARS outbreak in 2003 demonstrated the vulneraijigves the most
industrialized and medically advanced societies to disease traimméd mobility. When the

outbreak reached or ont o, Ontari o, pani cked response fr
contributing to antimmigrant sentiments fueled by the sick immigrant paradigm (Keil and Ali,

2006).

Discourse eddying on themes of migmatand disease often positioned immigrants, most
especially racialized immigrants, as scapegoats for global disease outbreaks through variant
processes of Aot her i ng dighly Booigpodligcallyainfarmedlidea,rthe n , 201

sick immigrant peadigm not only proposes that immigration will challenge an already
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overburdened social and health care system as well as it paints immigrants as carters of illness
and disease, this view is also intermingled with sentiments of the stealing of jobs éroatitie

born population or even the loss of Canad@tture (De Maio, 2010). Thassertion that
immigrants pose an undue strain on the health care system, however, has been refuted by a
number ofstudies (Wen, Goel and Williams, 1996; Laroche, 2000).

The contrasting view of théealthy immigrant paradigreee immigrants as healthy upon
arrival in part due to a number of factors such ass&dfction and immigrant policies such as
pre-admission healtBcreening (De Maio, 2010)This has been the more darant view guiding
much of the research on Canadaos I mmi gr ant
immigrant population is considerable but also widely diverse and it would be a nearly impossible
task to attempt to track and catalog all the studiastiave been done. Part of the reason is that
theimmigrant population in Canada is so highly diverse with one in five people in Canada being
foreignborn and over 200 countries of origin reported in the62@@nsus (Chiu, Tran and
Maheux 2007). Overthe last five decades of immigration into Canada there has been a
significant increase in ethnic and religiodisersity (Reitz and Bannerjee, 2007). Resedrah
reflected that diversity from a wide variety of methodological and theoretical approaches. The
decision to choose quantitative or qualitative methods for investigating immigrant health is highly
dependent upon the questions asked, the availability of data and the scope and magnitude of the
migration event. The migration experience may be quantifiedeass since migration or
categories of recent or longer term migration or it may be viewed as an individual experience or a
population group phenomenon. Many of contributions to immigrant health research discussed
here are situated within the healthy ilgnant paradigm and range from positivist views of health
and health care towards more ppesitivist understandings aihe experiences of imigrants

with respect to health and patterns of health care use.
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2.2.1Quantitative Research: LargeScale Studies on Irmigrant Health

A common assumption made in the migration experience is tisapften supposed that
oncean immigrantarrives in their new host counttliyey adopt the health behaviours and patterns
of the nativeborn populatiorand leave their oldvaysbehind(Chen, Ng, Wilkins, 1996; Torres,
2004). This has been the premise adopted by earlier studies on the health of imnhigvastsr,
as Boyle and Norman (2010) note cultigenot the only import with international migration but
that immigrants alsbring with them their own health characteristics and practitiesas been
wel | documented that i mmi grants have differen
health care system differently than theirnsimmigrant counterparts but thestudiesoften
ignore the ways in which immigrants metkir old and newy adoptedhealth behaviours and
patterns.

Using large scale data has been useful in identifying trends in health and health care use
among immigrant populations over time. Whether researsttdsmpared foreighorn and native
born populations or examined the differences withingnawups of the immigrant population, it is
clear that once an immigrant arrives in their new host country their health is likely to change.
Moreover, despite most irmigrants arriving relatively healthy due to se#lection and the
required health screening exam research has cc
decline overtime (Chen, Wilkins, Ng, 1996; Gushalak, Pottie, Roberts, Torres and DesMeules,
2011). This observation is widely knovas the healthy immigrant effe@@eri, 2004; Gushulak,
2007).

Rsearch on the health of Canadaos i mmi gr &
Canadian survey data ranging from cresstional studies to tirageries anlgsis. For instance
the National Population Health Survey (NPHSksf launchedin 1994/95 is a longitudinal
household survey covering a comprehensive list of heal#tted topics. The NPHS has since
collected data from the same panel of respondaatmially Béland, Bailie, Catlin, and Singh,

2000) A significant proportion of research on immigrant health in Canada has made use of the
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NPHS, with a number of them assessing the healthy immigrant hypoti@ss, (Ng and
Wilkins, 1996;Dunn and Dyck2000; Newbold and Danforth, 2003; McDonald and Kennedy,
2004; Newbold 2005a; 2005b; So and Quan, 20W8jng longitudnal datasuch as the NPHS
allowsfor a more accurate measurement of temporatthehbnges within a population.

Another widely used suey isthe Canadian Community Health Survey (CCH5gross
sectional survey developed as part of a federal initiative to provide health information at regional
and provincial levels (Beland, 2002 ike the NHPSit is administered biennially with the
purpose of health surveillance in the collection of data relating to health status, health care
utilization and health determinants. However, unlike the NHPS, the CCHS collects cross
sectional health estimates and offers more detailed information on immigraotss in Canada,
such as immigrant classtegory Béland, Bailie, Catlin, and Singh, 200@) numberof studies
have analyzed CCHS data making use of the comprehensive set of health andelzetth
measures (Perez, 2002; Halli and Anchan, 2005; Weaniag, Schimmele, 2005; Kobayashi,
Prus and Lin, 2008; Veenstra, 2009) and some researchers have even comhirfeshd#te
NPHS andCCHS (McDonald and Kennedy, 2004). Althougtere has been considerable
research on the healthy imgnant effect that uizes the NPHS and CCHS for analyses, these
surveys have been criticized for their limitede in immigrant researclparticularly in their
inability to capture more culturaspects of healtfDunn and Dyck, 2000; Halli and Anchan,
2005). As well, mixedesults in the testing of the healthy immigrant effect calls for a mere in
depth investigation on the health transitions of immigrabeMaio and Kemp, 2030

The Longitudinal Survey of Immigrants to Canada (LSIC) differs from the NPHS and
CCHS in that itfocuses on a cohort of recent immigrants to Canadlhe LSIC was first
conducted in 2000/0andcompleted its final cycle in 200&nd allowed for a closer examination
on the health trajectoriesmnd transitions of immigrants over a specified period oé t{@hui and

Tran, 2005). A smaller number of studies have utilized these data as it is limited eniscop
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providing more directcomparisons with Canadidorn populations or to more longer term
immigrants (De Maio and Kemp, 2009; Newbold, 200@k).the ¢her hand, because of its broad
coverage on the social, economic and migration experiences of new immigrants it has been highly
useful for the study of immigrant health in Canada.

While a majority of research has used survey data for exploring the béaitmigrant
populations, there are a number of studies that have opted to use less common datasets or have
combined different types of data in order to provide a broader scope of analysis. One of the
earlieststudies on the health of immigrants was comeldby Chen, Wilkins and Ng (1996), who
combinedcensus data, vital statistics, and survey data from the Health and Activity Limitation
Surveys. They assessed life expectancies, as well as disadbililydependendyased health
expectancies, among three broad groupings: Canadiam) European immigrants and Ron
European immigrants. This was one of the earliest studiesategorize nontraditional
immigrants and traditional immigrants distinguish theacialized identities of visible mindigs
and nonvisible minorities in Canada. The flow of n&uropean immigrants is reflective of the
relatively newer e v o | uwhenoshifts indmmi@atiora pblcy ie thal e mo g r
1960s opened immigration to countries outsidEufope (Chen, Wilkins and Ng, 199&henet
al. reasoned that European immigrants were more likely to have cultural backgrounds and
lifestyles similar to the Canaattirborn. Their overall findings show that immigrants had better life
and health expectancies than the Canald@n population and these differentials were especially
more favourable for neRuropean immigrants.

Wen, Goel and Williams (1996) focused thanalysison immigrants and ethnocultural
groups in Ontario, based on data from the Ontario Health Survey (OHS). The OHS, conducted in
1990 consisted of two sections to assess the health utilization patterns of ethnic and immigrant
groups. They found thatnmigrants and other ethnocultural groups had similar access to health

care but had less utilization than the Canadian population oviral.later study examining
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health anchealth care usamongimmigrants Laroche (2000) used pooled data ftemm cycles

of the General Social Survey (GSS$he GSS captures data on social trends in Canada (e.g., time
use or social identity) in order to monitor changes in living conditions as well as the overall
wellbeing of Canadians. In her study, Larodbend thatthere were no statistically significant
differences in health status between immigrants and Canhdranand thahealth care use was
similar between the two groups.

There are a number of limitations in using lasgale survey data for the study of
immigrant populations. Many of these studies rely heavily on the assumptiodataatollected
arerepresentative of the true population of interestiapdplains why much of theecent studies
utilize survey data While quantitative methods on immigrant hbalsing large datasetsave
been heavily favoured fatatistical rigor and greater explanatory powtrers have argued that
largescale, generalizing studies reduloce subjectiownto mathematical equatisin whichcase
we can only know insofar whahe data sets out to describ&s well, given the ethnic and
culturally diverse immigrant population in Canada and the need to preserve large sample sizes
there is the tendency in quantitative research to group immigrants under single category of
foreignborn (Wen, Goel and Williams, 1996). Thigeneralized category of immigrant or
foreignborn is often designated for comparisons to the broadgiveborn or Canadiarborn
population, which is also a problematic and assumptive cate@@yause immigrantrgups are
aggregated to form one singular group many of these stddiest accont for within group
variations such as age and ethnicMoreover largescale studies ignore the varigabjective and
gualitativeexperiences that may stem from the procéssimigration itself or the experiences of
being aracialized or visible minoritgroup where the dominant population by and large has been
a nonvisible minority. In doing so, thisalso assumes that the immigrant population is similar

across differentacial and ethnic groups.
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Another important limitation to quantitative survey data is that immigrant health studies
often use crossectionaldataand therefore only captures one point in time. This overlooks the
fact that immigration and resettlement is a temporal and spatial process that occurs over most of
an i mmi ldetinee n(Ko&hs, Neysmith, Kobayashi and Khamis2012). Futhermore
guantitdive studiesare often chargedith conforming to a more biomedical or medicalized view
of health (Dyck, 2006). Often the operationalizihgalth or determinants of healtto not
consider the cultural perceptions of health and illness or consider thentméy@erience as a
social determinantMore recentstudies on immigrant health are opting to use a population health
approach in examining health differences between immigrants and Cabadiapopulation
(McDonald and Kennedy, 2004). For example, insteddusing quantitative measures of
migration (e.g. yearsinceimmigration[YSM]) effects on healthNewbold (2005a) emphasizes
the importance ofother factors relating to social determinants. Newbold argues that the
perception of health among immigrantsaynbe influenced by acculturative processes in the
migration experience, in addition to other cohort effects in the observation of health status
change. He suggests that reasons for the health status declines may be related to changes in
perceived healthather than real changes particularly for those immigrants who, as a result of
longer residence in Canada, identify more with their Canduli@n counterparts shiifig their

perceptions of healtfNewbold, 2005a: 1368).

2.2.2Qualitative Research on the Health ofmmigrant Populations

Considering the limitations of quantitative studies to generalize immigrant health,
gualitativeresearchrs haveaaken up the task to more closely examine and uncbeendances
of immigrant health. Presenting case study researc &si the health of a specific ethnocultural
group provides a more nuanced understanding of the health experiences of the gatitgiiv@
methodology differs from quantitative in that it allows for morsights intothe specific health

and health carexperiences of thenmigrantpopulation. These studies may address a small but
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diverse sample or focus on a culturally specific population and arerotien exploratory rather

than descriptiveand predictive and are often not generalizeable to the broadeigrant
populations. Some of the literature may range from a focus on a particular place or scale of place
or may explain a specific ethnic settlementch as Murdie and Ghosh (2010) who examine the
perceived relationship between ethnic concentratiah iategration. As well, researchers may
choose to focus on an aspect of health or health care, such as the prevalence of depression or use
of mental health services.

Qualitative healthresearch on immigrant populations in Canada etass many sub
disciplines including the areas of health geography, cultural anthropology, social work and
nursing, to name a few. Researchers may adopt a number of guiding theories ranging from
feminist theory to embodiment theories of the habitus while other studies masectwsituate
their methodology within a broader theoretical or conceptual framework, such as population
health or soci@cological approachegOften this research takes eagmatic turn by developing
strategies foeliminating barriers, increasing uptabkf health and social services or challenging
the discourse of health and immigration policy in Candiecause of thewide variety of
approaches to qualitative research on immigrant healtlcific theoretical and conceptual
understandings of immigrant healtbve yet to be fully developed. What follows is a sample of
the type of qualitativeesearch that has grown substantially in recent yeardsanot in any
meansan exhaustive list. As describbereviously considering the diversity of the immigrant
population in Canada and the wide variety of health topics and issues regarding the immigrant
population it is difficult to capture all the research that has been conducted.

Qualitative research hastteer focused on a particular ethnocultural group or a locally
situated group of diverse immigrants. festance Asanin Dean and Wilson (2008; 2009; 2010)
employed focus groups to explore various determinants of health within an ethnically and socially

diverse sample of immigrants residing in a suburban city in the Greater Toronto Area. In one
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paper they describe how immigrants perceive their access to health care in their community
citing various geographic, soegultural andeconomic barriers (Asaniand Wilson, 2008). Also
from the broader study they investigated the link between employment and health (Asanin Dean
and Wilson, 2009) and the factors tltan be attributed to declining health status over time as
hypothesized by théealthy immigrant effet. Leduc and Proulx (2004) qualitativedyssessed
health services utilization amg 20 newly arrived (less than eigptars since immigration)
immigrant families in theCoate-desNeiges neighborhood of Montreal. The authors were
interested in the challengeften faced by new immigrants in obtaining health information and
healthservices They found that for most families, their health seeking behaviours evolved based
on their perceived needs aggstematic barriers of the health care system. It has bekeesadd
elsewhere that recent immigrants face a multitude of barriers when trying to access health
services for themselves and/or their famiaiichetta and Poureslami, 2006).

Qualitative research on immigrant health has also tended towards engenderashegp
of health and health care in Canattaone study Meadowst al (2001) sought to capture the
heterogeneity of i mmi gr ant womenos heal th exj
immigrant women managed chronic illness and poor health, thegregpihe varied ways that
women defined health as well their interactions with the health care system (Meadows, Thurston
and Melton, 2001) . Ot her studies that anal yze
care system includeWeerasinghe and Mitche(2007) who explored the patiergrovider
relationshig in a diverse sample of immigrantsdrder to understand how they perceiand
definad health and illness. Similarly, some qualitative studies fiamgesed on other aspects of the
health and healthareuse among immigrant populations suchesast healtiservices (Bottorff
Johnson, Bhagat, Grewal, Balneaves, Clarke, and Hilton, 1998; Choudhry, Srivastava, and Fitch,

1998), mental health (Ahmad, Shik, Vanza, Cheung, George, and Stewart, 2005; Wong and
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Tsang, 2004), health promoting behaviours (Choudhry, 1998), and diabHtesre and cardiac
rehabilitation (Neilson et al., 2012).

Beyond health care system or health behaviotivergesearchas focusean theactual
experiences oimmigrantwomen, such agendered experiensef migration the role of places
andtheirimpacton heal t h. Much of research has tended
personal health experiences. For instance, Dyck (1995) explaresi gr ant womenés ex
with the health care system to understand and describe the ways in Chinese tanAs&ou
Women in Vancouver managed their illness. She also considers the racialized experience of
place and how these experiences influenced their perceptions of and access to health care
services. In a separate study where she explores spatiality offSobuAsi an womendés | i
connect meanings of health, culture and the body in the vaplaues of their dayo-day
activities. Here, she defines place according to Gesler and Kearns (2002) who describe place
not static but aUltweaand identities ffuid and com@exly otind up with
place. 0 (Dyck, 2006: 3) . Similarly, EIl'i ot an
migration experience and the meanings of health in South &gian women residing in lower
mainlandBritish Columbia.

In the interest of immigrant populations, some researchers have focused on the views of
service providers and policy makers. Fuostance, Steele et al. (2002) qualitatively assessed the
impact that policy changes would have on immigard refugees. In their study they sought the
views of service providers who worked with the immigrant and refugee communities incityer
Toronto (Steele, Lemieu&harles, Clark and Glazier, 2002).drater studySimich et al(2005)
conducted a lgescale qualitative study in three large Canadian cities that consisted of
interviews and focus groups with service providers and policy makers as well as immigrants and
refugees. During the period of 2000 to 2003 they sought various viewpoints andeéxplo

systemic issues and challenges faced by both immigrants/refugees and service providers and the
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role of social support (Simich et ak005). The authors confirmed the importance of social

support for positive health and the vital rol@layed in immgrant settlement. In particular, they

wanted tounderstand social support in a cultural context and the various multicultural meanings
attributed to it (Stewart et .al2008). In the casef mental health care use among immigrant
women, OO0 Ma h oln((®00%;20d07Hpsought éhé perspectives of health care providers

to share their insights on the barriers faced by immigrant women in seeking mental health
services. Health care providers were asked to comment on the intersecting influences of gender
andr ace on how i mmigrant women perceive and di
Donnelly, 2007a). The authors argued that the current Western model of mental health care in
Canada does little to address the culturally and ethnically diverse experienoestalf illness of

i mmi grant women (O6Mahony and Donnell vy, 2007hb)
barriers in health care use, Guruge et(2009) included data from focus groups with key
informants including community leaders such as setthém@rkers and other stakeholders to

share their views on successful English as second language classes and the barriers to learning
English. Guruge and colleagues discussed how both key informants and immigrant women felt
language proficiency or lack oftguage proficiency greatly influenced how immigrant women

received and experienced care (Guruge et al., 2009).

2.3The Aged and Aging Immigrant: Health Trajectory Hypotheses

Under the healthy immigrant paradigm has been the development of several hypotheses
in explaining the health trajectories of immigrants upon arrival in a host country; the more
relevant ones are explained below. Understandihgand how the initial health advantages of
immigrants deteriorates the more time they spend in their host g@ratimportant questions for
health researchers, policyakers and service providers. The most notable among these
hypotheses within Canadian research is the healthy immigrant effect, whereby upon arrival
immigrants see their health deteriorate the loribey stay in their adopted country. Another
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common view is the multiple jeopardy hypothesis or the closely related intersectionality thesis.
Less common hypotheses include the-agkeveller, the cumulative disadvantage effect and the

buffer hypothesis rostress process model.

2.3.1Healthy Immigrant Effect Hypothesis

The healthy immigrant effect hypothesis argues dgmafirst arrivalimmigrantstend to
have better health status, and consequently consume less health care services, than-the native
born population (Deri, 2004; Gushulak, 2007). Framethin a healthy immigrant paradigm,
research comparing immigrant and nafb@n populations typically ind@ this hypothesis to
explain thehealth advantagend subsequerdeclinesof immigrant populations eitheio the
levels of or worse than the nativgornpopulation In the U.S. this effect is sometimes referred to
as thehealthy migrant phenomenar immigrant paradoxand has been used to describe the
social and economic statug immigrant populations (Koya and Egede, 2007; Uretsky and
Mathiesen, 2007). It has often been applied, with contradictory results, among Latino populations
in the U.S., such as M&an Americans Nlarkides and Coreil, 1986; Abraidanza,
Dohrenwend, NgMak and Turner, 1999; Rubalcava, Teruel, Thomas and Goldman, 2008).

In Canada a substantial portioh research studying immigrant populations in Canada
have identified the healthynmigrant effect with differing results (Chen, Ng, Wilkins, 1996;
Chen, Wilkins and Ng. 1996; Perez, 2002; Newbold and Danforth, 2003; Ali, McDermott and
Gravel, 2004; McDonald and Kennedy, 2004; Halli and Anchan, 2005; Newbold, 2005a; So and
Quan, 2012)Beiserrefers to this hypothesis aamigrant overshodbased on what he terrttse
convergence premisehich calls attention to the unique risk factors associated with resettlement
in addition tothosethatimmigrants may share witbthermembers othe rative-born population
but may be intensifiedy the resettlemergxperience (Beiser, 2005: S33). Maofithese studies,
which utilize largescale survey data, have well established that recent immigrants tend to be

healthier than their nativeorn counterprts. But not all studies have demonstrated the
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convergence of health between immigrants andimmnigrant populations that is said ezcur
over time.

In the studies by Chen amtblleagues Chen, Ng and Wilkins1996; Chen, Wilkins and
Ng. 1996) both sty samples compared Canadian born famdign-born populations and found
evidence of the healthy immigrant effect. In particuldrey noted that neBuropean born
immigrants hagxperiencedjreater health over the Canadiaorn population thadid European
born immigrantsAlthough later research identifies the healthy immigrant effect to encompass the
premises of healthy on arrival and deteriorating health status the longer one resides in a host
country, Cheretaldi sti ngui sheshéalttwrey ni mrmieg riidahdghes el ect
Airesidence effectd. The #Ahealthy i mmigrant sel
healthier than the overall Canadiborn population (e.g., it is believed that only the most healthy
and resilient ee likely to migrate given the stressful process of migration and settlement). The
iresi ded cde ¢ freidpation hgalth eclines that occur over time due to lifestyle
changes usually in the adoption of health attitudes, lifestyles and betse® the host society
(Chen, Ng and Wilkins, 1996).

In addition to understandinghy this effect occurs, researchers are also interested at what
pointdoesthis effect occufrom the time of first arrivahnd have offered some approximatof
when helih declines begin to occur. In finding evidence of the healthy immigrant effect,
Newbold and Danforth (2003) noted that ten years of residence in Canada is when health
convergence can be observaetween immigrant and Canadibarn populationsNewbold amwl
Danforth found that for more loAgrm immigrants they reported even poorer health statuses than
Canadiarborn. Other studies have also verified this time framevuoen health declines can be
seen (Chen, Ng and Wilkins, 1996; Perez, 2002; Newbold anébia 2003; McDonald and
Kennedy, 2004Halli and Anchan, 200&Kennedy McDonald and Biddle, 2006The actual time

frame is unknown and most research providesnancurate depictionf the true timepath of
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immigrant health declimresulting from defiitions that identifyrecent immigrant abaving lived
less than teryearsin a new countryDepending on the type of analysiesearchers may gip
years since migration into fiver even ten year categories (Wen, Goel and Williams, 1996; Ali,
McDermottand Gravel, 2004Perez, 2002 A study byMcDonald and Kennedy (2004iso
points to recent immigrant$eing healthier on arrivaland a decreasing health gap between
immigrants and the Canadidorn populatiorover time but they observed that thiscured over
a muchlonger period than the ten yeadsntified in earlier studie$n the case of chronic disease,
health declinesamongimmigrans were observed at 20 years after immigratibtowever,
temporal health trends can only be inferred and thettbreof causality cannot be certain since
most survey data testing the healthy immigrant effect are-sexd®nal in scope, such as the
CCHS, which provides only a snapshot of the

Newbold (2009b) provided a moeecurate measure of health decline among immigrant
populations in his study using longitudinal data from the LSIC. Although studies utilizing the
LSIC often do not include data from the Canadiam population to test the convergence
premise of the healjhimmigrant effect, results using this data offer time trend characterizations
of recent immigrant health transitions. Newbold found declines irasslssed health in as little
as two years since time of arrival. Similar@eMaio and Kemp (20)0found health declines
among the immigrant sample in the short span of tiratthe LSIC took place.

While there are a number of studies supportive of the healthy immigrant effect among
Can ad a 6 sorrfandrnativedgom populations there are some studies deanonstrate very
mixed results. For instance, Newbold (2005a) assessethsadf health with conflictingesults
He found that health status was not statistically diffebetiveen immigrants and Canadiaorn.
Other variables such as being of younage, having higher income, nsmoking status, being
married status and being employedre seen as stronger predictors for reporting healthy status.

Following this studyjn a more focused testing of the healthy immigrant hypothesis Newbold
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examined hedlt care use and utilization patterns (Newbold, 2009a) and chronic health conditions
in another study (Newbold, 2006). Newbold reasoned that as immigrant health status converges
with the Canadiaborn population over time, there should be a concomitaneaserin health
care use (Newbold, 2009a). While health care use has been shown to be lower among recent
immigrants, especially when making first contact with a physician (Sanmartin and Ross, 2006) it
has been argued that as immigrants become more famiffathe health and social systems of
Canada and adopt Canadian lifestyles and behaviours, they are more likely to use services (Perez,
2002). In terms of physicianisits and hospitalization, Newbold found that health care use
between immigrants an@analianborn was in fact equal. Laroche (2000)hir study using the
GSS found similar results, in whichhealth care use was similar between the two groups and
remained unchanged over time. Newbold cautions though that the apparent equality of services
may not be reflective of actual health care use as the literature has pointed to significant barriers
in accessing health care@.g., not knowing where to go or language and communication
problems) Eteele, LemiewCharles, Clark, and Glazier, 200Ju, Pennig and Schimmele,
2005).

In terms of chronic disease, Newbold (20€8)nd that the healthy immigrant effect held
with more recent immigrants having a lower prevalence rate for chronic dis€agefinding is
similar to Perez (2002) whalso observed aworsening of health over time due to chronic
diseass with long-term immigrants demonstrating similar health outcomes as the Canadian born
population. Where there were dissimilarities between immigrant and Casadiapopulations
was with specific chronidiseases such as cancer, which was found to be a rare outcome among
the immigrant group overalln a more recent study using NPH&ta, So and Quan (2012)
analysed longitudinal data over 10 years to track both health declines and improvements of the
immigrant population. Four measures of health were incorporated in their analyses including

overweight/obesity measures using body mass index (BMI), perceivedtselfhealth, HUI and
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selfrepored chronic conditions. An important observation the author®daevas that health
changes that occurred between immigrantstaaanadiarborn population were dependent on

the health measure used. For instance, time trends of declining health trajectories of immigrants
were not found for selfated health, the HUANd chronic conditions, which do not support earlier
studi esd f i nyimmigrant effelct. S@ and €Qaah tite inconsistent reporting by
immigrant groups including dichotomouweporting of health, where one group of immigrants
report health declirrewhile another group report improvements (So and Quan, 2012:1388).
authors also note that health status is not static and may not necessarily follow a liner progression,
either in declines or improvements, such that the reporting of health from cleet@yanother

may be reflective of their health status at that partidiriee rather than timeelated trajectories

of health.

While there is no unanimity on how and why this effect is seen across immigrant
populatiors and despite mixed results, the hiea immigrant effect remains a widely accepted
explanation for health declines among immigrant groups. Despite the number of studies that
reference the healthy immigrant effect less is known about whether this effect is seen among
immigrants in latetif e irrespective ofime of arrival, country of birth or length of time since
immigration. Moreover, research that has assessedifaténmigrants have tended to group all
ethnocultural groups together under a single category of immigrant or fdreign(Gee,
Kobayashi, Prus, 2004; Newbold and Felice, 2008)h regards to the healthy immigrant effect
the results from these studies depict a considerably different paftthre health of midto later
life immigrants in Canada. Fanstance, Gee, Kobayaisand Prus (2004) assessth@ health
status and patterns of health care use oflif@dmmigrants (45 to 64 years of age) and ldifer
immigrants (65 years and oldeBased on data from the CCHS, the authfowend that the
healthy immigrant effect vga present among the miifle immigrant cohort and that health

deterioration occurs as time since migration progresses. However, for tHédatehort, recent
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immigrants tended to report much poorer health status and lower health functionalithehan
Canadiarborn.

Newbold and Filice (2006) alagssed CCHS but limited their sample to immigrants over
55 years of age. In their analysis they found that older immigrants reported their health equal to
the Canadiafborn overall and by aggroup for a variety of health measures including self
assessed health status, HUI and reported chronic conditions. In anotherZstagyXue and
Gilkinson (2010) used the LSIC to examine health status and social capital among recent
immigrants. Separatinthe population by age group Zhamd colleagues fowahthat immigrants
in the older age groups were more likely to reiteir health as fair or poor compared to the
younger immigrant cohorts. For all recent immigrants, compared to the reference agd §rmup (

19 yearolds), the oldest age grogpvere less likely to report their health as healthy. Although
they made no comparisons to the Canatliam populationsto comment on the healthy
immigrant effecttheir resultsare consistent witlsee, Kobayashi and & (2004)and Newbold
and Felice (2006) for latdife immigrants.

In a more recenstudy Kobayashi and Prus (2012) rettonconsider the dimensions of
gender, ethnicity and age of the healthy immigrant effect using 2005 CCHS data of immigrant
and Canadiaborn populations. Similar to an earlier-gothored study, they separate immigrants
into two groups of midife and latedife. There were differences found between gesdsmwell
as by age group. Recent (0 to 9 years)-agd immigrant men were leskdly to report fair or
poor health. As for midife immigrant women, the authors found that regardless of time since
immigration, they were likely to report fair and poor health compared to Caraalinrwomen.
Kobayashi and Prus argue that the healladirantages of women within this age cohort may be
reflective of the differences in immigrant stats.g., entering Canada through family
reunificatior). Turning to the older age cohorts of immigrant and Candulian they found

opposite results. More rent laterlife immigrant men, particularly newhite, were more likely

39



to rate their health poorly whereas recent Hiferimmigrant women were less likely to rate their
health as poorly when comparedhe Canadiarborn.

These mixed results which tefstr the healthy immigranteffect usingthe NPHS and
CCHS certainly raise demands for more-dapth investigation on the health transitions of
immigrantsparticularly among older aggroups DeMaio and Kemp, 2030 Although most of
the support fothe healthy immigranhypothesis has consisted of mostly quantitative analysis,
more recently, qualitative methods have been utilized to explore the healthy immigrant effect
phenomenon providing more subjective accounts of changes in health status amigrgrits in
Canada (Dean and Wilson, 2009).

Contradictory result®f the healthy immigrant effect in terms of gender, age and race
illustrate that the healthy immigrant effect is anvenient but inadequate measure of health
transitioning among immigrastin Canadakobayashi and Prus (2012) poiotimmigrant class
asanuntested factor in thmeasuringdifferences in health advantage fndealth advantage or
disadvantagever time Many of the studies on the healthy immigrant effect point to issubg in
operationalizing of health and immigrant class group as well as inconsistencies with what
constitutes recent and longerm immigrantsAdditionally many of these studies have taken to
treating imnigrants as a monolithic category while thdbat seprate immigrants into groups
tend organize them based on dichotomous categories of European-Bunopean, visible
minority or nonvisible minority or categorical groups according to regional birthpléice,

Asian, African, Latin American, efc.

2.3.2Double Jeopardy Hypothesis

A growing interest in immigrant and aging research is the issue of compounding
identities along with age in influencing healtifhe double jeopardyhypothesis as is often
applied as a means of demonstrating health and healthneads among aging populations,

contends that disadvantages in old agerue with other positions of disadvantage (McColl,
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Shortt, Gignac and Lam, 2011). This accumulatibdisadvantage along with older age results in
greater use of health and socialvises. When one adds the disadvantage of immigrant status or
race/ethnicity as applied to aging immigrants, the double or even triple jeopardy hypothesis
argues that multiple identities of being an immigrant and as an older adult act cumulatively giving
rise to negative outcomes in health status and health care use. A similar concept on the influence
of multiple identities or statuseis the intersectionalities of influengeone that Guruge and
Khanlou (2004) applyto the study of immigrant and refugee wom@ s  hfualiest timat
examine the health adiging immigrant womenmay alsorefer to this phenomenon asiple
jeopardy in which théntersectionality of three stigmatized statuses result in combined negative
effects (Havens and Chappell, 1983: 119).nated in the previous section, Kobayashi and Prus
(2012) examined the role of gender, age and ethrégitgimensions of the healthy immigrant
effect with conflicting results among mitb laterlife immigrants. They argue that in order to
assesapproprately the needs of immigrantsolicymakers should consider the intersections of
identities across the life course. Similarly Vissandféeinfeld, Dupéré and AbdooRQ01)
examined the intersections of gender and ethnicity of immigrant women and how this affects their
access to health care services. I'n their exam
advocate for the sex and cultural matching of users amddars for more gender sensitive and
culturally competent care. The authors argue that although the healthy immigrant effect has been
well established in the literature it may not be a question about whether immigrants arrive in
better health but rathes ia question of what are factors that influence health once they arrive
(Vissandjée, Weinfeld, Dupéré and Abdool, 2001). Thislso echoed by Newbold (2009a) who
discusses how family, job or cultural expectations and roles of immigrant womeithinukey
their access to health care services.

As Kobayashi (2003) also explaihse al t h i nequi ti es fAnéare shap

mul tiple identity markers of diversityo (p.94)
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notes that when socitemograpic and socieeconomic factors are controlled for the differences

that occur in health status and health care use between immigrant and Choadipopulations

may be rooted in cultural and ethnic dimensions of immigration such as country of birth, lengt

of time since immigration and language. Furthermore she argues that addressing the impact of
identity markers of diversity on health is a key issue that needs to be discussed irufollow
research where ethrmultural values and beliefs of immigrant ptgtions, as well as other
Canadian minorities, such as Frersgeaking Canadians and First Nations/Aboriginal

popul ations conflict with Canadads health care

2.3.3Age as Leveller Hypothesis

An alternative to the multiple jeopardy hypothesis is the adeeller hypothesis. With
respect to older immigrant populations, it argues that the health differences that diverge at young
and middleage begin to narrow as one grows older (Beckett, 2000) andhihatotial and
economic disadvantages that exert thest influence among the working age population are
cancelled out in older age (McColl, Shortt, Gignac and Lam, 2011). Thus the convergence of
health for immigrant and Canadiaorn can be attributed to agelated health decline which
occurs across all ceaal and ethnic lines (McDonald. 2011). This argument presupposes that aging
levels out social differentials in health as biological processes overtake more social determinants
factors (Hoffmann, 2011As an example of this, a number of studies have exainivhether the
socioeconomic effects on health decline with older age. In the U.S., this hypothesis is often tested
in comparisons with White and Black populations, which seeks to determine whether or not there
is decreasing racial disparity over time argmlder cohortsHerraro and Farmer, 199&im and
Miech, 2009). Social position, in terms of income and education, has been commonas wsed
proxy for race and ethnicity particularly in the U.S. where the burden of racial and ethnic
inequalitiesisin ar ge partraduel itped heatiure of socioecol

and Rohlfsen, 2010: 241). Further studies have included Hispanics in their race/ethnicity

42



comparison groups to test this eggd evel | er hypothesis (B2.own, O
While in the U.S. socioeconomic status has often been used as a surrogate for race/ethnicity in
some instances (Haas and Rohlfsen, 2010; Whaley, 20@3riadian research the categories of
race and ethnicity have not been used in the same way. Aenwhkey criticisms in the use of
ethnicity or race as proxies of socioeconomic position is that it inappropriately assumes that all
members of a particular ethnic or racial group may all be socioeconomically disadvantaged as
well as disregarding the soeconomic differences of health within an ethnic or racial grouping
(Smith, 2000).

A number of researchercautionagainst this narrow view ofgerelated converging
health statusi-rom an epidemiologic standpointye explanatiorofferedfor why age is iewed
as a leveller of healtbtatusis due tomortality selection biagMcMunn, Nazroo and Breeze,
2008. The relative decline imorbidity may be due to survival effects, which results in a
compositional change of the surviving population (Hoffmann, R0hlotherwords, those who
are socially disadvantagednd todie younger leaving behind stronger survivors resulting in a
narrowed gap between the advantaged and disadvantaged groups in both mortality and morbidity
measures Benzeval, Green, Leyland, 20). As described byHoffmann (2011) the resulting
surviving population is less heterogeneous and results in a downward bias of mortality
differences as the mortality of the socially disadvantaged becomes similar to the more socially
advantagedEarlier stidies which have controlled for mortality selection bias have found that it
has little impact on the convergence of health statuslder age (Beckett, 2000; Kim and
Durden, 2007)

Another explanation cited is the role of welfare state policies in Sadhstrialized
countries such as Ca nesthaocibeboadmic steidaldcage throbgh A di f f
social policy and benefits that favor the elderly population, thereby contributing to some

redistributon between sociag r ou p s 0 ( Ho:if I7anaCiherexplahdtidng are the
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experiences encountered with social stratifying systems experienced at a younger age where the
ii mpact of earlier stratifying and relevant h e
atoldaged of t eayge they statdoadizdngage from the main stratifying social systems
(Hoffmann, 2011; McDonald, 2011).

An important critique of the agasleveller hypothesis is that it assumes that older
populations exist within the same social environments, expossthilar social situations, and in
doing so this ignores the various social and economic circumstances observed between senior
immigrantnewcomers and longerm immigrants who arrived when younger and have aged
place Although this hypothesis has mixegbsults with regards to socioeconomic effects onr age
related health declinéMustard, Derksen, Berthelot, Wolfson and Roos,)%9asproven to not
be a valid hypothesis with respect to ethnicity/race and the declines seen in the health and
functioningof older immigrant groups (Durst, 2005). Part of the reason for this is that it tends to
ignore potential carrpver effects of health experiences at a younger age (i.emigration
experiences). This is an important limitation of much of the esestnal studies that are
conducted on the health of immigrants and why the healthy immigrant effect hypothesis is so
widely adopted: because current health status is the baseline at which subsequent health is
assessed. Recent studies that have examinedaveakitradictory observations with the healthy
immigrant effect among older age groups (Gee, Kobayashi and Prus, 2004; Newbold and Felice,
2009; Kobayashi and Prus, 2012) have suggested that there may be other confounding variables
relating to immigrant sttus that result in the differences in health status between older foreign
born and Canadborn populations. It is perhaps for this reason that studies that examine the
health of immigrant populations tend to explore axes of race and ethnicity as thegadntther
markers of identity such as gender and age. Durst (2005) argues that life experiences and more
subjective, qualitative experiences among diverse older populations equally influence integration,

resettlement and overall health experiences aigagnmigrants. Quantitative empirical studies
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are not able to factor in qualitative experiences which are equally important in determining and
understanding the health of aging immigrants. Although the healthy immigrant effect may be
relevant in immigrantealth research it may require revision, particularly given the growing
diversity of Canadaés ol der population and the
the last few decades have resulted in a greater numbers of visible minorities th&efexe

(Durst, 2005; McDonald, 2011).

Another challenge to the agesleveller hypothesis s is the notion that illness, not age is
the | eveller of healt h. Hof fmannds study on
between income groups were stabtross age but poor health was seen as levelling out mortality
differences (Hoffmann, 2011). In a Canadian study, testing thasdgeeller hypothesis on
health care use, McColl and colleagues (2011) examined the role of disability, a related
determirant of older age. Although research demonstrates that age and disability both are
predictors of increased health care use, often seniors with a disability are more likely at risk for
hospitalization and report higher levels of unmet needs (McColl, Jarsjaocand Shortt, 2010).

The results from their study suggest that seniors attributed their poorer health status to disease or

illness rather than age (McColl, Shortt, Gignac and Lam, 2011).

2.3.4Cumulative Disadvantage or the Matthew Effect

Cumulative disadvantge theory explains that soegwonomic health inequalities will
increaseand persist into older agiue to an earHife of accrued exposures to risk factors and
having poor access to resources (Seabrook and Avison, 2012). This may explain why &t later lif
stages the i mmigrant populationds health tends
some Canadiahorn populations. As described by Prus (2004) secanomic health inequalities
are reflective of disadvantaged soeeiwonomic status stemmingofm differential social
circumstances divided along class lirssa result of the interactio$ material, lifestyle, and

psychosocial factor§p.S416. Cumulative disadvantage, sometimes referred to as the Matthew
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Effect, is premised on the idea thathalgh health tends to decline as one gets plbere are
important individual and socidemographic groups differences tHatther delineates health
outcomes in older age. The Matthew effect as it relates to population and public health stems
fromsoco|l ogi st Robert TEOOMer obaésvgtliod®s é&n t he
initial advantage tends to beget further advantage, and disadvantage further disadvantage, among
individuals and groups through time, creating widening gaps between thogwawdanore and
those whohave | ess o0 ( RThgsnheyymuldiwe leflects ol having a healthier
lifestyle over time for persons of higher socioeconomic status delay or reduce morbidity and
disability in older age, whereas those persons of lower socioeconomic status who experience
earlylife disadvantges have less healthier lifestyleserall (Roos and Mustard, 1997; Prus,
2004).

In the U.S., cumulative disadvantaigeoften used to explain the Blatkhite health gap
often seeracross all age grouggross all social status group# related idea ishie weathering
hypothesis which suggests that health declines faster among those disadvantaged groups as a
result of their accumulated disadvantage across the life camdeavas first hypothesized to
describe the experiences of AfricAmericars who demonsated greater health deficits during
their reproductive stages as a consequence of prolonged disadvantaged with social, economic and
political exclusion (Geronimus 2000; Shuey and Willson, 2008; Taylor, 2008).

In Canadathe relationship between soeconomic variables income and educatioin
with mortality and morbidity has been well documentBdds and Mustard, 1997; Veugelers,
Yip and Kephart, 2001; Roos, Magoon, Gupta, Chateau and Veugelers, QA84)f the earliest
examples was a study condeattby Mustard et a[{1997) on a representatiianitoba sample
incorporating census data, vital statistics and health recbl#se was an inverse association
with mortality and income and education quartile rankiftgey found the greatest concentration

of mortality differentials relating to education and income amtiregyoung and middiage
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group but arang the older age cohort, the only significant relationship found was an inverse
association between education and mortality once income was confoollétbwever, Mustard
and colleagues did not expand their analysis to discuss the role of race, ethnicity or immigrant
status. In Canada, there are few studies that have examinedelege, race and ethnicity in
socioeconomic healtinequalitiesover tre life courseThe use of race and ethnicity as categories
in health research, particularly race, has been a contentious issue, especially in the context of
Canadaods multiculturalist society. Whil e it [
cakegory, as studies from the U.S. have demonstrated that race/ethnicity are sociologically
important because they illustrate the ways in which people are treated and positioned in society
(Wu and Schimmele, 2005).

Generally, the cumulativelisadvantage hyploesis is not common within immigrant
health research. It seems a relevant hypothesis to apply, however, to iraggyant
populationsconsidering that the early stages of resettlement amewty arrived immigrantare
important in determining their social positioning in a new country. Moreover more recent
immigrantsoften require more social resources, such as newcomer services, to enable them to
navica t e their h o st The daeskilling wfdimmigraniss dr enmigrants in
mar ginalized | abour may m&dnonicastandingiamtieii agilitya nt s 6
to accrue certain rewards and benefits as their rhtime counterparts. Whether an individual or
community is able to access resources may iniph certain systemic barriers contribute to
diverging social inequalities that manifest in health inequalities over 8mglfManoux, Ferrie,

Chandola, and Marmot 20D4

2.3.5Buffer Hypothesis or the Stress Process Model

Originatingin social psychologythe buffer hypothesis argues that psychosocial factors
such as social support, ethnic support and social netwotkifiigr the stresghat is often

experiencedduring significant life change events such as resettlement and life as an older
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immigrant in a ne/ country (McDonald, 2011). Migration itself can aestressor and it has been
discussed by a number of researchers that recent immigrants are more likgderience more
emotional problems and mental health issues than their Cartaatiarcounterpart¢Noh and
Avison, 1996; Wu and Hart, 2004). A related concept to the buffering hypothesis is the stress
process paradigm which has its roots in the sociology of mental health (Noh and Avison, 1996).
Within immigrant health research, the resettlement stpggadigm describes how certain
stressors such as unemployment, poverty and lack of access to health services can adversely
affect most people but during the processmafjration and resettlement the likelihood of
experiencing these stresses increase signifly (Beiser, 2005). Both the buffer hypothesis and
the stress process model refer to the role of social support as a protective against health reducing
stress associated with life change. In the case of aging immigrants, social support is especially
important in ameliorating the effects of stress (Wu and Hart, 2004). Anotimeiern among
immigrants inadjusting to life in Canada ismderstanding the cultural norms andiabcontexts
of a new country or coping processesdealing with perceived raai discrimination (Noh and
Kaspar, 2003).

Despite many recent immigrants arriving in good or better health thanGheadian
born counterparts (i.e. the healthy immigrant effect) this health advantage may deteriorate as a
result of acculturativestress Berry and Annis, 1974). Acculturative stresfsen occurs as new
immigrants try to adapt to their new culture. For instance, DeMaio and Kemp point out that
adjusting to life in Canada anlde associated worry about family and the future in a new country
may be considered chronic stressors that may influence health later in life (DeMaio and Kemp,
2010). Occurrences of racism adidcrimination as experienced by immigrants have also been
studied Noh, Beiser, Kaspar, Hou and Rummeh899; Noh and Kaspar, 2Q). Researcton
stress and coping has well established that personal coping strategies adopted by immigrants (and

refugees) may ameliorate the harmswéss (Simich, Beiser and Mawani, 2088nich, Beiser,
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Stewart, and Mwakarimba, 2005) but chmostress may result in a decline in oadirhealth
status.

Social support theories and models have mostly dominated research on stress and health
issues among immigrants groups. However, research on aging immigrant groups or immigrant
seniors inCanada is noas widely studied. There are a few exceptions including a quantitative
study by Wu and Hart (2004) who examine three different measures of social support with data
from the NHPS. There has also been research on specific ethnic groups and the effeds of str
and coping on health and wellbeing, such as Wong and Reker (1985) who compared Anglo
Canadian and Chinese populations on their perceptions of coping and experiences of stress.
Similarly Hwang (2008) explored experiences of agmglace among Chinesand Korean
immigrant seniors and the coping strategies and social networks in which they ern@tupsd
related research on aging immigrants and the stress process model include studies that explore
cultural experiences of depression (Lai, 2000) and mesairlife satisfaction among immigrant
seniors (Lai and McDonald, 1995). Oftenrétique of this approach to immigrant health is that
while this hypothesis describes how the stressigfation and resettlement can be ameliorated or

intensified by psychosocial factors it does little to address the stress itself (McDonald, 2011).

2.4 Health Transitions of an Aging Immigrant: A Question of Age, lliness or
Ethnicity?

As currentresearcton immigrant health has demonstratédmigration is a process that
can be evaluated from laroadbaseddemographic perspective @ personaland subjective
experiencelt is a fact of population growth in Canada and its importance is beyond discussions
of ecoromic and health care policy. Asdgnamic and continuing processmigration has many
direct and indirecimpact on the health of individuals ancbommunities consisting of both
immigrants and neimmigrants. Immigration also has important implicationgesearch among

the foreignborn elderly. While immigration has been discussed as a way to deal with the
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increasingly aging population there are two important consequences of immigration to Canada
with regards to aging. First, while a majority of newly &d immigrants are representative of a
younger workingage cohort many who obtain permanent residency in Canada will eventually
grow old. Second, there are a proportion of immigrants who arrived in Canada at a later age as
sponsored parents of children wéwwived before thefh

Immigration results in a widely diverse aging population and research and policy
dialogue about immigration and aging will necessarily challenge current understandings of aging
demographics in Canada.viFogr ailnosnteaon cweh,i cthh ei sn owtii
in agingresearch (Portet994; McDonald, 1997) mayot be applicabléor a majority of elderly
immigrans where thereis a higher incidence of integenerational familiesand living
arrangenents of immigrant seniordiving in more family settings (Boyd, 1991). Such
arrangements may influenceeasionsaround health and health care which are likely to be
informed by the family values, roles and obligatio@sewal, Bottorff and Hilton, 2005). For
example, ecentstudes suggest immigranthat originally come from countries where the elderly

are often cared for by the family are now living alone (Lai, 2007; Lai and Leonenka)2007

2.4.1Crosscutting Aging and Migration: Theoretical Considerations

Much has been written on the controversia
Avisi bl e oategoides fort health ressarctiigsandjee, Desmeules, Cao, Abdool and
Kazanjian, 20047ang and Browne, 2008; Veenstra, 200hile somehealthreseachers strive
to distinguishthese termspthers havenoted that they are often used interchangeably depending
on the country or discipline of the originating study (Koehn, Neysmith, Kobayashi and Khamisa,

2012) . The concept wab relateddocthe preswhhptioo that-gubupst or i c a |

* Recently, at tha5" National Conference of Metropolis, held March-18, 2013 in Ottawa, discussions
|l eaned heavily on recent changes to Caw&a@difds i mmi g
mi grati on. The fAnewd i mmi gr an twithfleency im £nglsh oo French as y o |
and with advanced degrees from international and/or Canadian universities. (Source:
http://newcanadianmedia.ca/index.php?option=com_k2&view=item&id=4265:chaking-the-bestand
the-brightestfor-canada)
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of the population were genetically or biologically distinct has little credence in most academic
circles. Accordingly a racialized identitefers toa i é ( gof peaplp that have been socially
and politicaly constructaids taisnddtraac(i \ad d ryHt r a, 20009: 53¢
of Araceo in much of the soci al science world
linked to power structures and the hierarchical organization of spo&ion on the basis of
physical features or traits (Brotman, 2003; KgeNeysmith, Kobayashi and Khamisa, 2013).
The term fAvi s ialbdbeen referred tointthe dteratuee sparticularly in Canadian
researchwhich is based on the governmedéfinitonasp e o pl e w homCaacasia infi é
race or noAWhite in colour and who do not report being Aborigingdtatistics Canada, 2009).
The term has also been deemed problematic as categories of race, ethnicity and nationality may
be confounded (daio and Kemp, 2010). In reference to Canada and the role of immigration,
Dyck refers to the term fAvisible minorityo as
demography (Dyck, 2001: 417).

Ethnicity in contrast is an a#hcompassing terrmade in reference to heterogeneous
populations often sharing in similar cultural features. According to Cool (1981) etlracithe
seen as a source of community esteem based on the idea that ethnicity allows for ore to self
identify based on common cufl connections with others to create a sense of belonging or the
establishment of an ethnic community fided on a shared history or common birthplace. While
having an ethnicity can occur among nosible minorities, such as AngiGanadians who are
often seen as the majority, the term ethnicity i
col our 0 ( Br o ttmapurposed thiSresearch, Ftoorwill be using this definition of
ethnicity.

On the topic of immigrant health, outside ofracialized identity, research tends to
characterize ethnicity in a number of ways including broader categories of age of migration, years

since migration, source country or languagesgandjee, Desmeules, Cao, Abdool and Kazanijian,
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2004). A number of remrchers have noted that the migration experience itself should be
conceptualized as a determinant of health (Vissandjee, Desmeules, Cao, Abdool and Kazanjian,
2004). In terms of aging researchprres makesa similar claimwith regardsto social
ger ont ol oigterdstswith irenétional imigration as a determinant of health or a factor in
the aging process (Torres, 2004). She argues this by citing Castles and ROD& who
emphasize that migration cannot be viewed as a singld eva simple process of uprooting and
resettlement. They argue that migration is not as straightforward as an individual deciding to
move from their home country in search of a better life but rather that migration and resettlement
playsitselfoutforh e r est of an i mmi gr ant 6 sKellyiafiddusié Tor r es
(2006) argue that one does not simply begin life as an immigrant but that there are strong
connections to their country of origin that are sustained and even woven intoivhdir |
experiences.

In much of the literature that utilizes largeale data to assess the health and health care
use of immigrant populations, the category of immigrant is applied regardless of ethnicity, race,
country of origin or languages spoken. An limg notion of this generalization of the foreign
born population is that all immigrants are the same and as such, have the same experiences.
Immigrants as a population remain a category with regards to analyses on health care, public
health and social pialy. The label of immigrant in Canada is most often associated with legal
status terminology, referring to a person born in any country outside of Canada and who has
either obtained permanent residence status or become a Canadian citizen. Immigraatgewho h
acquired this status can expect to freely enjoy the same rights and benefits as Canadian born
citizens; however, as Miediema and Tastsogl ou
often an entirely different matter. Although they make specificeer ence t o i mmi gr an

experiences the same premise can be applied for immigrant groups broadly.
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As Miediema and Tastsoglou (2000) argue, t |
and based on the economic and legal processes of political srucod institutions and
therefore is reflective of the many race, class and gender biases that are entrenched within the
dominant culture. As well, label of immigrant versus 4immigrant also result in the discursive
construction of the ethnic or culturather set against notions of what it means to be Canadian
(Dyck, 2001). More commonplace associations with the term immigrant have tended to refer to
people of colour, people who limited English or French language proficiency, who speak those
languages vih an accent, excluding British, American or French accents, or people holding lower
status occupational jobs such as domestic and other migrant workers (Miediema and Tastsoglou,
2000; Vissandjee, Desmeules, Cao, Abdool and Kanzanjian, 2004; Henry an®T@6). These
ideas are perpetuated not only through systemic economic and occupational barriers but also
barriers within the health and social care systems (Lai and Chau, 2007). The diverse backgrounds
of older immigrants, particularly women, with resp to employment, family roles and cultural
expectations can also act to hinder their ability to access health and social services (Dyck,1995),
similarly the social support networks within the family or among friends have been shown to
influence perceptios of illness and actions or behaviours towards healthcare seeking (Cook,
1994). Thus, the label of immigrant should be understood beyond the legal and economic
definitions to the wider social constructions and embodiments of power relations between
minorit y cul tures and the dominant <culture. Viewe
experiences, as well as experiences of health and social care can reveal how cultural identities and
personal narratives r oot edagingrirajectdries. f er enced6 sha
With respect to aging, research has been slower to address the role of race and/or
ethnicity with experiences of aging in a posgration context. Literature on the intersections of
aging and migration remains a specialized intereishin the broader discipline of social

gerontology. A number of potential séiblds that explore radethnicity and aging have
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developed fromvarious disciplines. For instance craggtural gerontology which is rooted in
anthropology seeks to exploreva different cultures view and understand the process of aging as
well as how these influence how one ages as well (Torres, 2011)Jotitveal of CrossCultural
Gerontology an international peeeviewed journal first published in 1986 by Springer, exgla

that the field is timely and appropriate as the world has become increasingly multicultural with
many Western and néiWestern societies greying on a grand scale (Springer, 2013). Other
branches of social gerontology concerning culture, race and ¢yharel the related fields of
minority gerontology ané@thnogerontology. Minority gerontology or minority aging was thought

to originate in the U.S. in response to growing diversity that occurred with immigration and it was
during the 1980s when ethnogermogy first arrived as a field although minority aging still
exists as a generibel (Crewe, 2004).

As a Western pursuit, ethnogerontology was first referred to by Dr. Jacqueline Jackson, a
term thought to be more acceptable as it does not conjure gathe stereotypical images as the
term nior i tyo ( Crthewneost patttthhés4emained eBlatively underdeveloped
field in terms of thery (McDonald, 2011; Torres; 2011; Koehn, Neysmith, Kobayashi and
Khamisa, 2012). Asioted by a number afocial gerontologists the field as a whole has been
criticized for being atheoretical with an emphasis on informing health promotion and health care
activities rather than contributing to a wider body of knowledge of the impact of race and
ethnicity on agig. Torres outlines the current developments or rather comments on the sluggish
developments in ethnogerontology and refers to the double jeopardy hypothesis @3 age
leveller as the two most prominent theoretical perspectives in ethnogerontologigalbstud
neither have been cemented as keystone theories given the difficulty to test them empirically
(Torres, 2011). Evein Canadian research, there is less engagement with ethnogerontology as a

branch of social gerontology. The challenges of a largelyeudedeloped theory in
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et hnogerontology may be due to the inconsi
Acul tureo.

The profusion of studies in social gerontology, some situated in ethnogerontology, in
Canada is certainly noteworthy but they oftemain disengaged from one another and from a
broader theory engaging age and ethnicity. Koehral. comment that despite the overall
proliferation of studies on aging in Canada it has done so in a society that undervalues older age
in the way other socits do not (2012). Similarly, invocations of a sick immigrant discourse or
antrimmigration sentiments amid a declining economy, low natural birth rate, an increasingly
aging population and immigrant policy restructuring have hindered developments inramimig
health research.

Sandrarorres(2004)in particular,calls upon ethnogerontology fitl in the research and
theoretical gaps withirsocial gerontologywith respect to aging immigrants. In much of her
research on aging and the migrant experienceaighees that the immigration experience has rich
potentiality in reframing current views on the processes of successful aging. The uniqueness as
well as theubiquitous nature of the aging immigrant experience in this age of globalization makes
it a valuabk source in understanding the context and strategies in which people strive to age

successfully (Torres, 2004).

2.4.2Research on Aging Immigrant Populationsn Canada

Figure 21 illustrates the concept of successful aging in accordance with Rowe and Kahn,
wherby improved psychological adaption to the often negative aspects of aging can delay the

physical and mental declines as one ages:
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Figure 2- 1. Diagrammatic Representation of Successful Aging (Rowe and Kahn, 1998)

Rowe and Kahn describe three main components to successful aging which include
having a low probability of disease and disability, having a high cognitive and physical
functionality and an active involvement or engagement in life (Rowe and Kahn, 1997).
Accordingly, while being diseadeee and maintaining high cognitive and physical functional
capacity are paramount to aging well, being actively engaged with society is characteristic of
successful aging. The concept of successful aging differs from theptasicactive aging in its
tendency towards a persoantred focus on the engagement with society in older age or old age
as a lifestyle, as argued by Katz (2013). Critiques on the concept of successful aging argue that
the aging process is viewed as detigistic and unrealistically implies an outcome, in terms of a
culmination or overlapping of all components outlined by Rowe and Kahn, that very few
individuals can actually achieve (Bowling and Dieppe, 2005; Hank, 2011). In a number of studies
that compaed lay views of aging, both qualitative narratives of aging to rankings imagetf
health, to more theoretical definitions of successful aging found that while many older adults may

consider themselves to be successfully aging, they were not necedisadiye or disabilitfree
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(Strawbridge, Wallhagen and Cohen, 2002; Bowling and Dieppe, 2005; Hank, 2011; Romo et al.,
2013). Many of these studies reflect the empirical challenge of defining the aging process. More
specifically, studies have noted thatilg concepts of positive aging have a number of theoretical
and conceptual bases that define the aging process, more subjective accounts of aging or how an
older persons view positive aging in their own personal lives and concepts of aging may be
different (Tate, Lah and Cuddy, 2003; Phelan, Anderson, Lacroix and Larson, 2004; Romo et al.,
2013).

While the successful aging concept assumes that one should engage in an involved
lifestyle in order to age well, it does so without considering the means otioosdn which one
is capable or aging fully. Active aging as a model for positive aging have a number of concepts
similar to successful aging, with the one exception that there is also a focus on active
improvement on the environments and opportunitias éhcourage and support active aging, one
that is guided by a population health approach (Paul, Ribeiro and Teixeira, 2012). The World
Heal th Organization defines active aging as
participation,andseur i ty in order to enhance quality
The component of improved quality of life is also a key difference between successful aging and
active aging concepts, with the explicit goal of developing aging policy that sanfdtealth
promotion initiatives through health and social policy designed to support older adults. Within
this framework, strategies for positive aging are often linked with policy initiatives, for example,
Ont ariobds Aging at Hah wvas inplemeatéddngpart to nedpdnd ta the v e
aging population that is expected to increase the next few decades.

There are only a few studies that have attempted to examiimeatib status and health
care patterns of the broader aging immigrant populaicd fewer have considered active aging
or successful aging outcomes among them. The results from these studies are incongruent with

what is already well known about the health of immigrants in general. This is especially true with
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the widely cited healthimmigrant effect. This phenomenon is well known in immigrant health

research although the underlying causes that have been accounted gatténis of health vary

widely. As indicated previously, there are few studies that have assessed this hyEotirgj

an older population Gee, Kobayashi and Prus, 2004; Newbold and Filice, 2006; Kobayashi and

Prus, 2012). In faah some studies on the health of immigrants, older cohorts are lost or diluted

in analysis. For instance, many studies that have téstekealthy immigraneffect using large

scale crossectional survey data often excluded oldge cohorts. In their analysidcDonald

and Kennedy (2004) excluded respondents over the age of 65 in order to eliminate

fihetereogeniety in health outcomes bydbbad age groupo (p.1615) . Si

whosestudy found health declines in as little as two years of first arrival combined individuals in

middle age and later into a single category with the oldest age cohort representing immigrants 45

years and older. In a similar fashionpree researcherdo notdistinguish between two major

groupings of immigrants: i) those immigrants (and refugees) who have aged while in Canada and,

i) those immigrants who arrived as senio@urrent understandings ofignation, aging and

health among Canadads i mmigrants are best repr
Despite numerous studies on the health of the general immigrant population in Canada as

well as research dedicated to the general older population thdeeksd research that addresses

both these aspects within the broader population. Perhapweéneabsence of older and aging

immigrants within the broader immigrant health research stems from theusedef largescale

studies on immigrant populations,ons t of which ignore the divers

groups. Much of the research addressing aging immigrants in Canada has focasgbafic

ethnocultural community itselfiwhile there are numerous studies researching the health of

specific ethniggroups in many settings across Canada, the range of health and health care related

topics have also been broad and diverse. Adding to this complex body of literature on aging
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immigrants in Canada has been the varied use of theoretical and methodologicaklags
crossing over from multiple fields and disciplines.

Health care research on aging immigrants can be divided into two broad categories. The
first category includes those studies that examine the ways in which the health care system
imposes barrier to a racially and ethnically diverse population and explores the challenges of
providing culturally competent and sensitive care to these underserviced communities. The other
category of research consist of studies that take a more population heatiacapfr health
which seeks to examine factors that influence health unrelated to medical inputs and utilization
(McDonald and Kennedy, 2004). In ttapproach, the interest is in exploring the more social and
cultural factors of health amorigymigrants andaging minorities and how these influence the
ways in which they experience health care services (Masi and Disman, 1994). Withitwthese
broad categories of research on aging immigrants studies on ChirteSewth Asian immigrants
have dominated much othe both quantitative and qualitative health research on aging

immigrants (Koehn, Neysmith, Kobayashi and Khamisa, 2012).

2.5Research on Aging Ethneultural Groups in Canada

2.5.1Aging Chinese Canadians

In terms of health care utilization of older Chinese indta) esearch has ranged from
general use of the health care system (Chappell and Lai, 1998), the barriers to health care services
(Lai and Chau2007a; Lai and Chau, 2007b), use of annual physical examinations (Lai and
Kalyniak, 2005); usef home caresavices (Lai, 2004); dental care use (Lai and Hui, 2007) and
even use of traditional Chinese medicine #retapies (Lai and Chappell, 2007). Thees also
been research on various aspects of the role of Chinese culture and ethnicity on health, including
examining thenfluence of cultural health beliefs (Lai and Surood, 2009), the impact of cultural
factors on health status (Lai, Tsang, Chappell,dral Chau, 2007), the effeaf ethnic identity

on the welbeing of aging foreigiborn Chinese (Gee, 1999) agll as its role in the access to
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services andare (Lai, 2012). The culturakpect of filial piety among Chinese elders in Canada
and the camgving practices while living away from their homeland has also been studied
(Chappell and Kusch, 2007).

In the geographies of aging Chinese living in Canada, topics rangegtfedenred living
arrangements (Lai, 2005) who were either living alone (Ldilsepnenko, 20d3) or living with
children (Pacey, 2002); thelationshps between living arrangements and quabtylife (Gee,
2000) as wll asto theirgeneral health and wdbeing (Lai, 2004; Chow, 2010), to the intention
to use longerm care facities (Lai, 2004). Most recently, the size of the ethnic community
related to health has been explored, which suggests that within group dynamics and settlement
patterns of immigrant groups need to be considered to understand health disparities among aging
immigrants (Chau and Lai, 2010). Momecently Zhou (2012) explored the contexts of
immigration and transnationalism regarding elderly caregiving arrangements in Chinese
immigrant families and how examining these experiences extends the conversation @nag

ethnicity by rethinking the aging process in an era of global aging.

2.5.2Aging South Asian Canadians

South Asians represent the second largest visible minority group in Canada (Tran,
Kaddatz and Allard, 2005). Although not as vast as research ons€hpopulations studies on
aging South Asian groups has also dominated much of the literature in ethnogerontology. For
instance, Ollifee et a(2007) have explored | der |y mends i mmi gration ex
their perceptions of health and ils® Ollifee and colleagues explored identities of masculinities
as they are shaped by their hegithctices (Oliffe,Grewal Bottorff, Luke and Toor, 2007) as
well as how they connect cultural ideas of health and exercise in-mjgpationcontext(Oliffe,
Grewal, Bottorff, Hislop, Phillips, Dhesi, and Kang, 2010}her research explored preses of
immigration and resettlement experiences and discussed the associated sense of loss and lack of

social support among older women leading to lonelinessdapcession (Choudhry, 200Dai
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and Surood (2008) also explore predictors of depression among Canadian South Asian
immigrants. With respect to health care utilization, research on South Asian populations have
studied the role of barriers to health carehealth status and health seeking behaviours (Lai and
Surood,2010; Lai and Swod, 2013), including the role of cultural factors on health care use
(Surood and Lai, 2010). The housing and living arrangements of aging South Asians have also

been studied (§§, Northcott and AbidLaban, 2007).

2.5.30ther Aging Ethnocultural Groups in Canada

While the Chinese and South Asian elderly populations are well represented in Canadian
research, studies on the aging experiences of other immigrant groups are sparse and disparate.
They are often found in disciplines outside of gerontology with waahging research foci and
adopting a wide variety of methodologies and theoretical framewBdtsinstance Shemirani
and OO6 Co n osedsemstudibed Jnterviewing to explore the personal stories shared by
Iranian women who immigrated to Canada at a later age. Their qualitative study which utilized a
phenomenologicahermeneutic approach examined the narratives and lived experiehces
Iranian women as #y considered aging in Canadédough their sample was small (five) the
authors noted how the women spoke of aging while connecting to their experighces
immigration and resettlement. In a similar study on aging experiences istaigoation
context, Lagaé Charmarkeh and Grandena (2012) ufeuis groups to examinde views of
Somali immigrants living in Ottawa. They also explored the ig&rerational and crossiltural
aspects with the challenges of ag(h@ga@, Charmarketand Grandena, 2012). Hwang (2008)
studied agingn-place among Chinese and Korean seniors. Drawing from-stemdiured
interviews group comparisons between these two groups in British Columbia were based on
characteristics around housing, neighbourh@w community and use of local housing

amenities.
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Van Dijk (2004) applied the sociological theory of cultural continuity to describe the
important role of religion and ethnicity of Dutch immigrants in providing and maintaining social
support and ties witbther seniors sharing the same ethnic background. Using survey data, van
Dijk concludes that many ethnic or minority seniors may benefit from-iemg homes that are
developed around their specific cultural and religious ne@tieerethnoculturalspecifc research
around health and aging includes intergenerational support structures among Japanese and
Japanes€anadian families (Kobayashi, 2000), around obligation (Kobayashi and Funk, 2010)
and choice in filial care work (Funk and Kobayashi, 2009).

Howe\er, despite the sloprogress in developing research in the area of health in later
life among immigrants, there is still a significant gap in the knowledge and literattine aie
of ethnicity and otherculturally-specific factors in the context of hkl and aging among
Canadads i mmi gHealth tesegrahgrsustudying race and ethnicity argue that there
needs tde more focus on disaggregated immigrant data in order to truly understand and explore
health differences within the ethnic andibie minority ethnic groups (Rodney and Copeland,

2009; LeBrun and Shi, 2012).

2.6 Research on Filipino Immigrants

There is a surprising lack of health research on Filipino immigrants to Canada. This gap
in health research literature is especially astouniinge considers that since the 1981 Census,
the Philippines has been among the top five source countries for immigrants to Canada,
occupying the third spot in the 2001 and 2006 Cens{Sesi, Tran and Maheaux, 2007)n
2010 and 2011, a large proportionf Canadad per manent residents
which topped the list of all source countries for permanent residency. Temporary foreign workers,
in comparison, were silxtamong all source countries fthhe same year (Citizenship and
Immigration Canada, 2012)Notwithstanding the lack of health research on Filipinos in Canada
much has been written about the social, economic, labour and spaitaxts of Filipino
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migration to Canaddl he migration trends of skillednurses)and unskilledcaregivers) migrant
workers dominate much of the literature Filipino immigrantsFilipino migration in Canada has
often been characterized under the historical labour demands of Canakasapersisted a&
casestudy for understanding class and thieation of transnational spaces (Kelly, 2012). For
instance Kelly and Lusis (2006) used PielBeco ur di eud s hfrarbeivarku fr a s
understanding the value assigned to economic, saeidlcultural forms of capitln describing

the transnational expences of Filipino immigrants.

2.6.1Filipino Migration to Canada

Filipinos are a relatively recent immigrant group in the history of migration in Canada.
Prior to the 1970s they represented a very small proportion of immigrants entering Canada,
mostly recruitd to fulfill labour shortages in health care although they were also recruited as
teachers and garmemtorkers (Velasco, 2002; Kelly, 2006). Unddére Marcos martial law
declared in 1972, an i mp o ecornmmid policyovarsptioexpatrot t o
labour namely & overseas contract workers with North America as a popular destination (Kelly,
2006). In referencao Philippine migration,Gardiner Barber(2013 offers the idea that
imi gration engages | ocal a nld and) mabile attachrmemta e s
placeéo (p.41). Dubbed fAnational heroeso by
represent the epitome of flexible labour migration with foreign remittances supporting the
Philippines economy a product of globi&ation andtransnationalism (Stiell and England, 1997,
San Juan Jr., 2000; Rodrigues, 2002; Velasco, Ra@2amurthy, 2003).

In the 1980s and1990s many Filipino women arrived in Canada as domestic workers
under the Foreign Domestic MovemdmDM) Program, nowcurrently the Live-In Caregiver

(LIC) Program (Velasco, 2002)The FDM program (1981992) was established which

> While the fows of this research is not solely on domestic worlieis reasonable to consider that a
number of currently aging Filipinos came through Liee-In Caregiver or the previously nam&DM
63

t

t

"y

a

h



recognized the prior abuses and exploitation experienced by migrant caregivers which denied
them citizenship and a host of socialperomic and political rights. During this time most of the
immigrants who arrived through domestic worker migration were women of colour and were
unable to receive permanent residency. As well their low wages prevented them from achieving
the minimum econmic independency based in immigratioriteria (Khan, 2006)With the
development of the LIC program formed in 1992, conditional permanent residency status was
now afforded to migrant workers. A number of researchers, however, doubt the promise of
permanenresidency as the LIC program also devised tougher barriers for entry such as strict
education and othetraining criteria (Stasiulis and Bakan, 1997). Withore welteducated
migrant workers entering through the LIC intields of domestic labouconsideed by the
government as unskilled, it resulted in the overall deskilling of many migrant workers, including
a majority of Filipinos. In fact, a very large proportion of migrant workers through thelhive
Caregiver program in 1993 to 2003 were from thdlifftines and overwhelmingly women
(Kelly, Park, deLeon and Priest, 2011).

Much of the emphasis has been reflective of their role in the globalized economy which
have also shaped the way in whklipinos are perceived in Canada as well as idefaityation
and transformation (Kelly and Lusis, 2006; Gardiner Barber, 2008). As McElhinney and
colleagues (2002offer in thefirst chapter of a recently published book on Filipinos in Canada,
most of the circumstances written on the Filipino populatiomehbeen very specific to
stereotyped notions of the Filipino immigrant as a nurse or health care aide, daegiver or

troubled youth. As reflected in the titlélipinos in Canada: Disturbing Invisibilitgther aspects

program.Although research on Filipino domestic workers dominatesiof the Canadian literature on
Philippine migration, another predominant research focus has been on Filipino nurses as is the case of the
foreign migration nurses, mostly Filipino, in the 1960s and 1970s and the current deskilling of nurses as
health cae aides.
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and experiences of Filipinowing in Canada have been ignored aeohain invisible({Colomaet
al, 2012).

In a study that explored thelationships between immigrant care givers and older adults
receiving home and loAgrm care Bourgeault et al. (2010) interviewed both care woddats
residents/patients about their perceptions of care. When speaking with older adults the authors
noted that when references were made to care workers from the Philippines they would generalize
their comments about the personality traits and qualityaoé.cincluded in their paper were
guotes that referred to an fethnicizedd sense
better equi pped to <care for t he e Balrgeadlty or F
Atanackovic, Rashid and Parpi2010: 110). Althoughhis study is important for its discussion
on the challenges of elderly care in times of labour shortages and high migration of care workers
from the Caribbean or the Philippines, it does inadvertently reveal the persistent perckite
Filipino immigrant, particularly women, as nurturing and obedietite ideal domestic worker
(Khan, 2006).

Gardiner Barber (2008), iparticular,discusses how Filipino migrant flowghe migrant
worker experience and the struggpeadapt to th changes in the immigration and labpoficies
of Canadacreates new class identities asubjectivities among Filipino immigrants. As with
other research on Philippine migration, a lot of the focus tends to the gendered, racialized and
deskilling pattens of Filipino migration and the capacity for Filipino immigrants to adapt or
conform to the desired characteristics of the ideal immigrant, a process Gardiner Barber refers to
as fiperformances (@Q00Buber di2B 8¢t i. o P Klann (200%) t he
explains, is the strong preference of Canadian employers and recruitment agencies for Filipino
caregivers over other countries based on enduring stereotypes of Filipino women as mentioned
above in addition t oexporhpolicyPand theiuge pfiforeign remittantces 6 s | a

to fuel the economyPratt (1997) discusses theereotypical images and racialized differences of
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the Filipinsf’ nanny and the British nanny in conversations with nanny agents in Vancouver. As
Pratt encounteredBritish nannies were perceived as professionals and Filipino hannies were seen
as servants. Similarly, in response to limited labour and housing opportunities, other researchers
have noted similar traits of flexibility and resiliency to characterize piild immigrants to
Canada (Thomas, 2011).

Harelletalnot e t hat Canadiansd® favourable attit
the type of immigrant admitted and the context in which immigrants inteditatel(, Soroka and
lyengar, 2011)In effect by characterizing the process of immigration as a sole meamsaiing
labour demands immigrants are sorted into lab&ldesirable and undesirahbil@migrans. For
both the Philippines and Canada, Filipinos may represent theimesdgrant but a closelook
reveals more about the character of Filipinos as flexible and adaptable inraigragion setting.

As argued by Gardiner Barber, the concept ofidal immigrantignores all notion oagencyof

the Philippine migrant with research on Filipino immigrants, particularly caregivers, who are
portrayed asvictims (Gardiner Barber, 2008). The reasons rugration are so varied and
complex both in the decisions to migrate and the desire to maintainections with the

Philippines.

2.6.2Geographies of Filipinolmmigrants

The Philippines have been referred to as a country of emigration (Castles, 1998).
terms of the migrant flowand settlemenpatterns ofFilipinos in Canada, they havlad

distinctive patterns of entryesultingin a dispersed pattern of settlement actbescountry One

6My preference for choosi ng tHilipinaf éasdi Bri ntyiregading ofa wo me n 0

number of accounts on the shift of meaning. Barber (2002) in her chapter ebtitteshging Power in

Philippine Migration: the Janus Effediscusses howilipina is now associated with negative connotations

with paid domestic labour. Other researchers, such as Lynn Farrales (1999) have documented the

objections she encountered among her sample of young Filipino women in Cana@di Women

Living in Canada: Constructing Meanings of Body, Food and He#ifipina is a resisted term because as

some women explained to Farrales it is synonymous with a maid or had derogatory meanings. For more

further discussi on(1989Froin ReégsterdsldNurse todRegsterediNaray: Digcursive

Geographies of Filipina Domestic Workers in_Vancouver, Buhich describes the discursive

constructions oFilipinaand how it shapes the Filipino womends mi
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aspect of migration settlement has been the level of racial segregation between a racialized group
andthe White majority. The level of racial segregation of an immiggroup indicates how well
or how poorly that group has integrated into mainstream society (Balakrishnan, Ravanera and
Abada, 2005). Darden and Kamel explain that racial segregation as a measurement, called the
index of dissimilarity, determines the sjph unevenness in the distribution of population-sub
groups. For their study, Darden and Kamel (2004/5) measured the level of racial segregation of
Filipinos in the Toronto Census Metropolitan Area (CMA) noting that Filipinos tend not to
encounter more s@us issues in integration following migration due to a number of factors
including their knowledge of the English language, Western culture and democratic ideals.
Among the ten racialized groups included in their study Filipinos were the fourth lessjated
group (Darden and Kamel, 2004/5). Only Aboriginspanese and Black Canadians were less
segregated than Filipinos when compared against a White Canadian majority.

Other studies on spatial concentration of racialized groups have noted thatatiomity
Canada from less developed countries results in a chain migration where new immigrants tend to
settle where sponsoring immigrants alreadgide (Balakrishnan, Ravanera and Abada, 2005).
The assumption behind racial segregation and societal atimgrimplies that more isolated
groups are less engaged or do not participate fully in the housing and labour masiatgaA
studyto the Darden and Kamel study which measuggatial concentration and segregation of
Filipino groupswas extended to»simajor Canadian cities. Balakrishnan and colleadaerd
that while Filipinoimmigrants tended to settle in larger cities, they do not follow any settlement
pattern and their dispersion is not generalizeable across all cities in Canada (Balakrishnan,
Ravanera and Abada, 2005). They ntitat because of Filipinos overrepresentation in the health
care and service sectors that they are likely to reside in cities where the greatest employment

opportunities reside.
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Racial segregation @patial concentration @asures are often used to test the success of
Canadadés Multiculturalism Policy (Darden and
Abada, 2005). Bauder and Sharpe explain that ethmice nt i ti es i n Canadads u
changing and spatially cangent. In their study comparing visibiginority grous and various
measures of racial segregation am@g@nadadés maj or gateway <cities
Vancouven)t her e were no distinct settl ement patter
levels of segregation, using the dissimilarity index as Darden and Kamel do, varied where in
Montreal segregation measures were the highest but moderate in Toronto and Vancouver (Bauder
and Sharpe, 2002).

In addition to Filipino re-settlementand racial segregion studiespother researclas
explored transportation and housing behavideesinstance, Thomas (2011) whia examining
the transportation and housing choices of Filipinos living in Toronto magesficreference to
immigration and integration parnsof Filipinoss. Thomas notes that despit
English proficiency and higher educational attainment, they still struggle to find employment
commensurate with their skills, which limits their transportation and howsioiges. This gh
argues isindicative of the general problems faced by immigrants in the country as a whole
(Thomas, 2011: 17). As Bauder and Sharpe (2002) thate the spatial patterns of visible
mi norities are strongly i nfl uencreunstahcgs chousi n
immigration, federahnd provincial settlement policies, geographical and historical situations of
the city all shape the residenti al patterns of

Despite most of thdiscussion on Filipino labour falling into categories of nurses or live
in caregiver, one exception was a study by Wang and Sangalang (200%xamned the
workplace experiences of Filipino migranResearch has indicated that employment is related to
health which has also bedemonstrated amorignmigrantpopulations Dean and Wilson, 2009).

In particular, employment with favourable work conditions, which includes job satisfaction, has
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been known to influence health positivelyayis, Mustard, Payne drFarrant, 200/l Assuming

the premise that recent migration can be a stressful event as a result of having to leave behind
established social networks the authors observe the indidieltedldeterminant of social support

as it relates to job satisfactioRilipinos tended to find social support among their immigrant
peers rather than from Canadiaorn workers and managemghowever Wang and Sangalang
found that there was some indication that Canad@n support may be more positively
correlated withjob satisfaction. It should be noted thiis particular sample of Filipinos
consisted of mostly blueollar workers who were employed in assembly line jobs from a variety
of industries and which may not be reflective of the overall labour patternsipin&sl in
Canada. As such this studyay have discounteHilipinos in health care, caregiving or other
service industrie§ sectors that most other research on Filipinos has discussed exclusively
Although this study did not make direct references to hetie authors note that increasing

social support and employee interaction is important for job satisfaction and a work adjustment.

2.6.3Research on the Health of Aging Filipino Immigrants

One of the more seminal works on Philippine migration to Canadadslkavaritten by

Anita Beltran Chen (1998) entitlderom Sunbelt to Snowbelt: Filipinos in Canadacollection

of conference papers which discusses the history of Filipino migration in numerous communities
across Canada. She reasons that the changingdsmiographics of the Filipino population in
Canada is the result of Canadads i mmigration
economic needs of the country and provisions for family reunification. As a result of the
immigration policy of 1976d ur i ng t he | ate 1970s well i nto th
large numbers of older Filipinos arriving to join their adult children who had already settled and
established their lives in Canada (Chen, 1998).

Overall, the senior Filipino populatioim Canada is relatively young compared to the

overall senior population. Using 2001 census data to report on the profile of Filipinos in Canada,
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Lindsay (2007) found that Filipino seniors aged 65 and older represented less than six percent of
the total Fipino community compared to the rest of Canada where the senior population
represented 12 percent of the total population. Notably the proportion of Filipinos in Canada
representing midge adults, (i.e., 45 to 64 years) was reported to be less thanr@htpe
(Lindsay, 2007). To date this has been the only account of the older age group composition of
Filipino immigrants in Canada. As these data are over ten years old it would be reasonable to
assume that a sizeable proportion of the Filipino populatiemaw starting to reach miénd

laterlife ages.

Most recently ethnicity data from the 2011 National Household Survey (NHS) have
reported that the Philippines was the leading country of birth among people who had immigrated
to Canada between 2006 andL2pwith 152,300 newcomers reporting that they were born in the
Philippines, which was 13.1 percent of all newcomers (Statistics Canada, 2013). The age
structure of Filipinos in Canada has shifted since the 2001 census. Based on calculations from the
datatables available for the 2011 HNS, the percentage of Filipinos aged 65 years and older was
eight percent of the total Filipino population (including all Filipinos with or without Canadian
citizenship) in Canada, which is a small increase from the repont2001 census data (Lindsay,
2011). The percentage of miife Filipinos, aged 45 to 64, was found to be 32 percent for all
Filipinos in Canada, which also represents an increase from 2001 census data. Of those eleven
percent were representative of the-penior age cohort group.

In Figure 11 it shows the percentage of seniors andspereors for the Toronto CMA
and Ontario based on 2011 NHS data, which are both slightly higher than the percentage of
Filipino seniors and preeniors for all of Canada. Breakdown of the senior age group cohorts is
not available as the NHS combines all-old (75 to 84 years) and the vewid (85 years and

older) seniors but these figure demonstrate that the number of Filipino seniors have grown in the
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last decade, thath¢ need to study this undessearched population is timely and greatly

important.

=
o
|

X cp @8
m 55 to 64 years

Percentage of Latelife Filipinos

Toronto CMA Ontario

Figure 2-2: Percentage of latdife Filipinos within the total Filipino population in the Toronto
CMA (N= 185, 085)and in OntaridN= 218, 660)Statistics Canada, 2013)

Compared to the wealth of research that can be found on the health of Chinese and South
Asian seniors the dearth of research on Filipino seniors is conspicuous and not reflective of their
increasingly demographic and culturepresentation over the last five decades. In searching for
any studies or papers that addressed the health of the Filipino immigrant population in Canada,
the only one that was founwas a study by Farrales and Chapman (1999). €kplpored cultural
meanimgs of food in connection to body perception and health among a young group of women
ranging in age from 19 to 30 years. In particular they were interested in how Filipino women
living in Vancouver dealt with body image issues and their relationships watd &mid
conflicting Canadian and Filipino meanings of body (thinness versus fatness) and diet (restricting
fatty foods and rice versus freely eating fatty foods and rice), as well as differing cultural

perceptions about health. Although, this study isretdted to the issue of aging, it does offer
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some insight into how Filipino immigrants think about their health in a-pagtation context
and the tensions in acculturating mainstream society and holding to Filipino tradition (i.e.,
dietary practiceand perceptions of female body image).

In another study, Pasco and colleagues (2004) expltredrole of culture in the
perceptions of care in a hospital setting. Also not entirely focused on an elderly group, with
participants ranging in age from 33 86 years they examined patignbvider relationships of
Filipino patients and nurses in a Canadian hospital where they examined the culturally distinct
ways in which Filipino patients perceived of their caregivers. Petsabwere also interested in
the various ways that Filipino patients communicated their needs and concerns to nurses based on
the degree to which they felt that nurses wer
Pascoeet al.study provides some insight into the cultural aspettie Filipino community with
regards to their health care needs but offers little in terms the relational power dynamics in
intercultural patienprovider relationships. In a similar study on First Nations patients and their
interactions with nurses ia hospitalsetting, Browne (2007) noted that the patieravider
relationships were not only shaped by cultural characteristics and perceptions of First Nation
patients themselves but were also the result
their patients. Browne discusses the relationship dynamics in terms of four themes which include
cul tur al di fferences, construction of t he nOt |
practice and response to patients (Browne, 2007).

The studie by Pasceet al and Browne are part of a growing inter@stcultural and
ethnic identity within clinical settings in a pluralistic society like Canada. Concerned with issues
of marginalization and systemic discrimination among ethnic groups and tlificaigrrole they
play in poorhealth, there have been a number of studies that have explored issues of cultural
sensitivity training Majumdar, Browne, Roberts and Carpio, 20@t)itural othering and self

identity in health care research (Dyck, 2001)d aacial/ethnic matching in patieptovider
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relationships (Vissandjée, Weinfeld, Dupéré and Abdool, 2001). Alongsithereasing concern
about the lack of cultural sensitivitynd awarenes#n clinical care practicesviewed as
contributing to poor health status and poor he
visible minority groupsthere is also concern about the lack of data on race and ethnicity in public
health and biomedical research (Rodney and Copel®@®)2This is especially true of research
on Filipinos in Canada and even more so on aging Filipinos in Canada.
Much of the research on the heattholder Filipino immigrants can be found in the
United Stateslt was not until after World War Il when Phipine migration to Canada and the
US was first recorded and a greater percentage of Filipinos as a total of the immigrant population
opted to settle in the US. In a report compiling data from the Canadian and US census, Darden
reported on the migrationands of Filipinos to Canada and the US u$éwvglof incorporationas
a measure of Filipino integration and host society acceptance and tolerance. Using an index of
dissimilarity and simple ratios Darden compared the levels of incorporation betweenothe tw
migrant groups oFi | i pi nos in similar societieraciallas bei |
societies with a history of racial/ethnic discrimination againstwbite, noOREur opean gr oup
Additionally, he used socioeconomic indicators of occupatiorajuality, poverty, and median
income to compare the groups and concluded that Filipinos in the US had greater levels of
incorporation and socioeconomic equality compared to Filipinos in Canada (Darden, 2009).
Historically, the US has had a larger numbérFilipino immigrants settle for a longer
period of time than Canada and as such most of the research reported here on aging Filipino
immigrants and health has come from the US. One of the earliest comprehensive studies to
examine the health of FilipinBmericans was by Anderson (1981). At the time the paper was
published it was estimated that the Filipino immigrant population would reach the 1 million mark
and become the largest AsiAmerican minority group in the US. In this paper, he not only

providesa survey of the common health problems of Filipinos but he also discusses the culturally
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informed notions of health and illness (Anderson, 1981). Anderson emphasizes that clinicians
should considered the sociocultural aspects of Filipinos lives to bécabégter understand and
treat Filipino patients.

On the health of senior Filipinos ithe US, DiPasquakB®avis and Hopkins (1997)
provided a descriptive analysis thie health behaviouradopted byFilipino immigrantsaged 55
years and olderin this study, the researchers looked at specific health behaviours relating to
lifestyle factors such as diet, physical exercise, alcohol consumption, smoking behaviours and
attitudes on healttA strong theme in their analysis was that many seniors attridue@dhiealthy
behaviours as being common to their culture despite the suggestion that among immigrant
populations older cultural patterns eventually give way to newly adopted behaviours.
Other studies that examined how older Filipinos perceived andnaeliged their health and
health care needs includes a stugly Becker (2003a) and hatiscussion on the cultural
expressions of later life (47 to 97 years of age) Filipino immigrants in how they manage chronic
illness. In particular, Becker identifies thanse cultural concept of maintaining balance in the
body or timbangthat Anderson also refers to as an indigenous comddfilipino perceptions of
health and illness. An example of this concept of balance is changing climates from the hot
weather in the Rlippines to colder temperatures in North America. Anderson expkains
imbalance in temperatures suchfies a pi d s hiffrtosm tehooetddiksd lllnesg and
di sorder so ( And e ordep to remaih fealthyone 8nlishmaintainla fiwarm"
condition in thebody.

Becker has also contributed to other studies on the migration experiences of aging
Filipino Americans. In particular, Becket al.describe the decisions and motivations for fater
life migration of aging Filipino men who servad World War Il with the U.S. military. With the
Immigration Act of 1990 allowing WWII veterans to obtain American citizenship, the U.S. saw

large numbers of Filipinos migrating to their country (Becker, Beyene and Canalita, 2000).
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Becker (2002) also expled the decisions of death and dying in a second homeland of Filipino
Americans (aged 59 to 97 years). Included in her study were Cambodian Americans although
Filipinos made up the majority of the sample. She incorporated used a cultural phenomenological
theoretical perspective to connect ideas about bodily awareness to death and dying decisions. For
example, a portion of her sample were WWII veterans who connected their bodily experiences
with war in discussions around death and future plans and arrartgefoemwhen they do die
(Becker, 2002). Iraddition to cultural phenomenology as a theory and methodology she also
brought in conceptsuch as transnationality, place, ethnic iderdityl continuity to explore the
guestion ofmigration and death with theotly as a locus for these constructs.

In terms of studies on thdirectrelationship between health and plaseong Filipinos
Becker (2003b) agaiturns to Filipinosin the USto discuss the meaningf place for older
Filipinos living in an inner city. In her overall study she looks at three older immigrant groups
which including Latinos, Cambodian Americans as well as Filiginwericans. She explores how
older people cope with a chronic illness ag patheir daily lives. Through qualitative interviews
participants discuss their living arrangements, as well as negotiations with place in the context of
their current livingenvironments when compared to what they perceive their lives to be like if
they were fAback homeo. Becker adopts a theoreti
space and place in which she incorporates ideas from Massey (1993) and Lefebvre (1974/2000).
She argues for their greater use in gerontoladpych is not a tendencysat may help to advance

the study of aging and ethnicity.

2.7 Summary

This chapter reviewed the broad literature on the health immigrants and the existing
literature on ageelated issues of immigrants and on the Filipino populations in Canada and the
U.S. The research demonstrated two paradigmatic views on immigrant fedlle sick
immigrant and the healthy immigrant. While most of this research has leaned towards the healthy
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immigrant paradigm, both views have contributed to current perceptions of thiyramt
population. Much of the quantitative research on immigrant health provides generalized
descriptions on the health distributions and health profiles of immigrant populations and often
these comparisons are made to -iramigrant populations. A sigridant limitation of these
studies are the use of largeale survey or administrative data such as the CCHS, LSIC or NPHS,
which often aggregate immigrant populations and do not distinguish ethnicity, immigrant status
and even age. On the other hand, itmiale research tends to focus more on certain aspects of
health and/or health care, on specific ethnocultural groups or on specific health experiences, such
as gendered experiences of immigrant women and health care access. A critical review of the key
theories and hypotheses that attempt to explain health differences and health trajectories of older
immigrant populations discuss both the strengths and limitations of each of the five hypotheses.
The healthy immigrant effect is the most common hypothegsisnnCanadian research; however
it does not appear to hold for older immigrant populations.

The lack of research on aging Filipinos in Canada is bewildering given the depth and
range of research on other aging ethnocultural groups in Canada. Compathent tihnocultural
groups in Canada, such aging Chinese and South Asian communities, there are only a handful
of studies that examine the health of Filipino Canadians (Chen, 1998; Farrales and Chapman,
1999; Pasco, Morse, Olsen, 2004). Most of theseatdated and do not engage with research on
the labour and economic circumstances of Filipino migrants. The breadth of research on Filipinos
in Canada has often fixated on the labour exploitations and subjectivities of the Filipino migrant
worker, namelythe experiences of Filipino nannies or caregivers (See Pratt, Kelly, Barber,
McElhinny, Bakan.) and often does not examine the impacts on health of Filipinos, particularly
the longterm effects on health as a result of their migration experiences. Titis atempts to
explore the relationship of migration, aging and health and the literature reviewed in this chapter

aids in developing the methods and conceptual framework guiding this resBaechesearch
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considers the significance of ethnicity and ratggn as important social determinants of health
and advocates for more lifmurse analyses on the health and aging experiences ofdgre

immigrant
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Chapter 3

Research Design and Met hods

3.1 Introduction

This research attempts to understand how the procesagmgfand immigration interact
and give rise to intersectional experiences of health and health care along the lines of ethnicity,
race, gender and class. While most studies examining aging and migration adoptes®cro
analysis to understand and explairstitutional factors of demographic change, this study
examines the less considered meaad micrelevel analyses which considers community,
household and individual factors of i mmi grant
qualitative data fsm key informant interviews to understand the broader issues of aging and
immigration at the community level (meso) as well as se¢tamdl experiences about household
or family | evel factors that influencw®s I mmi ¢
Additionally, the study used a caswidy analysis of aging Filipino immigrants, incorporating
gualitative and quantitative data to explore their individual (micro) experiences of health, health
care and aging in a post migration context and multicallgetting. More specifically, | explored
Filipinosd various experiences of health and
migration status. | examined the transnational nature and activities of Filipino lives such as the
regul arckvihsoimme oiboar t he keeping of Philippine pi
geographies of families, obligations of seni
perceptions of the aging self, retirement and aging expectations in a seconchdomela

This chapter describes the methods used for the overall study as well as the conceptual
framework guiding this research. The chapter is organized into three main sections. The first
section explains the overall conceptual framework as well explanatiotise separate theories,
concepts and models included within the overall framework. The second section describes the
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overall methodology of the study including sampling strategies, survey items and interviewing
documents. The third section provides &bdiscussion of the analyses for each data set and how
they will be used in conjunction with each other. The chapter concludes with a discussion on the
limitations and challenges of the research and study methods as well as some ethnical issues that

arosethroughout the research.

3.2 Conceptual Framework

With respect to aging and immigratiim health researcthere is a considerable lack of
theory that engages in both these issues simultaneoAiflyough theory is integral to
understanding cultural and sdgenenomena, current understandings of aging and immigration in
the fields of social gerontology and ethnogerontology remain atheoretical. In a recent paper,
noted social gerontologist Lynn McDonald argues no clear theory has yet been described and she
maps out the development or lack of development of theory in aging and immigration research,
(McDonald, 2011). As described in Chapter 2, current research on the health of aging immigrants
offers a number of hypotheses or chains of hypotheses to descrhmsaitietrajectories of aging
immigrants. Most notable are the healthy immigrant effect and the multiple jeopardy hypotheses
which receive much of the attention in Canadian research on immlggalth. Research on the
older cohorts of immigrants (miife to laterlife) showsthere is little evidence to strongly
support either of these hypotheses (Gee, Kobayashi, Prus, 2004; Newbold and Felice, 2006).
Population aging is currently occurring in Canada, as well as globally, which will cause
unprecedented chag e s to the age structure of Canadabd
challenges as well as opportunities for health and social policy in Canada. Additionally,
international migration has been a significant factor in population growth and increasetydivers
in Canada, as census data have shown that over the last ten yearhtwos ds o f Cana
population growth can be attributed to net international migration (Statistics Canada, 2012).
Understanding the health issues of aging immigrants is importanidgeocéits timeliness and its
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relevance to Canadadés cur r entAsanmsulioftheantixtuen , hes
of methodologies and theories used by others with targeted medanicrelevel factors this
researchecessarily relies onraumber of theoretical and conceptual framewo8eeFigure 31
for an illustration summarizing thaverall conceptual frameworkwhich guides this researchhe

components of the framework are described below.

3.2.1Life Course Theory

Life coursetheory wasapplied to this studyfor its usefulness as a framewoftr
understanding the social and cultural realms of aging in terms of both material and experiential
circumstanceseading to positive or negative health situations in later ligarly in the
developnent of this perspective;len Elder pioneered some of thetial writings of the life
courseperspectivewhi ch considers how HAhistorical ti me,
exper i enc e 020q7Hua)By usingntlsisoparspective in aging resgagerontologists
seek tounderstandater life or old age and how i$ influencedby eventsthat areexperienced
earlier inlife (Browne, Mokuau & Braun, 2009; Ferraro & Shippee, 2009)séch,the concept
of Al i fe cour s e dastagike, inteedependemtesétiohseqliencess which are
characterized by ageel at ed soci al r o (Ceosnoetahdr Etder,g2Bp2Rort oneo:
instance, within the domains of family, education, work, or leisure, individuals experience
domainspecific expeences and enact certain social roles which in turn have an impact on

subsequent life events.
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ﬁensions of Place Experiences:

Migration, Aging and Place:

PUBLIC POLICY
Dimension 1— Immigrated to Canada

before 1980: Aged in Place COMMUNITY

ORGANIZATION |

Dimension 2 — Immigroted to Canada
after 1980: Worked and retired in Canada,

INDIVIDUAL

Dimension 3 - Immigrated to
Canada as a Later-life Filipino

Social

Determinants
of Health

I

Health Care and Place:

/

Access and Utilization to Health Care

Dimension 4— Only receives health care
in Canada

Dimension 5— Receives health care in
Canada and the Philippines

N

*  Predisposing
*  Enabling
*  Need

Birth » Death

The life course of an individual

Figure 3-1: A conceptual model of health and health care use of older Filipino immigra@éhada.
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Research using life course data or that have applied a life course approach consistently
demonstrate thapersistent stressorexperienced in early life often result icumulatively
disadvantagedituations and circumstancdsat may lead to further stressamslater life phases
(Holland et al, 2000).In this sense, life course theory argues that early stressors in life may lead
to increasing health disparities aloagemporal continuumBecause of its wide spread usdhe
wider field of gerontology many researcheatso advocate for its use in research on the aging
immigrant populations (Durst, 2005; McDonald, 201Aying and migration can be viewed as
contingent upon each othand fr this study | view the event of migion as a significanife
eventand potenti al stressor, whi ch may have an
experiences. As advocated by McDonald (2011), | use life course perspective theory as the
overarching framework upon which | anchbreetheoretical and conceptuagrspectives.

As | only focused on latdife Filipinos aged 55 and older this study is not an analysis
across the life course of Filipino immigrants in Canada. Instead the life course framework was
used to develop theemistructured interview script and to guide the actual interview with-later
life Filipinos. During the interviews respondents were asked to recall and retrospectively discuss
important key life events, such as first migration to Canada, marriage and lifanioccupation
history and retirement or planned retirement.

In particular, McDonald also argues that tlife lcourse perspectivean be usedn
tandem with other theoretical frameworks and refers to life course theory as the scaffold upon
which otherlenses or perspectives can easily alijpgether, the life course perspective and life
course theory inform my broad research methodology in order to understand health and aging in
the context of the material, social and cultural processes inherestimdhation experience. My
research also seeks to understand not only physical, mental and social health status but also seeks
health care behavior patterns and decision making all within the context of-eigcestion,

secondary home experience.

82



3.2.2SocialEcology Theory and the Social Determinants of Health among Aging

Immigrants

To understandhealth among the aging immigtapopulation | incorporate a population
health approactvith a focus on the social determinants of health and a-sgciogical framig
of my research aims and questionre broadly lam interested iruntangling thefactorsthat
contribute to the established consensus in immigrant health reselaicth asserts thdbreign
born populationgend towards poorer health status, as notedh®y healthy immigrant effect,
when compared to native born populations (Newbold and Danforth, 2003; De Maio and Kemp,
2009; Newbold, 2009a)ln applying social ecology theory, there exist distal social cairséise
persorenvironment relationship whictaccounts for the health disadvantages and health
differences seeamong immigrant groups (Bookchin, 2009he social determinants of health
framework is important to this research in identifying distal determinants, also referred to the
Afcause eksdbhéMammot and Wil kinson, 2005) , t ha
trajectories for immigrants. Using thlecial ecologicalapproach as a framework for this study
emphasizes the significance of theeractiondetween these health determinantoss different
settings and within different contexts of the lives of older immigrants

As a widely used framework in health research and health promotion initiatives across
many disciplines, sociakcology theoryis noted for its usefulness in explainitgalth as
influenced by numerous factors, within various domains and levels of the social ecology (Green,
Richard and Potvin, 1996Grzywacz and Fuqua, 20POEarly work by Bronferbrennerin
developmental psychology observed the development of the paitkothe environment. In the

tradition of seial ecological theoryproponent&mphasize thenutual role of the pson and the

" Bookchindiscussed the importance afcial ecology as a critical approach to issues of the environment,
which recognized that much of the ecological disasters in the natural environment were born out of social
conflicts. He argues for the importance of fhs oci al 6 factor by <citing major
20" Century, for example the 1989 Exxon Valdez oil spill disaster and the James Bay Hydroelectric
Pr oj ect ,omake this poimtgnore ¢omcrete: economic, ethnic, cultural, and gendectspifinong
many others, lie at the core of the most serious ecological dislocations we fac® apdaiy to be sure,
from those that are produced by natural catastropheg. B onp2K09:R85).
83



environment, as well and the mechanisms underlying penseinonment interactions in human
development (Berry, 199%rzywacz ad Fuqua, 2000 In his later work, Brofenbrenner applies

ecological systems theory to the process of human development within various contexts of
interacting systems, for example, child development in which he identified the varying
influencers on a chifl s devel opment through interactions
environment, namely those external and nested structures (Brofenbrenner, 1986). Diagrammatical
representations of nested structures illustrate concentric circles, where the individsaldagqub

at the centre with outward rings representing various systems of interacting influence, labelled
micro-, mese, exo and macresystems (Berry, 1995).

There are a number of key features of the ecology of health theory which guides
understanding alhu how illness and disease may be treated, as well as how to promote good
health. The following sections identify some of these features with an explanation of how this
will serve within the framework of this researdhirstly, the ecological perspectived@pts
different dimrensions of health and wellbeingshich in turn are linked to different conditions
found in the socighysicalenvirorments (Grzywacz and Fuqua, 2000). For this study, | explore
these various dimensions of health and wellbeirigr exampé physical health, psychosocial
health, social and civic wellbeintfirough sembtructured interviews with key informants and
laterlife Filipinos. As such, this study aims to understand how these different dimensions of
health among older immigramopulations are reciprocally related to the various environments
within the community and broader societResults from latelife Filipinos focus on the
interpersonal and individu#dvel factors within the ecological model to explore experiences of
health and aging, which in turn shape health care use. For these interviews | intentionally chose
oneon-one interviews rather than focus groups in order to allow for participants to share their

personal experiences without prompting and influence from oth&cipants, as would be the
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situation in a focus group setting which tends towards the dynamic and social transformative
nature of grougonversations (Barbour, 1999).

The secondeature relates tthe idea that the individual and community components
within the social ecologgrecontingent uporwvarious aspects of thgerson/populatioimteraction
as well as the multiple dimensions of the sqalysical environmen{Grzywacz and Fuqua,
2000) For instance, key informants discuss the challenges thatateyn their role meeting the
needs ofimmigrant populationsas well as those of individual clients. They often referred to
specific populationswithin the broadecommunityand would also speak to the how community
and individual lives are affected tpublic and health poligywhich impede or encourage good
health and positive health behaviaurs

A third principle is based on the assumption that health is viewed as an outcome of the
persorenvironment fit (Grzywacz and Fuqua, 2000). Recognizing that greesivironment
interactions at different levels produce different experiences of health and wellbeing, in the case
of older immigrants| am interested in how experiereenigration and aging, as well ather
determinants of healtlgperatewithin differert levels of the perseanvironment interactions
(e.g, community, family)to influencehealth in a posinigration context.

Another important dimension afcology theoryis acknowledgingthat individual or
environmental conditionsnay exert adisproportiomte amount of influence othe health and
wellbeingof certain individual§Grzywacz and Fuqua, 200@or the key informant phase of my
research, | focus on the organization, community and public policy component of the socio
ecological model. Thus, sotieontexts and structural factors are equally important determinants
of an indivi dual 6nd usé & adalth ltaressenacesy fer,exarapte athe soke ofa
race, where racialized immigrant populations will experience racial discriminationtemsyg
racism in ways that neracialized immigrant populations will nolt is for this reason that |

analyzed data from key informant interviewsarder to understand the widsscial and cultural
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contexts of aging immigrants living in an urban ared &m examine how these factors are
interrelated with determinants of health.

Additionally, another dimension of the ecological perspedsviea acknowledging that
the physical and social environments are interdependent (Grzywacz and Fuqua, f@000)
instance,| also explore various place dimensions in the physical environimestnnection to
ideas of isolation, migratiogettlementind a sense of belonging, attachment to place and access
to health care and social servicds. the casestudy of laterlife Filipinos, | do not focus
exclusively on the factors involved imdividual healthseeking behaviogrbut examinethe
interaction of these factors with family, community, institutional and state level faasongell as
observethe ways that th physical environment maalso interact to influence behaviourRather
than looking at the latdife immigrant as a passive agent that is influenced solely by the social
and physical environment | incorporate the important component of individual aigeheglth
related behaviours, decisions around migration and especially decisions around aging and
retirement (Forde and Raine, 2008

The finalkey feature of thesocicecological modelrelevant to this study, the idea that
in order to fully undetsnd health and wellbeingequires a multidisciplinaryapproach
(Grzywacz and Fuqua, 2000)jo speak mordroadlyabout my overall research aim | sought to
bring together the often disparate literatures of aging and immigration through a population health
approach Having draw from concepts, theories and methodologies from a variety of academic
disciplines including geography, gerontology a&adialepidemiology | also incorporated various
subdisciplines within geography to help to inform my researchllastages of the styd |
included literature from social, cultural, population, medical and health geographies which
allowed me to gain a better insight and understanding of how social and cultural processes of
aging and immigration influence the healtfatss and health care use of ldiér immigrant

populations in Canada.
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323Ander send6és Behavioral Mo d e | of Heal t h Servioc

Also embedded within the conceptual framework guiding this study i®Athed e r sen 6 s
Behavioral Model of Health Services litdtion (herein referred to as Anderée@ehavioral
Model), to examine issues of health care access among older immigkantd er send6s Behayv
Model was first proposed in the 196Bg Andersen but has since undergone a number of phases;
the fourth phase which incorporates additional measures of effective and efficient access to
evaluate perceived health status and consumer satisféatidersen, 1995)it has sincéeen a
widely appied model in understanding health care use and access among various populations and
across several units of analysis, for example the family unit, in which Andersen explains that
ibecause the medical car e an i mafithe detnagaaphicr e c e i Vv
soci al and economic characteristics of the fam

To demonstrate the pervasiveness of this theory, a recent systematic review conducted by
Babitsch, Gohl and von Lengerke (2012) details ¢itent to wh ch Ander senbés Bel
Model is used to describe and explain the factors that influence health care use and access.
ldentifying articles in both English and Germ
Behavioral Model from 1998 until March 2D1their initial search yielded 328 articles. The
authors note the widenging application of the theorio various aspects of health care
encompassing a diverse array of services in the treatment of chronic disease and illnesses. The
authors also descriltde diversity of populations and the different variables measured such as
ethnicity, gender and age, with varying results. The Andersen Behavioural Model informs the
guantitative phase of the study in which | distribute a survey questionnaire {lif Etefipinos, a
large component which queries their various measures of health as well as their use of formal and

informal care services.

3.2.4Dimensions of Place Experiences
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Gesler and Kearns (2002) describe places as fluid dyméimic where culture and
idertities are in flux and bound up in place. As such, place can manifest itself in the physical,
social and cultural contexts thanmigrants must navigat® negotiateand make important
decisions about their health. Also important are the structural aatiorell forces that are
inherent within the social and physical spaces. For example, place may involve a new
i mmi gr ant 6 s plysigalsolatioa im tardem with the cultural and social isolation of
arriving in a new country, which may influencesithaccess to timely and culturally appropriate
health care.The elderly are especially vulnerable to geographic isolation linked to social
isolation, which may result in lower social support networks (Clofigner & Kobayashi,

2009).

Place, comprisedfo t h e mat eri al and soci al condi tic
behaviours and health care use, can significantly affect their health and social outcomes. In
Canada, immigration, as a force of unstable population growth when compared to birth and death
rates, will also impact the social geography of Canadian cities. As such, place is especially
important in understanding the health and sbelihg of aging immigrant populations, as this
influences their spatial distribution, access to health and secidataes and housing experiences.
Health outcomes have been linked to neighbourhood attributes for their promotion of health
behaviours and accessibility to health and social services. Mimpadtyp enclaves or immigrant
enclaves as they are referred tathe U.S. are neighbourhoods containing high proportions of
immigrants and visible minorities and have been associated with lower levels of acculturation
compared to those immigrants in neighbourhoods with lower proportions of immigrants. These
places maybe associated with varying health outcomes or health behaviours among immigrant
populations (Osypuk, Diez Roux, Hadley and Kandula, 2009). Public healtboaiaipolicies,
as well as the various forms of hea&ystenmand ar e m:

what these mean for latkfe immigrants, may vary according to place.
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Central tothe temporal approacbf aging andmigration within the broader ecological
framework of this study imnderstanding health expencesis the role of placeAs an important
theme in health geography, the concept of place is conceptualized as being either good or bad for
health and that its importance lies in the attachments that people have with a particular place or
places (Gatrell and Elliot, 2009With resgect to place and immigration some questions to
consider within this study includ®oes birthplace mattefDoes the city or neighbourhood type
of settlement matterPor instance, while the number of immigrants arriving as seniors has been
relatively smallover the yearsyver the last few decadesigrsficant numberof immigrants that
had arrived at a younger age and @methe process of aging or are agada postmigration)
place (Turcotte and Schellenberg, 2007; Ng, Lai, Rudner and Orpana,.28tR2pugh the
circumstances of immigration may differ, as with the immigrant clids processf migration
itself is considered a lifansitional eventhat mayhave considerable influences ovealth in
mid to laterlife. The time of first landing to Cada also matters, as the economic and social
contexts of mi gration shape the relative s u
employment. Because the Filipino population in Ontario, in particular the City of Toronto and the
surrounding region of th&reater Toronto Area, is highly diverse and given the limited scope of
this study, the concept of place is closely aligned with the processes of immigration and aging
(Dimensions 1, 2 and 3) and with health care use and place (Dimensions 4 and 5). Because
broad aims of the study are health status and health care use of later life Filipinos operationalizing
place in this manner allows for me to examine and explore the ways in which place affects the
health and aging trajectories of aging immigrantsaddition to examining the processes of

migration.

3.3 Methods

A mixed methodologywas employed to include, xamine and integratehe multiple
perspectives and experiencasoutthe health and health caneeds of aging immigrants in an

89



urban setting. A number of strategies weneployed in the collection, analysis and interpretation
of the datain this study As described by Creswell, a sequential explanatory stragegsed,
characterized by the collection and analysis of quantitdia (survey questionnaire) in the first
phase followed by the collection aadalysis of qualitative data (hepth interviews) in a second
phase (Creswell, 2009).

Both quantitative and qualitative methods were used in conjunction to answer the main
reearch questions as noted in Chapter 1 and involiegketstages of data collectidhat
included: i) key informant interviews with community leadersaiipopulatiorbasedsurvey of
laterlife Filipinos; iii) and inrdepth interviews with latdife Filipinosin the GTA.From a key
informant perspective | examine the broad issues that affect health and aging among older
immigrant populations as well as some of the challenges key informants may face in serving
older immigrants. Key informants from a divelszckground shared their specific knowledge and
working experience on the family, work, social and health circumstances of aging immigrant
groups, with immigration as a central event or life stressor that impacts their current health and
aging experiences further explore the impact of immigration on the health and aging of Filipino
immigrants in latetife, exploring both guantitatively and qualitatively their health and aging
experiences. A survey questionnaire distributed to older Filipinos in Toamctdhe GTA was
used to gather descriptive and statistical information. Fellpvinterviews with a subample of
older Filipinos who completed the survey were conducted to explain the results of the quantitative

data in more depth.

3.3.1Study Site

The City of Toronto is one of three major destinations for newly arrived immigrants with
the others being Montreal and Vancouver. In the 2006 Census, Toronto was the first choice
landing city for over 40 percewf all recent immigrantsGhui, Tran and Maheu2007. Itis a

desirablelocation for immigrants due to its large urban population, high density of health care
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and social services, higher levels of economic activity and development, its connections to large
suburban centres andeatively reliable public tansportation system. These features make it an
ideal setting to optimize recruitment and achiereadequate sample size for this research.

Al t hough census data (2006) has shown that mo:

thirty-three census nmpolitan areas (CMASs) as compared to Canabtiamm residents, research

has also suggested the outward migration of immigrants from CMAs establishing

communities in the surrounding ared&fy( Lai, Rudner and Orpana, 2Q1Based on this trend

recrutment for both key informant and Filipino participants was expanded to the surrounding

Greater Toronto Area (GTA).

3.3.2Recruitment and Data Collection

The sampling and recruitment strategies used for each phase of the rapesuntmarized in

the table bela (See interview guides and detailed questionnaires for the all participants in

Appendices 13):

Table 2-1: Summary of Recruitment, Data Collection and Analysis for all Three Phases of Field

Research

Phase 1:

Key Informant Interview

Phase 2:

Survey Distribution

Phase 3:

Follow-up Interview

Target Sample:

Key informants working with
immigrant/newcomer communities
and/or diverse older adult groups
living within Toronto and the GTA.

Target Sample:
Older (55+ years) Filipinos living in
Toronto and the GTA who were bor

in the Philippines.

Target Sample:

Subsample of older Filipino (55+
older) living in Toronto and the GTA|
who completed a survey and
expressed an interest in a follayp

interview.

Sampling Strategies:
Recruited through purposive
sampling, and through snowball

sampling.

Sampling Strategies:
On-going recruitment through

convenience and targeted sampling

Sampling Strategies:

Quastquota sampling based on the
fi Di me n sHloancse OEX p ¢
identified in the conceptual

framework.

Recruitment Settings:

Key informants from settlement

agencies, community health centreg

Recruitment Settings:
Settlement agencies, community

health centres, home caredan

Recruitment Settings:
Recruitment of participants based o

completion of survey and affirmatior]
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home care and supportive housing
services, community development
agencies, seniors day centres, socig
civic clubs and social recreation
programs, mental health agencies,
geriatric and longerm care facilities,
local public health and regional

health care services corporations.

supportive housing services,
community development agencies,
s e n idayrcentdes, social civic
clubs (Filipino senior groups) and

social recreation programs.

of willingness to participate in
follow-up interview. Potential
participants were required to leave
contact information on last page of

survey.

Data Collection: In-depth semi

structured interviews in person.

Data Collection: Mail or hand
delivered survey with a pneaid

return envelope.

Data Collection: In-depth semi
structured interviews in person and

over telephone.

Final Sample:
22

Final Sample:
138

Final Sample:
15

Analysis: Conventional and

summative content analysis.

Analysis: Descriptive statistics and

regression analysis.

Analysis: Conventional and

summative content analysis.

3.3.3Key Informants

Key informants are often used in qualitative research because thiegliaved to be an

expert in a topic being explored. Originating in cultural anthropology, the key informant
technique involves the strategic selection of individuals in consideration of their position within

the structure of society and the specific iastrof theresearcher (Tremblay, 1957; Marshall,

1996). They are often chosen because of their position in societyeaadse of their personal

and professional skills in their interactions with individuals in that community. The main
advantages being ththey have a distinct role in the community and have specific knowledge of

the information that is desired by the researqihdarshall, 1996). Hughes and Preski (1997)

make a case for key informants as a useful resource to measure contextual vatiablemate

and mesdevels, which are difficult to obtain through direct measuring techniques. Key

informants then can act as proxy measures to account for organizational processes and to provide

expert knowledge about the features and characteristias @iganization (Marshall, 1996)he

purpose ofusing key informant interviews in this stueyas to provide contexXr the social,
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political and economic environments of immigrant populations in an urban and multicultural
setting.

With respect to keynformants interviewd se out two broad research objectives. The
first objective wago explore the expert views and opinions of key informants and stakeholder
groupswith specific knowledg®f the diverse and often marginalized aging immigrant groups in
Toronto and surroundin@TA. The first phase of data collection, sestiuctured interviews with
key informants took place in order to identify the kesues for immigrants with respect to their
health and agingn a postmigration contextAlso importan to this phase of the research was
determining what resources wemequired to aid in the planning and provision of services to
support all latetife adults including immigrantd.also wanted to consider those facttiratalso
mayenable and constrasettement and health care workers whasrking with aging immigrant
populations.By addressing these two objectivabjs research can contribute to a broader
understanding of the challenges to and the perceptions of aging and health experiences
immigrans in CanadaAs well, key informants provided useful information on how to reach the
older Filipinoimmigrant population and offered qualitative accounts on the key issues of concern
and additional issues that had not been identified at the proposallstges of iiormation and
consent forms were provided prior to the interview taking place (See Appendix 4 and 7).

Key informant interviewgN=22) were conducted from May 2011 to September 2011.
Theywere chosen based on their affiliations with orgamizegtiand groups in the Toronto and the
surrounding GTA that serve latkfe immigrant and newcomer populatiors! key informants
operated with the government definition of senior as 65 years and older but also served
individuals younger than 6%s well, key informants that have specific work experience with
Filipino communities werddentified (n=3, although the majority of key informan{e=20)
served multicultural communitiesThe final sample of key informants included individuals from

all levels of management andront-line workers ¢€.g. social workers, nurses, etc.), board
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members, executive directors, advocacy and social justice workers, managers and program
directors. Key informants who were interviewedrqvided services either directly through
programs or indirectly by way of planning, initiating and integrating health and social care
programs specifito the community andocal neighbourhoodsThey came from a variety of
settings including settlement agencies, community health centres, homanchipportive
housing services, community development agencies, seniors day centres, social civic clubs and
social recreation programs, mental health agencies, geriatric antefomgare facilities, local

public healthunitsand regional health carersiees corporations.

3.3.4Later-Life Filipinos

The population of Canada has changed considerably due to the influx of many
immigrants. In the2006 Canadia€ensus, Canada experienced the highest proportion of fereign
born individuals over the last 75 years,witne in five being foreigborn of the total population
(Chui, Tran and Maheux, 20D7This trend has persisted, with the data from the 2011 National
Household Survey (NHS) reporting that 20.6 percent of the total population represented
individuals born outside of Canada compared to 19.8 percent reported from the 2006 Census
(Statistics Carda, 2012). Among immigrants arriving in Canada between 2006 and 2011, the
leading country of birth was the Philippines, which represented 13.1 percent of all immigrant
newcomergChui, Tran and Maheux, 2007

Various patterns of immigrationn Canada have also impacted the economic
development and workforce composition of a number of municipalities in Canada. Immigration
patterns of Filipinos into Canadas with a number of ethnic groups in Canaudta,uniquePrior
to the 1970s they represented a very Ispraportion of immigrants entering Canada, mostly
recruited to fulfill labour shortages in health care although they were also recruited as teachers
and garment workers. Under the Marcos martial law declared in 1972, an important coroponent

the Philipp nes® economic policy was the export of
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with North America as a populdestination. Even before the enshrinement of this policy as early
as 1967 Philippine immigrationmostly reflected @nad a0 s | abochrasthe e mands
recruitment of nurses and medical technicians and domestic workers through thie Live
Caregiver Program (Darden and Kamel, 2004f5}he 1980s andl990s many Filipino women
arrived in Canada as domestic workers under the Foreign Domestieridiotvé=DM) Program,
now currently the Livdn Caregiver (LIC) Program (Velasco, 2002) Cl{#898)reasons that the
changing sociad e mogr aphi cs of the Filipino popul ati or
immigration policies which evolved to the shiftitabour and economic needs of the country and
provisions for family reunification. As a result of the immigration policy of 1976, during the late
1970s well into the latd 980s the country received large numbers of older Filipinos arriving to
join their ault children who had already settled and established their lives in Canada (Chen,
1998)
Since the 1981 Census, the Philippines has been among the top five source countries for
immigrants to Canada, occupying the thipstsin the 2001 and 2006 CensAscording to both
the 2001 and 2006 Canadian Cersusilipinos represented the third largest fiuropean
ethnocultural immigrant group arriving in Cana(atatistics Canada, 2007). The Filipino
population in Canada is mostly concentrated in the provioic@ntario andBritish Columbia. In
2001, itwas estimated that just over 50 percehthe Filipino populatiorresided in Ontario
(Lindsay, 2001), with a majority of the choosing to live in Torontdn 2010 and 2011, a large
proporti on o fent@sadanisdvaréfrom the Rhiippines, which topped the list of all
source countries for permanent residency. Temporary foreign workers, in comparison, were sixth
among all source countries for the same years (Citizenship and Immidtanacla, 2012).
Notwithstanding the lack of health research on Filipinos in Canada much has been
written about the social, econamilabour and spatial contexts of Filipino migration to Canada.

The migration trends of skilled (nurses) and unskilled (caregivers) migrakemodominate
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much of the literature on Filipino immigrants. Filipino migration in Canada has often been
characterize@s part othe historical labour demands of Canada and has persisted as a case study
for understanding class and the creation of transoah a | spaces (Kelly, 2012
heroesd by t heEilpiRohmigtantsphpve come te te@easeant the epitome of flexible
labour migration with foreign remittances supporting the Philippines ecofioayroduct of
globalization and trasnationalism

For this study, latelife Filipinos aged55 years of age and olderere recruited from
Toronto and the GTA. A wide variety ohethodswere used to recruit older Filipinos for
participationin a survey questionnair&rom July 2011 to Januar2012, early recruitment of
survey respondents involved sendingnails and a follomup phone call to various Filipino
leaders and community groups in Toronto and the GTA. These organizations and contacts were
identified through internet searches usingeth Googl e search engi ne a

(http://www.211toronto.ca/index.jyp Among the groups identified were Philippine heritage

groups (for example the Magkaisa Centre, Philippine Heritage Band), ajwougs such as the
Central Philippine University Alumni Association, religious groups (Filipino Baptist, Filipino
Adventists, etc.), professional groups (teachers, accountants, etc.), fraternal organizations
(Knights of the Rizal, Knights of Columbus) arilipino community centres and clubs in
different cities across Toronto and the GTA (Markham, Mississauga, Brampton, Toronto).
Recruitment through these channels proved to be the least effective in accessing the community
for recruiting latedlife Filipinos. A number of these organizations were closed or were operating
with limited hours due to the summer months and few contacts returned calls or responded to my
repeated calls for opportunities to recruit survey respondents.

A majority of participantsvererecruited through Filipino sésrs groups, church groups,
approached in food court settings in local madisd through organized house partiedso relied

heavily on snowball sampling techniqueghich proved the most successful in distributing the
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most surveysletters of information and consent form with instructions were sent with all
individual surveys (See Appendix 4 and 8) along wideltaddressed return envelope with paid
postage to ensure its return. In toi&8 survey participanteturred completed survey#n the

survey, the last page asked respondents if they would be interepsatidgipatingin interview at

a later datend were asked to leave contact information if they were willing to particlpstters

of information and conse forms were provided prior to the interview taking place (See
Appendix 6 and 9)Interviews with latefife Filipinos were conducted from January 2012 to
September 2012. Fifteen latdée Filipinos in total were interviewed after completing the survey,
consisting of four males and eleven females. While every effort was made to conduct interviews
in person, three were conducted over the telephone which was the preferred choice for

participants.

3.3.5In-depth SemiStructured Interviews

The semistructure interiew was the interview method chosen for both key informant
interviews and interviews with latéife Filipinos. Semistructured interviews, compared to the
unstructured interview where observational data is also collected, is the main data source for
gualtative analysis (DiCiccdBloom and Crabtree2006). Although the advantages of group
interviews allow for a great range of personal experietieeslisadvantage is that the very public
nature of the group interview process may not allow an individushtoe the more deeply
personal components of their experiend@&C{cco-Bloom and Crabtree2006. There were two
types of semstructured interviews that took place for this research. Prior to the interviews taking
place, respondents were contacted ineade to determine an agreed upon time and location. As
with the general format of seratructured interviews, questions were organized around-a pre
determined set of opeanded questions. A majority of key informant interviews were conducted

well before nterviews with latetife Filipinos.
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One interview type was the key informant sestnuctured interview. The purpose of
using key informant interviews for my overall study was to provide a backdrop or some context
into the social, political and economiovironments of immigrant populations in an urban and
multicultural setting. Twentpne interviews were conducted with key informants, 20 of which
were oneoneone interviews with key informant and one interview that consisted involved two
key informants. kngth of interviews with key informants ranged from 30 minutes to 97 minutes.
Gathering qualitative accounts from key informants were valuable because it allowed me to
identify the key issues of concern among a collective group of strategic and specialized
individuals. And while the key informant interviews and interviews with Filipino seniors were
first conceived to be analyzed separately, there were some themes of overlap and key informants
discussions also opened up new points of inquiry for my studyhefhealth and aging
experiences of Filipinos. For key informant interviews, there were three main categories of topics
of interest were: i) General description of organization/agency and professional experience of key
informant; ii) Description of latelife immigrants in the community; iii) Description of health and
aging among latelife immigrants.

The second type of interview was the ecagaly semistructured interview which focused
specifically on latetife Filipinos. Fifteen interviews were conded with latedife Filipinos after
responding to the final question in the survey inquiring if they were willing to participate in a
follow-up interview. The purpose ofconducting sermstructuredinterviews in addition to
collecting survey data was to dape in more detail the health and aging experienéésterlife
Filipinos. Since thee has not yet, to my knowledge,doeany research that explicitly focuses on
the health and aging of older Filipino Canadians, the questions were exploratory andritycess
broad. | was interested also in how older Filipinos themselves interpreted their own experiences
of health and aging in Canada@hese interviews were performed emeone with latedife

Filipinos in order to delve deeper into their personal expee@and issues, which may not have
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been achieved in a focggoup or small group setting. There were four broad categories of topics
set out for interviews with latdife Filipinos: i) Migration experiences; ii) Health and health

services use; iii) Soci@upport and active engagement; iv) Aging experiences.

3.3.6Survey Questionnaire

The survey questionnaire wasstributed to a broad sampbd Filipinos aged 55 years
and older (N=138) that weresiding inthe City of Toronto and th&TA which consists of the
Regions of Halton, Peel, York and Durhafme survey was seddministered and consisted of
surveystyle, forced response questions querying Filipinos about their physical and mental health
status, as well as their perceptions and experiences with haadtearvicetn Canada and in the
Philippines Because one of tHeroad aims of this research was to understand the health sfatu
laterlife Filipinos, it wasimportant to gain as much health information as possible, for which
survey research is the migwactical. The advantage of survey research is to be able to generalize
findings from a sample to a broagepulation (Creswell, 2009).

The questionnaire consistaaf items which were adapted from the2009 Canadian
Community Health Surveincluding validated survey scalasich as the Duke Activity Status
Index, Geriatric Depression Scale, Multidimensional Scale of Perceived Social Support, and
Unmitigated Communion (Interpersonal relations) Scalaestigatorgenerated questions were
alo devised for use in the survegontent for the survey questionnaire was-divided into

various sections and are describetbiw.

3.3.6.1Canadian Community Health Survey [Sections A, B, D, E, G, H, |, X. L and M]

The Canadian Community Health Survey (CCHESh crosssectional survey that was
developed as part of a federal initiative to provide health information at regional and provincial
levels, targeting individuals 12 years or ol@eland, 2002). Individuals who are members of the
Canadian Armed Forcekving on Indian reserves or Crown lands, are institutional residents and

who live in remote areas are excluded from the CCHS. The first cycle, consisting of two surveys
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conducted over a two year period, began in 2000. ContetiheofCCHS consists of the
components: i) core content, ii) theme content and, ii) optional content (Statistics Canada, 2009).
The CCHS includes a wide variety of health topics assessing subjective health status, health
behaviours, health care use and other dimensions of heatth,as mental health or drug use
(Beland, 2002)

Both common health and optional content topics were included in the survey that was
used to assess Filipinos health status and health care use. Core content from the 2009 CCHS used
in the questionnaire atuded chronic conditions, general health status, health care utilization,
access to health care services, contact with health professionals anetlesnographic
characteristics. Optional content used in the survey included health care system satibfation
care services, patient satisfaction with health care services, patient satisfaction with community

based care and insurance coverage.

3.3.6.2Use of Mobility Assistive Devices [Section

In a longitudinal study that assessed the relationship betweendayeagtivities and
successful aging, Menec (2003) included a {item checklist measure of physical difficulties,
which was interviewer observed. The use of or expressed need for mobility assistive devices such
as a wheelchair, cane, walker or crutchaddadicate mobility difficulties for older populations
within their community and may potentially influence their access to health care. To assess
mobility difficulties, this section consists of two investigagenerated questions that ask
respondentsotindicate from a list the types of mobility assistive devices (e.g., cane, wheelchair,

walker, crutches or other) that are used outside the home and inside the home.

3.3.6.3Duke Activity Status Index [Section O

The Duke Activity Status Index (DASI) is a 12riteseltadministered questionnaire that
assesses functional capacity and is a validated measure that has been correlated with peak oxygen

uptake (Htlaky et al., 1998). Functional capacity is an indirect proxy measure of exercise capacity
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and also providesosme i nsi ght about a subjectds qualit)
guestions that determine a subject’s ability to perform a broad range of common daily activities.
Subjects are asked to respond Ayesoutakeca®@noo t o
of yoursel f, t hat i s, eating, dressing, bat hi
di stance?0. The scoring of each item in the L
the weighted items and can range from 0 to 58.2 SIBEEms were weighted based on the known
metabolic cost of each activity and rated in MET units (Htlaky et al., 1998). Moderate intensity
activities, such as walking and some household activities have been estn®atetb 6.0 METs

(Gunn et al., 2002)The DASI is an appropriate tool for measuring functional capacity of a large
population of various health states because it poses no physical risk to the subject. The DASI has
been used to measure the functional capacity for a number of clinicplopuhations, most

notably among cardiac patients. DASI scores have been associated with other health measures,

for example, in a study by Wessel et al. (2004) female cardiac patients who reported lower DASI

scores (O 25 METs) we rhave soromary iarfery disease risk/factore.r e | i k

3.3.6.4Health Behaviours [Section

In this section both CCHS adapted and investiggémreratedquestions (6 questions)
queries latet i fe Filipinosd health behavioursnrelate
and physical activity. With regards to cigarette smoking and alcohol consumption, participants
are also asked to assess whether or not their smoking and alcohol drinking behaviours have

changed since immigrating to Canada.

3.3.6.5Geriatric Depression Scale [Setion N]

The geriatric depression scale (GDS) slionn is a 15 item scale that asks subjects to
respond fAyeso or Anoo to a series of question
originally developed as a depression screening tool for usk oldar adults (Yesavage et al.,

1983). However, research on depression among ethnocultural groups has been undertaken to
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reveal that standard depression scales may not detect depression equally among all seniors (Mui,
Kang and Chen, 2003). Mui (1996)agted the Yesavage shdéotm GDS (Y-GDS) to Chinese

elderly immigrants (MGDS). Subsequent testing of the®DS with other Asian subgroups

found it to be a reliable tool for assessing depression amongifat@sians. The MGDS was
incorporated into thesurvey questionnaire with only 5 items differing from theGDS. One

point is assigned for each Ayesd response and

are considered in the nornrainge A score above 5 may indicate depression.

3.3.6.6Multidimensional Scale of Peceived Social Support [Section P

The Multidimensional Scale of Perceived Social Support (MSPSS) is a short 12 item self
admini stered questionnaire that subjectively
Simetand Farley, 1988). The 12 items can be subdivided into one of three factor groups that
have been identified as a major source of social support: a) family, b) friends, and c) significant
other. The MSPSS present s s udpmandsuppott eneesl frams a s
my familyo and Al can talk about my probl ems
of the 12 statementsongp70i nt scal e, with 1 being Avery st
strongl y amgatienecore caAbe salcutated or sefroup factor scores can be
calculated to assess perceived social support, such that the higher the score the greater the social
support. The MSPSS has been validated for construct validity, internal consistency-agigsest
reliaklity among younger adults and adolescents but has seen limited use in older populations.
Stanley et al. (1998) assessed the validity of the MSPSS within an older population (aged 55 to 82

years) and found it to be a good measure of perceived social suppor

3.3.6.7Unmiti gated Communion Scale [Section]P

The unmitigated communion scale (UCS) assesses unmitigated communion (UC), which
describes an outward focus and concerotbers at the exclusion of oneself (Fritz and Helgeson,

1998) and has been tested forthigternal consistency and tastest reliability. The UCS is &9
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item scale where subjects are asked to rate each statement on their interpersonal relations on a 5
point Likert scale with 1 being fdstrofrearhy di sa
item is based on the 5 point scale with items #2 and #5 reverse scored. A summary score is
calculated and a mean score is computed. High means scores on the UCS indicate a high level of

UC. High levels of UC indicate that an individual puts thedseef others ahead of themselves

often at the neglect of their own needs. Women tend to score higher on UC measures than men
(Fritz and Helgeson, 1998) and according to census data, women make up a large proportion of

the overall Filipino populatiann 2001, they represented 65 percehfilipinos who were over

theage of 65 (Lindsay, 2001).

3.3.6.8lmmigration to Canada [Section Q]

This list of investigatog e ner at ed questions (8 items) gque
current immigration experiences. Amotige questions which ask lateri f e Fi | i pi nos 6 i
status, these include if they are a regular visitor to the Philippines and whether they own property

in the Philippines.

3.3.6.9Health Care Use in the Philippines [Section R

A list of investigatorgeneragd questions (ftems) askgespondentabout their use of
and perceptions of health care services outside of Canada (e.g., health bar®ilippines).
These questions explore transnational health care use on the part of Filipino immigrants and
examires whether Filipinos actively seek health care services outside of Canada, particularly in

the Philippines.

3.3.6.10Sociodemographics [Section]S

A combination of investigategenerated and adapted CCHS items assessing basic

sociodemographic dataas collected fordescriptive and inferential analysis and incldigeich
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variables as: sex, age, income, educatioork status, marital status, immigration and citizenship

status.

3.4 Analysis

In total 37 sembtructured interviews and 138 surveys were collected for analjsise
were three distinct phases of data collection with respect to the target sample and the
methodology employed as described in the above section. Throughout the stages of data
collection and analyses, overlapping of the phases occurred frequenitingesn a highly
interconnected and conjoined data set. As a result, a number of common themes tended to emerge

from the distinct and discrete data sets.

3.4.1Semikstructured Interview

Twenty-one interviews with 22 key informants (one interview was conduesesl group
interview with two key informants) and 15 interviews with ldtfr Filipinos were audie
recorded and individual field notes were collected. All key informant interviews were conducted
in person at their place of work. For older Filipinos, ajarity of interviews were conducted in
person (=12 unless theparticipantexpressed preference for a telephone interviem8)( for
reasons of convenience, limited time or no agreeable meeting location could be decided
Shortly after an interview was aueliecorded it was transcribed verbatim except to preserve
anonymity particularly for key informants who occupied highramagement positions. Names,
organizations or programs titles were changed to maintain antynymi

For both key informant and latéfe Filipino interviews, themes and topics were coded
and analyzed based ocontent analysis methodology. Content analysis techniques were
developed from the early methods of quantifying qualitative data andevaixed to become a
flexible methodfor analyzing datgCavanagh1997 Hsieh andShannon, 2005)The process of
content analysis allows for a highly flexible, systematic method which specifies a set of coding

procedures in order to distill meaning from textdata in a reduced form (Weber, 1990;
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Cavanagh, 1997). The forms of content analysis used in this study are conventional content
analysis and summative content analysis methods.

Conventional content analysis has been described as an appropriate method when
literature or theory is limited on the topic or phenomenon of interest (Hsieh and Shannon, 2005).
The immersive technique of conventional content analysis allows for categories to emerge from
the data itself allowing for new insights about a particul&npimenor{Kondracki, Wellman and
Admunson, 2002)This method is also referred to inductive category development (Mayring,
2000)and was especially useful in the exploratory study on the health and aging experiences of
laterlife Filipinos immigrants.

The other form of content analysis used in this study was summative content analysis,
which is described as the identification and quantifying of particular words or textual content
(Hsieh andShannon, 2005)This particular method is more concerned with thage of certain
words or terms known as manifest content analy&imdracki, Wellman and Admunson, 2002)
which is chiefly concerned with frequencies and word counts. Summative content analysis moves
beyond the word or text frequency counts to includeentatent content analysis methods, where
the focus is in uncovering the meaning behind the words or content but to also discover other
alternative words with similar meanings or alternative interpretations of the same haeth (
andShannon, 2005

All interview transcripts underwent a number of iterative analyses including a precursory
and careful reading of the transcripts to identify broatggoricathemes, suthemes and subject
topics based on the sestructured interview topic anguestion scriptThis initial reading and
coding of the transcripts was done using a simple word processing software program (Microsoft
Ltd, 2010). The transcription of data and analyses occurred concurrently as data were collected.
Resultsfrom these initial readings dhe interviews were recorded and noted in a spreadsheet

program (Microsoft Ltd., 2010), codirtgbles, as well as the creation of detailed fstoeets for
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all interview respondents, including demographic and organization information. Initial analysis
or gpen coding of the dataegan witha careful lineby-line readingof eachtranscriptto identify
themes and suthemesinductively as they emergedoding was also performedeductively
based on themes identifiedoriori from the precursor readings of ttranscripts, from the survey
and interview design stages and from the results from the surveyTtiadirst analytical and
coding step allowed for greater immersion with and interrogation of the data.

Following open coding of the transcripts furtherlgsia was conducted which involved a
more focused coding, compressing related and repeating themes into more comprehensive themes
or clusters of related topics subsumed under a broader theme. Analyses of the data involved
crosscomparing key informants andterlife Filipinos interview data to identify analogous and
dissimilar themes, suthemes and topics regarding aging and health experiences in the context of
immigration. The numbers of key informants and Hifer Filipinos interviewed were finalized
once saturation of themes was attained. The comparative and interactive nature of the analytical
process adopted in this research and quantifying of categories and themes highlights one of the

key features of the content analysis.

3.4.2Survey Data Analysis

Onehundred and thirtgight survey questionnaires were collected. Surveys were entered
into SPSS where all statistical analyses were performed (IBM Corporation, 2013). The dataset
was cleaned and screened performing descriptive statistics to identify dat ieriorder to
prepare data for analysis. A summary of the tabulated survey results are presented and organized
based on gender (male or female) or age cohorisgmer, younepld old, oldold, veryold). A
descriptive examination of the variables wasf@rmed using independent samphessting, one
way Analysis of Variance (ANOVA) and ckuare testing where appropriate. Analysis of the
survey results were based on the following three research questidvibatl)s the general health

of laterlife Filipino immigrants?2) Do laterlife Filipinos experience any barriers in accessing

106



and utilizing health care? 3) How do health care status and health care use vary amdifeg later
Filipinos, based on the five dimensions of place experiences?

Survey respatents were asked about their sed@mographic background information
(age, gender, marital status, work status, education, household income and living status),
immigration background (year of arrival in Canada, immigrant class category, immigrant class
caegory) and the following dichotomous categories were created for descriptive anpigsist
(male versus femalejnarital status (married versus unmarried/divorced/separated/ widowed),
work status (retired/not working versus pareind fulttime work) education (high school
graduate and less versus some college to-grastuate),household income(less than $60K
versus $60K or more)iving status (alone versus living with spouse/extended family) and
immigrant class category(family class versus skilled wiker/education).

Other independent variables includ@msurance coverage(government, employer
sponsored or private) for prescription medication, dental and eye care. As previously discussed,
independent variables on dimensions of place experiencescnesated to capture migration,
agingin-place experiences and multiple health care systems utilization. The first group of
dimensions of place experienc@@imensions One, Two and Threekharacterized migration
and agingn-place experiences. Dimension Oireluded those individuals who arrived in
Canada before 1980, Dimension Two were those individuals who arrived in Canada after 1980
but did not arrive in latelife (55 years and older), and Dimension Three included-lidger
Filipinos who arrived in Carta in laterlife. The second group of dimensions of place
experiences Qimensions Four and Five represented health care systems use and place.
Dimension Four included individuals who use health care in Canada only and Dimension Five is
comprised of thosavho use health care in Canada as well as health care in the Philippines. In

order to assess the role of place, migration experience and health care uselitd Fitggino
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immigrants, chisquare tests were performed to assess group differences actiossetso of
dimensions of place experiences to sociodemographic characteristics of the sample.

For measures of health status, dependent variables fesqohre testing included
dichotomous variables for sekported measures of health stateslf-rated health (SRH)
(excellent/very good/good versus fair/poor) argklfrated mental health (SRMH)
(excellent/very good/good versus fair/poor). Descriptive statistics were also generated for related
guestions including comparisons of their health from one ydarébthe time they completed the
survey and various seléported Likertscale type measures of stress levels. Independent samples
t-tests or onavay ANOVA were used to assess the following dependent variables: number of
chronic conditions and theDuke Activity Status Index (DASI). Dichotomous variables were
also created fouse of mobility devicesboth inside of outside of the home (Y/N) as well as
reports on the types of devices used. Olfisure-time physical activity behaviourscaptured in
the surveyincluded the frequency, duration and gelported current physical activity status
(physically active/no physical activity/ no, but | plan to be). Other health behaviours for analyses
includeddietary behaviours, smoking status(current smoker/former srker/never smoked) and
alcohol consumption To assess change in lifestyle since migrating, respondents were also asked
to retrospectively selfeport on how these behaviours have changed (or not) from when they first
immigrated to Canada.

In examining heléh care services access and use, respondents were askeerépelf
on a variety of measures. Dependent variables includedilability of health services
(excellent/good/fair/poor)quality of care (excellent/good/fair/poor)having a regular doctor
(yes/no) andcontact with other health professionals(list of 14 health professionals. Other
dependent variables of health services access and use that were examined hwheledre
services, health care services at a hospitahd community-based care Levels of satisfaction,

ratings on the quality of care, as well as identification of difficulties from a predetermined list of
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barriers were also examined for other health care services aemmifed by respondents.
Examination of health service barsewere also examined from a series of questions that asked
respondents to setéport on any difficulties they experienced for the following services:
emergency services, receiving neeamergency tests (MRIs, CAT Scans or angiographies),
health information or advice, routine or onrgoing care, and immediate health care

Independent sample-tésts or onavay ANOVAs were performed on mental and
psychosocial health measures includimgriatric depression scale short form (GDSSF),
multidimensional scale ofperceived social support (MSPSSand unmitigated communion
(UC) using demographic characteristics variables and dimensions of place experiences.
Preliminary descriptive analyses with the quantitative data also aided in identifying participants

for a follow-up in-depth interview.

3.5 Limitations, Challenges and Ethical Issues

The main reason for conducting this study is to provide some insights into the health and
wellbeing of aging Filipino immigrants permanently living in Toronto and the GTA. Although
Filipinos are a relatively new egramtrhistorydst ur al
compared to other ethnocultural groups, such as Japanese and Chinese immigrants, they make up
a significant proportion of newer immigrants in recent years. As such, relatively little is known
about their health outcomes and health cage Asunique aspect of this study was the focus on
the place experience and transnational patterns oflif@éilipinos, particularly the potential use
of other health care systems outside of Canada, all of which has the potential to influence policy
andthe provision of health and social care for ethnoculturally specific groups. All measures to
ensure confidentiality and ease of comfort (e.g., desire to not be-raedicled), as well as
maintaining good researchparticipant relations for key informardand latedife Filipino
interviews, was critical in attaining the desired sample sizes. This meant maintaining contact with
a number of organizations who work with Filipino and Idifer populations in the GTA.
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The multipleperspective nature of my midemethod study emphasized the nuanced
power relations and dynamics of the researglaeticipant relationship but also in my changing
positionality with respect to my participants. For instance, in my interviews with key informants,
who were sought spedifilly for their expert knowledge there was a clear power hierarchy
between myself and my respondents as | ensured that | was respectful of the limited time that key
informants offered me, often during their own work hours. One important limitation of key
informants is in ensuring that the researcher has found the most appropriate and knowledgeable
participant. To ensure this, | included multiple perspectives of key informants in varying
positions and from different organizations in order to avoid-sided or biased results. In
conducting these fAbusinesso interviews with
identities and power relations between myself, as a doctoral student reseamdh the
professional key informant. Mullings (1999) explaihst there are distinct power relations at
play among more elite key informants (polimyakers, managers, executive members) and among
the nonelite (frontline workers and practitioners). As well, there were a number of potential
informants who because s€heduling difficulties or their interpretations of the relevancy of their
knowledge towards my own research goals that resulted in their exclusion in my study. This was
in stark contrast to my positionality with regards to later life Filipinos.

Becausd shared in the same cultural and ethnic background as thdifiatEilipinos |
interviewed, | was aware that this afforded me insider status. Having insider status according to
Ganga and Scott (2006) grants r esheiwreasdsam s a
awareness of the social divisions that may structure the interactions of the researitipant
relationship. However, there were instances throughout participant recruitment in which | was
viewed as an outsider as | was not able toagagn conversations ifagalogor some other
Filipino language and it was clear that my status as a CanrbdianAnglophone conducting

unilingual research positioned me as an out si
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sense of me as a Canadlzorn Filipino | was often asked whether | had visited the Philippines
(which I have not), what part of the Philippines were my parents from or reasons why my parents
had not decided teach me the language. Additionally, because | was much youngerothiauy all
Filipino participants interviews were thus, unavoidably conducted within an intergenerational
context, where they had ideas and opinions about how younger Cahadiakilipinos perceive
older Filipino immigrants and the differences of intergenenat relationships in Canada versus
the Philippines.

In conducting the primary researthin-depth interviewd | was made acutely aware of
my approaches to limit potential researcher bias or biased responses from respondents. | was
cognizant of the wayi which having a shared cultural and ethnic background resulted in being
viewed as an outsider within and highlighted the reflexive nature of the resepacti@pant
dynamic. As argued by England (199¢flexivity is integral to conducting fieldwonkot only in
achieving research that is ethically sound but that also enhances the relationship between theory

and inquiry.

3.5.1Use of Retrospective Data, Study Design and Data Collection

Qualitative and quantitative data were cresstional in scope and @rwiews in
particular the Filipino immigrant interviews and some items in the survey questionnaire relied
partly on retrospective data. Although, longitudinal studies are advantageous for tracking cohorts
of individuals over time for greatest accuracy b lcourse data, they are timely and require
many resources to execute (Blane, 1996). Given the scope and parameters of this research | used
a crosssectional design study with the use of retrospective data. The challenge with obtaining
retrospective datirom older adults is to minimize recall bias as much as possible. Developments
in qualitative research have considered the difficulties of collecting retrospective data among
subjects of older age in order to determine what items could reliably be dewithethe greatest

accuracy (Berney and Blane, 2003). An example of this type of potential bias within this study is
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dietary behaviours in the survey questionnaire. In an attempt to avoid potential recall bias with
inaccuracies of food reporting, rathéah discussing specific food groups or food types, survey
guestions refer to changes in traditional diet, (i.e., Filipino food) or changes in diet regarding
consumption of dietary fat intake or fruit and vegetable. Similarly, recall bias may arise in the
misreporting of behaviours thatay holdcertain significance. For instance, participants may be

subject to recall bias about certain items or events that carry some moral significance such as the
underreporting of smoking behaviour because of the charggatgs of smoking behaviour or

related smoking bans (Berney and Blane, 2003). As well, the survey questionnaire specifically
asked about certain health behaviours (e.g. smoking behaviours, dietary changes, physical activity
level) and respondents may inedvt ent |l y be i nfluenced to repor
behaviourso so as to appear in a favourabl e
desirability bias may be difficult to reduce particularly in health and behavioural studies. Unless a
validated measure is used in the survey data, investigatograted questions may be subject to

potential bias.

Additionally, many of the participants in the qualitative interview were asked to recall
some early experiences of their migration which may lspemned a few decades. For interview
results, biographical data for latifie Filipinos, particularly date of first immigration may be
subject to some inaccuracies, but similar data were also collected in the survey and can be cross
referenced and chedkdor accuracy from the survey. However, survey data for the quantitative
analysis cannot be verified for inaccuracies. While it is impossible to eliminate bias fully, some
measures were taken to ensure that the data gathered were as accurate as cowld. be the
case of interviews with latdife Filipino immigrants, | was interested in triggering what |
considered to be major life events, such as motivations for migration, family decisions such as
marriage or jobs seeking when immigrants first adive Canada. Other aspects of their

experiences were sought in connection to these life events. The health and aging experiences may
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be subject to recall bias since a majority of senior Filipinos have lived in Canada over 15 years
and some have lived in €ada longer than they have lived in the Philippines. The process and
temporal nature of the immigration process and its effects on health and aging experiences among
aging Filipinos may needs to be understood in the wider social contexts of health,gmablic
immigrant policy in Canada. Because this could pose a potential bias in how aging immigrants
may interpret and discuss their health and aging experiences, interviewing techniques were
developed to minimize this bias.

In one instance, aiding in recalrf laterlife Filipino interviews involved connecting
certain mundane activities with temporal landmarks. For example, | was interested in knowing
what difficulties and challenges were experienced by Filipino immigrants in Canada and
prefaced, this inquiryvi t h fiwhen you first arrived in Canac
Philippineso. The use of these tempor al l andnm
history calendars and proven to be effecting in minimizing bias by aidirajl (Nelson2010).
Similar research has supported the use of a
activities of daily life are connected to more easily recalled events such as marriage, birth and
death (Berney and Blane, 2003). Duritigg interview process relied heavily on the audio
recorder to capture the interview in its entirety, which allowed me to make notes about significant
life events that participants recalled and then linked them to fallowquestions in the
interviewer guide. A new interviewugde was used for each interview, where notes were made
directly on the guide and in particular ti me
noted.

With regards to the survey data, | am unable to test the healthy immigrant effect because
I wasonly able to collect data for Filipinos immigrants and thus, no comparisons can be made to
nativeborn population survey data or crasdtural comparisons with other immigrant

populations. As well, because of the general lack of research on the heailthiod immigrant
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populations in Canada, this research is exploratory in nature. In particular, the health and aging
experiences of Filipino Canadians in connection to their migration experiences is a relatively
uncharted area in immigrant health reseaBBbcause of small sample sizes the views of key
informants and latelife Filipinos are not generalizeable to broader immigrant populations or
Filipino populations throughout Canada. The inability to validate or confirm findings with similar

studies hasden a strong criticism of castudy results using interview data (Coughlin, 1990).

3.5.2Ethical Considerations

Ethics approval was granted and obtained through the General ResearclB&ingbsf
Queends Uni ver si ty Thd Seeision f pghaoseddpecific indrjigrant
ethnocultural group (Filipino immigrants) rather than comparing multiple ethnoculturally or
linguistically diverse groups is in part due to the number of challenges that this type of research
poses. The growing diversity among older igrant ethnic groups in Canada and elsewhere
around the world, present significant challenges to health and social systems for multicultural
communities but at the same time there is limited research on certain minority groups, including
Filipinos. The exalsion of elder minorities result from a number of challenges including lack of
language expertise, financial costs of the research or simply the challenge of including multiple
language groups is too gre@atsuoka, 1993Adamson and Donovan, 2002; LieQdB) . The
researcher is in a privileged position, particularly when dealing with culturally and emotionally
vulnerable ethnic groups with regard to aging and health. Some authors have noted that
gualitative research engaging in ethnic minorities or inrgging the voices of ethnicities as not
bel onging to the dominant cul tural group resu
(Adamson and Donovan, 2002) . Similarly, Ongo6s
fisubijfeicdat i omeraelationsi bdtwepnothe natisnt at e and t he fAsubjec
minorities of colour and from different classes suggest the power dynamics between researcher

and subject (Ong, 1996). Yet, qualitative research is one of the most flexible and sugtidds
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for accessing these new frontiers of ethnicity, health and aging while also having the potential to
empower individuals (Matsuoka, 1993). Ethical considerations for including ethnically diverse
populations include providing equal accesasticipate in qualitative research, the policies of

funding governmental and nggovernmental bodies and recognition for the undsearched

older minority populations (Fryer el, 2012)As Fr yer et al .lingaisticalye : n(t)
diverse participansamples acutely limits thelevancy and application of new health knowledge
tocont emporary mul t i(2012])pt23Moredver iheayfurther statetthateisesso
researchers are aware of and more willing to deal with these chaltbeg#se routine exclusion

of elder peoplén in-depth qualitative researetill continue.

For this particular study, it should be noted that despite rolgjrth study of the Filipino
elderly in Canada that there still remains amportant segment of the latiéfe Filipino
populationthat wasexcluded from recruitment and analysBgcause | am unable to speak any
languages of the Philippines nor was | able to provide the survey in a Filipino language
translation, such as Tagalog, | was limited in my reach dhicesubpopulations of Filipino
immigrants. However, many of the Filipinos recruited were able to speak English fluently and
there were only a small number of instances during recruitment where communication posed a
challenge and resulted in my not beialgle to include them in my research study. While the
option to have a family member interpret for a willing participant was a consideration, the
intention of my study was to explore the personal experiences of Filipino immigrants without the
influenceof® her family membersdé conversations. As ¢
in my study, when describing the language barriers between serageler and clients, they
noted that family members often selectively translate or communicate ideas dorguastthey
have interpreted which may be different than what may have originally been intended or how the

senior may have interpreted the question.
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Another issue with regards to population recruitment and sampling is that | also excluded
individuals whower e currently experiencing cognitive i
disease. Given that the targeted population was forlifgdFilipino immigrants, across all older
age cohorts, there is the likelihood that some individuals may be expegiesignificant
cognitive issues and are therefore excluded from the sample. Their exclusion is mostly because
this study relies of the recall of retrospective data about their migration and early health
experiences in order to reconstruct a life courselitmaef the health and aging trajectories for

Filipino immigrants.

3.6 Chapter Summary

This chapter introduced the conceptual framework guiding the research design and
methods for this study. This multidisciplinary study uses mixed methods and multiple
perspetives to examine how migration and resettlement experiences of older immigrants give
rise to varied experiences of health and aging. Also described in this chapter are the multiple
concepts, theories and methodologies used in the overall study, whichondrdvese used in
social gerontology, including ethnogerontology, social epidemiology, as well as a number of sub
di sciplines within geography. Life course thi
Behavioral Model of Health Services Utilization dine key theories that structure the conceptual
framework for examining health, aging and health care use among older immigrants. Embedded
within this framework are the five Dimensions of Place Experiences, which incorporate
migration, aging and health eamuse to describe latéfe Filipinos. Literature from social,
cultural, population, medical and health geographies assisted in building the dimensions of place
experiences to analyze how social and cultural processes of aging and immigration inflaence th
health status and health care use of {éfeimmigrant populations in Canada.

The advantages of using a cra@extional design and in using bothdepth interviews
and surveys to examine the health and aging experiences of older immigrants o Gocbite
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GTA were further explained. The three phases of recruitment, data collection and analysis were
also described including a description of the study site and the subjects targeted for study.
Rationale was provided for why key informants were usedhis study, as well the significance

for exploring the health and aging experiences of older Filipino immigrants. A detailed
description of the analyses for all three data sets collected was discussed including the various
software programs and methagsed. A final discussion in this chapter includes the challenges,
limitations and ethical considerations for this research project. In particular, this chapter
explained some of the issues that arose from recruitment and the collection of data, mthstly for
underresearched aging Filipino population and the necessary exclusion of specific individuals

from this study.
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Chapter 4
Understanding Health and Aging of |

| nf or mant 6s Per spective

4.1 Introduction

Much has been written on tlmpact and consequences of immigration on the economic,
political, social and cultural systems in Canada. Researchers studying the effects of immigration
often consider the push and pull factors of international migration, often relating demographic
shiftsto the economy and labour demands of receiving and sending countries. Despite increasing
rates of immigration to Canada, it has been observed that most recently immigrants have
experienced declines in employment opportunities and earning potentials ZR6ifx. Research
has also been keen to examine i mmigrantsod hea
especially in comparison to némmigrant populations (Chen, Wilkins, Ng, 1996; Deri, 2004;
Gushulak, 2007; Gushalak, Pottie, Roberts, Torres esMeules, 2011). Howevefar less
researched are those circumstances of immigrants as influenced by the direct and indirect impacts
of the economy, more notably the effects of a declining economy, on their health and aging
experiences.

With the lengthyhistory of immigration in Canada it is surprising that it is relatively
unknown what the implications of a declining economy have on aging immigrant populations.
While changing immigration policies of Canada in the 1980s and 1990s shifted from an emphasis
on family reunification towards one emphasizing economic credentials, this has meant a decrease
in the proportion of elderly immigrants entering the country. However, the senior immigrant
population is still an important population to consider from botbublic and health policy
standpoint. Recent census data demonstrate that there are significant numbers of older immigrants

in Canada and in particular, a sizeable proportion of immigrants reside in \égheouver or
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Toronto (g, Lai, Rudner and OrpanaQ12) With respect to Toronto, the setting for this study,

it was reported in 2001 that 62% of seniors living in Toronto were immigrants. Even though
changes to immigrant policies have discouraged family reunification that brings senior
immigrants intole country to join their own adult children, a large segmemhfigrants, many

of which are part of the baby boomer cohort, are now growing older.

The implications of a declining economy may include health and social policy changes,
which forimmigrants may pose significant challenges in their ability to access social services and
the health care they may require. Canadads un
publicly funded system is highly vulnerable to the shifts and transitiof dynamic global,
national and local economies. The nature of these changes often includes reductions in health and
social program funding and health care restructuring. Steele(20@R2) examined the impact of
health and social policy changes@mtario on the health of newcomer immigrants and refugees
and found that such changes had negative repercussions on their overall health. Newcomer
immigrants may be especially vulnerable to these changes which include reductions in services or
cancellationof essential programs to help them to integrate within a new country as well as
affecting their knowledge of what resources are available to help them to navigate social and
health care systems. Among the problems facesdwcomer immigrants are precarsojob
status, lower income and lack of health and social services.

Additionally, the scaling back of social and health services may contribute to disruptions
in social support systems which may threaten the health outcomes of immigrant populations, most
especially newcomer immigrants and refugees. It has been argued that social support factors
prominently in improving newcomersd overall he
experiences. Social support has been the focus in a number of sindimmigrants (Simich et
al. 2005; Stewart et al2008) and refugee populations (Simich, Beiser and Mawani, 2003).

Among those immigrants who arrive in Canada already as seniors or Hiftatbey may be
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especially vulnerable as they tend to have loiweomes than their Canadi@orn counterparts,

will have less time to accumulate wealth for retirement and are likely to be ineligible to receive a
pension or their pensions from their birth country are not transferable (Grant and Townsend in
Durst and MicLean, 2010).

In Canada, immigration is seen as an important strategy to bolster a flagging economy, to
deal with the pressures of an aging populati on
care and social welfare systems. With an increasiaglyg population globally, with medical
advances resulting in longer lives and increasing life expectancies, devising strategies to maintain
optimum quality of life and positive health outcomes for all seniors are important research and
policy consideratins. Reductions in funding as well as hospital and health care restructuring have
severe consequences for newcomer immigrant populations in Canada and when compounded
with issues around aging, immigrant seniors are especially at risk. Fatelongmmigrans who
may be more established and settled in Canada often their diverse cultural and ethnic
backgrounds, which influence much of their social, political and economic experiences are
overlooked when considering aging and health. Coincidentally, the pescessiging among
immigrants, recent and lortgrm, are confined to more normative and singular experiences
where the measure of the aging experience is linked to chronological age. Also important is
acknowledging the diversity of seniors not only in teohage but to also acknowledge the rich
diversity of the older population in terms of chronic health status, culture, race, ethnicity and
language.

This chapter will focus on discussions from the setnictured interviews with key
informants (n=22), thnaghout Toronto and the GTA, on their experiences working with older
immigrant populations. As well, it addresses the following research goal from a key informant

perspective:
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91 Describe how the complex processes and relationships of aging, migration and re
settlement influence the health experiences and social lives cfifatenmigrants
(Research Goal 1)

4.2 Key Informants

A total of twentytwo key informants were interviewed based on their affiliations with
organizations, agencies and groups in Torontotha@durrounding GTA. For details on each key
informant please se€able 41 (See Appendix 10 Twenty-one of the key informants were
female, with one male (#20) participating in interviews. Their working experiences with aging
and immigrant communities xiad widely and are summarized in Table4below.

Among the sample of key informants interviewed most were service providers, who were
involved in providing and delivering services directly to seniors and/or immigrant groups through
programs and servicéisey developed, oversaw, and monitored (n=18). The services provided by
key informants included programs through settlement agencies (n=2), a geriatric centre (n=1),
supportive housing/home support agencies (n=3), an adult day centre (n=1), social and
recreational centres (n=4), social services agencies (n=2), a community health centre (n=1), a
social civic club (n=1), a community support agency (n=1), a mental health and community
centre (n=1) and a mulservice support agency (n=1).

Key informants whodid not provide services directly to seniors consisted of policy
makers, advocates and system planners, who were involved in the planning, initiating and
integrating of health and social care programs specific to neighbourhood and community needs
(n=4). Among those key informants were a health care pofiaker, a health care and senior
coalition advocate, a public health planner and a newcomer settlement project coordinator.
Among those, only one key informant (#17) identified being involved in overlgmmimg and
immigrant communities. Two key informants (#11, #21) specified working with immigrant
groups broadly and having some involvement with aging immigrant groups through various

projects or other partnership agencies. The fourth key informant é¥p&ssed that most of her
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experience was specific to older populations and that her involvement in immigrant senior groups
was through coalition partners or community projects.

Most key informants (n=19) worked in agencies and organizations that werdoopen
multiethnic population within designated service catchment areas and sometimes, even beyond
those areas. Among the key informants who worked in agencies that served broad multiethnic,
older populations, two were focused on a specific language and-athural group such as
Russiarspeaking Jewish seniors (#04) and Spasfsaking seniors (#09). The remaining three
key informants worked in agencies or organizations whose overall service focus was on a specific
ethnecultural group, which included Bilipino seniors group (#03), Chinespeaking multi
service agency (#14) and a South Asian community and social services agency (#19). Their

experiences working with either immigrant populations and/or senior populations varied.

Table 4-2: Key InformantCharacteristics

Total
Characteristics (N=22)
Gender (Female) 21 (95%)
Experience with older populations (Years) 14.7
Range (Years) 21 30
Experience with immigrant populations (Yeary 14.4
Range (Years) 21 30

Reflecting a population health approach in my research, results from interviews revealed
that key informants also approached the older immigrant population from a holistic or social
determinants of health framework. | identified seven health and/or-egjmigd domains from
the interviews, which characterized the type of service that key informants were engaged in. The
domains were based on their descriptions of what their involvement was with the aging
immigrant community as well as their descriptionswdiat services or activities they were
involved in at their agency/organization. The specific domains were identified and were

perceived to have an impact on the health and health care access of aging immigrant groups in
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Toronto and the GTA. The servicesgograms offered to immigrant seniors were within one or

more domains which included:

a.

b.

Social and Recreation

Health and Wellness

Health Care

Supportive Housing/Home Supports
Outreach and Community Supports
Mental Health and Counseling Services
NewcomerSettlement

Participating key informants had various roles and occupied all levels of management.

Many had full oversight over the programs offered within their respective agencies or

organizationsFigure 41 demonstratethe breadth of services and inveiaent in health related

domains among the key informants for this study. It was not uncommon that key informants

discussed offering a widenge of services and programs to support immigrant seniors and many

of the programs offered occupied multiple donsain
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Community Social and Health Care Housing and Health and  Mental Newcomer
Support Recreational Services Home Wellness Health and Settlement
and/or Support Counselling

Outreach

Figure 4-1: Health and Ageérelated Domains Identified through Key Informant Interviews

The wideranging and varied work experiences, as well as personal backgrounds of key

informants provided rich narratives where they reflected on the challenged| @s the joys of

working with vibrant and diverse aging immigrants in Toronto and the GTA. The collective

sample was also an ethnically diverse group of individuals who spoke passionately and frankly

about their experiences and perceptions about thggies and successes of aging immigrant

communities and their families, often making reference to very specific examples including some

rare and extreme cases in some very common place situations.

4.3 Describing Immigrant Seniors in Toronto and the GTA: A Key

Perspective

nformant 6s

Key informants within the study sample consisted mostly of service providers but was

representative of individuals in different occupational positions at various levels of management.

The diversity of key informants enabled men@ximize the level of expertise and working

experiences with an equally diverse group of aging immigrants and their families. In particular,

key informants were asked to describe what role they felt aging immigrants occupied within the
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broader Toronto/GTAcommunities or to simply describe older immigrants in relation to their
work experiences. In posing these questions to key informants | wanted to understand how they
perceived older immigrant populations and how these perceptions guided their planning and
provision of services to older immigrant populations. In the case of those key informants who did
not provides services directly, how they viewed aging immigrant populations in relation to the
broader population may be reflective of how they strategideptan health and social care at the
policy level. Among the responses given by key informants there were two broad categories of
descriptions that were identified. The first being the rttes immigrant seniors had within the
family or household unit ahthe second category were the various roles within the community.
While nineteen key informants specifically described the various roles that immigrant seniors had
either in the family or in the community, the remaining three approached the questitantiffe

Table 43 summarizes the results of key informant interviews in which they were asked to
describe the role(s) they view older immigrants as having with the community and broader

society.

Table 4-3: Describing the role of immigrant seniors in Taimand the GTA

Roles within the Family: (n=13)

Social relations| Specific Role:

within the Caring for children and home (n=7)

family unit Sponsorship (n=6)

Intergenerational relationships (n=7)

Roles in the Community: (n=14)

Involvement in | Specific Role:

socialand Volunteer (n=11)

public life Peer support (n=6)

Intergenerational support (n=3)

Building community (n=11)

Maintaining cultural values (n=6)

No role specified (n=3)
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Their perspectives resulted in a contrasting view almomigrant seniors from a majority of the

key informants. Detail results of the interviews are described below.

4.3.1Describing the Role of Immigrant Seniors in the Family Unit

Being an integral part of the family or household was referred to quite frequelkty as
informants discussed the role of older immigrants (n=13). The home space for immigrant seniors
was seen as a site of important social relations as well as a site of familial conflict. As family
relations and informal domestic activities factored pramily in the lives of older immigrants
according to key informants, there were three main lidiestified by key informants that relate
to the family or household unit. The first role that immigrant seniors are often seen occupying is
the role of caregier in the caring for grandchildren and keeping up household chores, and this
was especially true for newer immigrant families (n=7). The second was the role of sponsorship
or the related responsibilities and conflicts that arise out of the sponsorshignsetigp (n=6).
Finally, the intergenerational relationships within families were widely recognized among key
informants as having a positive influence on the seniors and their grandchildren (n=7).

Key informants who discussed immigrant seniors as canegfee their grandchildren
often made reference to the newcomer immigrant seniors who arrive in Canada through family
class sponsorship. In their experiences working with immigrant seniors, key informants discussed
the difficulties that these seniors expeced having to adjust to a new country as well as
changing dynamics that occur within the family structure. More often these two experiences of
adjustment and shifting family dynamics often result in situations that are stressful and create
difficult circumstances for immigrant seniors to properly adapt to and integrate with the broader
community:

06: ltds children who are currently here, i vi
time, but a short time and are now wanting to bring the rest of their family over here, and it
becomes really difficult because they are not the wellesb$antlividuals and also, their family

members are extremely stressed too. Because t|
theydébre trying to, you know, burn the candl e a
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relatives as wellas lookng af ter their own children, so |
they describe that whole sandwich generation.

11: Seniors who arrive here because they are being brought to take care of grandchildren so the
parents can work. And then as the gratildobn grow older the grandparents are no longer
needed and then therefore the grandparent is held in fairly low regard because they are no longer
economically contributing to the family, queten qu ot e . I think that itods
how tradtional structures and places of origin are eroding because immigrant families find
themselves in incredibly stressed economic situations where the social structures of this society
are such that people are working two jobs around the clock are stillypmaoknow have all the

traditional structures whereas a community people being able to come together um is no longer
viable because people are just working their heads off.

It was not uncommon to have immigrant families described as being highly staessed
overworked resulting in strained family relationships. Some key informants discussed the
situation ofrole-reversal that occurs within the family structure, which is described as the role as
a caregiver once vital to the family is no longer a necessarg the grandchildren have grown.

Newer immigrant seniors are often highly dependent on their adult children and therefore become
viewed as a burden:

14: So you know before they might be, you know in Chinese culture senior would be more, have
morerespgc and authority in the family but now whe
have the | anguage, transportation, finance, S
know the word but more like a subordinata subordinate role. Before theyght you know,

they would go to the market they would go to the bank by themselves but now they have to
depend very much on their you know, their grandchildren, their adult children, so it seems the

role has changed. So the role adjustment for the sesigpgite, you know caused a lot of tense
relationship with the family.

Key informants also discussed that for those immigrants who arrived in Canada at mid
age or younger who might have never had the opportunities to learn English, such as some
Chinese ofitalian immigrants, they become more dependent on their adult children as they age.
Immigrant families as a whole then experience shifting family structures or conflicting family
dynamics, especially families that live in a mglénerational household. Gome families were

descri bed as fitransnati onal familiesd where o]

parent to be cared for in Canada but other family members may be in other parts of the world.

127



These examples signify changes in perceptiomsitathe role of the aging individual and their
particular roles or a lack of role within the family.

Another related issue brought up by key informants with regards to roles within the
family are the situations that arise involving sponsorship (n=6). ksinformants often did
not comment on the nature of sponsorship or the motivations behind family reunification but
recognized the benefits for families as well as for seniors. One key informant referred to
sponsorship as an e xfuthcaexgastioaf. fAmut ual aido and

02: f#e( @epple are coming with a family reunification kind of thing. They are often but not

always living with families which is a differ.
never easy to live as a muffenera n a | family when someone has b
easy anyway but ités often harder as someone

times, the person themselves, the older adult is very helpful within a family they end up doing
thingslike childcare or cooking or whatever.

However, more frequently key informants discussed the difficulties that surface as
immigrant families struggle economically and cultural expectations that family members have
with respect to the roles of senior meardbof the family begin to shift:
04: | f ités at the beginning of their i mmigra
happy but a few months later they start arguing and there are a lot of tensions in the family. And
thereisnorealwayouebc ause t hey candét afford to move out
income, so they fully depend on their children. And in the Russian culture its usually parents who
help the children, even i f c hi | ditheimparentsare ol der .
hel ping their childrenéparents are completely
very difficult for them to comprehend.

While the focus of the interviews was on the roles of immigrant seniors, the experiences
as describd by key informants were not limited to just seniors themselves. Many of the key
informantsd accounts were greatly informed by
cases, the family was viewed as dicipationgamd f i cant
integration with the broader community mainly because they are often reliant on other family

members in numerous ways, such as financial dependence or in the management of their own

health and health care needs.
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4.3.2Describing the Role of Immigant Seniors in the Community

In discussing the various roles of older immigrants, most key informants spoke in terms
of their contribution to the broader society, whether or not it was valued or recognized (n=14).
More specifically, key informants comnted that aging immigrants had important roles within
the local community, both within the broader Toronto/GTA community and within their own
ethnocultural communities. The various roles in the community that key informants identified
were: volunteering, ¢&ring peer support to other immigrants or to fellow seniors, providing
multigenerational support by acting as mentors for younger generations building community and
finally maintaining cultural values through sharing and building awareness. Many keypamitsr
emphasized that an important aim in seniors programming and/or immigrant settlement programs
was to enhance ol der i mmigrants®déd engagement i
community. To key informants, especially those in social eewteational programming for
immigrant seniors, encouraging seniors to connect with other seniors in sharing knowledge about
onebds own cultural background was seen as ver
like Toronto and in the surroundirageas of the GTA. They also identified older immigrants,
those having lived in Canada longer, as being an invaluable source and guide for newer
immigrants, who may be less familiar with services and programs available in Canada.

Volunteering (n=11) was &htified by key informants as an important role that
immigrant seniors have within the community, which allows many of them to utilize many of the
skills and knowledge they have accrued over their lifetime. Volunteering, as the voluntary
spendi ngowmtime io the @adicipation and involvement with organizations and groups
often in unpaid activities for the benefit of others, is seen as one component of integration in later
life as older adults retire and move away from woriented lives towards me community
oriented ones (Ravanera and Fernando, 2001). Key informants shared the important ways that
their immigrant seniors have played a role within their own organizations as well as within the

local community:
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13: They have a lot to share from bdtteir cultural knowledge as well as you know their
experience here in Canada so their integrated life stories are very interesting. You'll see that
people are helping each other out. So i f somel
little moret hey 6re going to help to navigate a syster
14: Anot her role that the seniors play, I t hi
seniors they do have their own knowledge, expertise and also they have the time to participate i
many community organizations. So they can contribute back to the comrmuhéyseniors also
playing a volunteer role; a very important role in the community.
19°And i f they get an opportunity they tlake on
and the oldest or the young seniors assisting the senior seniors. The baby boomers would be, you
know, if there is an opportunity they will assist the senior seniors. But they need to be given
those opportunities.

A major goal of many of the programs that key informants discussed during interviews
was to improve social relations and social networks for immigrant seniors within the larger
community. Often issues around health and poor access to health and sacied seevthe result
of social and physical isolation. A number of key informants also noted that even if the services
are readily available for seniors, it does not necessarily mean that they will access them. Even
when speaking generally about older imraigfs, some key informants discussed the value of
soci al and recreational programs which help to
of the family or domestic sphere. For example, one key informant spoke about the differences she
sees among adeér Filipinos within the community:
01: I find that there (are) older Filipinos th
good, social religious organizations. But there are also the other Filipinos who are very much
homebodies, becaes t hey are expected to take care of t
house chores or take care of the grandchildren. And because of maybe, language barrier or not
used the kind of life that we have are pretty much isolated and so there are tibome wthink
severely isolated.

Often agencies and other service organizations implement a number of outreach
strategies to connect with those seniors who are socially, culturally and physically isolated.
However, it remains a real challenge for keyomfants to reach immigrant seniors that are

highly dependent on family members whether it is for language translation or for transportation.

13: And then you have people who come here because their family has sponsored them to come
and care for grandchildn and they, you know, in some cases once their utility in that role has
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ended the kids are grown older they are sometimes neglected and the Toronto community housing

buildings where we work, you'll find people who are very isolated because their fanalies

|l ess and | ess contact with them and theydre mo
Another important aspect of community involvement also discussed by key informants

was the role of peer support (n=6) among older immigrants as well as in supporting the newer

immigrants arriving in Canada. Peer support was identified as an important way to promote

integration of seniors overall. Many key informants discussed the valuable role tha¢rong

immigrant seniors have in supporting newer immigrant seniors to thetrgo®ocializing,

participating in leisure activities and helping out fellow seniors are activities that encourage

seniors to become more socially engaged with other members in their local communities and

would help to ease social isolation and loneliness.

08: | see people for example, they immigrated before because they are more knowledgeable

about the mainstream country, they may advi se

progr ameéo, AThere is this resouegachersférthemewt he g

immigrants, right? And | think that it gets duplicated as time goes on.

Even among key informants who mostly service the most disadvantaged and struggling

immigrant seniors, see the potential in them to share their knowledge anedeseenvith others

like them. For one key informant, she acknowledged the diversity of settlement experiences, and

how this diversity, in terms of those who more integrated with and engaged in the broader

community, can be used to build peer support grams networks to help other immigrant

seniors as well as struggling immigrant families in the community:

16: You know I 6m thinking that my perspective

really only see newcomers who are of the older popuiatiho are having a really bad time, you

know for one reason or another. So you know | just want to put that out there that it might not be

for all newcomer seniors having this experience, so in terms of seniors who are, you know,

respected for their wisdo and for the information that they have and for their way of thinking,

thatdés what we want to use in order to do some
Another aspect of senior peer support is the fostering of intergenerational relationships

outside of the family and withithe community. While most key informants spoke about the role

of caring for children and grandchildren within the family and other domestic spaces, some key
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informants also referred to the role that immigrant seniors could play in mentoring youth within
the community (n=3).
06: [ know therebébs | ots and | ots of seni or pt
younger people within a community, | know that we have these sort of pen pal type programs as
well, where kids in primary school are matchveith a senior and you know the senior sort of, is
able to talk to them about their life experiences and open the eyes of, you know, someone who
woul dndét have had that opportunity if they did
18: Yeah | thinkhe r ol e should be mor e, and | guess |
culture informs everything from a Caribbean perspective, | think that older immigrants need to be
utilized when wedre | ooking at evennealetalbei ng wi
more opportunities for that kind of knowledge transfer | guess to happen where you have like, |
donot know, |l i ke a grandparenol o, owhamdodes n &tx
grandparent here, could actually have one.

One key infemant who develops social programming for seniors in a settlement agency
discussed a number of social programs for immigrants within the community. One such program
was setting up a community garden program that utilized the knowledge and skills of miany se
immigrants in the area but also involved other members of the community. She spoke proudly
about one program in particular that she was able to recently secure funding for, which engaged
multiple generations of immigrants in the community, supportinth older immigrants and

teenage mothers:

07: Give them access to schools to speak to these young people who have no room for these older
people. Like as a class where they will be tested on because they will not listen for fun. | started

this program alled _program name withheld¢ The i dea i s t o (gnethherst een n
(tha)f i nd t hemselves with a baby when theyore |
with their baby. They dondét want it even when

dondét know how to bathe; t hey d oerdéptessédnThey h o w
should get back to school. They should move on and they should learn from their own mistake,
but who would tell them? So | think, let me get this idea, we get seniors to volunteer. Strong.
Active. Because all the seniors are also armesof them are good professionals. Come and talk
to them and pass knowledge.

The importance of fostering integration and community engagement among immigrant
seniors was emphasized equally by key informants working with -ethitic immigrant
populationsor if they were focused on one particular ethnic groupm@unity building (n=11)

was widely seen as an important and also mutually beneficial role for older immigrants to be
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involved in, particularly in the role as leaders and mentors within their owmmuaities.
Because many of the agencies and organizations that key informants worked in provided services
for multiethnic and multicultural communities, they spoke about the sharing of cultural values
(n=6) as a role that immigrant seniors held with respe¢heir community peers. In terms of
soci al and recreation programming, the sharin
seniors being served overall, as well as allowing a senior to be able to safely observe their own
cultural or religious practes.
For one key informant who worked exclusively with South Asian populations she
di scussed how i mmigrant seniorsod6 participatiol
safe environment and allowed them to improve their connections to the locauodgnas well
as the broader Toronto/GTA community:
19: Yes, | mean the South Asian seniors have taken on the lead role of definitely in places of
worship and community centers. They, in a lot of instances, they become volunteers because
t hat 6 s tfeelp safe.cOkay sohia the safe environment, which is their places of worship
and community centers, they take a | ead role
theydre taking a | ead role. | afansliesasdalkthaa | ead
Another key informant within the Filipino community noted the multiple roles that
Filipino seniors have in building up the community by actively including other cultural groups
and leaders in the community to be involved inrtBetcial and civic activities. She also discussed
the importance of Filipino seniors in home spaces as caregivers as well as their role in teaching
cultural values to Filipino youth:
03: Well, we do help in the social and the economic life of the community by participating in
public affairs. We do help in the development of the community. And as to family life, we act as
babysitters or housekeepers for our children, while they go t& awd in so doing we also
somehow have the grandchildren i mbibe our wval
them, because most of our mothers are educated and they help even in the preparation of their
lessons. So we adewe do believe that ware not just immigrants living on the state.
Results from key informant interviews demonstrate that immigrant seniors represent a
potentially valuable population with regards to community. Highly regarded for their knowledge

and skills, seniors were seéy key informants as leaders, mentors and peers in the community.
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Another important community role that key informants identified was the sharing of cultural
values (n=6). As one key informant noted, many immigrant seniors she works with only need to
be given the space, support and opportunities to engage with the broader community. An
important aspect of this is the importance of not only allowing seniors to share their culture with
others but to do so in a safe space that allows them to celebraterticiggta their own cultural
practices:

22: We hope that their role is mentoring their own community and building bridges to other
communities, and really sort of, identifying themselves, and identifying their culture, and
identifying their group, their ps, (and) their family. And we try and assist with that. We have
culturally specific programming within our sites and within our elderly person centre downstairs.
And we really try and help people not lose their individuality and not lose who theyuaige b

able to share who they are.

Social and recreation programs were designed to integrate seniors with the whole of society and

immigrant seniors in particular were viewed as having an important role in contributing to the

multicultural landscape of thaty.

4.3.3Describing the Role of Immigrant Seniors: Contrasting Key Informant Views

When key informants were asked to describe aging immigrants generally or what role
they see older immigrants having most spoke about immigrant seniors in positive terms,
disaussing the various roles they currently serve in society as well as the potential roles they may
have in connection to the larger Toronto and GTA community, to their own -ethiupal
community and within their own families in Canada and abroad (n=19). iKl®ermants
acknowledged the transnational practices of many immigrant families and the roles that distance
and time had in shaping the geographies of many immigrant families. They also highiihghted

relevance of their societal contributions earliethieir life and on a more global scale:

06: I think seniors always have a role in ever
perspective in terms of people that are here already...you know, | think family in general is
important so fromthia per specti ve for sure, I t hink, t he

sure. | think that, you know they add a lot to community in general.
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Although key informants spoke positively about immigrant seniors within the community
and broader society, few addressed the amthmigrant viewpoint that believes that older
immigrants are not entitled to social supports because they are not perceived to have participated
and contributed to the social life and social structures of society. One key infoeasomhed that
better care and support should be extended to immigrant seniors because of their past
contributions, as well as the potential contributions they may bring to the local community:
18: Their quality of I i f e o supporathdmy and altpeopler e s wl
deserve to be supported. They de sieifrnotdo thist ! The:
society directly but to the world in general. So much knowledge they have that they could still
offer to us. So when we medicateein and leave them in a corner, then really were not doing
anything. Wedre actually taking away from soci
She noted further that often when discussing the challenges of population aging and
immigration in Canada ageist attitudes t en ari se which tends to unc
local and global contributions, as well as disregard the knowledge and experience they have
accumulated across the life course.
In contrast to most of the key informants view of immigrant senibose who specified
a role for older immigrants, whether it be within the community or in the family, there were some
who did not discuss their position in society in terms of roles but rather they discussed generally
what being an aging immigrant means Tioronto/GTA (n=3). Most notably, all three key
informants shared the same degree of involvement with older immigrants, which was either at the
policy or advocacy level. Unlike service providers or frtimeé managers they were not directly
involved in thelives of seniors and their families and their responses were more aligned with
approaches in population health or public health policy. They oftenstisd immigrant seniors
from health equity or social justice legsFor instance one key informant, alglic health policy
maker, when asked about what role they thought aging immigrants have in society said she felt

that answering that question would not provide a fair representation of aging immigrants in the

city. She wanted to avoid casting them intml® because societal perceptions already views the
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aged and aging negatively and emphasized that structurally, society had already deemed seniors

as not valuable because being out of the workforce meant that they were not contributing to the
economy. Fronan equity and access perspective, she reasoned that it was not an issue of having

or not having a role that was important but that having access to health and social services should

be available regardless of roles or contributions, whether society dieemgo be deserving or

not:

11: I donot view them positively or negati vel
peopl e. Therebdbs nothing inherently positive o
dondét frame it thaterwdy. sAhmeuthi wigeti méhrer ent | vy

seniorsi No ! Theybdébre a part of society just l i ke a
wrong quest i on .0 whattbes role ortyou &nove, what shoaldvbe their role, or

wh at Orgositivh erinegative rolet hat 6 s not the question. They
worthy of good care and respect and dignity I
t hem. They are members of societlgbeaphddanchey dr e
protected and cared for the same as everyone e

In speaking from an advocacy background, one key informant felt that older immigrant
groups needed to advocate for themselves and within their own-@tha@l group in order to
improve their access to health and social services. Rather than identifying a role, she spoke more
broadly about their social positioning within the community, in which she envisions immigrant
seniors to be more proactive and seifare in overall community building efforts, rather than
speaking about specific roles and connections to their ethliral community.

05: Older immigrant groups... they need to do (things) for themselves and they need to find out,

to be educated in velh services are available and be able to pass that to their cultural group and
it...has to be done. You know, you walk down the street and ask the first ten people you meet,
AiWhat 6s t hlaughg C ATCh?edy [won ot know! And t hatds a
somet hing unusual and people dondét know!
Additionally, she made specific reference to certain ethnocultural groups she considered more
successful and organized communities in Toronto, such as the Jewish and Chinese populations,

describing seniors in tse respective communities as being better off than other groups because

of the strength within their own communities.
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Similarly, another key informant, a health care policgker chose to speak more broadly
about the vulnerabilities of the aging immigtgpopulation rather discuss their specific roles.
Also approaching the question from an equity and equality perspective, she discussed that
improving access to health care for vulnerable populations such as aging immigrants means

acknowledging the differeces across the older immigrant populations and within each group:

17: When we talk about aging we tend to talék
delivery a 95 year old is a distinctly differ
you truncate that and the | ook at the i mmigrat

when we talk about aging and immigration is, you know as | say | still think it goes back to

plotting it against the immigration wave. Because if you labkvho the immigrants were that

came in the various waves. So you know for the European, depending on what was happening

and they came from poverty or clasthat wave of immigrants is very different.

Speaking from a systems approach in referentbealelivery of health care and a health equity

lens with regards to access, her view on aging immigrant populations was framed in terms of the

intersecting factors of influence of the agi

misleading as it iéntifies one kind of aging experience. As an example of this, she emphasized

the local and regional needs of the population as well as looking at the evolution of immigration

in Canada and broader immigration trends to discuss aging and immigration rasctirig

experiences that affect the lives of aging immigrants as well as the aging population overall.
Because all three key informants operated from a wide population health lens either in

health advocacy or policy, they naturally interpreted and agped the question differently than

the serviceproviders. They were more focused on explaining the diverse complexities of

immigrant seniors from a health equity, access or social justice framework, often viewing

immigrant seniors as cohorts of individsiaServiceproviders in contrast identified the varied

and diverse circumstances of aging immigrants with respect to roles they held throughout the

community and within the family as they tended to be more directly involved with immigrant

seniors as indiduals and in many cases involved with their families as well.
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4.4 Challenges of Working with the Older Immigrant Populations

In discussing how key informants viewed immigrant seniors within the overall
population, they also revealed the many specific chgdlerthey faced in their work with this
vul nerabl e popul ation. The results Whaeaseent ed
some of the problems or issues you or your agency faces with regards to aging immigrant
c ommu n i In expleriigdthe exert views and opinions of key informants and stakeholder
groups who have specific knowledge of the diverse and often marginalized aging immigrant
groups in Toronto and surrounding GTA, | wanted to know what challenges or issues they
experienced when deatjrwith aging immigrants within the broader community and within their
organization. Among the many challenges they faced, they ranged frombaad or senier
related issues to more broad systemic issues within the community and society at large.
Originally this question was posed in order to determine what resources are required to aid in the
planning and provision of services to support all Kiferadults including immigrants, but as the
interviews revealed many of the challenges discussed weraexgessarily resource oriented.
Many of the issues brought forth by key informants were related to perceptions and attitudes
towards immigrant seniors as well as the diverse and complex issues within the aging immigrant
populations themselves and their indizte and extended families.

Five major themes related to challenges and issues working with older immigrant groups
are described as followed:

1. Funding challenges and lack of financial resources;

2. Establishing partnerships and working with community pastne

3. Serviceprovider and client relationships;

4. Senior/Client issues;

5. Mainstream society views.

Table 44 below summarizes these themes and relatetopits as described by key informants.
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Table 4-4: Summary of Themes on the Challenges of Working @®idter Immigrant Population

Theme 1:

Funding and

financial resource

Subtopics:

la. Limited resources for programming (n=6)

challenges 1b. Increased program demand and need (n=2)
1c. Limited resources for outreach activities and initiatives (n=6)
1d. Shifting funding priorities (n=7)
le. Decreased funding for ethnocultespecific agencies (n=2)
Theme 2:

Establishing and
Working with
Community

Partnerships

Subtopics:

2a. Community partnerships and networks (n=5)

2b. Coordinating services within the community (n=3)

Theme 3:

Service provider

client relationships

Subtopics:

3a. Establishing trust (n=7)

3b. Staffing issues (n=6)

3c. Working with families (n=9)

3d. Role of service provider (n=3)

Theme4:

Seniors client

Subtopics:

issues 4a. Complicated health issues (n=5)

4b. Mental health issues (n=5)

4c. Physical isolation(n=6)/transportation barriers (n=7)
Theme 5:
Mainstream Subtopics:

societal views

5a. Ageist attitudes (n=4)

5b. Discrimination (n=4)

5c. Immigration policy and antinmigration attitudes (n=4)
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4.4.1Theme 1: Funding Challenges and Lack of Financial Resources

Many of the key informants working in agencies that offer services directly to aging
immigrant populations wensow operating with scaled budgets and or a general lack of funding
opportunities. A number of key informants expressed that they felt that they had limited
prospects for future funding opportunities as priorities for funding bodies, including therdcal a
provincial governments shifted and evolved and often at the expense of excluding the specific
needs of immigrant groups within the community. Not surprisingly one of the major themes that
emerged about the challenges faced by many key informants wasftiaeck of funding
opportunities or lack of financial resources to operate at capacity and to meet the increasing needs
of the aging immigrant population. Key informants made reference to a number of issues relating
to funding and resource challengediiiing:

9 Limited resources for programming,

1 Increased program demand and need,

1 Limited resources for outreach activities and initiatives,
9 Shifting funding priorities,

9 Decreased funding for ethwomlturally specific agencies.

la. Limited funding resourcggogramming (n=6)

One of the most commonly cited consequences for decreased or lost funding was the
inability to adequately run social and recreation programs to meet the needs of the community
being served. In some cases, lack of funds resulted in hentégion of employees or programs
altogether. As the quote below indicates, operating social and recreational programs encompasses
more than simple planning but involved a number of incidental costs such as offering lunch or
other refreshments or providitigkets for public transportation in order for immigrant seniors to

access the programs. For this key informant, the lack of funding hampers their ability to provide
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services to seniors and often it is social and recreation programs which are the Best t

suspended or cancelled altogether:

07: Every day | come in and say @AO0Oh God! How
cheques? Do | have...like today, even when we want to diverse funds [to other programs], we
donot have any funds even t o c¢haavgtaefoodless,st e al
give them the tickets. Then the food runs out. When it cuts off, we just suspend the programs. So
ités funding. Terrible.

Many key informants who were involved in the planning and running of comraunity
based social and recreation prams explained that many of the seniors that used their services
had limited incomes. Without the lure of refreshments or tickets for public transportation,
especially among more impoverished populations, many immigrant seniors would choose not to
attend pograms. Because they believed that the programs were essential in maintaining the
overall health and wellbeing of all seniors in general, not just immigrant seniors, it was also
important to reduce as many barriers as possible, such as transportaggnoistanguage and
communication issues:

07: One program a week is not enough, because we give one program a week for different
groups, we cannot have a program for everybody, every day.

22: | t h

ink that if you don tundindhtahirethetnbcessapyr oper
people, the

n thatés a population thatds either
It was particularly challenging for those key informants who served diverse populations.

Making sure that no senior was isolated lapguage or culture the programming of certain

activities had to be designed to be as inclusive as possible while ensuring that there was proper

language translation of instructions, available staff with appropriate language skills or making

sure that disussion topics, groups activities and even foods/snacks were sensitive to the diverse

cultures of the broader group.

1b. Increased program demand and need (n=2)
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There was a consensus among most key informants that as funding was decreased many
of the sevices they offered were affected and would impact immigrant seniors the most. This
included indirect influences such as proviwgde hospital funding cuts for example or more
direct influences such decreased funding for community based health and smgiais. Many
key informants observed that increased cutbacks in program funding, as well as in the funding for
health and social services programs, was often related to increased demand for community
services A number of key informants noted that poacess to health care and multiple system

barriers would result in increased demands and needs for more combasety services:

07: Finances is the worst. Funding is the wol
finances for meals and also tickef TCt o access the program. The ¢
access the program by TTC who stay in the building we say, we give them one ticket a month,
two to go and see the doctor. And they | i ke it
shrinkste cause these programs grow, you start a pr
get the money in six months. Because they érdlae people get to hear of it and they like it.

15: e(S)ince we startedothémaltheswdentids j| u ke goow

|l i ke a mushr oom, so for us already, |l i ke for
fully. ltds really full!l So what | do is | do
within our seniors program there,ofcos e i t 6s so hard to say no to

to come to the group.

Some key informants noted that the burden of m
community and as the aging population continues to grow, so too will theam Icreased

demand for health and social programming seen within the commufotykey informants who

worked in communitypased supportive services organizations, many anticipated a number of
challenges with an increasingly aging populati@me key ifiormant described some of the

existing problems seen with her organization, which provides a number of community supports to

the elderly and argued that thging population will only worsen the situation:

06: €é(T)hatds what Hherefimmgdantand hemmigrank, thdére acefalots e ni or
slipping through the cracks. Where CCAC is not able to fund services for them because they are

not sick enough unfortunately and yet they are not able to pay for their own services, and they
need serviceand even a small amount of service could prevent people from going to hospital.

8 TTC: Toronto Transit Commission. Public transportation systr the City of Toronto.
(http://www.ttc.ca/index.jsp
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And so thatds sort of the str uggncreasingwénor e weod
popul ation, cause itds only goithgtde detr biugee

For many immigrant seniors who already experience significant access and economic barriers to
health and social care, they will most likely experience these barriers accessing corbassrtty
services.

1c. Limited funding resources foutreach activities and initiatives (n=6)

One of the many commonly stated issues that key informants felt aging immigrants faced
was not knowing or being aware about the services that are available to them. Some key
informants also stated that simply rimging able to navigate complicated health and social care
systems was a barrier in itself. For key informants, it made the prospects for future funding
insecure and unpredictable. Additionally, the social and physical isolation of many seniors also
made itdifficult for agencies to properly serve the wider immigrant communities. Many key
informants explained that a significant proportion of immigrant seniors are hidden or socially
isolated within the community.
16: This becomes an issue of isolationlbesae t hey dondédt really have a
|l anguage, they don6ét have an opportunity to go
their neighborhoods as much. And so we have found that they are very often very isolated. We
actually dd a radio show with a Spanish speaking radio show on issue related to aging and it was
quite remarkable. It was a catl and quite a few seniors were calling in asking questions and it
was good because it was a way to actually connect with seniors.
For key informants, the challenges of doing outreach to access and engage with isolated
immigrant senior within their own communities or convincing them to travel out to various
seniors programs was a resource draining task. The more common methods of ,csiickaels
information dissemination including pamphlet distribution and posters did not always translate

into the greatest reach of immigrant seniors.

13: In the apartment buildings where we work, we Bavet 6 s ki nd of a manage
which we can dooutreach, so one thing, just by being present in the building and having

programs there weekly. Itdéds amazing how we col
know we were there and one day they walked by, and by being welcomed they can come in and
connect to the programs that we have. But we ¢

community at large.
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The outreach activities that many key informants engaged in took on a number of forms and they
often described how their services hadlesd to meet the needs of the communities they served.
Among the strategies employed for outreach activities, the initiatives considered immigrant
settlement patterns and the level of social and physical isolation of certain immigrant groups
within the canmunity. These issues were also compounded with overlapping housing issues and
inadequate public infrastructure, such as poor public transportation.

19: We go to various places of worship, i ke
whereweraisawar eness of our progr ams. That és our o
programs and services too. So we outreach and we take mainstream service providers to places of
worship.

21: And the other part is engaging newcomers in our process. In ééengaging newcomers,

we look at engaging really a range of newcomers from young to old. It is more difficult to get
seniors engaged because there are mobility issues, language issues and yeah, so those would be in
terms of challenges, in terms of engagirewcomer seniors.

Relating to the physical isolation that some immigrant seniors experience, social and
cultural isolation from the mainstream culture is also a critical factor that key informants felt
prevented seniors from accessing services and greyr An important aspect of outreach
included having programs and services that are of specific interest to immigrant groups within the
community. For organizations who receive funding based on outreach initiatives find cultural
isolation a difficult barer to overcome, and it becomes a challenging task to build outreach
activities to specific communities, which can also become resource draining as well.

21: So [the] topics that newcomers find are important and have an impact on their life in Canada,

we dooutreach with community ambassadors who go around the community to raise awareness

to what we do and to invite people to participate in our sessions. We also have interpretation
available to a certain extent and with seniors, it is often that feelingocainle to go out and

also being able to go out. So, around being mobile and seeing the relevance of, you know, of what

we do to their | ives. So for seniors, they re
assist me?0, filss oift isnmpnoertthainncge tthoatme ? 0

Recognizing that outreach programs were most effective in bringing awareness to
resources and programs available to often isolated aging immigrants a number of key informants

explained that these efforts became more difficult@ssitained budgets hindered the outreach
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progr ams. Poor knowledge and illiteracy of Cai
available community program, combined with a number of structural barriers resulted in a
number of implicit issues foroenmunity-based organizations. As key informants noted, many of

these program issues were interpreted as poor program planning and execution or even, construed

as irrelevant and redundant services.

1d. Shifting funding priorities (n=7)

Some key informantalso discussed how they needed to adjust their strategies for
securing funding in large part due to shift in funding priorities from differevels of
government whetherom the City of Toronto or the Ontario Ministry of Health and Ldéegn
Care. As wb key informants noted that concerns for the rapidly aging population expected to
occur in the next twenty years and worries of an overburdened health care system are playing
themselves out, as evidenced by shifting funding priorities with commbasgdservices
programs being low priority. One area that is most affected are preventative programming and the
poor understanding of what prevention methods for aging communities means at the program,

policy and funding levels.

08: You know just lookingatwimee t he funding doll ars are spent
prevention and keeping them out of the hospital rooms and that. Which is what facilities like ours
do, however webre not recognized as a prevent a

13: Right now the governmefiinds kind of prevention community development because you

can hit a | ot of people with a little bit of
youbve got i mpressive number s, because some pe
say, You know | can say you know | had a party Withreached 300 people in one day. You

know whereas people needing more support, so right now were okay but | think that as the shift

to being really scared about thevettoltinttoof agi
concentrating all the efforts on dealing with
fear. Um but | think that they need to recognize that this prevention is not gravy, its essential

right? And it means better outcomes f@ople. And less cost to the health care system.

Often funding requirements differ than what true needs or aims of the

agency/organization ar@/here this is most evident is around the language and translation needs
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of the agency and their abilities to overcome language barriers and provide interpretation services

with ease and efficiency.

12: We have (programs) so the Russian one overlaps and the English ones go like this and the
Russian ones cover the whole (popiola served). And we do have workers who speak Italian,

Hebr ew, di fferent | anguages, so obviously if &
languages peci fic they get tohat icsasneoth uat raeggauiinr ewree n
one FTE Italian speaking social worker, one Hebrew. We have two Russians that way but not the
other | anguages. So itdos a challenge | have so
speaking soci al wor ker , but i itiod.sSo, thedhalldngerisd ed t o
it would be nice to have someone that speaks Hebrew because we have a Hebrew speaking clients

but were not funded speci fadywakndwyfall thear¢esumesaly s o |
candbét just pickbevhe ones who speak He

Differences in funding priorities are most obvious when you compare the priority issues
between key informants who provide direct service to immigrant seniors, such as community
support agencies, to key informants who are indirectly involved in éifane of seniors such as
policy makers. Key informants noted that often what is proposed at the strategic level is not
always feasible at the community level. A good example of this is language translation services,
which is considered the cornerstonecafturally competent care but within the community and
social service agencies the ability to provide a range of translation services is limited to the

number of staff or resources available.

le. Decreased funding for ethnocultespkcific agencies (n=2)

Many key informants discussed the specific challenges with reduced funding in running
certain programs, but some key informants made reference to the notion that funding sources
often do not find their way to serve specific ethnocultural communities vittkitoroader senior
population. Most key informants worked in agencies that were open to all ethnocultural or
racialized groups. Three key informants who worked in agencies focused on one particular
ethnocultural group and two key informants who, althowgbrking in multiethnic and
multicultural agencies, worked with a specific ggloup of immigrants. While they all shared

various disadvantages experienced by each of their respective ethnocultural groups there were

° FTE=full time employee
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suggestions that broader community gaaisl interests were more likely to be funded than the

interests specific to certain ethnoaltural groups. Again, funding for languabased needs was

commonly referenced as an area that received very little attention despite it being a widely

accepted baier to health and social services.

19: Funding should go into ethnic organizations to assist the ethnic groups, to assist the culture

groups that are coming too, so that seniors ¢

left behind. If funding ges to mainstream, the newcomer immigrantsdwiou know they have

culture and language barriers, they do not have access to the services. Because they do not feel

safdt he environment is not safe. Thatoés what t h
As the key informant argaeabove, mainstream funding often does not reach ethnic

groups, whi ch has consequences for i mmigrant

perceptions of the postigratory environments. This was especially true for those seniors who

are socidly and culturally isolated from the mainstream and dominant culture, which often made

it difficult to reach certain members of the community or hampers their efforts to provide services

to the broader community.

4.4.2Theme 2: Establishing and Working with Comrunity Partnerships

Most key informants worked within the community to provide services and support to
immigrant seniors and their families. With decreased operating budgets and the scaling back of
community and social program funding, many key informaisisudsed the necessity of building
community partnerships and networks in order to fill service gaps or provide a more
comprehensive set of services. In particular, key informants discussed:

T Community partnerships and networks,

1 Coordinating services withithe community.
As many key informants explained, establishing community partnerships and building networks
to increase the reach of community support became increasingly important as funding challenges
increased.

2a. Community partnerships and netwonksX)
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The lack of partnerships with agencies, outside communities and other organizations was
identified as a challenge in trying to connect immigrant seniors with the resources they needed.
Many of the key informants were involved in referral of serviaes laad to be attentive to the
limited resources of immigrants in the community. Key informants discussed this challenge in
combination with the issues surrounding eitigle funding shortages and how many agencies and
nonprofit organizations in the city eve vulnerable to service cutbacks or even closures. One
example given was the closure of a neighbourhood settlement service centre within the same
building that housed a home support service agency:

13: We used to have in this building a community actiesource centre which was running
settlement services and they were one of the agencies that lost all of their funding. So they had to
shut their office down completely so, you know where we could have worked in partnership
where we build a relationship thipeople based on them finding out about exercise or coming for

something |ike that and we could have referred
donét have that same connecti on.

The closure of the settlement services centre because ofufaiihg was seen as a
significant loss and missed opportunity to create service partnerships that would better serve the
older immigrant community within the building. Similarly, other key informants also discussed
the closures of other agencies in the,citarrowing the networks of partnering agencies which
were seen as key in helping to fill the service gaps.

2b. Coordinatingervices within the communityn=3)

In a subtheme related to lack of service partnerships in the community are issues that
arise in coordinating services across different agencies and organizations in égndezdse the
availability of services to seniorBmong key informants who are able to make important
partnerships in the community to better serve the aging immigrantgtiomgl, they discuss
challenges of working with diverse groups and service agencies, which often meant not only
knowing the services that exist in the community but also knowing the particular needs of the
community that is being served:

06: The social wik will link with them and then try to connect them to other services, try and
connect them with potentially their own (cultudebecause often people often feel more
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comfortable within their own culture,tivebo t hey
invol ved, |l i ke therebds a new hub opening at

i mmi grants, so wedre on those committees and r
to help support people.

Whether speaking to the challengefs connecting immigrant seniors to relevant and
culturally-sensitive services or building networks of organizations in a community or for a
specific ethnocultural group, key informants emphasized the importance of building up resources
and filling the gapsn service, often in the wake of decreased funding or the scaling back of
certain services. An important systetagel challenge noted by one key informant was
coordinating and synchronizing very different mandates and goals of various agencies and
organiations:

21: Because we work with a range of agencies, some of them are settlement service providers but
many of them are 6éother6é providers or other or
organizations, faith groups. So, organizations itiange of mandates who, not specifically, but

also provide services to newcomers, right? For example, hospital would provide services to
everyone including newcomers. So it can be challenging to engage a lot of different agencies
around the newcomerissees peci ally i f there are capacity i
of the mandate of the agenciemnd resources issues!

Key informants discussed the complexities of community building through the
coordination of multiple organizations and sersic&he goal of increasing the capacity of
organizations to better address not only the wider concerns of the community but to also meet the

needs of a certain syimpulation in that community can also be a challenge as described by the

key informant above.

4.4.3Theme 3: Service ProviderClient Relationships

Another important theme that was more consistent among those key informants directly
involved in providing services to seniors was the nature of service pralieletr (or senior)
relationships. Many keynformants discussed the nature of service prowtient relationships
that either strengthen or hinder the ability of service providers to assist and support immigrant
seniors and their families. Among the various issues they noted were:

9 Establishing trat,
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i Staffing issues,

1 Working with families,

1 Role of service provider/agency.
An underlying issue of this particular theme was the challenge of community diversity and having
to provideservices in crossultural contexts, especially with newcomer immigrant seniors.

3a. Establishing Trust (n=7)

Key informants made specific references to their own programs and services when
speaking about the various ways they sought to create trustatgpmehips with immigrant
seniors and their families. However, many key informants also described more broadly the issues
that immigrant seniors face when navigating health care, social and settlement services. Many of
the issues that key informants toadhupon included, public perceptions about immigrants,
particularly racialized immigrants groups, discriminatory attitudes of providers in mainstream
services and language barriers. Among key informants who were directly involved in providing
communitybased health and social services for immigrant seniors, establishing trust was often
viewed as a timely process but often an important and necessary step in ensuring that immigrant
seniors receive the care and services they need:

01: They are so isolated ard there is that tendency for them to distrust or not immediately trust

you. It could be because of many experiences that they have, that it takes a while for them to
warm up to you.

08: | also find (the) barrier of trust, like can | trust you to halp , because | dve bec
before. And how are you any different? So itds
(to) say | will walk you through the process a
that relationship buildingtat t akes ti me. Like you know we <ca
But someti mes | f eel thatdéds a barrier, because

if you can do it for me?

In particular, some key informants explained that it banespecially challenging for
immigrant seniors if a service provider did not share the same cultural background or language as
them, which is why many communibased organizations try to hire staff that reflect the cultural

backgrounds of their clientele Not only are crossultural relationships between service
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providers and immigrant seniors seen as a barrier to trust, but many immigrants coming from vast
political and social circumstances may have different perceptions of government and
understandingsocial and health services. As described by one key informant, seniors are often
fearful about discussing their personal and family situations witkfaroily members:

13: It really shows how i mportant neeodedohg to c
thei the other | think | think is maybe a barrier is that people are coming from all sorts of political
situations, and so they have different views of services, like social services and community
supports some of t hem uadconietandlygigd them gupport fordrée. s o me
Some of them fear talking to a soci al wor ker &
the context t hat they knew, s o | think thato
understanding of geernment or social services can do or if there safe.

In addition to acknowledging language barriers and providing services that are culturally sensitive

key informants also identified the importance of imparting genuine empathy and understanding of

the hadships that many newcomers experience. This was especially integral to building trusting

relationships between immigrant seniors and service providers.

3b. Staffing issues (n=6)

The problems that key informants associated with staffing issues werey madatéd to
the lack of culturally similar staff at any given time, although overall shortages were also cited.
As noted above, key informants felt that the process of establishing trust with immigrant seniors
or newcomer immigrants could be fostered swoif service providers shared the same
background with their clients. From a managerial perspective, not being able to provide staff that
match the background of the clientele, whether it was language or cultural sensitivity, was a
common issue. In on@stance, one key informant used the example of counseling services and
the incidence of elder abuse among immigrant families. She noted that most of the newcomer
immigrant seniors that she sees come to the agency at the point where they are in near crisis
situations and this prolonging of such situations may have to do, in large part, with their
perceptions of the less diverse staff that are available:

16: Seniors who come from more of a newcomer community are probably more dikedyseen
in the VAW (Violence g@ainst Women) program rather than the senior program, which sounds
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weird but thatds just the way it i s. And | t |
(program), the counselors in the senior program are white, we have two who are Spanish
speaking, | mean we only have five, six (overall).

Lack of awareness of the program, as well as counseling services being a novel concept
were also identified for the poorly accessed seniors program by newcomer immigrants. However,
she speculated thate low use of counseling services among minority languageEnghsh)
seniors is due to fact that most of the counselors employed were from the white,-Epegiking
dominant culture. The need to have culturally similar staff was a recurring thenvegasas
providing services in the appropriate language:
12: Well we see here |l anguage barriers are hucg
clients. So thatdéds a huge barrier. We try and
hire staffwho speak different languages but people get sick, people go on vacation, people go to
the bathroom, they take lunch breaks, and then you have clients who are needing care and
obviously staff are trained, we can have staff speaking every language, soethigyned in non
verbal communication, crisis intervention, all those sorts of things, and just being creative.
22: I candét speak to the community as a whol e
but within the buildings it took us the thrgears to get our client numbers up to where we had
expected them to be. It was very slow going in the beginning because you start off with a certain
number of staff, and those staff have a certain number of languages, and they're not reaching the
peoplewi hi n the building who dondédt speak that | al
out in the hallways, they dondét come to progr a
they wono6t be able to under st atofihd outhezactly whogoi ng
are in the buildings and to try to hire and staff according to the need.

Additionally, key informants spoke about managerial challenges of ensuring that front
line service providers or social workers were adequately trained tavileahe complexities of

immigrant seniors and the issues that are unique to the immigrant population.

3c. Working with families (n=9)

Another issue described as a key challenge in the seyxoegder and client relationship
was that role of familieand how service providers had to also be especially sensitive to the
diverse family situations of immigrant senioBu i | di ng trust with a seni
as equally important in establishing trust with seniors themselves, as most newconggainmi

seniors are dependent on their adult children:
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18: Here, we do provide interpretation services at no cost to the clients and families when they
come i n, but itds | anguage, and itdés also tryi
know were willing to work with them and not against them.

However, key informants were also quick to note that while family members often are the most
convenient and appropriate sources of infor mat

not alwaysthe best advocates of care for immigrant seniors and were even thought to be an

obstacle to care:

10: A | ot of them donot understand that mom i ¢
need anything like information. | cannot freely talk totheb out what 6s goi ng on
client and our services. So, that 6s one of the

She continued with numerous examples, many of which she identified as difficult situations that
forced her to make A udge me needs ofdhke kesiar overitteh r e g
expectations of the family, particularly in cases where a senior required hospitalization. She noted
sadly that there is often a power struggle between the service provider and family members with
regards t o a islkeoomesrassiiuationaaf eenuausiydbalancing other family
member6 i nvol vement but ensuring that the senic
Similarly, another key informant spoke about having to explain the limits of care and the capacity

of an @ency to provide care to an immigrant senior:

12: é(T)he family just kept saying, Altdés my r

donot want to talk about it [ donot want t o
care needs ohts program. He wanted her to come here every day. Our limits of care state that

the care has to be manageable for staff. | k nc
that can mean so many different things. And that case was just hoursabfvgmdi and nursing

time working with this family, but i f they hact

have been such a burden on them or on us.
Frustrated, she described that in some cases family members were not willing to listercéo servi
providers about the care needs of a senior, which became a real obstacle for the agency in terms
of balancing the work loads of staff and providing services within their mandate of care.

There were also some discussions about elder abuse within tiye dachithe challenges

of how to handle these situations when abuse is suspéettainces of elder abuse remain a
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taboo topic within various circles of the immigrant community and remains poorly addressed in
the community at large. Often seniors are laesitto discuss their home situations with
foutsiderso or they may not even recognize tha

04: They struggle and they suffer in silence because they are not able to talk about it to anyone.
Because agai n riertariseniars dreaunagleita tglleso thia is a lot of tension, so a

|l ot of abuse situations. But again itds Russia
the outside world so sometimes it takes a very serious episode for a senior thémahgyde to

the social workers, those who can help them.

14: | would say this is an issue that is in terms of the number is not very significant, but in fact
itdés just Ili ke an iceberg, it is |juddcttheredi ng i
would be different degree or different levels of different kinds of abusive situation in the
immigrant community. It might be in terms of psychological or financial. In the Chinese
community | would say physical abuse is not that imminent bythmdogical, emotional, and
financial abuse would be more common. It may not be identified by the seniors but (w)hat they
mi ght know is kind of abuse, l' i ke a taboo tha
they just bear with it.

The example bthe controlling family member was brought up a number of times, not
only in terms of abusive situations between the senior and their caregivers, but key informants
also disclosed that there were difficult situations between senior couples that sewviderpr
had to navigate. As one key informant discussed, while some family members may prevent
seniors from participating in a particular program or information session, there are also situations
where some women do not participate in a program becaaseootrolling husband:
15: They dondt want them to be exposed, becaus
share, right? Sometimes tléepefore their parents stay at home just to help them but like
something with a minimum chance (to) explore aisb for other immigrants whose tendencies
to their culture in here, like for instance husband and wife seniors. And then back home, maybe
l' i ke I ndi a, |l eté6s say India or any other count
their wives everthough they want to join some activities or join our organizations or group they
are being controlled because of their culture, sometimes the culture, you know.
Navigating spousal or family expectations about social and recreational programs or organized
information sessions for seniors also add to the challenges in providing services for seniors. Some
key informants described these situations as more common among newcomer families, but even
immigrant seniors who have been here for many years, partictitadg who are socially and

physically isolated were also vulnerable to stressful and difficult family situations.
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3d. Role of service provider (n=3)

Many key informants also discussed their own specific roles within their agency or
organization and howhey viewed their role in connection to the lives of immigrant seniors. For
most, working with senior and immigrant populations was not just an occupation but was also a
form of emotional work. Many service providers and managers described working withtéds
and stressed staff, particularly in those agencies that were financially strapped, working with
limited budgets and resources. For instance, when discussing the challenges of decreased funding
and increased need for services one key informant spoit the specific role she has making
decisions about how to allocate the limited funds, especially under the pressure from staff:

07: Every day | have three staff, three or four every day for different groups. When we sit here,

t heydr e sayoiun gk, nofwP Itehaesye!c ayn 6t come, they (i mmi
you know, youdre transferring your parental re
As well, key informants described being very strong advocates for immigrant seniors,

whether it involved lbbying for increased health care access and equity at the provincial level,
advocating for a marginalized groups, to making decisions on behalf of the senior:

04: I 6m just a real strong advocate. I 6tm wor Ki
seeing this immigrant population as oppressed, the most oppressed population in the Jewish
community and community at large. And that their needs have not been addressed, so this is
basically the first program tedsenior.s addr essi ng

In the case of client services for home support a number of key informants provided
numerous examples of the kinds of struggles they experienced when supporting and advocating
for seniors in order to provide appropriate care, including aeting mediator when having to
discuss plans with adult children or even health care service providers. One key informant who
oversees a supportive housing service in a des

she would have to communicate ditg with pharmacists and physicians not only to ensure that

the senior received proper care but also for her and support workers to do their job effectively:

10: There are some doctors that have no probl
Somenew doctors they use the confidentiality, t
but thereds a | ot more issues than the privac
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prescription off to anot her Bu dverytimaleyoebteltisause |
doctor, the doctor would just hand over the p
And | woul d say, ANo! I't has to be in Dblister
have blister packs and thenvidishen webér e 1| i ke, my staff, our S
blister packs and help them, assist them base:q

vials and hand in the medication.
Despite the challenges that many key informants discussgithgainom administrative matters to
client issues, most described their work as fulfilling and important not only for immigrant seniors

but for the whole of the community they worked in.

4.4.4Theme 4: Senior/Client Issues

While most of the challenges that key informants discussed when working with older
immigrant populations reflected mostly resodrekated issues, interactions with seniors and their
families or issues with other agencies and organizations within the adtynthey also referred
to issues among the seniors themselves. When speaking about aging immigrant populations, key
informants made reference to the diverse cultural and ethnic backgrounds of immigrant seniors
with respect to language, religious practicelietary preferences and the social and cultural

contexts of their homeland:

06: By the time you get staff within that cul
know what | mean? Therebs already aedsaviober of
and yet, you dondét necessarily have enough sta
21: [ think thatés the next step that in reti
these then deal with the cultural divévebity? I

where it will be needed. Because yeah, there will be a diversity of seniors with really many
different cultural backgrounds, many different language backgrounds who will move into
retirement homes who wonoét stay with their fam

Being culturally sasitive and understanding of this diversity was a significant challenge
for key informants, which was unique to large cities like Toronto, where many newcomer
immigrant families and seniors tended to settle. Additionally, key informants noted that the
ethrocultural makeup of the immigrant population in Toronto is ever changing and the
circumstances of international migration shift in many ways reflecting global political, economic

and social movements. The inability for social and health sepvibédersto be able to
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effectively respond to the constantly evolving ethnic and cultural diversity of the immigrant
population often results in gaps of service for older immigrant seniors. More specifically, key
informants discussed the following issues regardamjors:

1 Complicated health issues,

1 Mental health issues,

9 Physical isolation and transportatiolated barriers.
Key informants described the numerous ways that the lives of immigrant seniors were diverse and
complex often resulting in situations that aitg hindered key informants abilities to provide the
services.

4a. Complicated health issues (n=5)

Most key informants referred to the health needs of immigrant seniors as complex, varied
and difficult to characterize in simple terms. The aging and Heetiperiences of older
immigrants, as described by key informants, were very much influenced by their social and
family situations ranging from the more common health issues, such as diabetes management to
acute situations such as the unexpected needmmgrtérm care. With respect to complicated
health issues of immigrant seniors the challenge was not in the health issues themselves but with
the situations and circumstances that led to or resulted from the onset of iliness or an adverse
health event.

For instance, one key informant described the challenges of working with seniors who
experience inadequate physician care and have poor medication literacy. Many issues that follow

from these situations inevitably spilled over into her realm of respongibiliti

10: A | ot of our doctors donot understand th
gerontologists around and there should be. An
i mpatient with seniors, you c hauedtdspgndiasldt msepend 1
ti me with them. I havehaemaoyé. t iheyadenaonl l et
old medication because, iHey! We paid money f (
medication they have to take the tineet s ay , AfYou have to throw awa:
given you and you have to start on this. o0é AnNf(
think pharmacists are getting into thete@icture
phar macy that i's not on the ball, [ cal |l t hem
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This | ady shebés not quite into |Iike her meds s
your <calll person and we can talk about this. o

Many key infamants acknowledged that most recent immigrants have few economic
resources upon first arriving, and for seniors, they were especially vulnerable financially, often
relying on family. More commonly, key informants spoke specifically about challenges deing
new immigrant and a senior. Among these issues included: having to navigate a different health
system, finding newcomer settlement agencies for support and information or ensuring they had a
health care provider and health care coverage. Some destrdbsauliltigenerational families as
supportive, but often key informants described more stressed family situations and even instances

of broken sponsorship:

06: I f theydbre new i mmigrants to the country
otherseni ors woul d have. Theyodore often | ooking f
facing issues with sponsorship, children may
virtually abandoned and really duorsoctial watkars e a

will be working with clients in those situations, as long as a client has an OHIP number they can

get CCAC services, but again even now with, unless they are quite acutely ill, or really in pretty

dire straits from a health perspectyeo u donét get a | ot of service.
These particular challenges are especially important for seniors since it may affect their

ability to access care or may even delay much needed care. For many immigrant seniors, having

access to health care provided a sesfssecurity and peace of mind during the early stages of

migration and settlement. Some key informants described examples of immigrant seniors who

expressed fear of getting sick while waiting for their health card to arrive and the risk of incurring

cost of emergency hospital services. Key informants also described challenges with extended

families, who may act as barriers to appropriate and timely care further complicating the health

situations of immigrant seniors:

12: | would say that | have seen mamsis situations here over the last year and a half with

people who are new i mmigrants as opposed to t

who arenot havenot had cri ses, but in terms o

reachedout for help, accessing services, getting into long term care, not having health coverage,

those kinds of real crises, as opposed to someone who might fall and break a hip, you know that

kind of thing. We see more of those very extreme situations withfaimdies who have
sponsored a parent to come over.
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Depending on the programs and services offered by the agencies and organizations, key
informants had to work within their own defined mandates and limits of care, but the complicated
situations of immigranseniors often pushed the boundaries of care for some. A significant
challenge was working within the capacity of their agency given the disadvantages experienced
by many immigrant seniors.

4d. Mental health issues (n=5)

Also discussed among kepformants was the rise of mental health issues among
immigrant seniors. Among those who spoke specifically about mental health among immigrant
seniors they brought attention to the stigma associated to mental health in other cultures:

04: A lot of mentalhealth issues. Most of them would have either have signs of depression or
overdiagnosed with depression and were prescribed the medication and but never use it. Russian
seni or s, Russians donot use the menbeadusebfeal t h
psychiatry in former Soviet Union. And in former Soviet Union, in psychiatry it was rampant, of
those who spoke bad about the government, so those who dissidents let's say, those who go
against the government, they, they would be put in psiyahfacilities and they would give them

a stigma of | etds say schizophrenia, they woul
them quiet. And thatodés why, and itds been for
10: But back hom , and I d&m pretty sure in a |l ot of oth
stigma. So, you know, mom i s an eccentric, the¢
becomes more and more pronounced and it becomes more apparent. This is heingust

eccentric, therebs something wrong. But famil.

or to even say, you know maybe mom needs to see this doctor.
A common concern among key informants is how mental health care is poorly addresskd broad

but most especially among older and immigrant populations. Many key informants discussed the
hardships of migrating to a new country and the risks of poor mental health outcomes for new
immigrants. With sponsorship, many key informants noted, it isxasiped that the
responsibility lies with the sponsoring family member so often times, mental health issues are
often not acknowledged or understood from a coostural perspective.

One key informant, in particular, discussed that with regards to sg@niolfse al t h of t er
preoccupation is with the illness itself and the physical symptoms, but little attention is paid to

more psychesocial or psychological issues. She mostly described her experiences of working
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with the elderly Chinese population and havimigrated from mainland China herself and the

lack of understanding about how mental illness manifests and as a result is not appropriately

addressed:

14: They are more concerned about physical health. Yeah, I'd say physical that is like the illness

thatis associated with aging, like diabetes, high blood pressure, heart disease and osteoporosis.

Yeah so that kind of disease more associated with aging, and more physically related. But now
there will be a growing concern of psychological and mental heslted, and usually the way

we perceive whether ités healthy or not is mor
the behavior. I dondét know if you understand w
paird like symptoms, yes! Insked of the behavior i ke, il can

unhappyo.

Generally, key informants had a more heightened awareness and growing concern of
mental health issues among immigrant seniors. The consensus among key informants was that it
is problen that is not addressed as well as otherrapged physical health issues or cognitive
degenerative illnesses such as dementia or Al
dwelling immigrant seniors often find themselves in stressed and diffitudttions which only

contribute to poor mental health and wellbeing among this population.

4b. Physical isolation (n=6)/transportaticrated barriers (n=7)
Another commonly cited challenge for key informants was how to reach physically and

socially isoléaed immigrant seniors in their communities to make them aware of the services and
programs available to them. Many immigrant seniors are also very dependent on their adult
children, so physically trying to get from one place to another for whatever reason real
difficult challenge for key informants to work around. Even when a senior is aware of or in need
of services, being able to convince them to travel to these activities was also a difficult task.

08: | would say, in my case, maybe the limitatiorsome cases théybecause many of them are
coming here with a role already which is (caregiver). And then, if they have time they can do

ot her things. But sometimes that doesnét happe
are working, maye o n e, two jobs and then whodéds taking
dondt have time to do other things. They woul c
no access to transportatibbrsometimes, they live in the suburbs, in the housd, oe y 6 r e | us

dependent on others.

11: They are completely dependent on their adult children in order to get out and go anywhere.
They |l ive in physical places where thereds poo
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especially in the wintetr i me , so theybébre incredibly isolated

didd hearing a lot about elder abuse and how seniors have no avenue for which to seek help

because they dondét know how to navigatleg the h

dondét know how to get about and so theybére inc
Key informants worked with different populations of seniors and transportation issues

was a common concern whether seniors lived in more suburban areas agddagin on their

children to take them places or whether they lived within the city with relatively accessible public

transportation. Still many key informants needed to subsidize the cost of transportation for seniors

or they simply would not access thegrams and services.

04: So they have to ask their children for moi
do that. So theyéd rather not to eat or theyo
itds not s ub s itickdtszae dot dubisilized.i f t he bus

07: They are poor. Theyore hungry and they do
some subsidies from the government and some h
even if they were to go to see theictlr or to go get their drugs, they need tickets. They actually
dondét have enough money.

In addition to the challenge of working with a very poor population of immigrant seniors
as indicated above, this key informant also described how seniors in thearprdgve
approached her to request the food often made available for some programs be reduced in order to

subsidized more tickets for public transportation.

4.4 5Theme 5: Mainstream Societal Views

The last major theme highlighting the more common challetigadkey informants face
when working with older immigrant populations relate to public perceptions and attitudes about
immigrant seniors. Among these challenges were:
1 Ageist attitudes,
1 Experiences of discrimination,
1 Immigration policy and animmigration attitudes.
Whether addressing systemic discrimination embedded within the health care system or
cultural shifts in attitudes towards the elderly, many key informants referred to the negative
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discourses about aging and migration, with immigrant seniotsn obccupying the most
disadvantaged of positions in society. Although this particular challenge is not material in nature

or directly related to clierdenior interactions, it does create a social and political environment

that makes it difficult for botimmigrant seniors and key informants alike to navigAteording

to a number of key informants, the negative experiences of migration and settlement often lead to

i mmi grant seniorsé perception of the wirder <col
ability to integrate and make connections to the community.

5a. Ageist attitudes (n=4)

Seniors were viewed by key informants as highly valuable both to the community and
within the family. Overwhelmingly most key informants felt that immigrant sermiadsa lot to
share with their peers, youth and the community as caregivers, mentors, leaders and volunteers.
However, as results revealed many of these views are not shared within the community and in the
broader society. In particular, a number of keyinfants spoke about how ageist attitudes had
harmful consequences in how older immigrants were perceived:
01: They bring in a lot of wisdom, knowledge, also skills, but because of the ageist nature of
society they dondt t hetirstetlkertablé. 8o kinceof what happeesr y mu
is that they are left alone, they are left on their own and also their dignity is kind of you know, |
think theyob6re broken down because if they are
come here and ém doing nothing, no exposure to other people because they are so isolated.
Many key informants identified that our current understanding of aging is very limiting for many
seniors. They argued that they all seniors, immigrant or not, have very digpamtences of
aging and by extension, health that it was very difficult to categorized seniors in a single
category. One key informant reasoned that structurally older people who are no longer working,
and therefore contributing economically to societg, andervalued, regardless of what their

contributions were before retiring. For immigrant seniors, they are even less valued because even

if they were working prior to migrating, their contributions are not recognized in Canada.

5b. Discrimination (n=4)
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In addition to ageist attitudes, key informants noted that immigrant seniors also
experienced discrimination in many forms, whether it was based on class, race, gender or sexual
orientation. Experiences of discrimination coupled with ageism, key infornaeigtee, create
environments unsafe contributing to their social and cultural isolation, which further
disadvantages older immigrants. Even among key informants who felt that they were skilled in
connecting with immigrant seniors, providing culturally séwmsicare that was both empathetic
and understanding of their needs, said that newer immigrant seniors were still very hesitant to
accept help from service providers in health and social care programs, settlement agencies or
other communitybased organizeins:

11: If you stop to think of how incredibly disadvantaged on so many &ewiKurally,
linguistically, in terms of age, economically, politically disenfranchised, no family supports. You

know ités incredibl e, t haalizedinsodetyt Amengspthearpdt e t h a
marginalized.

While issues of discrimination, ageism and/or racism, can be more thought of as directly
affecting immigrant seniors themselves, key informants discussed this problem in terms of how
this challenge affeed their ability to gain trust with immigrant seniors or deal with these biases
in the health, social and political systems.

5c¢. Immigration policy and anrtinmigration attitudes (n=4)

A number of key informants spoke specifically on the role of the govent with
regards to the immigration policy and system in Canadaring the time key informant
interviews were conducted, from May 2011 to September 2011, former Immigration and
Citizenship Minister Jason Kenney had begun the process of immigratiomrigfdCanada in
response to the backlog of applications. In the February 2012 report of the Standing Committee
of Citizenship and Immigration, entite@ut t i ng t he Queue: Reducing
Backlogs and Wait Timest stated that in July 201lhére was over 165,000 family class
applications in the parent and grandparent category alone and it was expected to grow to levels

t hat woul d be considered Aunsustainabl e and i
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the recent reforms taking plc e wi t h Canadads i mmi grati on po
applications, from 2011 and onward, on hold in order to deal with the current backlog. In May
2013, Kenney put forth new criteria to the family reunification immigrant class category as Phase
2ofthe governmentdos efforts to revamp the curr
reporting the announcement of the new criteria that would affect family reunification applications
highlighted Kenneyds senti ment s heiofandiestasa newc o
burden to the health and social care systems (Fitzpatrick,'20¥8number of key informants
made specific reference to these -amiinigration sentiments, particularly about immigrant
seniors brought over through family reunification:
07: Therebs people here in this country, i fot
coming here because then theyodll not get the c
work for them. Laughs] So if they want this thing to work thepauld focus on this system, the
senior people, especially those who come out in need.

While not making direct references to recent immigration reforms affecting family
reunification and sponsorship, key informants noted that the current system nelgifisdavards

supporting immigrant families as a whole, not just seniors, since more often than not, seniors are

very dependent on their family members who brought them to Canada:

14: 1 think there will be some kind of issue(s) that will be in the agingigrant community that

need to be paid more, you know, attention from the government. In fact there will not be enough
funding. | would say not enough funding for those agencies serving the immigrant community,

not just the aging but immigrant communig/o i f t hat i ssue is not deal
whole community a problem, not just the immigrant community but the country as a whole. |

think the funding for those aging immigrdnt mean the organization serving the aging
community is not enouy

19: | want to emphasize that it is very important and imperative that the government looks at the
whol e system, as they | ook at the i mmigrants.
then there (has) to be some sort of programs specificallghém and funding should be poured

into ethnic groups that can help them.

Among key informants involved with specific ethnic populations (Chinese and South

Asian immigrants) they emphasized that the lack of funding or governmental support for these

Y Don6t bring parents here for welfare, Kenney says
http://www.cbc.ca/news/politics/story/2013/05/104moimigrationfamily-changes.html
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often racialized and marginalized groups are not only bad for the communities but for the broader

Canadian population including immigrant and simmigrant populations.

4.5 Chapter Summary

The goal of this chapter was to present the findings from key informtantviews from
various individuals with diverse backgrounds and working with a variety of older newcomer and
immigrant communiti€s. Seven health and agelated domains were identified among key
informants based on the services and programs they offeretdéer immigrants. Most key
informants were involved in outreach and community supports and/or social and recreation
programming for immigrant seniors. Among this sample, there were two broad types of key
informants, service providers and policy plannirat offered their views about the health and
aging experiences of immigrants. One specific aim of the chapter was to examine key informant
perspectives on what the various roles older immigrants had at two distinct geographit atales
the community andamily level. While most key informants stated clearly defined and important
roles of older immigrants, some key informants felt that framing immigrant seniors in terms of
roles or utility contributes to negative perceptions about aging immigrants dadssergeneral.

Another aim of this chapter was to explore the challenges that key informants experience
while working with older immigrants and their families, during a time of economic upheaval,
changes to immigration policy and health care administraéind delivery restructuring. Key
informants provided numerous examples describing how community, family and indiddelal
factors greatly challenged them to develop adequate and appropriate health and social services.
There were five specific themeddentified from the many challenges that key informants

discussed.

" pars of this chapter werngresented at the Association of American Geographers Annual Meeting in Los
Angeles, U.S.Aon April 12, 2013. Results were presented in an oral presentation in a session entitled,
Health and Health Care in a Periodemionomic Decline.|
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The first theme was related to funding challenges or lack of financial resources. Key
informants not only discussed the lack of funding for programming, outreach activities and
initiatives, but many also described an increase in program demand and urgent need for
community support and services. Many key informants discussed seeing a general decrease in
funding and budget scaleck despite increasing demand, often as the result of shpfimngies.

A number of key informants admitted that agencies and organizations that catered to specific
ethnocultural groups were among the hardest hit by decreased funding.

The second major theme was on the challenges with community building and creating
community partnerships. While funding challenges increased alongside the scaling back of
programming funding, many key informants discussed the importance of establishing community
partnerships and networks in order to fill in the gaps of service. Keyniahts discussed
strengthening community supports and continuity of care through greater efficiency and
coordination of services among different agencies and organizations within the community.

The third theme was on service provider and client relatipasind the challenges that
arose from these dynamics. More specifically, key informants discussed how the nuances of the
service provideclient relationships either enabled or hindered their abilities to assist immigrant
seniors and their families. Theljscussed challenges with trying to establish trust and working
with widely diverse immigrant families, as well as dealing with issues around staffing and
providing culturally appropriate service to older immigrants.

The fourth theme was related to sergbent issues and the challenges in trying to meet
the diverse cultural, social and economic needs of older immigrants. Among the more important
issues that key informants identified were complicated health issues often stemming from diverse
cultural views of health, the increasing incidence of mental health illness and issues and the

physical isolation of vulnerable immigrant seniors.
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Finally, the fifth theme was the challenge of mainstream societal views, whether it was
systemic discrimination or attidies in the health care system or with society at large. Many key
informants discussed the fear and distrust of many older immigrants which influences their ability
to become integrated with the wider community. Ageist attitudes, racial and ethnic diatidmin
as well as animmigrant policy and attitudes create hostile environments for many immigrant
seniors and their families.

In general, key informants discussed challenges with the wide diversity of older
immigrants in terms of ethnicity, language, iseeconomic background and immigrant status.
Although not explicitly stated, many key informants appeared to operate from a multicultural or
culturally competent approach, which is underscored by an equity approach towards health and
social services. Mangf the descriptions that key informants shared about the older immigrant
communities were broad in scope. Adopting a social determinants of health framework, key
informants described the varied social, cultural, economic, and political situations of ammigr
seniors and how these invariably influenced their health and wellbeing, as well as their access to

health and social services.
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Chapter 5

Ethnic and Cul tur al Di versit yAoKeygi
| nf or mant 6s Perspective

5.1 Introduction

The health and social disadvantages experienced by international migrants living in
foreign countries has been well documented, with much of this research usingclame
population surveys for quantitative analyses. Research examining the health @@dd soc
disadvantages of older immigrant populations often focus on-grsuip of immigrants, such as
immigrant women or a specific ethnocultural group. From the research it is clear that immigrants,
regardless of gender, race, ethnicity, age or immigrarariably experience poorer health
outcomes and access to health care than the dmiivepopulation. While the ethnic and cultural
di versity of Canadads overall popul ation have
economic and political process#sere is little research that analyzes mordépth intersections
of race, ethnicity and immigrant status in ldaié¥. There are some notable exceptions such as a
scoping review on the health and health care of ethnocultural minority adults, wheregfa¢hn
(2012) review studies that specifically addresses health inequities from a intersectional and social
determinants approach, including t he Aspeci f
Kobayashi and Khamisa, 2012: 1). Other exceptions inclu@esatdtional analyses of gender,
ethnicity and age, using Canadian Community Health Survey data, in examining the healthy
immigrant effect (Kobayashi and Prus, 2012).

Koehn (2009) applied the candidacy model to examine health care access barriers among
vulnerable groups including racial and ethnic minority immigrant seniors. Using focus groups,
Koehn applies the candidacy model to frame the patientider relationship as a dynamic and
contingent process of interaction in order to reveal the vulnerabithie affect access to health
care. Rather than focusing on utilization measures of equitable access\oxais et al. (2006)
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describe candidacy as a more useful measure of access based on eligibility of care that is
constructed between the social cotgeof people and the maelevel factors of health services

and the allocation of resources. While identifying barriers to access is important, whether they be
at the individualevel or systemevel, it is also important to understand how these bamens

be the product of the patieptovider relationship.

This research is important and timely for two reasons, the first being that current
research, political and public health discourse has been fixated on the spectre of the aging
population and the cHanges it potentially poses to health and social care systems, which is not
only happening in Canada but worl dwi de. Seconc
evolves to primarily meet the ever cla@tgi ng n.
improve the economic standing of incoming immigrants, respond to regional labour demands
with commodity booms, or to redistribute immigrant labour pools to less densely populated
regions of Canada, the social composition of immigrants is also mgo(Ferrer, Picot and
Riddell, 2012). These two powerful and intersecting forces result in a number of poorly addressed
and difficult predicaments for the aged and aging immigrants across the country.

This study qualitatively analyses the perspectivesaaedunts of key informants on the
centr al i ssues of aging i mmigrantsd health st e
faced. The previous chapter focused on how key informants viewed and described aging
immigrants in various settings, outlirg the important roles they saw older immigrants as having
in the community and within the family. Key informants were also asked to discuss some of the
difficulties they encountered when working with these vulnerable populations. Extending the
discussionon the challenges that they face in dealing with aging immigrant populations, key
informants made specific reference to issues of ethnic and cultural diversity, transnational
practices, multiculturalism and culturally competent care and a focus on theirald@rant

populations being served by the key informants.
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As such, the aims of this chapter will be to examine more closely the role of ethnicity and
culture in the migratory experiences of immigrant seniors as described by key informants. In
addition b describing the various roles of older immigrants and the challenges that key
informants faced, they were also asked to describe the most common issues unique to older
immigrants.The results in this chapter aim to answer the following research questions:

1 What role doesthnic or racial background play in the health and wellbeing of aging
immigrants? And how does this influence how key informants approach aging
immigrants?

1 What are the implications of an ethnic and cultural background with respect t® isBue
access and availability of health and social services, particularly in a multicultural city
like Toronto? How does this influence the health and social service seeking behaviours
and decisions for older immigrants?

In answering these questions, tbimpter addresses the overall research goal for this project,
which was to:

9 Describe the factors that influence health care seeking behaviours and decisions around
issues of aging among latiéfie immigrants in Canada (Research Goal 2)

9 Describe the socialeterminants, migration and the role of place influence the health and
aging experiences of latéfe immigrants (Research Goal 3)

The various descriptions given by key informants on the ethnic and cultural backgrounds
of aging immigrants generated mudiscussion that was focused on the migratory experiences of
health and aging, as well as the complicated geographies of immigrant families and seniors.
Results from key informant interviews also revealed what commbaged multicultural

practices and cturally competent care looks like at the service level.

170



5.2 Migratory Experiences: Different Trajectories in Life

There has been growing interest in the relationship between the migratory experience and
health or access to health care. A number of researbhgesargued that migration should be
conceptualized as an important social determinant of health since migration and resettlement is
not a single event but has | asting effects
(Vissandjee, Desmeules, Caohdool and Kanzanjian, 2004). International migration is not as
simple and straightforward as uprooting and resettling when an individual decides to relocate
from one area to another as there are often many factors at play (Castles and Miller, 2009; Torres,
2004). Equally important is recognizing that an individual does not begin life as an immigrant but
that often they have strong connections to their birth country, which are often sustained and in
many cases integrated into their newer and continued Affereences Kelly & Lusis, 2006)

Within the limited literature in ethnogerontology there is also a growing interest in recognizing
international migration as an important factor in the aging process (Torres, 2004). Despite
numerous studies having examindx health outcomes and experiences of immigrant seniors
living in Canada, a majority of this research is largely focused on Chinese and South Asian
elderly populations (Gee, 2000; Chow, 2010; Lai and Surood, 2010; Surood and Lai, 2010), and
few have expred how the complexities of migration influence health and aging.

One methodological challenge with immigrant health research is that many of these
studies are limited to the use of laigmale crossectional data, which often cannot account for
earlier (pre-migration) experiences as equally important. Giesdional studies of this type
reveal a significant limitation in our conceptual understanding of immigrant status as a population
category. There is no variable that can accurately measure theamjigeaperience, except to
categorize individuals as immigrant or Aiommigrant, or sukcategories of immigrants such as
family class or economic immigrant. Life course theory is a useful framework for understanding
the health and aging of immigrants inelalife and the associated health disadvantages that they

may have accumulated in earlier stages of life. For many immigrants, the processes of
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immigration and resettlement, the creation and reproduction of transnational spaces, as well as
other globalizabn processes have important implications for health. Often the decision to move
is not just the sole act of an individual but in some cases a social act, often including other family

members in the decision making process (Castles and Miller, 2009; Isblbegrad Preston,

2007).

In this study, key informants offered numerous examples of how different migratory
experiences played out i n i mmigrant seniorso
categorizing these seniors as immigrants, key informardsr t r ayed i mmi gr ant s e

highly complex, for instance when speaking about class differences among seniors:

17: Class is stildl alive and well even though
aging, we donot folksHrormRosetlate age the same as the whée folks form
Regent Park. We instinctively know that those are two different white folks but when you think
of i mmi grant s, we donot make that di stinction

Not only was class a factor for the differences observed among different immigrant groups but

also educational attainment or access to certain forms of knowledge. For instance, another key
informant discussed the migration and integration experiences oftdomgimmigrants who,
presumably, have had greater opportunities. Over timetknng immigrants are likely to have

had more opportunities to participate and integrate into the social and economic life of Canada,
accruing invaluable skills and wealth. Whatliewas obtaining an education, furthering their

own education or being active in the labour force, these activities and opportunities are invaluable

to an immigrantés ability to become integrate
nativeborn irdividuals tend to take for granted:

18: I think the difference for the ones who ¢
opportunity or the privilege or whatever you want to call it to go through the educational system
sometimes and then so they have been more aware of some of gethiasinthey need to do.

Like for example. planning for retirement, looking at getting an RSP or not. You know that kind

of thing. Then they would have had the opportunity to learn those things thorough school. So

they probably would have been able tareea little more comfortably than someone whose come
over at 65 and hasnét contributed to the syste
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As well, key informants also discussed the various motivations for immigrants choosing
to migrate toCanada, which not only influence their decisions and behaviours about health but
also have important consequences for expectations of aging. According to many key informants,
immigrant seniors came from a wide variety of social, political and economiextsrand in a
majority of cases migration disrupted their lives in a myriad of ways:
21:Ithinkiot here are different aspects. I f we talk
towards, yeah at later stages in their life, (their) ethnic and cubiackiground what people are
used to has a very big impact on their lives. It has an impact on their living, healthyi lwvimat
people are used to in terms of food, in terms of environment, in terms of lifestyle and what they
can have once they are bett has an impact on health practices and on how people access the
health system and what they do to cope with health issues and it has a huge health impact in terms
of accessing servicéd anguage, cul tur al understanding and
Again, as many key informants discussed, there were important differences between
immigrant seniors who are newcomers versus those immigrants who have aged in Canada. When
asked to explain the differences between these two generalized groups of immigoas; sest
key informants described two vastly different portraits of the immigrant senior in Canada. The
typical characterization by key informants follows below:
07: Those who worked here, those who grew up hdreh ey 6 r e professional (s)
here. They worked, they know the system, they
for themi they know a lot. And they have money! They even have taste and they know where
they are going. They have a goal. And they know why they came herethEregroup happened
to come by circumstances different circumstances, family mostly, refugees sometimes. But
refugees (or) through their children, theyodre
For most key informants, they broadly viewed ldagn immigrants as having
accumulated the wealth necessary for retirement to enjoy a typical senior retirement. As the same
key informant above noted later on in the interview, many newcomer seniors do not understand
the concept of retirement and leisure. Their expectations of agendisrupted by moving to a
foreign land in latefife, whereas the lonterm immigrant has had the exposure to more
mainstream ideas of retirement in Canada.
In another portrayal of immigrant seniors, one key informant made reference to the self

selecton of younger immigrants who tend to be healthier, resourceful and more ambitious than
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those who choose not to emigrate. For some of these individuals, she notes that they may be more
at an advantage than the natb@n population in coping with aging. &limplies that there are
differences of abilities to adapt to the aging process among immigrant populations versus the
nativeborn, explaining that that immigrants have experienced the process of having to adjust to a
new way of life and thusly, are usedtaving to adapt to new circumstances. Whereas Caradian
born populations may struggle with the associatedralgéed changes such as declines in health

or in mobility:

13: | always theorize that the people who have immigrated are the more ambitious and
adventurous people, right? Because you would look at those that choose to stay in their home
country, or might tend to be the people who are more used to routine and keeping things within

their knowledge of things...Whereas | think if you come to Canada®looking at & you are

expecting something new, right? And you have adapted to something different that is not like it is

back home and | think people who mourn what happened back home generally tend to, if they
can, go back i f whaybéheappenettappye&whAnth as | ' v
experience with change and adapting, which for
and changes in mobility may be the first adaptation that they have to make.

Another important aspect of imteational migration that key informants discussed was
the diversity seen among sgtoups of immigrants. This was mostly emphasized by key
informants who worked with specific ethnic groups. For example, one key informant who worked
specifically with the Chlmese community discussed the class differences among Chinese
immigrants in Canada explaining the various waves and geographies of Chinese immigration. She
noted important differences not only in the social contexts of migration but made reference to
changng immigration policy in Canada that results in different groups of Chinese immigrant
seniors:
14: One group of seniors, they have been here for a long period of time like e¢@ry@ars that
they just come here when they are young and in fact amangrthup some of them may be, you
know they are not very educated. | mean very, you knowiveh ey dondét have the
they just come here for life, for living so they work here and what have you in the Chinatown,
and this is one group of senioBut soon there will be another group of seniors that they are
more educated, like they come here for studying and then when they finish the school they get a
chance to stay here. So they will be a small group of seniors of very educated but they inave bee
here for a long period of time. Yeah and also the third group of seniors will be for those that
immigrated to Toronto because of the economic recession in 1970 and there will be a group of

guite the middle class seniors or more vedflseniors, so yourow they just come here and you
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know for business or for something. So, there will be sort of three group of senior(s) that has been
staying here for a long period of time. And then there will be another group of seniors that they
come here after like 19&#cause of the changing of the immigration policy in Canada.

She continued to describe the widaging sukbgroups of Chinese immigrant seniors and
the challenges of trying to meet the diverse needs of this group across the continuum of care.
Although the agency she works in provides a broad set of services that cater to the Chinese
speaking population, she describes the Chinese community as highly diverse and complex. Not
only do these seniors vary in their social circumstances or have different negpamiences in
Canada, she notes that they also have very different cultural practices and relationships within
their own families.

There were also important differences among variousgsoilps of immigrant seniors
beyond race and ethnicity. In partiaul there are very important differences that were noted
between newcomer immigrants versus lbegn immigrants, where one group of immigrants
arrived at a younger age, and presumably under very different economic and political
circumstances in Canada acalntries of origin, and are now aging in place and the other group
being those who arrived already as seniors, having lived a majority of their lives in another
country:
11: Seniors that are arriving now and they are already seniors, their trajectery isonfined to
their families, right? Their ability to have a bigger world versus a smaller world is very hinged on
what 6s happening with your family. Whereas |
younger age and age here in the society, theyv e a br oader net wor kéan:
greater selletermination and their ability to choose one path over another. A lot more things can
happen over that path, right? Whereas | would think that seniors who are arriving here today, you
know they are leeady old and their ability to acquire language skills, to become employed, to tap
into networks, you know is inherently sort of a condensed period. And the world is bit smaller.

More broadly, many key informants discussed Hergn immigrants as beingetier
equipped to access the many resources needed to integrate successfully, such as language skills,
employment, Canadian citizenship, wider social networks, knowledge of the health and social
care systems, etc. As the key informant above noted, margonew immigrant seniors are often

bound to families, whether through sponsorship or because they depend on other family members
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to help them navigate a foreign country, which limits their abilities to access the same resources
as more longerm immigrantsvho have aged in Canada and are now seniors.

The same theme on the vulnerability of newcomer immigrant seniors is also echoed
below. As discussed by one key informant, even though these seniors are protected by family, by
not widening their social circleseyond family it has the effect of perpetuating their continued
vulnerability and increasing dependence on family:

13: 1 think that those that have immigrated in later life are more vulnerable because they may
come with less language skills and might beldted because many of them are sponsored by

their families. So they adethey would be having to negotiate their new country through the eyes
of old, and are kind of vulnerable to the, you know the extent to which their children are

interested inintegratn g t h e m. But | think there arie peopl
at least in a work place people meet each other, get a better sense of their environment, culture.
Whereas if you came to Canada, c yJauretimedtakingge c t | y

care of kids and know only to walk to the park and back or the one store and back, their lives
could be very insular and have not had the real experience of what it is to live in this city. So |
think that t her eo6ferthase who movedinrdaeerlifeul ner abi | ity
What is condgieder ¢ednmagiilaong varies within tl
Canadian research this often refers to those immigrants who have lived in Canada for ten years or
more, particularly among regeh that explores the healthy immigrant effect (Dunn and Dyck,
2000; Gee, Kobash and Prus, 2004; Kobayashi and Prus, 2012). Other research has used three
categories of length of residency: recent (three years or lessjemidthree to ten years) and
longterm (ten years or more), to assess health trajectories over\issaridjee, Desmeules,
Cao, Abdool and Kanzanjian, 200¥saninDean and Wilson, 2010). Other ways that researchers
have measured the different stages of migration include durati@sidence and cohort arrival
year (Newbold 2005a; Newbold2005b). Rather than relying on a time threshold utilized by other
studi es, Newbol d used the Nati onal Popul ati on
health of immigrant cohorts over time.
However defined the premise behind this measurement of migration is that there exist
important differences in health over time, which has been most popularly denoted by the healthy
immigrant effect describing recent or newcomer immigrants as having dicsighihealth
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advantage over longerm immigrants (Deri, 2004; Gushulak, 2007). The differences in the
migratory experiences of immigrants who are either now beginning to age or who had arrived
already aging have important implications for their health wetlbeing. Among the many

di fferences noted by key informants, having
community were seen as the most important. However, even between these two broad groups of
newcomer and lorterm immigrant seniors therélkexists many differences among them.

Among longterm seniors, immigrants that arrived before the introduction of the formal
point system in 1967 tended towards unskilled labourers (Ferrer, Picot and Riddell, 2012). With
the point system, immigrants veeadmitted based on age, education, and language proficiency.
This system was based on a number of economic goals including regional labour demands in
certain occupations. While the emphasis for admission was the economic class category of
immigrants, otheimmigrant classes including refugee status and family reunification were also
widely permitted. Though the expectations of the broader Canadian society or the majority
culture for newer immigrants include having to learn either the English or Frencraggagnd
to politically, socially and economically integrate, this is not always the reality (Midiema and
Tastsoglou, 2000). A number of key informants identified that participation in economic life does
not always result in expected social integratiod anwh at woul d be considere

migration experience:

08: As | said, maybe they i mmigrated not young
to work because they need to live and go to start jobs, maybe in the factory, things like that
where, the minimud | i ke maybe theydére not focusing | ang

you know, (@) sign language kind of thing and the (years pass) and they never really speak, learn
the English language, right?

14: Although those who have beemrdéor long time, but they might not have very good English,

they might just have some conversational English, other than those who are you know visa
student or busi nessman, but those in general,
languagher e. And maybe for the 30 years they just
Although they have been here for many years, but still they are not integrated in the community.

For the reason may be t hey ar éhatedhe langyagelandk n o w |
they you know (they are) just in certain area.
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So while many key informants generalized ldagn immigrants as having greater
opportunities to access the social, economic and cultural resources required to become fully
integratedwith the broader society, there were also immigrants who, now at an older age, are not
integrated and remain highly vulnerable and disadvantaged:

11: When seniors arrive and they arrive with
ever clinb out of being in a very marginalized place in society. A concrete example, my mother
came, she had grade three education she was not literate in English, neither was she literate in
Chinese. She had a lot of children, we were poor. Someone like thgtrmeadlr stood a chance

in hell that they would ever acquire fluency
any friends right? She was just busy, busy, working, working, working at home. She was quite
isolated that way.

Compared to previous was of immigration, more recent immigrants arriving in Canada

are often much younger and highly educated. Looking towards the future aging of these younger

immigrants, one key informant felt that the advantage of education is nullified by occupational

barrer s set within the hierarchy of social insti
standing:
11: Todayodéssa mmigtr@ésntlksind of | ike the younger

age. As people like my parents age, | think for all irdemtd purposes they remain marginalized
their entire lives, nothing really changed. Okay, right. | think today we have a different category
of immigrants because of #eour immigration system has changed, you know the whole point

system. People that aremd ng tend to be more educated and

different. So the sort of credential barriers, the different employment barriers are put in place that
cause immigrants today to not be able to leverage their training and education, inmgsveris
them. Right?

She further argues that these early and prolonged migratory experiences stemming from
the occupational and economic struggles of newcomer immigrants have a significant impact on
their overall health and aging. She sees little differeretevden immigrants from the earlier
waves of immigration, such as those arriving in the 1970s, compared to those arriving today
precisely because the systematic barriers and hierarchical power relations rooted in the political

and social institutions in sty remain largely ignored or unacknowledged when describing the

postmigration experiences of immigrants.
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Another important issue regarding the diversity of the aging immigrant population is the
circumstances or reasons for why people choose to migketerding to key informants, these
reasons or motivations vary widely among differentgrdups of immigrants and influence their
postmigratory experiences and expectations about health and aging. For instance, one key
informant stressed that just &®tsenior population itself is not a homogenous groups, one should
be cautious about describing one immigrant aging experience. She explained below that different

aging and health trajectories of immigrants can be mapped along immigration trends ans: patter

17: So, the aging immigrant population her eds not one aging i mmigr a
ithatdos the dwheagdéshahbdberestl hg! So for me, th
the immigration pattern and aging. And so, dependingbnat year of i mmi grant s

at is where they are on the continuum (of aging).

She continued to describe the differences in the health and aging experiences of different sub
groups of immigrants, including refugees, in terms of interactions thi¢ healthcare system
revealing how complex immigrant seniors lived experiences of health and aging were. As she

further explained:

17: The aging are the onesthatcdneen d it makes a di fference beca
650s, 066 0 saynobspeals Englishdheraselves but their children and grandchildren do
so that is a whole different relationship with

for the Tamil (refugee population), who have just arrived, have children, havernacirnwith the
health care system, they themselves donét spea

When discussing the challenges of working with diverse and vulnerable immigrant
populations, another key informant discussed the various sociaimsitances of immigrant
seniors, specifically JewisRussian immigrant seniors. She describes this particular immigrant
group as extremely oppressed and marginalized even among othgrospb of immigrants,
explaining that they are often living in povehsving very little personal and economic resources
in addition to a lack of community resources that address their specific needs:
04: Even the small salaries, the pensions they were getting they still would manage (to) help their
children and grandchildre give little gifts- a little something. They were able to give to them
and now they cannot do anythingé(a)nd they str
not able to talk about it to anyona&aeundlemause a

talk so this is a | ot of tensi on, so a | ot of
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donét bring your dirty Il aundry to the outsi
for a senior to bring the abuse to tloeial workers, those who can help them.

As key informants discussed the experiences of migration and aging and the challenges
they faced with regards to the immigrant senior population, many concluded that there was no
one way to typify the aging immignaexperience. The consensus among key informants was that
until the diversity of such groups, immigrant and older populations, is acknowledged and
specifically acknowledged, there will always be an incomplete understanding about aging and

migrationforCaadadés i mmi grant seniors.

5.3 Processes of Immigration

There were a number of ways in which key informants discussed the migrant settlement
experience of various immigrant populations across the city. The link between the migratory
experience to ideas aboutttwe, place and health were broad and widely diverse, many of which
were tied to issues of social and physical isolation. In describing migration and settlement
experiences, key informants used various terms, including integration, assimilation and
acculuration. Though each of these terms have different and very important political, economic
and social associations each tied to their meanings, many of the key informants did not define
what they specifically meant in using these terms.

The process of assimilation, as described by some key informants, is explained as the
complete adoption of the social and cultural patterns, customs and values of a host country so as
to be indistinguishable from the natildern population (Henry and TatoR006; Walters,
Phythian and Anisef, 2007). The process of integration in contrast is where an immigrant or
immigrant group becomes an active part of the host society but also maintains their own distinct
ethnic and cultural identity (Berry and Kalin, T®@9VNalters, Phythian and Anisef, 2007). Early
research on immigration and ethnic relations of immigrants primarily referred to assimilation
processes to describe their settlement experiences. However, many scholars have since

acknowledged that immigrantsaym undergo numerous and different processes over migration
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experiencel some immigrants may assimilate while others may exhibit more integrative
strategies (Walters, Phythian and Anisef, 2007). As well, the focus has often solely been on
minority migrant goups but it has become more apparent that the dominant culture group also
experiences adaptations to demographic and cultural changes brought about by immigration.

Wi t h Canadads Mul ticultur al Act , whi ch
assimilaton is not a goal of multiculturalism since it assumes that only the minority group adapts
to the culture and values of the dominant group. An alternate process of cultural adaptation and
integration to a pluralist society is acculturation, a process whereninority and the majority
cultural groups both adapt to each other. Several scholars have written on a number of
acculturation strategies adopted by immigrants. For instance, Berry has written extensively on the
interrelated processes of ethnic ralat and acculturation (Berry and Kalin, 1979; Berry, 2001;
Berry, 2006). He argues that often these two phenomena are written as parallel processes of
multicultural practice in pluralist countries like Canada but that they actually work conjointly
framing both ethnic attitudes of tolerance and acculturation expectations (Berry, 2006). Among
the various acculturation strategies described from the point of view of immigrants these included
assimilation, separation, integration and marginalization. Previaasigeptualized as attitudes,
these strategies incorporate both attitudes and behaviours and relate to different immigrant and
settlement practices.

In describing the migrant experiences, results from key informant interviews confirm that
different subgroups of immigrants have widenging experiences of mukthnic relations, both
among themselves and with dominant culture groups. Acculturative experiences, such as racial
segregation, the development of ethnic enclaves or the mixed integration of dtimabgubups
in health or social programming was also referenced by key informants. Many key informants
emphasized the importance of enabling immigrants to maintain their own cultural identities and

customs, but also described how it was necessary todgrdliem with the ability to make
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informed decisions about their health and aging, especially with respect to understanding how the
health and social care systems work. The related discussions around these different processes of
settlement speak to the colep and intricate ways in which the discourse on multicultural

practices, immigration and ethnic or cultural identity shape the realities of aging immigrants:

02: e(T)he ways in which people become accul:
culture,tt domi nant <cul ture that youobre I|iving in s
health care system, understanding things 1ike
mean | 6ve been in this |ineowft waotr kpdopl e@dd owrg
of Al zhei mer 6s, just the gener al popul ation i

In response to the overall lack of culturally sensitive care for aging immigrants in
Toronto, some key informants discussed dbdity of some ethnocultural groups to branch out
and develop their own culturally appropriate patiesitred care. For instance, both the Yee

Hong Centre for Geriatric Caréat{p://www.yeehong.com/cent)ehat was originally founded to

address the elderly Chinese communities and the Baycrest Centre for Geriatric Care

(http://www.baycrest.orgy/which was first established to support older Jewish populations in

north Toronto were notable and wélhown examples of ethnoculturspbecific care in Toronto.
Although both centres have expanded to care for a-ethitiic population they still maintain the
founding principles of meeting the care needs that are specific talteal and religious values

of diverse elderly populations. In particular, key informants explained that serving the culturally
specific needs of an ethnically diverse population requires active participation and investment
from the community:

04: The &wish community, the Chinese community are, you know, well organized communities

and the Yee Hong and Baycr&sdre the jewels in the crown as far as care is concerned in
Toronto. They all have the support of their own community besides what they gethfeom t

government. And thatodos why theyobére better.

17: é(P)articularly when you get oveirunlesso t he
you get into the culturally specific homes, an
money thatcan&for d to do t hat. The i mmigrants who ceé&
weal th cannot have a Filipino home, a Athis h

arenot organized to provide cohorts afdlycare t
sensitive environments. You have a few exceptions, like in Toronto you have Ismaili community
who have worked with one home to create, some floors for the Ismaili community and that
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community provides <cul tur al Isging.a’pupknow the ltabahse c ar €
have an lItalian home, you know the Chinese have a Chinese home and the newer Chinese
because they were the wealthy from Hong Kong have the money but all the other immigrants, the
Tamil, the Filipino, the Caribbean, you know yhe c a me after a ti me t h
accumulate that much wealth.

In contrast to the above quotes, another key informant who worked exclusively with
Chinesespeaking seniors discussed the poor integration of the Chinese community in various
parts of Teonto with the broader Canadian community. She explained that while initially it
would be beneficial for newcomer immigrants to be able to connect to other members of the
community and have access to a full range of services in their own language thsoenare
disadvantages with having an insular and racially segregated community:
14: ée(l)yntegration is stildl another thing tha

difficult for them to integrate. But now for now, for those seniors that conesifdrecause you
know in Toronto or in Scarborough or somewhere in York region, there's lots of things that is

Chinese. So, on the other hand ités too diffic
to not integrate. You know what | mean?cBase it seems that they are ndothat now (things)

are more convenient |ike when they go to the s
a way itbds good for them because itbés more ea:
itédguditf ffior them to integrate because itds no

So while from a health care and a newcomer settlement standpoint, living in a culturally
specific community can be a positive environment overall, she cautions that sociairiscdat
become a risk within these types of communities that are culturally or racially segregated. Many
Chinese seniors she noted experience situations of elder abuse within the family. These
communities are unequipped and lack the knowledge to addsass isf abuse, as well there is a
lack of data and statistics on the prevalence of these situations. Immigrant seniors in these
communities, she recounted may be fearful of seeking help outside of their own community as
these issues are considered tab@arfand lack of trust of the outside community are potential
problems because they are unable to communicate or are simply unaware of the services available
to help them. As many key informants described, ensuring that immigrant seniors receive the help

they need, whether it is a health or social service, requires help from the community as well as the
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family. And as another key informant described, one of the greatest barriers to receiving care or
knowl edge about oneds r i g hhegnformaion.nFortimmigramtwi ng
seniors whose lives are very much limited to the family, they may have difficulties getting the

help they need unless they have connections in the community as well:

16: | mean if they had a job that means the likelihoodiat t heyodove | earned som
theydve | earned some English,-thédegdlli klehowoo@
mor e. I nfor mati on; the | aw; their rights. You
family home they probaplhave picked up that information. Whereas for newcomer families or
newcomer seniors that have arrived as an ol der
family that is |ikely to use and abuis@usehem th
thereébs no way they can get the information e
could get things out through the media. | would think that is one of the biggest things is how to

inform newcomer seniors. If they have a healthmabl t hat 6s you know t hey
doctor and theybére set up in a day program or
their diabetes, Al zheitneatdbss, pmhoaltabvlieyr riealilsy bou
that they have an @prtunity to learn things, is actually through their health.

Key informants working in communitgased agencies also spoke about the immigrant
experience as being a unifying trait among culturally diverse communities. Many of the key
informants who partipated in this study worked with diverse populations and emphasized
multicultural practices that were centred on socialization through cultural sharing or modified
communication, such as sign language, where language barriers exist:

13: But what alwayswsprises me is that you always think, "Well seniors are so set in their ways"

and that theyol]l have trouble adapting to no
interact with one another itds Indkw ttheryddse 4
more desire to connect than to separate | fin

that they share in common and that is an immigration experience, being new, of not fitting in, so
they dondét want to ddodom&t kmowach other maybe

As many of the key informants noted, immigrant seniors also had very diverse migration
and settlement experiences that not only influenced their level of integration in Canada but also
their strategies for adjustment and information seekog those who were tied to family, which
may be good for some seniors, many key informants worried that these seniors will remain
socially and culturally isolated and have negative consequences for their overall health and

wellbeing.
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5.4 The Structure of Immigrant Families

International migration, as described by Castles and Miller (2009) is a collective act
driven by economic and political incentives where both receiving and sending nations undergo
important social changes at the malaeel. Also importat are processes of change that occur at
the micrelevel, such as family or the household unit. Transnational families, as assemblages of
separation and reunification, often across distant international borders have important
implications for the health @nwell-being of the family unit. Research on transnational families
and the complicated geographies of migration systems and family networks has been growing
steadily. The ascent of the Afamilyod as an
becane an interesting study on citizenship, transnational identities, state policy and various forms
of discrimination (WaltorRoberts, 2003; Waters, 2003; Kobayashi and Preston, 2007).

Social reproduction has been described as the social patterns, atfizadises, and
behaviours that constitute the maintenance of everyday life (Laslette and Brenner, 1989).
Researchers using the concept of social reproduction have outlined three attributes which include
the biological aspect of reproduction and social traetons of motherhood, labour force
reproduction including education and employment training and finally the production of private
and informal care work at the mictevel of the family (Bakker, 2007). In the 1970s and 1980s
the concept of social reproction was strengthened by feminist writings and gender analyses of
the social organization around work in the household and the political economy of the home
(Laslette and Brenner, 1989; Bakker, 2007).

The family constitutes an important site of socigiroeluction and transnationalism, as
migrant families are transformed and shaped in many ways that challenge the current norms and
traditional structures of families. This is especially true for multigenerational immigrant families
where seniors occupy a mber of roles within the family. In recent years, immigrant seniors
have found their way into Canada through family reunification in order to help care for their

extended family and home. For many immigrant seniors, particularly newcomer seniors, family is
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often at the heart of many i mmigrant seniorsé®o
well as the reason why they opt not to return to their home country in their retirement years. Key
informants spoke about how commonplace multigenerationakholds were among immigrant
families. For many immigrant seniors, families are an important source of social support,
particularly in lateflife as they transition to a new life in a foreign country. Key informants
described family as a buffer to the migny stress that accompanies immigrant and settlement:
01: é(S)upport is a big factor in terms of ma
here because they want to be together, reunified with the family and or they might not have
anyone anymoréack home. Or (because) they are left in their home (back home) so they are
brought in by their children here.
09: | think that i f you, for i mmi grant s, for
have their own families here, so maybe theyyarame here with two children and their two
children are gone, so they have nobody else here. But going back to their country is not easier
because they wonot have the healthcare that t
many things. Butthen, hey dondét have anything el se, right.
family here. Something happens and they know they have a brother, or whatever their family is.

Despite broad differences across -gubups of immigrant seniors many key informants
described i mmigrant seniorsodo experiences with
their interactions with family member&or many newcomer immigrant seniors, family was
integral to their social wellbeing and health as they settle in a nemirgo®ne key informant
explained that having access to economic resources was an important factor in the aging process
but added that for some immigrant seniors, particularly the poor, family was a substitute for
money:
17: I would say the differendethe significant difference in your aging experience | would think
is money. People may often think itdéds family
substitution for money, right?

On the surface she explains that under this scenario a senior ashoanhave money

but lives with their family has access to some type of care and financial support. She compares

this situation to a senior who lives alone and does not have the income or economic resources to
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move into a longerm care facility or to fiancially access home support services. What she
implies is that the role of family is an important source of social capital.

The concept of social capital relates to various aspects of social relations, including
interpersonal trust, reciprocity and mutwdd, often with intentions of mutual aid (Kawachi,
1999). Numerous studies have found associations of social capital and health at the cemmunity
neighbourhood and individuallevel (Luginaah et al., 2001; Veenstra et al., 2005; Veenstra,
2005; Poorting, 2006). Researchers have also suggested that social capital has a significant role
in advancing the achievements of communities and individuals. For instance, Sanders and Nee
(1996) refer to the social capital of family to enable immigrants to secuireeba®wnership and
selfemployment during migration. For many immigrant families that are struggling financially,
elder members are not only recipients of social support but also play a supportive role in
providing informal care either to their grandcinéd, their adult children or a spouse. As another
key informant explained:

21: Many times too, (they) also help their family, take care of the children, take care of the

household, also support their familyvhat they often face that at a stage in lifeevehit is harder
to learn new things and to get accustomed to new ways of living, they are transported into a

compl etely, or often an environment thatods ve

cultural, lifestyle. And of course they lose a tfttheir social contacts, so they have to rely on
their family a lot.

Within immigrant families, intergenerational relations, personal ties and shared family
interests help to facilitate economic resources and labour reproduction. The role of the senior
caregiver is common in many immigrant families, particularly for those families that are
struggling financially. However, key informants also discussed the many negative situations that
can arise from multigenerational immigrant households. Many of themphasized that
multigenerational families that exist in immigrant communities were incredibly stressed
financially, struggling to find childcare or juggling multiple jobs. Not only did seniors serve to
provide unpaid and invisible labour in the way of ctéce for their own grandchildren and in

some cases also caring for an elderly spouse but they also tend to household duties such as
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cleaning and cooking. Most notably, key informants described situations where the position of the
senior as a respected eldhifted once they rejoined family and suddenly are cast in the role of a
dependent:

01: There are some great stories but there are also some sad stories, where their children have
changed, they are not as supportive to them, they are left on their dvaoretimes there are

even really abusive kind of situations where they are just kept in their room, and you know the
expectations that they are like maids or something like that. Not given any financial support for
them or not even facilitate them going the church, so you hear all those kind of stories, so |

think itdéds a bit different for those who c¢ome
11:They have no | anguage skills. Theybébre not en
are with any opportunity for employmenttnhi s soci ety. .. So thatods for

stressed newcomer families have become that you see a whole phenomenon of seniors behaving
in ways that (are not) within their own cul tu
wheretheprimar appl i cants are educated and skilled b
structure is completely broken and the culture
14: Because back in the home country you know they have more independence they are more
economi@ or you know transportation wise, language wise, (are) more independent, but now

when the seniors move to, you know a new place, and they have to depend vemgnniibeh

adult children or the grandchildren as well. So you know before they might be, you know in
Chinese culture senior would be more, have more respect and authority in the family but now
when they move to a new pl acespodatiah, fihahce,gondw n 6t h
there role would be more I|ike a filiada I dor
subordinate role.

Key informants gave numerous examples illustrating how financially strapped immigrant
families were. Among the acuanots told by key informants, they shared stories about how some
seniors would devise ways of supplementing the household income by collecting glass bottles and
cans from the garbage for deposit return. Other cases included the removal of elderly patients
from much needed services from letegm care facilities or day programs by their adult children
because the family could not afford to keep them there only to have them end up alone all day in
their homes vulnerable to a number potential hazards incldédlisgor for those seniors with
cognitive issues taking to wandering the streets in their neighbourhood.

In the most extreme cases of senior neglect within immigrant families were incidences of
broken sponsorship (n=4) and the devastating impact on ofdeigrants. In Canada, family

sponsorship is a common way for immigrant families to be reunited and requires that the
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sponsoring individual be a Canadian citizen or a permanent rééideeally, family sponsorship
requires that the sponsoring family membemmit to ten years of unconditional support, which

is the longest term of any other family class category of immigration (Koehn, Spencer and
Hwang, 2010). Sponsorship breakdown can occur at various stages of the application process and
most often wherthe sponsored individual lands in Canada. Many instances of senior sponsorship
breakdown, which includes financial support from the sponsoring individual, result in great
hardships for seniors, often leaving them financially and socially vulnerable (Kepénger and

Hwang, 2010).

While there are a number of reasons for why families choose to sponsor older family
members, the reasons for broken sponsorships among immigrant seniors are not well known. One
key informant spoke about the more common challengeneeting the basic needs of seniors, as
well as the social isolation that comes from busy households where older immigrants may not see
their family on a regular basis:

06: The more assistance you can provide them, and then you know ideally if grereyau

know some funds or anything like that available to assist them, | think that would be beneficial. |
recognize that when you sponsor someone technically you are taking on that responsibility but |
dondét think that people fully wunderstand that.

For one key informant she noted that the most common concerns that geoxiwkers
like herself would hear from seniors would be that they lack stable housing, that they do not have
access to food, that they are unable to retire or that they never sdartfigi. These were often

the most common issues voiced by seniors but she argued that there needs to be a more nuanced

reading of seniorsdé complaints:

12 Although a temporary freeze was been enacted for family class sponsorship applications received after
2013, the Citizenship and Immigration Canada (CIC) reported that a total of over 50,000 admissions for
2012 and 2013 for older parents and grandparents$dvatill be processed. Most recently, newly appointed
Immigration Minister Chris Alexanderreversed this freeze pledging to continue processing family
reunification applications, in limited numbers, beginning Janu¥ry2214.

Sources:Government of Gaada, CIGC http://www.cic.gc.ca/english/immigrate/sponsor/index.asp

CIC News http://www.cicnews.com/2014/01/paremtandparensponsorshigprogramaccepting
applications013138.html
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11: | think thatodés what we would hear from a s

arelt hi nk another way of framing it is that seni
pl ace more protection for someone | i ke me when
net o; il need governments t o paendemnt onnanother parspn own
so i.e. my child sponsoring meo, i Tdbterminedny r i gt
that way. o From the eyes of government | aw, we

are dependent the mercy of someone, elsd that someone else may not be kind to them.

For some immigrant seniors the more difficult challenges that they face may result from
instances of broken sponsorship and the problems that seem to unravel as a result of that.
Immigrant seniors are espalty vulnerable not only financially and socially but also in terms of
their being disconnected from family and even a loss of family. Key informants explained that
changes in family dynamics or unforeseen family circumstances, such as marriage, aféemost
the reasons for broken sponsorship that they see but that there is little support from the
government to ensure that these instances do not occur or that when they do occur seniors are not

left abandoned with little recourse and support.

5.5 Migration, Place and Aging

The impact of human movements involving a change in residential location, both across
short distances and internationally, has been studied widely. Increased movement of populations
through enhanced modes of travel and the resultant shyirkindistances, hallmarks of a
globalized world, pose significant implications for global public health. The link between
international migration and health has often focused on the risks of disease exposure and spread,
giving rise to a number of global plic health initiatives such as the United Nations Millennium
Development Goals (MDGs). The eight Millennium Development Goals, uniting 193 United
Nations member states, promotes global policy development initiatives, which among them
include eliminating wrldwide poverty, improve access to primary education, implement
vaccination programs and halt the spread of HIV/AIDEwever, despite the numerous

successes of the MDGs lauded in annual progress reports, a number of scholars have noted that

190



they fail toaddress the impact of global population aging on health or raise the issue on the health
of aging populations (Esser and Ward, 2013).

Globalization has important implications for the sodcialtural and political contexts in
which people live which in tn influence their differential exposures and vulnerabilities to
certain health risks, health disparities and inequitable experiences with health care systems.
Equally important are the mictlevel factors of globalization and international migration for
health and health care families or household usitsthe previous section discussed, there is a
rich diversity among aging immigrant populations, stemming from various migratory experiences
that will invariably affect their health and health care access.

As such, another related theme is the process of immigrant settlement and the associated
attributes of place and how these may influence their health and aging. In the context of this
study, the attributes of place discussed have more to do with théivaffperceptions about
community or sense of place inherent in lived experiences of aging immigrants, rather than
the physical or spatial attributes of place. Through key informant interviews, | explored the
seconehand experiences of immigrant seniarnish place and their access and experiences with
various programs and services in the health, community and social sector. Also discussed within
these narratives about the experiences of immigrant seniors are issues of migration, settlement
and transnatioal patterns.

Results from key informant interviews revealed that there are distinct settlement patterns
throughout the city that can result in physical isolation, ethnic segregation and poor community
and social connections. Furthermore, language bariimraigration status or ethnic minority
status also result in social and cultural isolation. Thus, fostering a sense of community,
establishing strong social and community supports, bridging community networks within and
among the different ethpatultural groups are important in maintaining positive health

experiences for aging immigrants. Among the many issues that key informants discussed there
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