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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 community.  The two-fold purpose of this study was to first examine how 

ethnicity and immigration operate within various settings of senior-centered community and 

health care services. Secondly, this study examined the role of place and how it shapes health and 

age identities among later-life Filipino immigrants. In total 37 semi-structured interviews (22 key 

informants and 15 later-life Filipinos) and a survey of 138 questionnaires were 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 views about cultural 

and ethnic diversity describing the intersectionality of immigrant, ethnic and social identities, as 

well as their experiences of health and aging in Canada. They also discussed the predominance of 

monocultural views of aging and the limitations of multicultural and culturally competent senior 

care services. Compared to research on other Canadian immigrant populations, later-life Filipinos 

reported high levels of physical and mental health and described very few barriers to health care 

access in Canada. In-depth analyses of later-life Filipinosô narratives on their aging and migration 

experiences revealed culturally-informed views, expectations and understandings of what it 

means to age in a foreign land. Older Filipinos shared their ideas on the meaning of place, 

perceptions of aging and age identity, such as place-making and a sense of belonging in older age. 

This research considers the significance of ethnicity and migration as important social 

determinants of health and advocates for more life-course analyses on the health and aging 

experiences of the older immigrant. This research was built from a conceptual framework that 

incorporated concepts from life course theory and social determinants of health approaches in 
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providing a critical perspective and examination about the role of place, culture and migration on 

normative views of the aging experience.  
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Chapter 1  

Introduction 

ñAn awareness of the age dimension of migration sensitises us to movement over time as well as 

over space.ò  

 

(Biggs and Daatland, 2004: 4) 

1.1 Introduction  

With an increasingly aging population globally and medical advances increasing life 

expectancies, devising strategies to maintain optimum quality of life and positive health outcomes 

for all seniors are important research and policy considerations. In Canada, reductions in program 

funding, hospital and health care restructuring have serious implications on the health and well-

being of seniors at all stages of later-life aging. Current policies in aging and health care for the 

elderly have often been more focused on normative ideas of aging and concepts of aging-in-place, 

which emphasizes the importance of positive aging experiences. Strategies and programs 

promoting positive aging (similar terms include successful aging or active aging) support the 

same overall goal, which is to endorse policies, strategies and outcomes that slow down or stave 

off the negative and adverse effects of growing older. The promotion of positive or successful 

aging has grown increasingly popular from both political and economic perspective where fears 

of an aging population are believed to have potentially devastating impacts on the health care and 

welfare systems.  

Addressing the health and health care concerns of Canadaôs aging population is a 

complicated issue. Population aging in Canada, and in much of the world, has been a 

consequence of increasing life expectancies resulting in a large proportion of seniors living well 

into their 70s and 80s (Chen and Shields, 1999).  In Canada, as with other industrialized nations, 

immigration is commonly viewed as an important strategy not only to bolster a flagging economy 
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but to also deal with the pressures of an aging population and supplement fragile health care and 

social welfare systems. As well, changes in immigration policy over the last 20 to 30 years have 

seen a greater emphasis on independent (e.g., economic class) immigrants resulting in fewer later-

life immigrants arriving in Canada (Moore and Rosenberg, 2001).  Most recently, economic 

downturn and immigration policy reforms have had severe consequences for immigrant 

populations settling and living in Canada, especially newcomer immigrants. Despite the fewer 

numbers of later-life immigrants entering Canada through sponsorship applications i.e., family 

reunification, it is important to acknowledge that immigrants who entered Canada after the 

Second World War are now entering retirement and later life stages (Newbold 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 stabilizing population growth and 

meeting local and regional labour pool demands, the senior population has grown in ethnic and 

racial diversity. This diversity has seldom been addressed in the literature and in particular, much 

of the research that has addressed issues of aging have rarely acknowledged the migrant factor 

(Durst, 2005; Durst and MacLean, 2010). For example, in a Statistics Canada report entitled A 

Portrait of Seniors in Canada it was acknowledged by the authors that age-related issues among 

immigrant seniors were grouped alongside issues of non-immigrant seniors throughout most of 

the report (Turcotte and Schellenberg, 2007, p.271). While Turcotte and Schellenberg dedicate a 

chapter on immigrant seniors, it mostly reports on demographic variation and profiles of various 

immigrant populations and reviews studies that aggregate groups of immigrants in order to 

compare to non-immigrants populations. Much of Canadian research on aging has mostly been 

positivist in both their approaches and understandings on the implications of migration on the 

aged and aging communities, which has been a glaring oversight on the specific needs of 

Canadaôs diverse elderly population. 
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Even among long term immigrants who may be more established and settled in Canada, 

often their diverse cultural and ethnic backgrounds are overlooked as the experience of aging is 

treated as a monocultural process. As immigrants live and age in Canada, often building families 

and communities, their early migration experiences in addition to their political and economic 

circumstances from their birth country all contribute to and shape their current personal, working 

and social lives. These early migrant experiences and ongoing experiences of place-making and 

settlement will invariably influence their health and aging. In order to explain and describe the 

diverse geographies of older immigrant populations with respect to their health and aging 

experiences it is equally important to acknowledge the global context of migration and the 

significance of the migration experience itself. Such 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 gender, class and race. An intersectional 

understanding of migration, ethnicity and health is important to understand how to address the 

health and aging issues of older immigrant seniors. 

1.2 Health and Aging among Older immigrants: An Ethnogerontological Study 

Ethnogerontology has emerged as a new sub-field in social gerontology that focuses on 

the process of aging and the aging experiences of later-life adults who identify having a distinct 

ethnic or racial background (Crewe, 2004; Torres, 2004; Durst and MacLean, 2010; Koehn, 

Neysmith, Kobayashi and Khamisa, 2012). Research in ethnogerontology examines the influence 

of ethnicity, race and culture on individual and population aging
1
, using a multitude of 

                                                      

1
 The terms ñethnicò or ñethnicityò used here include both individuals of white ethnic origin as well as 

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 times spoke about her work with Russian-Jewish 

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. 2003; Henry and Tator, 2006). The terms ñraceò and ñracialò, while widely recognized as social 

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

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

physical characteristics. As social categories, the terms ñraceò and ñracialò emphasize the hierarchical 
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approaches and theoretical lenses and often bridges multiple disciplines (Koehn, Neysmith, 

Kobayashi and Khamisa, 2012). The breadth of ethnogerontological research has mostly been 

concerned with issues of ethnic seniors and mainstream services (Brotman, 2003). Brotman 

(2003) identifies four specific areas of study concerning the needs of ethnically and racially 

diverse seniors. The first area is the role of ethnicity and/or race and the connection to wealth and 

associated class structures of society. The second area involves the ethnic subculture thesis, 

which explains ethnic seniorsô use of health care services and the influence of family and ethnic 

communities which informs their own cultural caregiving practices. The third area of study is 

examining ethnic and cultural practices and beliefs and how these are related to perceptions of 

health, as well as how they may influence their own self-care practices, behaviours and patterns 

of health care use. The fourth important area of ethnogerontological study involves examining the 

various barriers and enablers of service utilization among ethnic seniors (Brotman, 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 conceptualized. The 

category of immigrant has also been conflated with these terms, particularly in the context of 

immigration in Canada. As a hallmark of Canadaôs multiculturalism policy, population growth as 

a consequence immigration has resulted in increasing ethnic and 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 household. Findings 

from the most recent National Household Survey (NHS) reveal that 19 percent of Canadaôs 

overall population reportedly belonged to a visible minority group and that one in five people in 

Canadaôs population are foreign-born (Statistics Canada, 2013). In terms of Canadaôs 

increasingly diverse population, ethnicity and race have become important determinants in health 

and aging for older immigrants. However, as demonstrated by the widely held hypothesis known 

                                                                                                                                                              

organization of people on the basis on these characteristics, often to reinforce unequal relations and power 

differentials between dominant and more subordinate groups.   
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as the healthy immigrant effect poor health outcomes including poor health care access for 

immigrants over time remain blights to immigration and health care policy in Canada (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).  

There are a number of explanations that have been offered to account for the healthy 

immigrant effect. One such explanation is the positive self-selection of migration whereby only 

the healthiest migrants are likely 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 is approved which ensures that the ñhealthyò are likely to be 

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 

native-born population. Among these cultural and lifestyle behaviours include dietary practices 

(Varghese and Moore-Orr, 2002), physical activity behaviours (Tremblay, Bryan, Perez, Ardern 

and Katzmarzyk, 2006), alcohol-related and smoking behaviours (Millar, 1992), and obesity 

outcome measures (Setia, Quesnel-Vallee, Abrahamowicz, Tousignant and Lynch, 2009). 

In terms of the acculturative effects, authors note that there are two possible healthy 

trajectories that may result. In one case health may decline among immigrant groups as they 

adopt negative lifestyle behaviours, 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 Schimmele, 2005). There is also the notion that 

health and illness are subjective constructs and may vary greatly across different ethnic groups 
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and influenced by cultural ideas (Kopec, Williams, To and Austin, 2001; McDonald and 

Kennedy, 2004).   

However, recent studies have challenged the premise of the healthy immigrant effect 

thesis particularly examining whether it holds for older populations. In one study, recent 

immigrants aged 55 years and older were likely to rate their health similar to the Canadian-born 

population (Newbold and Filice, 2006), while another found that older immigrants reported 

poorer health and lower functional health status than non-immigrant populations (Gee, Kobayashi 

and Prus, 2004). Similar studies found mixed results among older immigrant groups 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 migrated older immigrants were 

more likely to rate their health more poorly than younger ones (Zhao, Xue and Gilkinson, 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 variability. Kobayashi and colleagues 

(2008) examined the extent that immigrant status influenced self-rated and functional health 

status by comparing immigrant and Canadian-born individuals who share the same ethnocultural 

background. They found that immigrant status and health differences varied among different 

ethnocultural groups, suggesting that immigrant status and ethnicity are important determinants of 

health. While current debates about population aging globally are dominated by issues on health 

care systems and support for the aging and aged, international migration should also be an 

important issue to consider. In particular, there has been a growing interest in the specific role of 

place, beyond locational migration, and its influence on the health and aging trajectories of 

immigrants. Equally important are the complex patterns of settlement and community integration 

to the changing family structure and geographies of families.  

The growing concerns and responses towards to aging population projections and the 

implications of it have spurred local and regional agendas for aging-in-place initiatives and 
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planning strategies for age-friendly cities in order to provide older people the supportive 

environments and opportunities required for social participation and community integration 

(Plouffe and Kalache, 2010). However, as research has demonstrated some ethnoculturally 

diverse populations, including Aboriginal and immigrant communities, often fare poorly in terms 

of health as a result of their social, economic and cultural realities which are often shaped by 

ethnicity, race, gender, class and age (Brotman, 2003; Vissandjee, Desmeules, Cao, Abdool and 

Kazanjian, 2004; Tang and Browne, 2008).  

1.2.1 Later-life Filipino Immigrants : An Ethnogerontological Case-Study 

In addition to examining factors that influence the health and aging experiences of the 

older immigrants through the perspective of key informants, this research also examined the 

specific experiences of later-life 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 health of Filipino immigrants. This noticeable gap in health 

research is remarkable considering that since the 1981 Census, the Philippines has remained 

within the top five source countries for immigrants to Canada (Chui, Tran and Maheaux, 2007).  

Since the 2001 census, and more recently the 2011 National Household Survey (NHS) as shown 

in Table 1-1, the Philippines has been the top third country for new immigrants landing in 

Toronto and fourth for all of Ontario.  
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Table 1-1: Immigrants by Country of Birth According to 2011 National Household Survey 

(Statistics Canada, 2013)  

Immigrants by 

country of bir th 

Toronto (CMA)  Ontario 

 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 of much of the research on Filipinos in Canada has reflected on their role in the 

globalized economy and patterns of labour migration, which has greatly shaped the way in which 

Filipinos are perceived in Canada (Kelly and Lusis, 2006; Gardiner Barber, 2008). In reviewing 

li terature on Filipinos in Canada, Lusis (2005a) identified three general trends within the research 

on Filipinos. Firstly, he describes that much of the research is urban biased focusing mostly on 

immigrant settlement in Toronto and Vancouver. With growing numbers of Filipino immigrants 

settling outside of the major gateway cities (Toronto, Montreal and Vancouver) he proposes that 

future research focus on second-tier cities and rural regions of Canada. The second trend Lusis 

identifies in the literature is the emphasis on economic issues, such as labour market issues of 

Filipino immigrants, such as labour market integration, deskilling of professionals and the 

associated transnational class identities (Lusis, 2005b). A significant portion of this research has 

also focused on the Filipinos involvement with the Live-In Caregiver program (formerly the 

Foreign Domestic Movement program, 1981-1992) and their economic and social experiences as 

consequences of their participation. The third trend in the literature has been the 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 research has centred on 

the experiences of Filipino women caregivers (Stiell and England, 1997). For example, Pratt 
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(1997; 1999) has explored the stereotypical and discursive identities of Filipino domestic 

caregivers working in Vancouver, B.C. Other research has also included nurse migration of 

Filipino women into Canada (Ronquillo, 2011).  

Since Lusis has written his literature review on Filipino immigrant and Philippine 

migration to Canada (2005a), the literature on Filipinos (immigrant and non-immigrant) in 

Canada has grown. In an edited volume of essays Coloma and contributors (2012) discuss the 

relative obscurity or invisibility of Filipinos in Canada. More specifically, they write on the 

growing Filipino cultural consciousness, relating to concepts of agency and representation to 

debate constructs of visible and invisible identities. In the first part of this collection, the authors 

discuss the economic circumstances of Filipino migration, transnationalism, as well as their 

experiences and issues in the labour market. In the second part they explore gender and labour 

migration of Filipino immigrants, mostly Filipino womenôs experiences in various occupational 

settings. The authors discuss issues of agency, activism and suggest future directions for the study 

of Philippine diaspora and transnationalism. The subsequent parts include discussions on Filipino 

representations in the literary and visual arts and even a section dedicated to the subjectivities of 

Filipino youth in Canada as second-generation immigrants. The various themes and concepts 

discussed throughout include community, identity, representation and citizenship, which the 

authors argue are fundamental to bringing the visibility of Filipinos to the fore of ethnocultural 

study of Canadaôs diverse populations. 

Most recently, Bonafacio (2013) has written on representation and identity of Filipino 

women who have chosen to reside in other parts of Canada, namely in the prairie provinces of 

Manitoba, Saskatchewan and Alberta. At the core of her analysis is the task of deepening the 

discussion on Filipino womenôs identities away from stereotyped constructs of nanny, caregiver 

and domestic worker to more nuanced meanings of pinay ï a common colloquialism for Filipino 

woman. She explores migrancy or migrant status as an important part of Filipino womenôs sense 
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of belonging, identity and agency as she connects to place beyond labour migration. As she 

writes, ñBeing Filipino is óidentity becomingô beyond national borders ï that distinct sense of 

who we are away from home.ò (Bonafacio, 2013: 2). In her book she examines concepts of 

migration, identity and community through a feminist lens as she discusses Filipino womenôs 

sense of place in the prairies, and their sense of belonging in connection to their multiple 

identities in the workplace, family and community. 

These scholarly treatises on Filipino migration and settlement are significant and 

represent important contributions to the commentary of Filipinos in Canada. Both volumes give 

validity to the lived experiences and the realities to Filipino immigrantsô political, economic, 

social and cultural circumstances in Canada. My research proposes exploring another aspect of 

Filipino identity. More specifically, I look at experiences of migration, place and aging and how 

these shape health and age identities. My 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 specific needs of older immigrants by examining what factors 

influence their social, physical and mental health and wellbeing and builds from a conceptual 

framework that explores the concepts of aging, migration and place. By incorporating the life 

course theory perspectives, to examine the roles of place, culture and migration and how these 

inform current ideas on the normal process of aging. The need to understand how aging and 

migration interact in complex and varied ways to shape health of older immigrants living in a 

foreign land, in an increasingly globalized world, is not only a relevant issue but pressing one as 

well. The bulk of research examining the intersections of these two important processes remains a 

relatively specialized research interest within the broader discipline of social gerontology and 
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ethnogerontology and 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 study analysis based 

on the research goals and questions that are discussed I will investigate the health and health care 

experiences of aging and aged Filipinos in Canada. Additionally I will include data from key 

informant interviews, some of whom have worked directly with Filipino communities, in order to 

provide a broader context on the aging immigrant experience in the GTA. This data includes 

interviews from health and social service providers as well as key policy-makers. Taking a 

population health approach
2
 I will incorporate a social determinants of health framework by 

examining the social, geographical, cultural and economic factors that influence health for aging 

Filipinos, engaging with past and current research on the economic and spatial lives of Filipino 

immigrants. I will also draw from the social gerontology and in particular, ethnogerontology to 

further explore the role of culture and ethnicity in the health and aging experiences of immigrants 

in a post-migration context. Data for this thesis includes both qualitative and quantitative data 

which will allow for exploratory and descriptive analyses on the health of aging immigrants and 

in particular, aging Filipino immigrants. This ethnogerontological study and analysis on the 

                                                      

2 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 well as the 

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 

non-immigrant populations. Kindig and Stoddart (2003) suggest that the social determinants of 

health evolved from the population health approach as described in the seminal work of Evans, 

Barer and Marmorôs book, Why Are Some People Healthy 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, health promotion and treatment. For more in-depth view of the key 

determinants of health as outlined by PHAC please see: http://www.phac-aspc.gc.ca/ph-

sp/approach-approche/appr-eng.php 
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health and aging experiences of Filipino immigrants will incorporate a number of theories, 

methodologies and health research approaches, including population health and health geography.  

There were several objectives set out for my research project. The first objective was to 

explore and describe key informant perspectives from a diverse group of experts and service 

providers on aging immigrant populations. While my project is not unique from academic or 

service-level perspectives, as there have been a number of studies presenting the views of key 

informants and other key stakeholders on immigrant populations, the timing of my research is 

significant. Interviews with key informants unveiled narratives and perspectives that were 

reflective of the most recent 2008-2009 global economic recession regarded as the most austere 

and synchronized recession in economic history. In the planning stages 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 

controversial statements and sentiments from then Minister of Citizenship and Immigration, Jason 

Kenney (2008-2013). These included changes to the family class or sponsorship immigration as 

well as drastic changes to immigrant worker programs.   

At the same time there has been much political and academic attention given to 

population trends projected to occur across many industrialized nations including Canada. Thus, 

the purpose of these interviews was to provide context on the experiences of older immigrants 

living in an urban area where new immigrant settlement is higher. Various key informants from a 

variety of backgrounds were solicited, particularly in reference to their settlement issues, health 

and aging experiences. In exploring the expert views and opinions of key informants and 

stakeholder groups who have specific knowledge on the diverse and often marginalized aging 

immigrant groups this allowed for me to identify what the key issues were for immigrants with 

respect to their health and aging. Also important to this research is to determine what resources 
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are required to aid in the planning and provision of services to support all later-life adults 

including immigrants.  

The second objective was to explore more specifically the aging and migration 

experiences among a particular population, namely Filipino immigrants living in Canada. As 

many key informants revealed, findings presented in scholarly research often relies on 

administrative data which rarely reflects the reality of aging immigrants situated in the 

community or subjective experiences and interactions with social and health services.  

Given the lack of empirical research on older Filipino immigrants, two phases of research were 

employed to examine, quantitatively and qualitatively, their experiences of health and aging. 

The purpose for this stage was to provide insights on the health and wellbeing of aging Filipino 

immigrants living the GTA. Although Filipinos are a relatively new ethnocultural group in 

Canadaôs immigrant history compared to other ethnocultural groups, such as Japanese and 

Chinese immigrants, they make up a significant proportion of newer immigrants in recent 

decades. Relatively little is known about their health outcomes and health care use, and in going 

beyond health and health care utilization my research also attempts to describe the aging 

experiences of older Filipino immigrants. Additionally, my research provides an alternative 

understanding of the Philippine migrant identity and counter-balances more prominent 

descriptions of Filipino immigrantsô migration and settlement experiences of in Canada, which 

often describes their economic and labour circumstances
3
. A unique aspect of this study is the 

focus on the migration and place experiences of later-life Filipinos, namely in describing their 

plans for future aging including their understanding of active or successful aging, concepts of 

aging-in-place, retirement plans and even their thoughts about death and dying in a second 

homeland. In terms of health care utilization and elder care plans, I also describe their perceptions 

about health care and their use of health care systems outside of Canada. In addressing these two 

                                                      

3
 A more detailed summary of research that explores the lives of Filipino immigrants 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 Goals and Broad Research Questions 

There were three main research goals guiding this study: 

(1) Describe how the complex processes and relationships of aging, migration and re-

settlement influence the health experiences and social lives of later-life immigrants.   

(2) Describe the factors that influence health care seeking behaviours and decisions around 

issues of aging among later-life immigrants in Canada.  

(3) Describe the social determinants, migration and the role of place influence the health and 

aging experiences of later-life immigrants.  

Additionally, there were six 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 does ethnic or racial background play in the health and wellbeing of aging 

immigrants? 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 multicultural city 

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 later-life Filipino immigrants?  

(4) Do later-life Filipinos experience any barriers in accessing and utilizing health care?  

(5) How do health and health care use vary among later-life Filipinos, 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 questions and guided by the overall goals of the study, 

my research seeks to analyze the complexity and interrelatedness of health, aging and place, as 

experienced by older immigrants though key informant perspectives and a case-study of later-life 

Filipino immigrants. This research also 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.  I incorporate concepts of health 

geography and geographical gerontology to emphasize the importance of place and the meaning 

of place to older immigrants who are in-between being at home and being back home and the 

struggles to adapt and make sense of aging in a foreign-land. The two-fold purpose of my study 

was to first examine how ethnicity and migrancy operate within various settings of senior-

centered community and health care services. Secondly, my study examined the role of place and 

how it shapes health and age identities among later-life Filipino immigrants.  This research is 

important to researchers, policy-makers and practitioners who are interested in an 

ethnogerontological examination of place and migration of older immigrant populations. 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 One the broad aims of this study are considered in terms of the growing field 

of ethnogerontology in Canada, including its importance and relevance to Canadaôs increasingly 

diverse aging population. The proposed case-study on older Filipino immigrants is briefly 

explained arguing that given the breadth of research on Philippine 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 research goals and research questions are also discussed in connection to the 

overall studyôs significance and rationale.  
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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 meant in terms of immigrantsô health and 

aging experiences. Identifying two paradigmatic views on immigrant health ï the sick immigrant 

and the healthy immigrant ï which have contributed to current perceptions of the immigrant 

population, both quantitative and qualitative research is discussed. Quantitative research provides 

broad and generalized descriptions on the health distributions within immigrant populations in 

comparison to non-immigrant populations and often these studies used large-scale survey or 

administrative 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 theories and hypotheses 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 immigrant 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 much 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 among later-life 

Filipino immigrants. 

Chapter Three describes the research design and methods, including a detailed 

description of the conceptual framework used in this study. This study utilizes multiple sources of 

data and methods to examine aging and health among immigrants from the perspective of key 

informants and from the later-life Filipino immigrants. Included in this framework are five 

dimensions of place experiences, which combine health, aging and migrant experiences. The 

conceptual framework illustrates the multiple influences and interactions which include the 
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dimensions of place experience, the social determinants of health and health care, health status, 

health attitudes and behaviours, as well as access to and utilization of health care services within 

the socio-ecological framework co-existing macro-level subsystems. Three distinct stages of the 

research are proposed and the various research methods and analyses are designed to capture 

complex health and aging experience of immigrants, both quantitatively and qualitatively. 

Chapter Four and Chapter Five describe results from Phase one of the project ï key 

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 chapter provides a description of 

the key informants that were recruited and who participated 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 informants attributed 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 identified and described more in-depth 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 

service-provider and clients, senior/client issues specific to various ethnic groups and prevailing 

attitudes and other mainstream societal views that promote ageist and anti-immigrant sentiments. 

In explaining the type of challenges they faced, key informants related 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, among both 

newcomer and more long-term 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 resulting in different 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. Interrelated 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 foreign-land, 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 economic barriers, 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 competent care and the future of population aging on 

immigrant seniors. 

Chapter Six analyses results of the survey completed by later-life Filipinos, 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 (pre-senior, young-old, old-old and very-old), and 

among the five dimensions of place experiences described in chapter three which capture 

migration, aging and health care experiences.  The results from later-life Filipinos are also 

discussed in relation to those found from key 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 view 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 community-dwelling 

Filipinos who are either aging-in-place or who have arrived in Canada at a later age. 

Chapter Seven reports on the results from phase three of the study involving a follow-up 

interview with a small sample taken from survey respondents. The purpose of this chapter is to 

qualitatively examine issues of health, place and aging as they relate to the migration experiences 

among later-life 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 Filipinosô self-perceptions 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 being at home in Canada and 

longings for being back home.  

Chapter Eight provides the final conclusions that were drawn from this mixed method 

and multiple perspective study, including a critique on normative ideas 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 questions set out in Chapter One are re-visited. 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 older immigrants and place are proposed. 
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Chapter 2 

Literature Review 

2.1 Introduction : Immigration and Canada 

Immigration policy in Canada has undergone many changes in the last five 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 1960s when immigration policy had finally 

opened up to countries of Asia and Africa, new waves of immigrants had an enduring impact on 

the composition of Canadaôs population. In both academic and public opinion, Canadaôs 

immigrant population has garnered much socio-cultural and political attention. Compared to other 

industrialized countries Canadian views on immigration have more often been positive as they are 

frequently tied to references of Canada as a multicultural mosaic; a culturally and ethnically 

diverse population founded on a long history of immigration (Hiebert, 2006; Chiu, Tran and 

Maheux, 2007; Harell, Soroka, Iyengar and Valentino, 2012). The development towards a policy 

of multiculturalism had been a decade long debate that began with embracing increased ethnic 

and racial diversity leading to the passing of the Multicultural Act in 1988 (Berry, 2006; Dewing 

and Leman, 2006). Today it remains a guiding principle and abiding value within Canadaôs 

political, economic, cultural and social fabric.   

In a recent study, Bilodeau and colleagues (2012) examined the assertion that Canada, as 

a whole has been favourable towards immigration and racial minorities. They observed public 

opinion trends for all ten provinces using pooled data consisting of native-born White Canadians 

from the Canadian Election Studies of 1988 through to 2008. They observed an increasingly 

positive trend over 20 years and found that all provinces were equally as favourable in their views 

on immigration and that no single province drove the overall favourable impressions of 

immigration in Canada (Bilodeau, Turgeon and Karaoç, 2012). They conclude that although the 
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dynamics of public opinion on immigration are sensitive to provincial policy agendas as well as 

labour market and economic demands that there 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 diversity and demographic 

change, as well as the commonly perceived threats associated with them (Esses et al., 1998; 

Bilodeau et al.,2012; Harell et al.,2012). Realistic group conflict theory or group conflict theory 

was developed by Levine and Campbell in 1972, as elaborated in their book Ethnocentrism: 

Theories of Conflict, Ethnic Attitudes, and Group Behavior, and has become a mainstay in anti-

immigration research.  The theory holds that group competition for limited resources, such as 

housing, employment, economic benefits, health care and social welfare services results in 

increased negative attitudes towards the immigrant population (Esses et al., 1998; Esses, Dovidio, 

Jackson and Armstrong, 2001).  Canada has remained an anomaly among many Westernized 

nations with their positive attitudes and views on immigration, while other countries, such as the 

United States of America (U.S.A.) view immigration with suspicion and even outright hostility 

(Esses, Jackson and Armstrong, 1998; Harell et al., 2012). Wary attitudes 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, immigration is often pitched 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 Canadaôs already fragile health care and social welfare 

systems (Mérette, 2009; Kustec, 2012).  However, a number of researchers are cautioning that it 

is important to understand the long-term impacts of immigration from all angles and not just in 

terms of economic and cultural impacts (Beaujot and Matthews, 2000; Bourne and Rose, 2001). 

For instance, Moore and Rosenberg (2001) consider not only the short-term effects but also the 

long-term effects of immigration on the aging population and Canadaôs demographics. Changes 
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to immigration policy in the last 40 to 50 years have resulted in significant changes to the overall 

composition of Canadaôs populace, many of which have manifested (and will continue to 

manifest) through the ethnic, cultural, geographic and social characteristics of the aging 

population. Despite incoming immigrants tending towards younger age cohorts, the re-settled 

immigrant population across all age groups will be 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 this literature review is to provide a 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 immigrant health in 

Canada are numerous and wide-ranging. In introducing approaches to immigrant health overall I 

will present the growing body of research on the aging experience of Canadaôs immigrant 

populations as well as some of the current hypotheses that attempt to explain health among an 

aging immigrant population. 

2.2 Immigrant Health  

The health and wellbeing of Canadaôs immigrant population is often not an important 

discussion point in political and economic discourses. However, it is becoming increasingly 

evident that in order for immigrants to be successful in the ways that immigration policy expects 

them to be it would seem logical that their health and wellbeing should also be a priority. While 

earlier studies have tended to view immigrants as a monolithic category, literature of the last 

decade has since pointed to the limitations of such a view. This is especially true when 

considering measures of health and health care use. Health, in general, has been of particular 

interest as it has become well recognized that immigration and re-settlement have considerable 

implications on the health and well-being of Canadaôs immigrant population.  
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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 paradigm or the healthy immigrant paradigm. Early research and 

commentary about the immigrant population have often tended towards the sick immigrant 

paradigm, where it was widely believed that newly arriving immigrants posed significant threats 

to public health as carriers of disease and imposing significant burdens on Canadaôs social and 

health systems (De Maio, 2010). The view of immigrants as a health burden had dominated much 

of the thinking on immigrant populations in North America until the 20
th
 Century where public 

health concerns were focused on European immigrants bringing with them infectious disease such 

as cholera and smallpox (Beiser, 2005). Although this view is less common, current immigration 

policy in Canada still mirrors this paradigm, namely with the legislated health screening required 

by all immigrants before entry status into Canada (Laroche, 2000; DeMaio, 2010; Gushalak, 

Pottie, Roberts, Torres and DesMeules, 2011). Not to undervalue the importance of protecting the 

health of the population through surveillance measures and border security, often such tactics veil 

anti-immigration and racist sentiments (Beiser, 2005). More recently, concerns about our 

increasingly globalized world and highly mobile populations have compelled most industrialized 

nations towards decisive disease surveillance and prevention measures (Boyle and Norman, 

2009). For instance, the SARS outbreak in 2003 demonstrated the vulnerabilities of even the most 

industrialized and medically advanced societies to disease transmission and mobility. When the 

outbreak reached Toronto, Ontario, panicked response framed SARS as a ñChinese diseaseò 

contributing to anti-immigrant sentiments fueled by the sick immigrant paradigm (Keil and Ali, 

2006).  

Discourse eddying on themes of migration and disease often positioned immigrants, most 

especially racialized immigrants, as scapegoats for global disease outbreaks through variant 

processes of ñotheringò (Boyle and Norman, 2010). A highly socio-politically informed idea, the 

sick immigrant paradigm 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 from the native-

born population or even the loss of Canadian culture (De Maio, 2010). The assertion that 

immigrants pose an undue strain on the health care system, however, has been refuted by a 

number of studies (Wen, Goel and Williams, 1996; Laroche, 2000). 

The contrasting view of the healthy immigrant paradigm see immigrants as healthy upon 

arrival in part due to a number of factors such as self-selection and immigrant policies such as 

pre-admission health screening (De Maio, 2010).  This has been the more dominant view guiding 

much of the research on Canadaôs immigrant population. Research dedicated to Canadaôs 

immigrant population is considerable but also widely diverse and it would be a nearly impossible 

task to attempt to track and catalog all the studies that have been done. Part of the reason is that 

the immigrant population in Canada is so highly diverse with one in five people in Canada being 

foreign-born and over 200 countries of origin reported in the 2006 Census (Chiu, Tran and 

Maheux, 2007). Over the last five decades of immigration into Canada there has been a 

significant increase in ethnic and religious diversity (Reitz and Bannerjee, 2007). Research has 

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 quantified as years 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 immigrant paradigm and range from positivist views of health 

and health care towards more post-positivist understandings on the experiences of immigrants 

with respect to health and patterns of health care use. 
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2.2.1 Quantitative Research: Large-Scale Studies on Immigrant Health 

A common assumption made in the migration experience is that it is often supposed that 

once an immigrant arrives in their new host country they adopt the health behaviours and patterns 

of the native-born population and leave their old ways behind (Chen, Ng, Wilkins, 1996; Torres, 

2004). This has been the premise adopted by earlier studies on the health of immigrants; however, 

as Boyle and Norman (2010) note culture is not the only import with international migration but 

that immigrants also bring with them their own health characteristics and practices.  It has been 

well documented that immigrants have different health outcomes and experience the Canadaôs 

health care system differently than their non-immigrant counterparts but these studies often 

ignore the ways in which immigrants meld their old and newly adopted health 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 research has compared foreign-born and native 

born populations or examined the differences within sub-groups 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 immigrants arriving relatively healthy due to self-selection and the 

required health screening exam research has consistently shown that immigrantôs health tends to 

decline over time (Chen, Wilkins, Ng, 1996; Gushalak, Pottie, Roberts, Torres and DesMeules, 

2011). This observation is widely known as the healthy immigrant effect (Deri, 2004; Gushulak, 

2007).  

Research on the health of Canadaôs immigrant populations has drawn from large 

Canadian survey data ranging from cross-sectional studies to time-series analysis.  For instance 

the National Population Health Survey (NPHS), first launched in 1994/95 is a longitudinal 

household survey covering a comprehensive list of health-related topics. The NPHS has since 

collected data from the same panel of respondents biennially (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 hypothesis (Chen, Ng and 

Wilkins, 1996; Dunn and Dyck, 2000; Newbold and Danforth, 2003; McDonald and Kennedy, 

2004; Newbold 2005a; 2005b; So and Quan, 2012). Using longitudinal data such as the NPHS 

allows for a more accurate measurement of temporal health changes within a population.  

Another widely used survey is the Canadian Community Health Survey (CCHS), a cross-

sectional survey developed as part of a federal initiative to provide health information at regional 

and provincial levels (Beland, 2002). Like the NHPS it 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 immigrants groups in Canada, 

such as immigrant class category (Béland, Bailie, Catlin, and Singh, 2000). A number of studies 

have analyzed CCHS data making use of the comprehensive set of health and health-related 

measures (Perez, 2002; Halli and Anchan, 2005; Wu, Penning, Schimmele, 2005; Kobayashi, 

Prus and Lin, 2008; Veenstra, 2009) and some researchers have even combined data from the 

NPHS and CCHS (McDonald and Kennedy, 2004). Although there has been considerable 

research on the healthy immigrant effect that utilizes the NPHS and CCHS for analyses, these 

surveys have been criticized for their limited use in immigrant research particularly in their 

inability to capture more cultural aspects of health (Dunn and Dyck, 2000; Halli and Anchan, 

2005).  As well, mixed results in the testing of the healthy immigrant effect calls for a more in-

depth investigation on the health transitions of immigrants (DeMaio and Kemp, 2010).  

The Longitudinal Survey of Immigrants to Canada (LSIC) differs from the NPHS and 

CCHS in that it focuses on a cohort of recent immigrants to Canada.  The LSIC was first 

conducted in 2000/01 and completed its final cycle in 2005 and allowed for a closer examination 

on the health trajectories and transitions of immigrants over a specified period of time (Chui and 

Tran, 2005). A smaller number of studies have utilized these data as it is limited in scope in 
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providing more direct comparisons with Canadian-born populations or to more longer term 

immigrants (De Maio and Kemp, 2009; Newbold, 2009b). On the other 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 health of immigrant 

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 

earliest studies on the health of immigrants was conducted by Chen, Wilkins and Ng (1996), who 

combined census data, vital statistics, and survey data from the Health and Activity Limitation 

Surveys. They assessed life expectancies, as well as disability- and dependency-based health 

expectancies, among three broad groupings: Canadian-born, European immigrants and non-

European immigrants. This was one of the earliest studies to categorize non-traditional 

immigrants and traditional immigrants to distinguish the racialized identities of visible minorities 

and non-visible minorities in Canada. The flow of non-European immigrants is reflective of the 

relatively newer evolution to Canadaôs demography when shifts in immigration policy in the 

1960s opened immigration to countries outside of Europe (Chen, Wilkins and Ng, 1996). Chen et 

al. reasoned that European immigrants were more likely to have cultural backgrounds and 

lifestyles similar to the Canadian-born. Their overall findings show that immigrants had better life 

and health expectancies than the Canadian-born population and these differentials were especially 

more favourable for non-European immigrants.   

Wen, Goel and Williams (1996) focused their analysis on 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 that immigrants and other ethnocultural groups had similar access to health 

care but had less utilization than the Canadian population overall. In a later study examining 
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health and health care use among immigrants Laroche (2000) used pooled data from two cycles 

of the General Social Survey (GSS). The 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, Laroche found that there were no statistically significant 

differences in health status between immigrants and Canadian-born and that health care use was 

similar between the two groups.  

There are a number of limitations in using large-scale survey data for the study of 

immigrant populations. Many of these studies rely heavily on the assumption that data collected 

are representative of the true population of interest and it explains why much of the recent studies 

utilize survey data.  While quantitative methods on immigrant health using large datasets have 

been heavily favoured for statistical rigor and greater explanatory power others have argued that  

large-scale, generalizing studies reduce the subject down to mathematical equations in which case 

we can only know insofar what the data sets out to describe. As 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 

foreign-born (Wen, Goel and Williams, 1996). This generalized category of immigrant or 

foreign-born is often designated for comparisons to the broader native-born or Canadian-born 

population, which is also a problematic and assumptive category.  Because immigrant groups are 

aggregated to form one singular group many of these studies do not account for within group 

variations such as age and ethnicity. Moreover large-scale studies ignore the varied subjective and 

qualitative experiences that may stem from the process of immigration itself or the experiences of 

being a racialized or visible minority group where the dominant population by and large has been 

a non-visible minority. In doing so, this also assumes that the immigrant population is similar 

across different racial and ethnic groups.  
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Another important limitation to quantitative survey data is that immigrant health studies 

often use cross-sectional data and 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 immigrantôs lifetime (Koehn, Neysmith, Kobayashi and Khamisa, 2012). Furthermore 

quantitative studies are often charged with conforming to a more biomedical or medicalized view 

of health (Dyck, 2006). Often the operationalizing health or determinants of health do not 

consider the cultural perceptions of health and illness or consider the migrant experience as a 

social determinant. More recent studies on immigrant health are opting to use a population health 

approach in examining health differences between immigrants and Canadian-born population 

(McDonald and Kennedy, 2004). For example, instead of using quantitative measures of 

migration (e.g. years-since-immigration [YSM])  effects on health, Newbold (2005a) emphasizes 

the importance of other factors relating to social determinants. Newbold argues that the 

perception of health among immigrants may be 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 health rather than real changes particularly for those immigrants who, as a result of 

longer residence in Canada, identify more with their Canadian-born counterparts shifting their 

perceptions of health (Newbold, 2005a: 1368). 

2.2.2 Qualitative Research on the Health of Immigrant Populations 

Considering the limitations of quantitative studies to generalize immigrant health, 

qualitative researchers have taken up the task to more closely examine and uncover the nuances 

of immigrant health. Presenting case study research such as the health of a specific ethnocultural 

group provides a more nuanced understanding of the health experiences of the group. Qualitative 

methodology differs from quantitative in that it allows for more insights into the specific health 

and health care experiences of the immigrant population. These studies may address a small but 
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diverse sample or focus on a culturally specific population and are often more exploratory rather 

than descriptive and predictive and are often not generalizeable to the broader immigrant 

populations. Some of the literature may range from a focus on a particular place or scale of place 

or may explain a specific ethnic settlement, such as Murdie and Ghosh (2010) who examine the 

perceived relationship between ethnic concentration and integration. 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 health research on immigrant populations in Canada cross-cuts 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 may choose to situate 

their methodology within a broader theoretical or conceptual framework, such as population 

health or socio-ecological approaches.  Often this research takes a pragmatic turn by developing 

strategies for eliminating barriers, increasing uptake of health and social services or challenging 

the discourse of health and immigration policy in Canada. Because of the wide variety of 

approaches to qualitative research on immigrant health, specific theoretical and conceptual 

understandings of immigrant health have yet to be fully developed. What follows is a sample of 

the type of qualitative research that has grown substantially in recent years and is not in any 

means an exhaustive list. As described previously 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 has either focused on a particular ethnocultural group or a locally 

situated group of diverse immigrants. For instance 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, socio-cultural and economic barriers (Asanin and Wilson, 2008). Also 

from the broader study they investigated the link between employment and health (Asanin Dean 

and Wilson, 2009) and the factors that can be attributed to declining health status over time as 

hypothesized by the healthy immigrant effect. Leduc and Proulx (2004) qualitatively assessed 

health services utilization among 20 newly arrived (less than eight years since immigration) 

immigrant families in the Côte-des-Neiges neighborhood of Montreal. The authors were 

interested in the challenges often faced by new immigrants in obtaining health information and 

health services. They found that for most families, their health seeking behaviours evolved based 

on their perceived needs and systematic barriers of the health care system. It has been addressed 

elsewhere that recent immigrants face a multitude of barriers when trying to access health 

services for themselves and/or their family (Zanchetta and Poureslami, 2006). 

Qualitative research on immigrant health has also tended towards engendered experiences 

of health and health care in Canada. In one study Meadows et al (2001) sought to capture the 

heterogeneity of immigrant womenôs health experiences. In addition to understanding how 

immigrant women managed chronic illness and poor health, they explored the varied ways that 

women defined health as well their interactions with the health care system (Meadows, Thurston 

and Melton, 2001). Other studies that analyzed immigrantsô experiences with Canadaôs health 

care system include, Weerasinghe and Mitchell (2007) who explored the patient-provider 

relationships in a diverse sample of immigrants in order to understand how they perceived and 

defined health and illness. Similarly, some qualitative studies have focused on other aspects of the 

health and health care use among immigrant populations such as breast health services (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 diabetes self-care and cardiac 

rehabilitation (Neilson et al., 2012).  

Beyond health care system or health behaviours other research has focused on the actual 

experiences of immigrant women, such as gendered experiences of migration, the role of places 

and their impact on health. Much of research has tended to concentrate on immigrant womenôs 

personal health experiences. For instance, Dyck (1995) explores immigrant womenôs experiences 

with the health care system to understand and describe the ways in Chinese and South Asian 

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 of South Asian womenôs lives as they 

connect meanings of health, culture and the body in the various places of their day-to-day 

activities.  Here, she defines place according to Gesler and Kearns (2002) who describe place as 

not static but always in flux ñéwith culture and identities fluid and complexly bound up with 

place.ò (Dyck, 2006: 3). Similarly, Elliot and Gillie (1998) examine the interrelatedness of the 

migration experience and the meanings of health in South Asian Fijian women residing in lower 

mainland British Columbia.  

In the interest of immigrant populations, some researchers have focused on the views of 

service providers and policy makers. For instance, Steele et al. (2002) qualitatively assessed the 

impact that policy changes would have on immigrant and refugees. In their study they sought the 

views of service providers who worked with the immigrant and refugee communities in inner-city 

Toronto (Steele, Lemieux-Charles, Clark and Glazier, 2002). In a later study, Simich et al. (2005) 

conducted a large-scale 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 and explored 

systemic issues and challenges faced by both immigrants/refugees and service providers and the 
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role of social support (Simich et al., 2005). The authors confirmed the importance of social 

support for positive health and the vital role it played in immigrant settlement. In particular, they 

wanted to understand social support in a cultural context and the various multicultural meanings 

attributed to it (Stewart et al., 2008). In the case of mental health care use among immigrant 

women, OôMahony and Donnelly (2007a; 2007b) sought the 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 

and race on how immigrant women perceive and dealt with mental illness (OôMahony and 

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 experiences of mental illness of 

immigrant women (OôMahony and Donnelly, 2007b).  In another study that focused on language 

barriers in health care use, Guruge et al. (2009) included data from focus groups with key 

informants including community leaders such as settlement workers 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 of language proficiency greatly influenced how immigrant women 

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

2.3 The 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. Understanding why and how the initial health advantages of 

immigrants deteriorates the more time they spend in their host country are important questions for 

health researchers, policy-makers 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 longer they 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 age-as-leveller, the cumulative disadvantage effect and the 

buffer hypothesis or stress process model.  

2.3.1 Healthy Immigrant Effect Hypothesis  

The healthy immigrant effect hypothesis argues that on first arrival immigrants tend to 

have better health status, and consequently consume less health care services, than the native-

born population (Deri, 2004; Gushulak, 2007). Framed within a healthy immigrant paradigm, 

research comparing immigrant and native-born populations typically invoke this hypothesis to 

explain the health advantage and subsequent declines of immigrant populations either to the 

levels of or worse than the native-born population. In the U.S. this effect is sometimes referred to 

as the healthy migrant phenomenon or immigrant paradox and has been used to describe the 

social and economic status of 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 Mexican Americans (Markides and Coreil, 1986; Abraido-Lanza, 

Dohrenwend, Ng-Mak and Turner, 1999; Rubalcava, Teruel, Thomas and Goldman, 2008).  

In Canada a substantial portion of research studying immigrant populations in Canada 

have identified the healthy immigrant 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). Beiser refers to this hypothesis as immigrant overshoot based on what he terms the 

convergence premise, which calls attention to the unique risk factors associated with resettlement 

in addition to those that immigrants may share with other members of the native-born population 

but may be intensified by the resettlement experience (Beiser, 2005: S33). Many of these studies, 

which utilize large-scale survey data, have well established that recent immigrants tend to be 

healthier than their native-born counterparts. But not all studies have demonstrated the 
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convergence of health between immigrants and non-immigrant populations that is said to occur 

over time.  

In the studies by Chen and colleagues (Chen, Ng and Wilkins, 1996; Chen, Wilkins and 

Ng. 1996) both study samples compared Canadian born and foreign-born populations and found 

evidence of the healthy immigrant effect. In particular, they noted that non-European born 

immigrants had experienced greater health over the Canadian-born population than did European-

born immigrants. Although 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, Chen et al. distinguishes between the ñthe healthy immigrant selection effectò and the 

ñresidence effectò. The ñhealthy immigrant selection effectò explains why immigrants tend to be 

healthier than the overall Canadian-born population (e.g., it is believed that only the most healthy 

and resilient are likely to migrate given the stressful process of migration and settlement). The 

ñresidence effectò describes post-migration health declines that occur over time due to lifestyle 

changes usually in the adoption of health attitudes, lifestyles and behaviours as the host society 

(Chen, Ng and Wilkins, 1996).  

In addition to understanding why this effect occurs, researchers are also interested at what 

point does this effect occur from the time of first arrival and have offered some approximations of 

when health 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 observed between immigrant and Canadian-born populations. Newbold and 

Danforth found that for more long-term immigrants they reported even poorer health statuses than 

Canadian-born. Other studies have also verified this time frame for when health declines can be 

seen (Chen, Ng and Wilkins, 1996; Perez, 2002; Newbold and Danforth, 2003; McDonald and 

Kennedy, 2004; Halli and Anchan, 2005; Kennedy, McDonald and Biddle, 2006). The actual time 

frame is unknown and most research provides an inaccurate depiction of the true time-path of 
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immigrant health decline resulting from definitions that identify recent immigrant as having lived 

less than ten years in a new country. Depending on the type of analysis, researchers may group 

years since migration into five or even ten year categories (Wen, Goel and Williams, 1996; Ali, 

McDermott and Gravel, 2004; Perez, 2002).  A study by McDonald and Kennedy (2004) also 

points to recent immigrants being healthier on arrival and a decreasing health gap between 

immigrants and the Canadian-born population over time but they observed that this occurred over 

a much longer period than the ten years identified in earlier studies. In the case of chronic disease, 

health declines among immigrants were observed at 20 years after immigration. However, 

temporal health trends can only be inferred and the direction of causality cannot be certain since 

most survey data testing the healthy immigrant effect are cross-sectional in scope, such as the 

CCHS, which provides only a snapshot of the immigrantsô health at one point in time.  

Newbold (2009b) provided a more accurate 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 Canadian-born population to test the convergence 

premise of the healthy immigrant effect, results using this data offer time trend characterizations 

of recent immigrant health transitions. Newbold found declines in self-assessed health in as little 

as two years since time of arrival. Similarly, DeMaio and Kemp (2010) found health declines 

among the immigrant sample in the short span of time that the LSIC took place.  

While there are a number of studies supportive of the healthy immigrant effect among 

Canadaôs foreign-born and native-born populations there are some studies that demonstrate very 

mixed results. For instance, Newbold (2005a) assessed self-rated health with conflicting results. 

He found that health status was not statistically different between immigrants and Canadian-born. 

Other variables such as being of younger age, having higher income, non-smoking status, being 

married status and being employed were seen as stronger predictors for reporting healthy status. 

Following this study, in a more focused testing of the healthy immigrant hypothesis Newbold 
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examined health 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 Canadian-born population over time, there should be a concomitant increase in 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 familiar with the health and social systems of 

Canada and adopt Canadian lifestyles and behaviours, they are more likely to use services (Perez, 

2002). In terms of physician visits and hospitalization, Newbold found that health care use 

between immigrants and Canadian-born was in fact equal. Laroche (2000), in her study using the 

GSS, found similar results, in which health 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 (e.g., not knowing where to go or language and communication 

problems) (Steele, Lemieux-Charles, Clark, and Glazier, 2002; Wu, Penning and Schimmele, 

2005).  

In terms of chronic disease, Newbold (2006) found that the healthy immigrant effect held 

with more recent immigrants having a lower prevalence rate for chronic diseases. This finding is 

similar to Perez (2002) who also observed a worsening of health over time due to chronic 

diseases with long-term immigrants demonstrating similar health outcomes as the Canadian born 

population. Where there were dissimilarities between immigrant and Canadian-born populations 

was with specific chronic diseases such as cancer, which was found to be a rare outcome among 

the immigrant group overall. In a more recent study using NPHS data, 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), perceived self-rated health, HUI and 
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self-reported chronic conditions. An important observation the authors noted was that health 

changes that occurred between immigrants and the Canadian-born population were dependent on 

the health measure used. For instance, time trends of declining health trajectories of immigrants 

were not found for self-rated health, the HUI and chronic conditions, which do not support earlier 

studiesô findings of a healthy immigrant effect. So and Quan cite inconsistent reporting by 

immigrant groups including dichotomous reporting of health, where one group of immigrants 

report health declines while another group report improvements (So and Quan, 2012: 898). The 

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 one cycle to another 

may be reflective of their health status at that particular time rather than time-related trajectories 

of health.  

While there is no unanimity on how and why this effect is seen across immigrant 

populations and despite mixed results, the healthy 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 later-lif e irrespective of time of arrival, country of birth or length of time since 

immigration. Moreover, research that has assessed later-life immigrants have tended to group all 

ethnocultural groups together under a single category of immigrant or foreign-born (Gee, 

Kobayashi, Prus, 2004; Newbold and Felice, 2006). With regards to the healthy immigrant effect 

the results from these studies depict a considerably different picture of the health of mid- to later-

life immigrants in Canada. For instance, Gee, Kobayashi and Prus (2004) assessed the health 

status and patterns of health care use of mid-life immigrants (45 to 64 years of age) and later-life 

immigrants (65 years and older). Based on data from the CCHS, the authors found that the 

healthy immigrant effect was present among the mid-life immigrant cohort and that health 

deterioration occurs as time since migration progresses. However, for the later-life cohort, recent 
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immigrants tended to report much poorer health status and lower health functionality than the 

Canadian-born.   

Newbold and Filice (2006) also used 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 Canadian-born overall and by age-group for a variety of health measures including self-

assessed health status, HUI and reported chronic conditions. In another study, Zhao, Xue and 

Gilkinson (2010) used the LSIC to examine health status and social capital among recent 

immigrants. Separating the population by age group Zhao and colleagues found that immigrants 

in the older age groups were more likely to rate their health as fair or poor compared to the 

younger immigrant cohorts. For all recent immigrants, compared to the reference age group (15 to 

19 year olds), the oldest age groups were less likely to report their health as healthy. Although 

they made no comparisons to the Canadian-born populations to comment on the healthy 

immigrant effect, their results are consistent with Gee, Kobayashi and Prus (2004) and Newbold 

and Felice (2006) for later-life immigrants. 

In a more recent study Kobayashi and Prus (2012) return to consider the dimensions of 

gender, ethnicity and age of the healthy immigrant effect using 2005 CCHS data of immigrant 

and Canadian-born populations. Similar to an earlier co-authored study, they separate immigrants 

into two groups of mid-life and later-life.  There were differences found between genders as well 

as by age group. Recent (0 to 9 years) mid-age immigrant men were less likely to report fair or 

poor health. As for mid-life immigrant women, the authors found that regardless of time since 

immigration, they were likely to report fair and poor health compared to Canadian-born women.  

Kobayashi and Prus argue that the health disadvantages of women within this age cohort may be 

reflective of the differences in immigrant status (e.g., entering Canada through family 

reunification). Turning to the older age cohorts of immigrant and Canadian-born they found 

opposite results. More recent later-life immigrant men, particularly non-White, were more likely 
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to rate their health poorly whereas recent later-life immigrant women were less likely to rate their 

health as poorly when compared to the Canadian-born.  

These mixed results which test for the healthy immigrant effect using the NPHS and 

CCHS certainly raise demands for more in-depth investigation on the health transitions of 

immigrants particularly among older age groups (DeMaio and Kemp, 2010). Although most of 

the support for the healthy immigrant hypothesis 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 among immigrants in 

Canada (Dean and Wilson, 2009).   

Contradictory results of the healthy immigrant effect in terms of gender, age and race 

illustrate that the healthy immigrant effect is a convenient but inadequate measure of health 

transitioning among immigrants in Canada. Kobayashi and Prus (2012) point to immigrant class 

as an untested factor in the measuring differences in health advantage and/or health advantage or 

disadvantage over time. Many of the studies on the healthy immigrant effect point to issues in the 

operationalizing of health and immigrant class group as well as inconsistencies with what 

constitutes recent and longer-term immigrants. Additionally many of these studies have taken to 

treating immigrants as a monolithic category while those that separate immigrants into groups 

tend organize them based on dichotomous categories of European or non-European, visible 

minority or non-visible minority or categorical groups according to regional birthplace (i.e., 

Asian, African, Latin American, etc.).  

2.3.2 Double Jeopardy Hypothesis  

A growing interest in immigrant and aging research is the issue of compounding 

identities along with age in influencing health.  The double jeopardy hypothesis, as is often 

applied as a means of demonstrating health and health care needs among aging populations, 

contends that disadvantages in old age accrue with other positions of disadvantage (McColl, 
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Shortt, Gignac and Lam, 2011). This accumulation of disadvantage along with older age results in 

greater use of health and social services. 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 statuses is the intersectionalities of influence, one that Guruge and 

Khanlou (2004) apply to the study of immigrant and refugee womenôs health. Studies that 

examine the health of aging immigrant women may also refer to this phenomenon as triple 

jeopardy in which the intersectionality of three stigmatized statuses result in combined negative 

effects (Havens and Chappell, 1983: 119). As noted in the previous section, Kobayashi and Prus 

(2012) examined the role of gender, age and ethnicity as dimensions of the healthy immigrant 

effect with conflicting results among mid- to later-life immigrants.  They argue that in order to 

assess appropriately the needs of immigrants, policymakers should consider the intersections of 

identities across the life course.  Similarly Vissandjée Weinfeld, Dupéré and Abdool (2001) 

examined the intersections of gender and ethnicity of immigrant women and how this affects their 

access to health care services. In their examination of immigrant womenôs health care use they 

advocate for the sex and cultural matching of users and providers 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 rather is a question of what are factors that influence health once they arrive 

(Vissandjée, Weinfeld, Dupéré and Abdool, 2001). This is also echoed by Newbold (2009a) who 

discusses how family, job or cultural expectations and roles of immigrant women may hinder 

their access to health care services.  

As Kobayashi (2003) also explains health inequities ñéare shaped by the intersection of 

multiple identity markers of diversityò (p.94). In her study on multiple identities and health, she 
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notes that when socio-demographic and socio-economic factors are controlled for the differences 

that occur in health status and health care use between immigrant and Canadian-born populations 

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

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 in follow-up 

research where ethno-cultural values and beliefs of immigrant populations, as well as other 

Canadian minorities, such as French-speaking Canadians and First Nations/Aboriginal 

populations conflict with Canadaôs health care system. 

2.3.3 Age as Leveller Hypothesis  

An alternative to the multiple jeopardy hypothesis is the age as leveller hypothesis. With 

respect to older immigrant populations, it argues that the health differences that diverge at young 

and middle-age begin to narrow as one grows older (Beckett, 2000) and that the social and 

economic disadvantages that exert the most 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 Canadian-born can be attributed to age-related health decline which 

occurs across all racial 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, 2011). As an example of this, a number of studies have examined whether 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 among older cohorts (Ferraro and Farmer, 1996; Kim and 

Miech, 2009). Social position, in terms of income and education, has been commonly used as a 

proxy for race and ethnicity particularly in the U.S. where the burden of racial and ethnic 

inequalities is in large part due to the ñracialized nature of socioeconomic disadvantageò (Haas 

and Rohlfsen, 2010: 241). Further studies have included Hispanics in their race/ethnicity 
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comparison groups to test this age-as-leveller hypothesis (Brown, OôRand and Atkins, 2012).  

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, 2003) in Canadian research the categories of 

race and ethnicity have not been used in the same way. A number of key 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 socioeconomic differences of health within an ethnic or racial grouping 

(Smith, 2000). 

A number of researchers caution against this narrow view of age-related converging 

health status. From an epidemiologic standpoint, one explanation offered for why age is viewed 

as a leveller of health status is due to mortality selection bias (McMunn, Nazroo and Breeze, 

2008). The relative decline in morbidity may be due to survival effects, which results in a 

compositional change of the surviving population (Hoffmann, 2011). In other words, those who 

are socially disadvantaged tend to die 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, 2011). As described by Hoffmann (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 

advantaged. Earlier studies which have controlled for mortality selection bias have found that it 

has little impact on the convergence of health status in older age (Beckett, 2000; Kim and 

Durden, 2007). 

Another explanation cited is the role of welfare state policies in some industrialized 

countries such as Canada that reduce the ñdifferences in socioeconomic status in old age through 

social policy and benefits that favor the elderly population, thereby contributing to some 

redistribution between social groupsò (Hoffmann, 2011: 374). Other explanations are the 
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experiences encountered with social stratifying systems experienced at a younger age where the 

ñimpact of earlier stratifying and relevant health experiences (e.g., working conditions) fades out 

at old ageò often as people age they start to disengage from the main stratifying social systems 

(Hoffmann, 2011; McDonald, 2011).  

An important critique of the age-as-leveller hypothesis is that it assumes that older 

populations exist within the same social environments, exposed to similar social situations, and in 

doing so this ignores the various social and economic circumstances observed between senior 

immigrant newcomers and long-term immigrants who arrived when younger and have aged in 

place. Although this hypothesis has mixed results with regards to socioeconomic effects on age-

related health decline (Mustard, Derksen, Berthelot, Wolfson and Roos,1997) it has proven to not 

be a valid hypothesis with respect to ethnicity/race and the declines seen in the health and 

functioning of older immigrant groups (Durst, 2005). Part of the reason for this is that it tends to 

ignore potential carry-over effects of health experiences at a younger age (i.e., pre-migration 

experiences). This is an important limitation of much of the cross-sectional 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 examined weak or contradictory 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 status that result in the differences in health status between older foreign-

born and Canada-born 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 they intersect other 

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 of aging immigrants. Quantitative empirical studies 



45 

 

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 immigrant health research it may require revision, particularly given the growing 

diversity of Canadaôs older population and the overall population in general where immigration in 

the last few decades have resulted in a greater numbers of visible minorities than ever before 

(Durst, 2005; McDonald, 2011).   

Another challenge to the age-as-leveller hypothesis s is the notion that illness, not age is 

the leveller of health. Hoffmannôs study on Danish men showed that mortality differences 

between income groups were stable across age but poor health was seen as levelling out mortality 

differences (Hoffmann, 2011).  In a Canadian study, testing the age-as-leveller hypothesis on 

health care use, McColl and colleagues (2011) examined the role of disability, a related 

determinant 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, Jarzynowska and 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). 

2.3.4 Cumulative Disadvantage or the Matthew Effect 

Cumulative disadvantage theory explains that socio-economic health inequalities will 

increase and persist into older age due to an early-life of accrued exposures to risk factors and 

having poor access to resources (Seabrook and Avison, 2012). This may explain why at later life 

stages the immigrant populationôs health tends to converge and in some cases become worse than 

some Canadian-born populations. As described by Prus (2004) socio-economic health inequalities 

are reflective of disadvantaged socio-economic status stemming from differential social 

circumstances divided along class lines as a result of the interactions of material, lifestyle, and 

psychosocial factors (p.S416). Cumulative disadvantage, sometimes referred to as the Matthew 
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Effect, is premised on the idea that although health tends to decline as one gets older, there are 

important individual and socio-demographic groups differences that further delineates health 

outcomes in older age. The Matthew effect as it relates to population and public health stems 

from sociologist Robert K. Mertonôs (1910 ï 2003) observations on the social world that ñé 

initial advantage tends to beget further advantage, and disadvantage further disadvantage, among 

individuals and groups through time, creating widening gaps between those who have more and 

those who have lessò (Rigney, 2010: 1). Thus the cumulative effects of 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 

early-life disadvantages have less healthier lifestyles overall (Roos and Mustard, 1997; Prus, 

2004). 

In the U.S., cumulative disadvantage is often used to explain the Black-White health gap 

often seen across all age groups across all social status groups.  A related idea is the weathering 

hypothesis which suggests that health declines faster among those disadvantaged groups as a 

result of their accumulated disadvantage across the life course and was first hypothesized to 

describe the experiences of African-Americans who demonstrated 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 Canada, the relationship between socio-economic variables ï income and education ï 

with mortality and morbidity has been well documented (Roos and Mustard, 1997; Veugelers, 

Yip and Kephart, 2001; Roos, Magoon, Gupta, Chateau and Veugelers, 2004). One of the earliest 

examples was a study conducted by Mustard et al. (1997) on a representative Manitoba sample 

incorporating census data, vital statistics and health records. There was an inverse association 

with mortality and income and education quartile ranking. They found the greatest concentration 

of mortality differentials relating to education and income among the young and middle-age 
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group but among the older age cohort, the only significant relationship found was an inverse 

association between education and mortality once income was controlled for. However, 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 examined the role age, race and ethnicity in 

socioeconomic health inequalities over the life course. The use of race and ethnicity as categories 

in health research, particularly race, has been a contentious issue, especially in the context of 

Canadaôs multiculturalist society. While it is important to recognize the limitations of such a 

category, 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 cumulative disadvantage hypothesis is not common within immigrant 

health research.  It seems a relevant hypothesis to apply, however, to aging immigrant 

populations considering that the early stages of resettlement among newly arrived immigrants are 

important in determining their social positioning in a new country. Moreover more recent 

immigrants often require more social resources, such as newcomer services, to enable them to 

navigate their host countryôs system. The de-skilling of immigrants or immigrants in 

marginalized labour may maintain immigrantsô poorer socio-economic standing and their ability 

to accrue certain rewards and benefits as their native-born counterparts. Whether an individual or 

community is able to access resources may imply that certain systemic barriers contribute to 

diverging social inequalities that manifest in health inequalities over time (Singh-Manoux, Ferrie, 

Chandola, and Marmot 2004).   

2.3.5 Buffer Hypothesis or the Stress Process Model 

Originating in social psychology, the buffer hypothesis argues that psychosocial factors 

such as social support, ethnic support and social networking buffer the stress that is often 

experienced during significant life change events such as resettlement and life as an older 
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immigrant in a new country (McDonald, 2011). Migration itself can be a stressor and it has been 

discussed by a number of researchers that recent immigrants are more likely to experience more 

emotional problems and mental health issues than their Canadian-born counterparts (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 stress paradigm describes how certain 

stressors such as unemployment, poverty and lack of access to health services can adversely 

affect most people but during the process of migration and resettlement the likelihood of 

experiencing these stresses increase significantly (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). Another concern among 

immigrants in adjusting to life in Canada is understanding the cultural norms and social contexts 

of a new country or coping processes in dealing with perceived racial discrimination (Noh and 

Kaspar, 2003). 

Despite many recent immigrants arriving in good or better health than their Canadian-

born counterparts (i.e. the healthy immigrant effect) this health advantage may deteriorate as a 

result of acculturative stress (Berry and Annis, 1974). Acculturative stress often occurs as new 

immigrants try to adapt to their new culture. For instance, DeMaio and Kemp point out that 

adjusting to life in Canada and the 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 and discrimination as experienced by immigrants have also been 

studied (Noh, Beiser, Kaspar, Hou and Rummens, 1999; Noh and Kaspar, 2003). Research on 

stress and coping has well established that personal coping strategies adopted by immigrants (and 

refugees) may ameliorate the harms of stress (Simich, Beiser and Mawani, 2003; Simich, Beiser, 
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Stewart, and Mwakarimba, 2005) but chronic stress may result in a decline in overall health 

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 in Canada is not as 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 effects of stress 

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 aging-in-place among Chinese and Korean 

immigrant seniors and the coping strategies and social networks in which they engaged. Other 

related research on aging immigrants and the stress process model include studies that explore 

cultural experiences of depression (Lai, 2000) and measures of life satisfaction among immigrant 

seniors (Lai and McDonald, 1995). Often a critique of this approach to immigrant health is that 

while this hypothesis describes how the stress of migration 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, Illness or 

Ethnicity? 

As current research on immigrant health has demonstrated, immigration is a process that 

can be evaluated from a broad-based demographic perspective to a personal and subjective 

experience. It is a fact of population growth in Canada and its importance is beyond discussions 

of economic and health care policy. As a dynamic and continuing process immigration has many 

direct and indirect impacts on the health of individuals and communities consisting of both 

immigrants and non-immigrants. Immigration also has important implications on research among 

the foreign-born 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 arrived immigrants are representative of a 

younger working-age 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 who arrived before them
4
.  

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. For instance, the notion of ñliving aloneò which is widely documented 

in aging research (Porter 1994; McDonald, 1997) may not be applicable for a majority of elderly 

immigrants where there is a higher incidence of inter-generational families and living 

arrangements of immigrant seniors living in more family settings (Boyd, 1991).  Such 

arrangements may influence decisions around health and health care which are likely to be 

informed by the family values, roles and obligations (Grewal, Bottorff and Hilton, 2005).  For 

example, recent studies suggest immigrants that originally come from countries where the elderly 

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

2.4.1 Crosscutting Aging and Migration: Theoretical Considerations 

Much has been written on the controversial terminologies of ñraceò, ñethnicityò or 

ñvisible minorityò as categories for health research (Vissandjee, Desmeules, Cao, Abdool and 

Kazanjian, 2004; Tang and Browne, 2008; Veenstra, 2009). While some health researchers strive 

to distinguish these terms, others have noted that they are often used interchangeably depending 

on the country or discipline of the originating study (Koehn, Neysmith, Kobayashi and Khamisa, 

2012).  The concept of ñraceò which historically was related to the presumption that sub-groups 

                                                      

4
 Recently, at the 15

th
 National Conference of Metropolis, held March 14-16, 2013 in Ottawa, discussions 

leaned heavily on recent changes to Canadaôs immigration policy that will discourage mid- to later-life 

migration. The ñnewò immigrant is envisioned as younger (in their 20s) with fluency in English or French 

and with advanced degrees from international and/or Canadian universities. (Source: 

http://newcanadianmedia.ca/index.php?option=com_k2&view=item&id=4265:cherry-picking-the-best-and-

the-brightest-for-canada) 
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of the population were genetically or biologically distinct has little credence in most academic 

circles. Accordingly a racialized identity refers to a ñé(group) of people that have been socially 

and politically constructed as óraciallyô distinctò (Veenstra, 2009: 538).  To be sure the category 

of ñraceò in much of the social science world recognizes it as a socially constructed term that is 

linked to power structures and the hierarchical organization of social position on the basis of 

physical features or traits (Brotman, 2003; Koehn, Neysmith, Kobayashi and Khamisa, 2013). 

The term ñvisible minorityò has also been referred to in the literature, particularly in Canadian 

research which is based on the government definition as people who are ñénon-Caucasian in 

race or non-White in colour and who do not report being Aboriginalò (Statistics Canada, 2009).  

The term has also been deemed problematic as categories of race, ethnicity and nationality may 

be confounded (DeMaio and Kemp, 2010).  In reference to Canada and the role of immigration, 

Dyck refers to the term ñvisible minorityò as the leitmotif for the shifting complexion of Canadaôs 

demography (Dyck, 2001: 417).   

Ethnicity in contrast is an all-encompassing term made in reference to heterogeneous 

populations often sharing in similar cultural features. According to Cool (1981) ethnicity can be 

seen as a source of community esteem based on the idea that ethnicity allows for one to self-

identify based on common cultural connections with others to create a sense of belonging or the 

establishment of an ethnic community founded on a shared history or common birthplace. While 

having an ethnicity can occur among non-visible minorities, such as Anglo-Canadians who are 

often seen as the majority, the term ethnicity it is often linked to racialized people or ñpeople of 

colourò (Brotman, 2003).  For the purposes of this research, I too will be using this definition of 

ethnicity.  

On the topic of immigrant health, outside of a racialized identity, research tends to 

characterize ethnicity in a number of ways including broader categories of age of migration, years 

since migration, source country or language (Vissandjee, Desmeules, Cao, Abdool and Kazanjian, 
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2004).  A number of researchers 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 research, Torres makes a similar claim with regards to social 

gerontologyôs lack of interest with international migration as a determinant of health or a factor in 

the aging process (Torres, 2004). She argues this by citing Castles and Miller (2009) who 

emphasize that migration cannot be viewed as a single event or a 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 

plays itself out for the rest of an immigrantôs life (Torres, 2004: 126).  Similarly, Kelly and Lusis 

(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 into their lived 

experiences.  

In much of the literature that utilizes large-scale 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 implied 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 policy. 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.  Immigrants who have 

acquired this status can expect to freely enjoy the same rights and benefits as Canadian born 

citizens; however, as Miediema and Tastsoglou (2000) argue, an immigrantôs social status is 

often an entirely different matter. Although they make specific reference to immigrant womenôs 

experiences the same premise can be applied for immigrant groups broadly. 
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As Miediema and Tastsoglou (2000) argue, the term ñimmigrantò is socially constructed 

and based on the economic and legal processes of political structures and 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 non-immigrant also result in the discursive 

construction of the ethnic or cultural other 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 with 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 and Tator, 2006). 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 respect 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 perceptions 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 

minority cultures and the dominant culture. Viewed in these wider contexts, immigrantsô social 

experiences, as well as experiences of health and social care can reveal how cultural identities and 

personal narratives rooted in ódifferenceô shape their health and aging trajectories.    

With respect to aging, research has been slower to address the role of race and/or 

ethnicity with experiences of aging in a post-migration context. Literature on the intersections of 

aging and migration remains a specialized interest within the broader discipline of social 

gerontology. A number of potential sub-fields that explore race/ethnicity and aging have 
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developed from various disciplines. For instance cross-cultural gerontology which is rooted in 

anthropology seeks to explore how different cultures view and understand the process of aging as 

well as how these influence how one ages as well (Torres, 2011).  The Journal of Cross-Cultural 

Gerontology, an international peer-reviewed journal first published in 1986 by Springer, explains 

that the field is timely and appropriate as the world has become increasingly multicultural with 

many Western and non-Western societies greying on a grand scale (Springer, 2013). Other 

branches of social gerontology concerning culture, race and ethnicity are the related fields of 

minority gerontology and ethnogerontology. 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 ethnogerontology first arrived as a field although minority aging still 

exists as a general label (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 up the same stereotypical images as the 

term ñminorityò (Crewe, 2004).  For the most part it has remained a relatively underdeveloped 

field in terms of theory (McDonald, 2011; Torres; 2011; Koehn, Neysmith, Kobayashi and 

Khamisa, 2012). As noted by a number of social 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 aging. Torres outlines the current developments or rather comments on the sluggish 

developments in ethnogerontology and refers to the double jeopardy hypothesis and age-as-

leveller as the two most prominent theoretical perspectives in ethnogerontological study but 

neither have been cemented as keystone theories given the difficulty to test them empirically 

(Torres, 2011). Even in Canadian research, there is less engagement with ethnogerontology as a 

branch of social gerontology. The challenges of a largely underdeveloped theory in 
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ethnogerontology may be due to the inconsistent use of the terms ñraceò, ñethnicityò and 

ñcultureò.  

The profusion of studies in social gerontology, some situated in ethnogerontology, in 

Canada is certainly noteworthy but they often remain disengaged from one another and from a 

broader theory engaging age and ethnicity. Koehn et al. 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 societies do not (2012). Similarly, invocations of a sick immigrant discourse or 

anti-immigration sentiments amid a declining economy, low natural birth rate, an increasingly 

aging population and immigrant policy restructuring have hindered developments in immigrant 

health research.  

Sandra Torres (2004) in particular, calls upon ethnogerontology to fill in the research and 

theoretical gaps within social gerontology with respect to aging immigrants. In much of her 

research on aging and the migrant experience, she argues that the immigration experience has rich 

potentiality in reframing current views on the processes of successful aging. The uniqueness as 

well as the ubiquitous nature of the aging immigrant experience in this age of globalization makes 

it a valuable source in understanding the context and strategies in which people strive to age 

successfully (Torres, 2004).  

2.4.2 Research on Aging Immigrant Populations in Canada 

Figure 2-1 illustrates the concept of successful aging in accordance with Rowe and Kahn, 

whereby 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 disease-free 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 the concept of active aging in its 

tendency towards a person-centred 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 deterministic 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 compared lay views of aging, both qualitative narratives of aging to rankings in self-rated 

health, to more theoretical definitions of successful aging found that while many older adults may 

consider themselves to be successfully aging, they were not necessarily disease or disability-free 
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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 that while 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 or conditions in 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 opportunities that encourage and support active aging, one 

that is guided by a population health approach (Paul, Ribeiro and Teixeira, 2012).  The World 

Health Organization defines active aging as ñéthe process of optimizing opportunities for health, 

participation, and security in order to enhance quality of life as people ageò (WHO, 2002: 12).  

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 targets of health 

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, 

Ontarioôs Aging at Home Strategy initiative which was implemented in part to respond to the 

aging population that is expected to increase the next few decades. 

There are only a few studies that have attempted to examine the health status and health 

care patterns of the broader aging immigrant population and 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 healthy immigrant effect.  This phenomenon is well known in immigrant health 

research although the underlying causes that have been accounted for this pattern of health vary 

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

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

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

in analysis. For instance, many studies that have tested the healthy immigrant effect using large-

scale cross-sectional survey data often excluded older age cohorts. In their analysis McDonald 

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

ñhetereogeniety in health outcomes by broad age groupò (p.1615).  Similarly Newbold (2009b) 

whose study 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 fashion, some researchers do not distinguish between two major 

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

ii) those immigrants who arrived as seniors. Current understandings of migration, aging and 

health among Canadaôs immigrants are best represented in qualitative studies. 

Despite numerous studies on the health of the general immigrant population in Canada as 

well as research dedicated to the general older population there is a lack of research that addresses 

both these aspects within the broader population. Perhaps the near absence of older and aging 

immigrants within the broader immigrant health research stems from the wide-use of large-scale 

studies on immigrant populations, most of which ignore the diversity of Canadaôs immigrant 

groups. Much of the research addressing aging immigrants in Canada has focused on a specific 

ethnocultural community itself. While there are numerous studies researching the health of 

specific ethnic groups 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 methodological approaches 

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 barriers 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 health approach to health 

which seeks to examine factors that influence health unrelated to medical inputs and utilization 

(McDonald and Kennedy, 2004). In this approach, the interest is in exploring the more social and 

cultural factors of health among immigrants and aging minorities and how these influence the 

ways in which they experience health care services (Masi and Disman, 1994). Within these two 

broad categories of research on aging immigrants studies on Chinese and South Asian immigrants 

have dominated much of the both quantitative and qualitative health research on aging 

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

2.5 Research on Aging Ethnocultural Groups in Canada 

2.5.1 Aging Chinese Canadians 

In terms of health care utilization of older Chinese in Canada, research has ranged from 

general use of the health care system (Chappell and Lai, 1998), the barriers to health care services 

(Lai and Chau, 2007a; Lai and Chau, 2007b), use of annual physical examinations (Lai and 

Kalyniak, 2005); use of home care services (Lai, 2004); dental care use (Lai and Hui, 2007) and 

even use of traditional Chinese medicine and therapies (Lai and Chappell, 2007). There has also 

been research on various aspects of the role of Chinese culture and ethnicity on health, including 

examining the influence of cultural health beliefs (Lai and Surood, 2009), the impact of cultural 

factors on health status (Lai, Tsang, Chappell, Lai and Chau, 2007), the effect of ethnic identity 

on the well-being of aging foreign-born Chinese (Gee, 1999) as well as its role in the access to 
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services and care (Lai, 2012). The cultural aspect of filial piety among Chinese elders in Canada 

and the caregiving 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 ranges from preferred living 

arrangements (Lai, 2005) who were either living alone (Lai and Leonenko, 2007b) or living with 

children (Pacey, 2002); the relationships between living arrangements and quality of life (Gee, 

2000) as well as to their general health and well-being (Lai, 2004; Chow, 2010), to the intention 

to use long-term care facilities (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). More recently 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 of aging and 

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

2.5.2 Aging 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 on Chinese populations studies on 

aging South Asian groups has also dominated much of the literature in ethnogerontology. For 

instance, Ollifee et al. (2007) have explored elderly menôs immigration experiences as it relates to 

their perceptions of health and illness. Ollifee and colleagues explored identities of masculinities 

as they are shaped by their health practices (Oliffe, Grewal, Bottorff, Luke and Toor, 2007) as 

well as how they connect cultural ideas of health and exercise in a post-migration context (Olif fe, 

Grewal, Bottorff, Hislop, Phillips, Dhesi, and Kang, 2010). Other research explored processes of 

immigration and resettlement experiences and discussed the associated sense of loss and lack of 

social support among older women leading to loneliness and depression (Choudhry, 2001). Lai 
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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 care on health status and health seeking behaviours (Lai and 

Surood, 2010; Lai and Surood, 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 (Ng, Northcott and Abu-Laban, 2007).   

2.5.3 Other 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 wide-ranging research foci and 

adopting a wide variety of methodologies and theoretical frameworks. For instance, Shemirani 

and OôConnor (2006) used semi-structured interviewing to explore the personal stories shared by 

Iranian women who immigrated to Canada at a later age. Their qualitative study which utilized a 

phenomenological-hermeneutic approach examined the narratives and lived experiences of 

Iranian women as they considered aging in Canada. Though their sample was small (five) the 

authors noted how the women spoke of aging while connecting to their experiences of 

immigration and resettlement.  In a similar study on aging experiences in a post-migration 

context, Lagacé, Charmarkeh and Grandena (2012) used focus groups to examine the views of 

Somali immigrants living in Ottawa. They also explored the inter-generational and cross-cultural 

aspects with the challenges of aging (Lagacé, Charmarkeh and Grandena, 2012). Hwang (2008) 

studied aging-in-place among Chinese and Korean seniors. Drawing from semi-structured 

interviews, group comparisons between these two groups in British Columbia were based on 

characteristics around housing, neighbourhood and 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 with other seniors sharing the same ethnic background. Using survey data, van 

Dijk concludes that many ethnic or minority seniors may benefit from long-term homes that are 

developed around their specific cultural and religious needs. Other ethnocultural-specific research 

around health and aging includes intergenerational support structures among Japanese and 

Japanese-Canadian families (Kobayashi, 2000), around obligation (Kobayashi and Funk, 2010) 

and choice in filial care work (Funk and Kobayashi, 2009). 

However, despite the slow progress in developing research in the area of health in later-

life among immigrants, there is still a significant gap in the knowledge and literature on the role 

of ethnicity and other culturally-specific factors in the context of health and aging among 

Canadaôs immigrant populations. Health researchers studying race and ethnicity argue that there 

needs to be more focus on disaggregated immigrant data in order to truly understand and explore 

health differences within the ethnic and visible 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 astounding if one 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 Censuses (Chui, Tran and Maheaux, 2007).  In 

2010 and 2011, a large proportion of Canadaô permanent residents were from the Philippines, 

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 

Immigration Canada, 2012).  Notwithstanding the lack of health research on Filipinos in Canada 

much has been written about the social, economic, labour and spatial contexts of Filipino 
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migration to Canada. The migration trends of skilled (nurses) and unskilled (caregivers) migrant 

workers dominate much of the literature on Filipino immigrants. Filipino migration in Canada has 

often been characterized under the historical labour demands of Canada and has persisted as a 

case study for understanding class and the creation of transnational spaces (Kelly, 2012). For 

instance Kelly and Lusis (2006) used Pierre Bourdieuôs habitus as ña framework for 

understanding the value assigned to economic, social, and cultural forms of capitalò in describing 

the transnational experiences of Filipino immigrants.  

2.6.1 Filipino 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 recruited to fulfill labour shortages in health care although they were also recruited as 

teachers and garment workers (Velasco, 2002; Kelly, 2006). Under the Marcos martial law 

declared in 1972, an important component to the Philippinesô economic policy was the export of 

labour namely as overseas contract workers with North America as a popular destination (Kelly, 

2006). In reference to Philippine migration, Gardiner Barber (2013) offers the idea that 

ñmigration engages local and global spaces, and produces multiple and mobile attachments to 

placeéò (p.41). Dubbed ñnational heroesò by the Philippine state Filipino migrants have come to 

represent the epitome of flexible labour migration with foreign remittances supporting the 

Philippines economy ï a product of globalization and transnationalism (Stiell and England, 1997; 

San Juan Jr., 2000; Rodrigues, 2002; Velasco, 2002; Ramamurthy, 2003).  

In the 1980s and 1990s, many Filipino women arrived in Canada as domestic workers 

under the Foreign Domestic Movement (FDM) Program, now currently the Live-In Caregiver 

(LIC) Program (Velasco, 2002)
5
. The FDM program (1981-1992) was established which 

                                                      

5
 While the focus of this research is not solely on domestic workers it is reasonable to consider that a 

number of currently aging Filipinos came through the Live-In Caregiver or the previously named FDM 



64 

 

recognized the prior abuses and exploitation experienced by migrant caregivers which denied 

them citizenship and a host of social, economic 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 economic independency based in immigration criteria (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 

permanent residency as the LIC program also devised tougher barriers for entry such as strict 

education and other training criteria (Stasiulis and Bakan, 1997). With more well-educated 

migrant workers entering through the LIC into fields of domestic labour considered 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 the Live-In 

Caregiver program in 1993 to 2003 were from the Philippines 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 which Filipinos are perceived in Canada as well as identity formation 

and transformation (Kelly and Lusis, 2006; Gardiner Barber, 2008). As McElhinney and 

colleagues (2012) offer in the first chapter of a recently published book on Filipinos in Canada, 

most of the circumstances written on the Filipino population have been very specific to 

stereotyped notions of the Filipino immigrant as a nurse or health care aide, live-in caregiver or 

troubled youth.  As reflected in the title Filipinos in Canada: Disturbing Invisibility other aspects 

                                                                                                                                                              

program. Although research on Filipino domestic workers dominates much of 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 care aides. 
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and experiences of Filipinos living in Canada have been ignored and remain invisible (Coloma et 

al, 2012). 

In a study that explored the relationships between immigrant care givers and older adults 

receiving home and long-term care Bourgeault et al. (2010) interviewed both care workers and 

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 quality of care. Included in their paper were 

quotes that referred to an ñethnicizedò sense of care where Filipinos were thought to be culturally 

better equipped to care for the elderly or Filipinos seen as a ñcaring peopleò (Bourgeault, 

Atanackovic, Rashid and Parpia, 2010: 110). Although this 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 perception of the 

Filipino immigrant, particularly women, as nurturing and obedient ï the ideal domestic worker 

(Khan, 2006).  

Gardiner Barber (2008), in particular, discusses how Filipino migrant flows, the migrant 

worker experience and the struggle to adapt to the changes in the immigration and labour policies 

of Canada, creates new class identities and subjectivities among Filipino immigrants. As with 

other research on Philippine migration, a lot of the focus tends to the gendered, racialized and 

deskilling patterns 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 ñperformances of subordinationò (2008; p.1268). Part of the reason for this, Khan (2009) 

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 to the Philippine stateôs labour-export policy and the use of foreign remittances 

to fuel the economy. Pratt (1997) discusses the stereotypical images and racialized differences of 
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the Filipina
6
 nanny and the British nanny in conversations with nanny agents in Vancouver. As 

Pratt encountered, British nannies were perceived as professionals and Filipino nannies 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 Filipino immigrants to 

Canada (Thomas, 2011).  

Harell et al. note that Canadiansô favourable attitudes towards immigration are based on 

the type of immigrant admitted and the context in which immigrants integrate (Harell, Soroka and 

Iyengar, 2011). In effect, by characterizing the process of immigration as a sole means of meeting 

labour demands immigrants are sorted into labels of desirable and undesirable immigrants. For 

both the Philippines and Canada, Filipinos may represent the ideal immigrant but a closer look 

reveals more about the character of Filipinos as flexible and adaptable in a post-migration setting. 

As argued by Gardiner Barber, the concept of the ideal immigrant ignores all notion of agency of 

the Philippine migrant with research on Filipino immigrants, particularly caregivers, who are 

portrayed as victims (Gardiner Barber, 2008). The reasons for migration are so varied and 

complex both in the decisions to migrate and the desire to maintain connections with the 

Philippines.  

2.6.2 Geographies of Filipino Immigrants 

The Philippines have been referred to as a country of emigration (Castles, 1998).  In 

terms of the migrant flow and settlement patterns of Filipinos in Canada, they have had 

distinctive patterns of entry resulting in a dispersed pattern of settlement across the country. One 

                                                      

6
 My preference for choosing to use ñFilipino womenò over the term Filipina is based on my reading of a 

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

Philippine Migration: the Janus Effect discusses how Filipina 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 Canada (See Filipino Women 

Living in Canada: Constructing Meanings of Body, Food and Health). Filipina is a resisted term because as 

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

further discussion on this Geraldine Prattôs (1999) From Registered Nurse to Registered Nanny: Discursive 

Geographies of Filipina Domestic Workers in Vancouver, B.C. which describes the discursive 

constructions of Filipina and how it shapes the Filipino womenôs migrant labour experiences.  
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aspect of migration settlement has been the level of racial segregation between a racialized group 

and the White majority. The level of racial segregation of an immigrant group 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 spatial 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 serious 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 least segregated 

group (Darden and Kamel, 2004/5). Only Aboriginal, Japanese 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 that immigration to 

Canada from less developed countries results in a chain migration where new immigrants tend to 

settle where sponsoring immigrants already reside (Balakrishnan, Ravanera and Abada, 2005). 

The assumption behind racial segregation and societal integration implies that more isolated 

groups are less engaged or do not participate fully in the housing and labour markets. A similar 

study to the Darden and Kamel study which measured spatial concentration and segregation of 

Filipino groups was extended to six major Canadian cities. Balakrishnan and colleagues found 

that while Filipino immigrants 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 note that 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 or spatial concentration measures are often used to test the success of 

Canadaôs Multiculturalism Policy (Darden and Kamel, 2004/5; Balakrishnan, Ravanera and 

Abada, 2005). Bauder and Sharpe explain that ethnic identities in Canadaôs urban areas are ever-

changing and spatially contingent. In their study comparing visible minority groups and various 

measures of racial segregation among Canadaôs major gateway cities (Montreal, Toronto and 

Vancouver) there were no distinct settlement patterns among Filipino immigrants. Filipinosô 

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-settlement and racial segregation studies, other research has 

explored transportation and housing behaviours. For instance, Thomas (2011) who, in examining 

the transportation and housing choices of Filipinos living in Toronto makes specific reference to 

immigration and integration patterns of Filipinos. Thomas notes that despite Filipino immigrantsô 

English proficiency and higher educational attainment, they still struggle to find employment 

commensurate with their skills, which limits their transportation and housing choices. This she 

argues is indicative of the general problems faced by immigrants in the country as a whole 

(Thomas, 2011: 17). As Bauder and Sharpe (2002) note that the spatial patterns of visible 

minorities are strongly influenced by housing types and argue that ñé(c)ircumstances of 

immigration, federal and provincial settlement policies, geographical and historical situations of 

the city all shape the residential patterns of visible minoritiesò (p.219). 

Despite most of the discussion on Filipino labour falling into categories of nurses or live-

in caregiver, one exception was a study by Wang and Sangalang (2005) who examined the 

workplace experiences of Filipino migrants. Research has indicated that employment is related to 

health which has also been demonstrated among immigrant populations (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 positively (Lavis, Mustard, Payne and Farrant, 2001). 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 individual-level determinant of social support 

as it relates to job satisfaction. Filipinos tended to find social support among their immigrant 

peers rather than from Canadian-born workers and management; however, Wang and Sangalang 

found that there was some indication that Canadian-born support may be more positively 

correlated with job satisfaction. It should be noted that this particular sample of Filipinos 

consisted of mostly blue-collar workers who were employed in assembly line jobs from a variety 

of industries and which may not be reflective of the overall labour patterns of Filipinos in 

Canada. As such this study may have discounted Filipinos in health care, caregiving or other 

service industries ï sectors that most other research on Filipinos has discussed exclusively. 

Although this study did not make direct references to health, the authors note that increasing 

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

2.6.3 Research on the Health of Aging Filipino Immigrants 

One of the more seminal works on Philippine migration to Canada is a book written by 

Anita Beltran Chen (1998) entitled From Sunbelt to Snowbelt: Filipinos in Canada, a collection 

of conference papers which discusses the history of Filipino migration in numerous communities 

across Canada. She reasons that the changing socio-demographics of the Filipino population in 

Canada is the result of Canadaôs immigration policies which evolved to the shifting labour 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 late ô1980s the country received 

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 population in 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 Filipino 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 mid-age adults, (i.e., 45 to 64 years) was reported to be less than 22 percent 

(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 population are now starting to reach mid- and 

later-life 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 and 2011, with 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 

data tables 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 report from 2001 census data (Lindsay, 

2011). The percentage of mid-life 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 pre-senior age cohort group. 

In Figure 1-1 it shows the percentage of seniors and pre-seniors for the Toronto CMA 

and Ontario based on 2011 NHS data, which are both slightly higher than the percentage of 

Filipino seniors and pre-seniors for all of Canada. A breakdown of the senior age group cohorts is 

not available as the NHS combines all old-old (75 to 84 years) and the very-old (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, that the need to study this under-researched population is timely and greatly 

important. 

 

 

Figure 2-2: Percentage of later-life Filipinos within the total Filipino population in the Toronto 

CMA (N= 185, 085) and in Ontario (N= 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 cultural representation 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 found was a study by Farrales and Chapman (1999). They explored cultural 

meanings 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 with food amid 

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 is not related to the issue of aging, it does offer 
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some insight into how Filipino immigrants think about their health in a post-migration context 

and the tensions in acculturating to mainstream society and holding to Filipino tradition (i.e., 

dietary practices and perceptions of female body image).  

In another study, Pasco and colleagues (2004) explored the role 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 to 86 years they examined patient-provider 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.  Pasco et al. were 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 were either ñone of themò or ñnot one of themò.  The 

Pasco et al. study provides some insight into the cultural aspects of the Filipino community with 

regards to their health care needs but offers little in terms the relational power dynamics in 

intercultural patient-provider relationships. In a similar study on First Nations patients and their 

interactions with nurses in a hospital setting, Browne (2007) noted that the patient-provider 

relationships were not only shaped by cultural characteristics and perceptions of First Nation 

patients themselves but were also the result of nursesô perceptions and care responses towards 

their patients. Browne discusses the relationship dynamics in terms of four themes which include 

cultural differences, construction of the ñOtherò, cultural assumptions which influenced clinical 

practice and response to patients (Browne, 2007).  

The studies by Pasco et al. and Browne are part of a growing interest in cultural and 

ethnic identity within clinical settings in a pluralistic society like Canada. Concerned with issues 

of marginalization and systemic discrimination among ethnic groups and the significant role they 

play in poor health, there have been a number of studies that have explored issues of cultural 

sensitivity training (Majumdar, Browne, Roberts and Carpio, 2004), cultural othering and self-

identity in health care research (Dyck, 2001), and racial/ethnic matching in patient-provider 
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relationships (Vissandjée, Weinfeld, Dupéré and Abdool, 2001). Alongside an increasing concern 

about the lack of cultural sensitivity and awareness in clinical care practices, viewed as 

contributing to poor health status and poor health care access among Canadaôs ethnocultural and 

visible minority groups, there is also concern about the lack of data on race and ethnicity in public 

health and biomedical research (Rodney and Copeland, 2009). This is especially true of research 

on Filipinos in Canada and even more so on aging Filipinos in Canada. 

Much of the research on the health of older Filipino immigrants can be found in the 

United States. It was not until after World War II when Philippine 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 migration trends of Filipinos to Canada and the US using level of incorporation as 

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 between the two 

migrant groups of Filipinos in similar societies as being ñépredominantly White, multi-racial 

societies with a history of racial/ethnic discrimination against non-white, non-European groupsò. 

Additionally, he used socioeconomic indicators of occupational inequality, 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 number of Filipino 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 Filipino Americans 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 Asian-American minority group in the US. In this paper, he not only 

provides a 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 be able to better understand and 

treat Filipino patients.  

  On the health of senior Filipinos in the US, DiPasqualie-Davis and Hopkins (1997) 

provided a descriptive analysis of the health behaviours adopted by Filipino immigrants aged 55 

years and older. In 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 health. A strong theme in their analysis was that many seniors attributed their healthy 

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 and self-managed their health and 

health care needs includes a study by Becker (2003a) and her discussion 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 the same cultural concept of maintaining balance in the 

body or timbang that Anderson also refers to as an indigenous concept of Filipino perceptions of 

health and illness. An example of this concept of balance is changing climates from the hot 

weather in the Philippines to colder temperatures in North America. Anderson explains an 

imbalance in temperatures such as ñrapid shifts especially from óhotô to ócoldô cause illness and 

disordersò (Anderson, 1983: 815). In order to remain healthy one must maintain a "warm" 

condition in the body. 

Becker has also contributed to other studies on the migration experiences of aging 

Filipino Americans. In particular, Becker et al. describe the decisions and motivations for later-

life migration of aging Filipino men who served in World War II 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 explored 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 arrangements for when they do die 

(Becker, 2002). In addition to cultural phenomenology as a theory and methodology she also 

brought in concepts such as transnationality, place, ethnic identity and continuity to explore the 

question of migration and death with the body as a locus for these constructs.  

  In terms of studies on the direct relationship between health and place among Filipinos 

Becker (2003b) again turns to Filipinos in the US to discuss the meaning of 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 Filipino-Americans. She explores how 

older people cope with a chronic illness as part of their daily lives. Through qualitative interviews 

participants discuss their living arrangements, as well as negotiations with place in the context of 

their current living environments when compared to what they perceive their lives to be like if 

they were ñback homeò. Becker adopts a theoretical framework which includes the concept of 

space and place in which she incorporates ideas from Massey (1993) and Lefebvre (1974/2000). 

She argues for their greater use in gerontology, which is not a tendency, as it 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 age-related issues of immigrants and on the Filipino populations in Canada and the 

U.S. The research demonstrated two paradigmatic views on immigrant health ï the 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 the immigrant 

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 non-immigrant populations. A significant limitation of these 

studies are the use of large-scale 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, qualitative 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 hypothesis within Canadian 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. Compared to other ethnocultural 

groups in Canada, such as 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 these are outdated 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, namely the 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 long-term effects on health as a result of their migration experiences. This study attempts 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 research. The research 
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considers the significance of ethnicity and migration as important social determinants of health 

and advocates for more life-course analyses on the health and aging experiences of the older 

immigrant.  
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Chapter 3 

Research Design and Methods 

3.1 Introduction  

This research attempts to understand how the processes of aging and 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 adopt macro-level 

analysis to understand and explain institutional factors of demographic change, this study 

examines the less considered meso- and micro-level analyses which considers community, 

household and individual factors of immigrantsô health and aging experiences. The study used 

qualitative data from key informant interviews to understand the broader issues of aging and 

immigration at the community level (meso) as well as second-hand experiences about household 

or family level factors that influences immigrant populationsô health and aging in the city. 

Additionally, the study used a case-study analysis of aging Filipino immigrants, incorporating 

qualitative and quantitative data to explore their individual (micro) experiences of health, health 

care and aging in a post migration context and multicultural setting. More specifically, I explored 

Filipinosô various experiences of health and aging in Canada at different stages of migration or 

migration status. I examined the transnational nature and activities of Filipino lives such as the 

regular visit ñback homeò or the keeping of Philippine property, the use of health care abroad, the 

geographies of families, obligations of senior care and perceptions of ñFilipino eldersò, 

perceptions of the aging self, retirement and aging expectations in a second homeland. 

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 explanations on the 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 a brief discussion 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 

arose throughout the research. 

3.2 Conceptual Framework 

With respect to aging and immigration in health research there is a considerable lack of 

theory that engages in both these issues simultaneously. Although theory is integral to 

understanding cultural and social phenomena, 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 describe the health trajectories 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 immigrant health. Research on the 

older cohorts of immigrants (mid-life to later-life) shows there 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 changes to the age structure of Canadaôs populations and pose significant 

challenges as well as opportunities for health and social policy in Canada. Additionally, 

international migration has been a significant factor in population growth and increased diversity 

in Canada, as census data have shown that over the last ten years two-thirds of Canadaôs 

population growth can be attributed to net international migration (Statistics Canada, 2012). 

Understanding the health issues of aging immigrants is important because of its timeliness and its 
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relevance to Canadaôs current immigration, health and social policies. As a result of the mixture 

of methodologies and theories used by others with targeted meso- and micro-level factors, this 

research necessarily relies on a number of theoretical and conceptual frameworks. See Figure 3-1 

for an illustration summarizing the overall conceptual framework which guides this research. The 

components of the framework are described below. 

3.2.1 Life Course Theory 

Life course theory was applied to this study for its usefulness as a framework for 

understanding the social and cultural realms of aging in terms of both material and experiential 

circumstances leading to positive or negative health situations in later life. Early in the 

development of this perspective, Glen Elder pioneered some of the initial writings of the life 

course perspective which considers how ñhistorical time, social location and culture affect 

experienceò (Hutchinson, 2007: 11). By using this perspective in aging research gerontologists 

seek to understand later life or old age and how it is influenced by events that are experienced 

earlier in life (Browne, Mokuau & Braun, 2009; Ferraro & Shippee, 2009). As such, the concept 

of ñlife courseò has been defined as a stage-like, interdependent set of sequences which are 

characterized by age-related social roles throughout oneôs life (Crosnoe and Elder, 2002). For 

instance, within the domains of family, education, work, or leisure, individuals experience 

domain-specific experiences and enact certain social roles which in turn have an impact on 

subsequent life events. 
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Figure 3-1: A conceptual model of health and health care use of older Filipino immigrants in Canada. 
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Research using life course data or that have applied a life course approach consistently 

demonstrate that persistent stressors experienced in early life often result in cumulatively 

disadvantaged situations and circumstances that may lead to further stressors in later life phases 

(Holland et al., 2000). In this sense, life course theory argues that early stressors in life may lead 

to increasing health disparities along a temporal continuum. Because of its wide spread use in the 

wider field of gerontology many researchers also advocate for its use in research on the aging 

immigrant populations (Durst, 2005; McDonald, 2011). Aging and migration can be viewed as 

contingent upon each other and for this study I view the event of migration as a significant life 

event and potential stressor, which may have an impact on an immigrantôs health and aging 

experiences. As advocated by McDonald (2011), I use life course perspective theory as the 

overarching framework upon which I anchor three theoretical and conceptual perspectives.  

As I only focused on later-life 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 the semi-structured 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 family life, occupation 

history and retirement or planned retirement. 

In particular, McDonald also argues that the life course perspective can be used in 

tandem with other theoretical frameworks and refers to life course theory as the scaffold upon 

which other lenses or perspectives can easily align. Together, 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 inherent in the migration 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 a post-migration, 

secondary home experience.  
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3.2.2 Social Ecology Theory and the Social Determinants of Health among Aging 

Immigrants 

To understand health among the aging immigrant population I incorporate a population 

health approach with a focus on the social determinants of health and a socio-ecological framing 

of my research aims and questions. More broadly I am interested in untangling the factors that 

contribute to the established consensus in immigrant health research which asserts that foreign-

born populations tend towards poorer health status, as noted by the healthy immigrant effect, 

when compared to native born populations (Newbold and Danforth, 2003; De Maio and Kemp, 

2009; Newbold, 2009a).  In applying social ecology theory, there exist distal social causes
7
 in the 

person-environment relationship which accounts for the health disadvantages and health 

differences seen among immigrant groups (Bookchin, 2009). The social determinants of health 

framework is important to this research in identifying distal determinants, also referred to the 

ñcause of the causesò (Marmot and Wilkinson, 2005), that influence the poor health and aging 

trajectories for immigrants. Using the social ecological approach as a framework for this study 

emphasizes the significance of the interactions between these health determinants across 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, social ecology theory is noted for its usefulness in explaining health as 

influenced by numerous factors, within various domains and levels of the social ecology (Green, 

Richard and Potvin, 1996; Grzywacz and Fuqua, 2000). Early work by Bronfenbrenner in 

developmental psychology observed the development of the person with the environment.  In the 

tradition of social ecological theory, proponents emphasize the mutual role of the person and the 

                                                      

7
 Bookchin discussed the importance of social 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 the ñsocialò factor by citing major ecological problems of the 

20
th
 Century, for example the 1989 Exxon Valdez oil spill disaster and the James Bay Hydroelectric 

Project, stating: ñto make this point more concrete: economic, ethnic, cultural, and gender conflicts, among 

many others, lie at the core of the most serious ecological dislocations we face todayðapart, to be sure, 

from those that are produced by natural catastrophes.ò (Bookchin, 2009:285). 
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environment, as well and the mechanisms underlying person-environment interactions in human 

development (Berry, 1995; Grzywacz and 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 childôs development through interactions with various structures of the 

environment, namely those external and nested structures (Brofenbrenner, 1986). Diagrammatical 

representations of nested structures illustrate concentric circles, where the individual is positioned 

at the centre with outward rings representing various systems of interacting influence, labelled 

micro-, meso-, exo- and macro-systems (Berry, 1995). 

There are a number of key features of the ecology of health theory which guides 

understanding about 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 research. Firstly, the ecological perspective adopts 

different dimensions of health and wellbeing, which in turn are linked to different conditions 

found in the socio-physical environments (Grzywacz and Fuqua, 2000). For this study, I explore 

these various dimensions of health and wellbeing, for example physical health, psychosocial 

health, social and civic wellbeing, through semi-structured interviews with key informants and 

later-life Filipinos. As such, this study aims to understand how these different dimensions of 

health among older immigrant populations are reciprocally related to the various environments 

within the community and broader society. Results from later-life Filipinos focus on the 

interpersonal and individual-level factors within the ecological model to explore experiences of 

health and aging, which in turn shape health care use. For these interviews I intentionally chose 

one-on-one interviews rather than focus groups in order to allow for participants to share their 

personal experiences without prompting and influence from other participants, as would be the 



85 

 

situation in a focus group setting which tends towards the dynamic and social transformative 

nature of group conversations (Barbour, 1999).   

The second feature relates to the idea that the individual and community components 

within the social ecology are contingent upon various aspects of the person/population interaction 

as well as the multiple dimensions of the socio-physical environment (Grzywacz and Fuqua, 

2000). For instance, key informants discuss the challenges that they face in their roles meeting the 

needs of immigrant populations, as well as those of individual clients. They often referred to 

specific populations within the broader community and would also speak to the how community 

and individual lives are affected by public and health policy, which impede or encourage good 

health and positive health behaviours. 

A third principle is based on the assumption that health is viewed as an outcome of the 

person-environment fit (Grzywacz and Fuqua, 2000). Recognizing that person-environment 

interactions at different levels produce different experiences of health and wellbeing, in the case 

of older immigrants, I am interested in how experiences migration and aging, as well as other 

determinants of health, operate within different levels of the person-environment interactions 

(e.g., community, family) to influence health in a post-migration context.  

Another important dimension of ecology theory is acknowledging that individual or 

environmental conditions may exert a disproportionate amount of influence on the health and 

wellbeing of certain individuals (Grzywacz and Fuqua, 2000). For the key informant phase of my 

research, I focus on the organization, community and public policy component of the socio-

ecological model. Thus, social contexts and structural factors are equally important determinants 

of an individualôs health status, access and use of health care services, for example the role of 

race, where racialized immigrant populations will experience racial discrimination or systematic 

racism in ways that non-racialized immigrant populations will not. It is for this reason that I 

analyzed data from key informant interviews in order to understand the wider social and cultural 
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contexts of aging immigrants living in an urban area and to examine how these factors are 

interrelated with determinants of health.  

Additionally, another dimension of the ecological perspective is in acknowledging that 

the physical and social environments are interdependent (Grzywacz and Fuqua, 2000), for 

instance, I also explore various place dimensions in the physical environment in connection to 

ideas of isolation, migration settlement and a sense of belonging, attachment to place and access 

to health care and social services. In the case-study of later-life Filipinos, I do not focus 

exclusively on the factors involved in individual health-seeking behaviours but examine the 

interaction of these factors with family, community, institutional and state level factors, as well as 

observe the ways that the physical environment may also interact to influence behaviour.  Rather 

than looking at the later-life immigrant as a passive agent that is influenced solely by the social 

and physical environment I incorporate the important component of individual agency in health-

related behaviours, decisions around migration and especially decisions around aging and 

retirement (Forde and Raine, 2008).  

 The final key feature of the socio-ecological model, relevant to this study, is the idea that 

in order to fully understand health and wellbeing requires a multidisciplinary approach 

(Grzywacz and Fuqua, 2000). To speak more broadly about my overall research aim I sought to 

bring together the often disparate literatures of aging and immigration through a population health 

approach. Having drawn from concepts, theories and methodologies from a variety of academic 

disciplines including geography, gerontology and social epidemiology I also incorporated various 

sub-disciplines within geography to help to inform my research at all stages of the study. I 

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 health status and health care use of later-life immigrant 

populations in Canada.  



87 

 

3.2.3 Andersenôs Behavioral Model of Health Services Utilization 

Also embedded within the conceptual framework guiding this study is the Andersenôs 

Behavioral Model of Health Services Utilization (herein referred to as Andersenôs Behavioral 

Model), to examine issues of health care access among older immigrants. Andersenôs Behavioral 

Model was first proposed in the 1960s by 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 satisfaction (Andersen, 1995). It has since been a 

widely applied 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 

ñbecause the medical care an individual receives is most certainly a function of the demographic 

social and economic characteristics of the family as a unitò (Andersen, 1995; 1).  

To demonstrate the pervasiveness of this theory, a recent systematic review conducted by 

Babitsch, Gohl and von Lengerke (2012) details the extent to which Andersenôs Behavioral 

Model is used to describe and explain the factors that influence health care use and access. 

Identifying articles in both English and German languages that specifically applied Andersenôs 

Behavioral Model from 1998 until March 2011 their initial search yielded 328 articles. The 

authors note the wide-ranging application of the theory to various aspects of health care 

encompassing a diverse array of services in the treatment of chronic disease and illnesses. The 

authors also describe the diversity of populations and the different variables measured such as 

ethnicity, gender and age, with varying results. The Andersen Behavioural Model informs the 

quantitative phase of the study in which I distribute a survey questionnaire to later-lif e Filipinos, a 

large component which queries their various measures of health as well as their use of formal and 

informal care services.   

3.2.4 Dimensions of Place Experiences 
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Gesler and Kearns (2002) describe places as fluid and dynamic, where culture and 

identities are in flux and bound up in place. As such, place can manifest itself in the physical, 

social and cultural contexts that immigrants must navigate to negotiate and make important 

decisions about their health. Also important are the structural and relational forces that are 

inherent within the social and physical spaces. For example, place may involve a new 

immigrantôs experiences of physical isolation in tandem with the cultural and social isolation of 

arriving in a new country, which may influence their access 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 (Cloutier-Fisher & Kobayashi, 

2009). 

Place, comprised of the material and social conditions that affect immigrantsô health 

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 well-being of aging immigrant populations, as this 

influences their spatial distribution, access to health and social services and housing experiences. 

Health outcomes have been linked to neighbourhood attributes for their promotion of health 

behaviours and accessibility to health and social services. Minority group enclaves or immigrant 

enclaves as they are referred to in the 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 may be associated with varying health outcomes or health behaviours among immigrant 

populations (Osypuk, Diez Roux, Hadley and Kandula, 2009). Public health and social policies, 

as well as the various forms of health care management within Canadaôs health care system and 

what these mean for later-life immigrants, may vary according to place.  
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Central to the temporal approach of aging and migration, within the broader ecological 

framework of this study in understanding health experiences, is the role of place. As 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, 2009). With respect to place and immigration some questions to 

consider within this study include: Does birthplace matter? Does the city or neighbourhood type 

of settlement matter? For instance, while the number of immigrants arriving as seniors has been 

relatively small over the years, over the last few decades a significant number of immigrants that 

had arrived at a younger age and are in the process of aging or are aged in (a post-migration) 

place (Turcotte and Schellenberg, 2007; Ng, Lai, Rudner and Orpana, 2012). Although the 

circumstances of immigration may differ, as with the immigrant class, the process of migration 

itself is considered a life transitional event that may have considerable influences over health in 

mid to later life. The time of first landing to Canada also matters, as the economic and social 

contexts of migration shape the relative ñsuccessò of immigrants having secured regular 

employment. Because the Filipino population in Ontario, in particular the City of Toronto and the 

surrounding region of the Greater 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 the 

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 immigrants, in addition to examining the processes of 

migration. 

3.3 Methods 

A mixed methodology was employed to include, examine and integrate the multiple 

perspectives and experiences about the health and health care needs of aging immigrants in an 
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urban setting. A number of strategies were employed in the collection, analysis and interpretation 

of the data in this study.  As described by Creswell, a sequential explanatory strategy is used, 

characterized by the collection and analysis of quantitative data (survey questionnaire) in the first 

phase followed by the collection and analysis of qualitative data (in-depth interviews) in a second 

phase (Creswell, 2009).  

Both quantitative and qualitative methods were used in conjunction to answer the main 

research questions as noted in Chapter 1 and involved three stages of data collection that 

included: i) key informant interviews with community leaders; ii) a population-based survey of 

later-life Filipinos; iii) and in-depth interviews with later-life Filipi nos in the GTA. From a key 

informant perspective I 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 diverse background 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. I further explore the impact of immigration on the health and aging of Filipino 

immigrants in later-life, exploring both quantitatively and qualitatively their health and aging 

experiences.  A survey questionnaire distributed to older Filipinos in Toronto and the GTA was 

used to gather descriptive and statistical information. Follow-up interviews with a sub-sample of 

older Filipinos who completed the survey were conducted to explain the results of the quantitative 

data in more depth.  

3.3.1 Study 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 percent of all recent immigrants (Chui, Tran and Maheux, 2007).  It is a 

desirable location 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 and a relatively reliable public transportation system. These features make it an 

ideal setting to optimize recruitment and achieve an adequate sample size for this research.  

Although census data (2006) has shown that most immigrant seniors remain in one of Canadaôs 

thirty-three census metropolitan areas (CMAs) as compared to Canadian-born residents, research 

has also suggested the outward migration of immigrants from CMAs and establishing 

communities in the surrounding areas (Ng, Lai, Rudner and Orpana, 2012).  Based on this trend, 

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

Greater Toronto Area (GTA).  

3.3.2 Recruitment and Data Collection 

The sampling and recruitment strategies used for each phase of the research are summarized in 

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

Appendices 1-3): 

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 born 

in the Philippines.  

 

Target Sample:   

Sub-sample of older Filipino (55+ 

older) living in Toronto and the GTA, 

who completed a survey and 

expressed an interest in a follow-up 

interview. 

Sampling Strategies: 

Recruited through purposive 

sampling, and through snowball 

sampling. 

 

Sampling Strategies:  

On-going recruitment through 

convenience and targeted sampling. 

 

 

Sampling Strategies:  

Quasi-quota sampling based on the 

ñDimensions of Place Experiencesò 

identified in the conceptual 

framework. 

Recruitment Settings:  

Key informants from settlement 

agencies, community health centres, 

Recruitment Settings:  

Settlement agencies, community 

health centres, home care and 

Recruitment Settings:   

Recruitment of participants based on 

completion of survey and affirmation 
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home care and supportive housing 

services, community development 

agencies, seniors day centres, social 

civic clubs and social recreation 

programs, mental health agencies, 

geriatric and long-term care facilities, 

local public health and regional 

health care services corporations. 

supportive housing services, 

community development agencies, 

seniorsô day centres, 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 pre-paid 

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. 

 

3.3.3 Key Informants 

Key informants are often used in qualitative research because they are believed 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 interest of the researcher (Tremblay, 1957; Marshall, 

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

and professional skills in their interactions with individuals in that community. The main 

advantages being that they have a distinct role in the community and have specific knowledge of 

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

make a case for key informants as a useful resource to measure contextual variables at the macro- 

and meso-levels, 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 characteristics of an organization (Marshall, 1996). The 

purpose of using key informant interviews in this study was to provide context for the social, 
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political and economic environments of immigrant populations in an urban and multicultural 

setting.  

With respect to key informants interviews I set out two broad research objectives. The 

first objective was to explore the expert views and opinions of key informants and stakeholder 

groups with specific knowledge of the diverse and often marginalized aging immigrant groups in 

Toronto and surrounding GTA. The first phase of data collection, semi-structured interviews with 

key informants took place in order to identify the key issues for immigrants with respect to their 

health and aging in a post-migration context. Also important to this phase of the research was 

determining what resources were required to aid in the planning and provision of services to 

support all later-life adults including immigrants. I also wanted to consider those factors that also 

may enable and constrain settlement and health care workers when working with aging immigrant 

populations. By addressing these two objectives, this research can contribute to a broader 

understanding of the challenges to and the perceptions of aging and health experiences 

immigrants in Canada. As well, key informants provided useful information on how to reach the 

older Filipino immigrant population and offered qualitative accounts on the key issues of concern 

and additional issues that had not been identified at the proposal stage. Letters of information and 

consent forms were provided prior to the interview taking place (See Appendix 4 and 7). 

Key informant interviews (N=22) were conducted from May 2011 to September 2011. 

They were chosen based on their affiliations with organizations and groups in the Toronto and the 

surrounding GTA that serve later-life immigrant and newcomer populations. All key informants 

operated with the government definition of senior as 65 years and older but also served 

individuals younger than 65. As well, key informants that have specific work experience with 

Filipino communities were identified (n=2), although the majority of key informants (n=20) 

served multicultural communities.  The final sample of key informants included individuals from 

all levels of management and front-line workers (e.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 interviewed provided services either directly through 

programs or indirectly by way of planning, initiating and integrating health and social care 

programs specific to the community and local neighbourhoods. They came from a variety of 

settings including settlement agencies, community health centres, home care and supportive 

housing services, community development agencies, seniors day centres, social civic clubs and 

social recreation programs, mental health agencies, geriatric and long-term care facilities, local 

public health units and regional health care services corporations. 

3.3.4 Later-Life Filipinos  

The population of Canada has changed considerably due to the influx of many 

immigrants. In the 2006 Canadian Census, Canada experienced the highest proportion of foreign-

born individuals over the last 75 years, with one in five being foreign-born of the total population 

(Chui, Tran and Maheux, 2007). This 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 Canada, 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 

newcomers (Chui, Tran and Maheux, 2007). 

Various patterns of immigration in Canada have also impacted the economic 

development and workforce composition of a number of municipalities in Canada. Immigration 

patterns of Filipinos into Canada, as with a number of ethnic groups in Canada, are unique. Prior 

to the 1970s they represented a very small proportion 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 component of 

the Philippinesô economic policy was the export of labour namely as overseas contract workers 
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with North America as a popular destination. Even before the enshrinement of this policy as early 

as 1967. Philippine immigration mostly reflected Canadaôs labour demands such as the 

recruitment of nurses and medical technicians and domestic workers through the Live-In 

Caregiver Program (Darden and Kamel, 2004/5). In the 1980s and 1990s, many Filipino women 

arrived in Canada as domestic workers under the Foreign Domestic Movement (FDM) Program, 

now currently the Live-In Caregiver (LIC) Program (Velasco, 2002) Chen (1998) reasons that the 

changing socio-demographics of the Filipino population in Canada is the result of Canadaôs 

immigration policies which evolved to the shifting labour 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 late 1980s, the country received large numbers of older Filipinos arriving to 

join their adult 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 third spot in the 2001 and 2006 Census. According to both 

the 2001 and 2006 Canadian Censuses, Filipinos represented the third largest non-European 

ethnocultural immigrant group arriving in Canada (Statistics Canada, 2007).  The Filipino 

population in Canada is mostly concentrated in the provinces of Ontario and British Columbia. In 

2001, it was estimated that just over 50 percent of the Filipino population resided in Ontario 

(Lindsay, 2001), with a majority of them choosing to live in Toronto. In 2010 and 2011, a large 

proportion of Canadaô permanent residents were from the Philippines, 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 Immigration Canada, 2012). 

Notwithstanding the lack of health research on Filipinos in Canada much has been 

written about the social, economic, labour and spatial contexts of Filipino migration to Canada. 

The migration trends of skilled (nurses) and unskilled (caregivers) migrant workers dominate 
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much of the literature on Filipino immigrants. Filipino migration in Canada has often been 

characterized as part of the historical labour demands of Canada and has persisted as a case study 

for understanding class and the creation of transnational spaces (Kelly, 2012). Dubbed ñnational 

heroesò by the Philippine state, Filipino migrants have come to represent the epitome of flexible 

labour migration with foreign remittances supporting the Philippines economy ï a product of 

globalization and transnationalism. 

For this study, later-life Filipinos aged 55 years of age and older were recruited from 

Toronto and the GTA. A wide variety of methods were used to recruit older Filipinos for 

participation in a survey questionnaire. From July 2011 to January 2012, early recruitment of 

survey respondents involved sending e-mails and a follow-up phone call to various Filipino 

leaders and community groups in Toronto and the GTA. These organizations and contacts were 

identified through internet searches using the Google search engine and ñ211Torontoò 

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

groups (for example the Magkaisa Centre, Philippine Heritage Band), alumni groups 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) and Filipino 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 later-life 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 participants were recruited through Filipino seniors groups, church groups, 

approached in food court settings in local malls, and through organized house parties. I also relied 

heavily on snowball sampling techniques, which proved the most successful in distributing the 

http://www.211toronto.ca/index.jsp
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most surveys. Letters of information and consent form with instructions were sent with all 

individual surveys (See Appendix 4 and 8) along with a self-addressed return envelope with paid 

postage to ensure its return. In total 138 survey participants returned completed surveys. In the 

survey, the last page asked respondents if they would be interested in participating in interview at 

a later date and were asked to leave contact information if they were willing to participate. Letters 

of information and consent forms were provided prior to the interview taking place (See 

Appendix 6 and 9). Interviews with later-life Filipinos were conducted from January 2012 to 

September 2012. Fifteen later-life 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.  

3.3.5 In -depth Semi-Structured Interviews 

The semi-structure interview was the interview method chosen for both key informant 

interviews and interviews with later-life Filipinos. Semi-structured interviews, compared to the 

unstructured interview where observational data is also collected, is the main data source for 

qualitative analysis (DiCicco-Bloom and Crabtree, 2006).  Although the advantages of group 

interviews allow for a great range of personal experiences the disadvantage is that the very public 

nature of the group interview process may not allow an individual to share the more deeply 

personal components of their experiences (DiCicco-Bloom and Crabtree, 2006). There were two 

types of semi-structured interviews that took place for this research. Prior to the interviews taking 

place, respondents were contacted in advance to determine an agreed upon time and location.  As 

with the general format of semi-structured interviews, questions were organized around a pre-

determined set of open-ended questions. A majority of key informant interviews were conducted 

well before interviews with later-life Filipinos.  
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One interview type was the key informant semi-structured 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 economic environments of immigrant populations in an urban and 

multicultural setting. Twenty-one interviews were conducted with key informants, 20 of which 

were one-one-one interviews with key informant and one interview that consisted involved two 

key informants. Length 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 study of the health 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 later-life immigrants in the community; iii) Description of health and 

aging among later-life immigrants.  

The second type of interview was the case-study semi-structured interview which focused 

specifically on later-life Filipinos. Fifteen interviews were conducted with later-life Filipinos after 

responding to the final question in the survey inquiring if they were willing to participate in a 

follow-up interview. The purpose of conducting semi-structured interviews in addition to 

collecting survey data was to explore in more detail the health and aging experiences of later-life 

Filipinos. Since there has not yet, to my knowledge, been any research that explicitly focuses on 

the health and aging of older Filipino Canadians, the questions were exploratory and necessarily 

broad. I was interested also in how older Filipinos themselves interpreted their own experiences 

of health and aging in Canada. These interviews were performed one-on-one with later-life 

Filipinos in order to delve deeper into their personal experiences and issues, which may not have 
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been achieved in a focus-group or small group setting. There were four broad categories of topics 

set out for interviews with later-life Filipinos: i) Migration experiences; ii) Health and health 

services use; iii) Social support and active engagement; iv) Aging experiences. 

3.3.6 Survey Questionnaire 

The survey questionnaire was distributed to a broad sample of Filipinos aged 55 years 

and older (N=138) that were residing in the City of Toronto and the GTA which consists of the 

Regions of Halton, Peel, York and Durham. The survey was self-administered and consisted of 

survey-style, forced response questions querying Filipinos about their physical and mental health 

status, as well as their perceptions and experiences with health care services in Canada and in the 

Philippines. Because one of the broad aims of this research was to understand the health status of 

later-life Filipinos, it was important to gain as much health information as possible, for which 

survey research is the most practical. The advantage of survey research is to be able to generalize 

findings from a sample to a broader population (Creswell, 2009). 

The questionnaire consisted of items which were adapted from the 2009 Canadian 

Community Health Survey including validated survey scales such as the Duke Activity Status 

Index, Geriatric Depression Scale, Multidimensional Scale of Perceived Social Support, and 

Unmitigated Communion (Interpersonal relations) Scale.  Investigator-generated questions were 

also devised for use in the survey. Content for the survey questionnaire was sub-divided into 

various sections and are described below. 

3.3.6.1 Canadian Community Health Survey [Sections A, B, D, E, G, H, I, J, K . L and M] 

The Canadian Community Health Survey (CCHS) is a cross-sectional survey that was 

developed as part of a federal initiative to provide health information at regional and provincial 

levels, targeting individuals 12 years or older (Beland, 2002). Individuals who are members of the 

Canadian Armed Forces, living 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. Content of the CCHS consists of three 

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 health, such 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 included chronic conditions, general health status, health care utilization, 

access to health care services, contact with health professionals and socio-demographic 

characteristics. Optional content used in the survey included health care system satisfaction, home 

care services, patient satisfaction with health care services, patient satisfaction with community-

based care and insurance coverage.  

3.3.6.2 Use of Mobility Assistive Devices [Section C] 

In a longitudinal study that assessed the relationship between everyday activities and 

successful aging, Menec (2003) included a four-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 crutches could indicate 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 investigator-generated questions that ask 

respondents to indicate 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.  

3.3.6.3 Duke Activity Status Index [Section D] 

The Duke Activity Status Index (DASI) is a 12 item self-administered 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 provides some insight about a subjectôs quality life. Items in the DASI consist of 

questions that determine a subject`s ability to perform a broad range of common daily activities. 

Subjects are asked to respond ñyesò or ñnoò to a number of questions, such as ñCan you take care 

of yourself, that is, eating, dressing, bathing or using the toilet?ò and ñCan you run a short 

distance?ò.  The scoring of each item in the DASI is based on a total continuous score of each of 

the weighted items and can range from 0 to 58.2 METs. Items 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 estimated at 3.0 to 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 clinical sub-populations, 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 (Ò 25 METs) were significantly more likely to have coronary artery disease risk factors.  

3.3.6.4 Health Behaviours [Section E] 

In this section both CCHS adapted and investigator-generated questions (6 questions) 

queries later-life Filipinosô health behaviours related to cigarette smoking, alcohol consumption 

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. 

3.3.6.5 Geriatric Depression Scale [Section N] 

The geriatric depression scale (GDS) short-form is a 15 item scale that asks subjects to 

respond ñyesò or ñnoò to a series of questions about how they felt over the past week. It was 

originally developed as a depression screening tool for use of all older 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) adapted the Yesavage short-form GDS (Y-GDS) to Chinese 

elderly immigrants (M-GDS). Subsequent testing of the M-GDS with other Asian subgroups 

found it to be a reliable tool for assessing depression among later-life Asians. The M-GDS was 

incorporated into the survey questionnaire with only 5 items differing from the Y-GDS. One 

point is assigned for each ñyesò response and a total score is calculated. Scores between 0 and 5 

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

3.3.6.6 Multidimensional Scale of Perceived Social Support [Section O] 

 The Multidimensional Scale of Perceived Social Support (MSPSS) is a short 12 item self-

administered questionnaire that subjectively measures a subjectôs social support (Zimet, Dahlem, 

Simet and 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 presents such statements as ñI get the emotional help and support I need from 

my familyò and ñI can talk about my problems with my friendsò. Subjects are asked to rate each 

of the 12 statements on a 7-point scale, with 1 being ñvery strongly disagreeò and 7 being ñvery 

strongly agreeò. A summation score can be calculated or sub-group 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 and test-retest 

reliability 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 support.  

3.3.6.7 Unmiti gated Communion Scale [Section P] 

The unmitigated communion scale (UCS) assesses unmitigated communion (UC), which 

describes an outward focus and concern on others at the exclusion of oneself (Fritz and Helgeson, 

1998) and has been tested for high internal consistency and test-retest reliability. The UCS is a 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 ñstrongly disagreeò and 5 being ñstrongly agreeò. Scoring of each 

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 the needs of 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 population. In 2001, they represented 65 percent of Filipinos who were over 

the age of 65 (Lindsay, 2001).  

3.3.6.8 Immigration to Canada [Section Q] 

This list of investigator-generated questions (8 items) queries about respondentsô past and 

current immigration experiences. Among the questions which ask later-life Filipinosô immigrant 

status, these include if they are a regular visitor to the Philippines and whether they own property 

in the Philippines.  

3.3.6.9 Health Care Use in the Philippines [Section R] 

A list of investigator-generated questions (7 items) asks respondents about their use of 

and perceptions of health care services outside of Canada (e.g., health care in the Philippines). 

These questions explore transnational health care use on the part of Filipino immigrants and 

examines whether Filipinos actively seek health care services outside of Canada, particularly in 

the Philippines. 

3.3.6.10 Sociodemographics [Section S] 

A combination of investigator-generated and adapted CCHS items assessing basic 

sociodemographic data was collected for descriptive and inferential analysis and included such 
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variables as: sex, age, income, education, work status, marital status, immigration and citizenship 

status.  

3.4 Analysis 

In total 37 semi-structured interviews and 138 surveys were collected for analysis. There 

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 frequently resulting in 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.  

3.4.1 Semi-structured Interview  

Twenty-one interviews with 22 key informants (one interview was conducted as a group 

interview with two key informants) and 15 interviews with later-life Filipinos were audio-

recorded and individual field notes were collected. All key informant interviews were conducted 

in person at their place of work. For older Filipinos, a majority of interviews were conducted in 

person (n=12) unless the participant expressed preference for a telephone interview (n=3) for 

reasons of convenience, limited time or no agreeable meeting location could be decided upon. 

Shortly after an interview was audio-recorded it was transcribed verbatim except to preserve 

anonymity particularly for key informants who occupied higher-management positions. Names, 

organizations or programs titles were changed to maintain anonymity. 

For both key informant and later-life Filipino interviews, themes and topics were coded 

and analyzed based on content analysis methodology. Content analysis techniques were 

developed from the early methods of quantifying qualitative data and have evolved to become a 

flexible method for analyzing data (Cavanagh, 1997; Hsieh and Shannon, 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 textual data 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 particular phenomenon (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 

later-life 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 and Shannon, 2005). This particular method is more concerned with the usage of certain 

words or terms known as manifest content analysis (Kondracki, 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 include more latent 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 word (Hsieh 

and Shannon, 2005). 

All in terview transcripts underwent a number of iterative analyses including a precursory 

and careful reading of the transcripts to identify broad categorical themes, sub-themes and subject 

topics based on the semi-structured interview topic and question script. This 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. 

Results from these initial readings of the interviews were recorded and noted in a spreadsheet 

program (Microsoft Ltd., 2010), coding tables, as well as the creation of detailed face-sheets for 
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all interview respondents, including demographic and organization information.  Initial analysis 

or open coding of the data began with a careful line-by-line reading of each transcript to identify 

themes and sub-themes inductively as they emerged. Coding was also performed deductively 

based on themes identified a priori from the precursor readings of the transcripts, from the survey 

and interview design stages and from the results from the survey data. This first analytical and 

coding step allowed for greater immersion with and interrogation of the data. 

Following open coding of the transcripts further analysis 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 

cross-comparing key informants and later-life Filipinos interview data to identify analogous and 

dissimilar themes, sub-themes and topics regarding aging and health experiences in the context of 

immigration. The numbers of key informants and later-life 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. 

3.4.2 Survey Data Analysis 

One hundred and thirty-eight 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 data errors in order to 

prepare data for analysis. A summary of the tabulated survey results are presented and organized 

based on gender (male or female) or age cohort (pre-senior, young-old old, old-old, very-old). A 

descriptive examination of the variables was performed using independent samples t-testing, one-

way Analysis of Variance (ANOVA) and chi-square testing where appropriate. Analysis of the 

survey results were based on the following three research questions: 1) What is the general health 

of later-life Filipino immigrants? 2) Do later-life Filipinos experience any barriers in accessing 



107 

 

and utilizing health care? 3) How do health care status and health care use vary among later-life 

Filipinos, based on the five dimensions of place experiences? 

Survey respondents were asked about their socio-demographic 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 

category) and the following dichotomous categories were created for descriptive analysis: gender 

(male versus female), marital status (married versus unmarried/divorced/separated/ widowed), 

work status (retired/not working versus part- and full-time work) education (high school 

graduate and less versus some college to post-graduate), household income (less than $60K 

versus $60K or more) living status (alone versus living with spouse/extended family) and 

immigrant class category (family class versus skilled worker/education).  

Other independent variables included insurance coverage (government, employer-

sponsored or private) for prescription medication, dental and eye care.  As previously discussed, 

independent variables on dimensions of place experiences were created to capture migration, 

aging-in-place experiences and multiple health care systems utilization. The first group of 

dimensions of place experiences (Dimensions One, Two and Three) characterized migration 

and aging-in-place experiences. Dimension One included those individuals who arrived in 

Canada before 1980, Dimension Two were those individuals who arrived in Canada after 1980 

but did not arrive in later-life (55 years and older), and Dimension Three included later-life 

Filipinos who arrived in Canada in later-life. The second group of dimensions of place 

experiences (Dimensions 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 those who 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 use of later-life Filipino 
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immigrants, chi-square tests were performed to assess group differences across both sets of 

dimensions of place experiences to sociodemographic characteristics of the sample. 

For measures of health status, dependent variables for chi-square testing included 

dichotomous variables for self-reported measures of health status: self-rated health (SRH) 

(excellent/very good/good versus fair/poor) and self-rated mental health (SRMH) 

(excellent/very good/good versus fair/poor). Descriptive statistics were also generated for related 

questions including comparisons of their health from one year before the time they completed the 

survey and various self-reported Likert-scale type measures of stress levels.  Independent samples 

t-tests or one-way ANOVA were used to assess the following dependent variables: number of 

chronic conditions and the Duke Activity Status Index (DASI). Dichotomous variables were 

also created for use of mobility devices both inside of outside of the home (Y/N) as well as 

reports on the types of devices used. Other leisure-time physical activity behaviours captured in 

the survey included the frequency, duration and self-reported current physical activity status 

(physically active/no physical activity/ no, but I plan to be). Other health behaviours for analyses 

included dietary behaviours, smoking status (current smoker/former smoker/never smoked) and 

alcohol consumption. To assess change in lifestyle since migrating, respondents were also asked 

to retrospectively self-report on how these behaviours have changed (or not) from when they first 

immigrated to Canada.   

In examining health care services access and use, respondents were asked to self-report 

on a variety of measures. Dependent variables included: availability of health services 

(excellent/good/fair/poor), quality of care (excellent/good/fair/poor), having a regular doctor 

(yes/no) and contact with other health professionals (list of 14 health professionals. Other 

dependent variables of health services access and use that were examined included home care 

services, health care services at a hospital and 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 as self-reported by respondents. 

Examination of health service barriers were also examined from a series of questions that asked 

respondents to self-report on any difficulties they experienced for the following services: non-

emergency services, receiving non-emergency tests (MRIs, CAT Scans or angiographies), 

health information or advice, routine or on-going care, and immediate health care.  

Independent sample t-tests or one-way ANOVAs were performed on mental and 

psychosocial health measures including: geriatric depression scale short form (GDS-SF), 

multidimensional scale of perceived social support (MSPSS) and 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 ethnocultural group in terms of Canadaôs immigrant history as 

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 care use. A unique aspect of this study was the focus on 

the place experience and transnational patterns of later-life Filipinos, particularly the potential use 

of other health care systems outside of Canada, all of which has the potential to influence policy 

and the 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 audio-recorded), as well as 

maintaining good researcher-participant relations for key informant and later-life Filipino 

interviews, was critical in attaining the desired sample sizes. This meant maintaining contact with 

a number of organizations who work with Filipino and later-life populations in the GTA.  
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The multiple-perspective nature of my mixed method study emphasized the nuanced 

power relations and dynamics of the researcher-participant relationship but also in my changing 

positionality with respect to my participants. For instance, in my interviews with key informants, 

who were sought specifically for their expert knowledge there was a clear power hierarchy 

between myself and my respondents as I ensured that I 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, I included multiple perspectives of key informants in varying 

positions and from different organizations in order to avoid one-sided or biased results. In 

conducting these ñbusinessò interviews with professionals there was the complex interplay of 

identities and power relations between myself, as a doctoral student researcher and the 

professional key informant. Mullings (1999) explains that there are distinct power relations at 

play among more elite key informants (policy-makers, managers, executive members) and among 

the non-elite (front-line workers and practitioners). As well, there were a number of potential 

informants who because of scheduling 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.  

Because I shared in the same cultural and ethnic background as the later-life Filipinos I 

interviewed, I was aware that this afforded me insider status. Having insider status according to 

Ganga and Scott (2006) grants researchers a ñdegree of social proximityò which increases an 

awareness of the social divisions that may structure the interactions of the researcher-participant 

relationship. However, there were instances throughout participant recruitment in which I was 

viewed as an outsider as I was not able to engage in conversations in Tagalog or some other 

Filipino language and it was clear that my status as a Canadian-born Anglophone conducting 

unilingual research positioned me as an outsider or ñotherò to some. In their attempts to make 
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sense of me as a Canadian-born Filipino I was often asked whether I 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 I was much younger than all of my 

Filipino participants interviews were thus, unavoidably conducted within an intergenerational 

context, where they had ideas and opinions about how younger Canadian-born Filipinos perceive 

older Filipino immigrants and the differences of intergenerational relationships in Canada versus 

the Philippines.  

In conducting the primary research ï in-depth interviews ï I was made acutely aware of 

my approaches to limit potential researcher bias or biased responses from respondents. I was 

cognizant of the ways in which having a shared cultural and ethnic background resulted in being 

viewed as an outsider within and highlighted the reflexive nature of the researcher-participant 

dynamic. As argued by England (1994), reflexivity is integral to conducting fieldwork not only in 

achieving research that is ethically sound but that also enhances the relationship between theory 

and inquiry.  

3.5.1 Use of Retrospective Data, Study Design and Data Collection 

Qualitative and quantitative data were cross-sectional in scope and interviews 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 of life course data, they are timely and require 

many resources to execute (Blane, 1996). Given the scope and parameters of this research I used 

a cross-sectional design study with the use of retrospective data. The challenge with obtaining 

retrospective data from 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 recalled with the 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, rather than discussing specific food groups or food types, survey 

questions 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 that may hold certain 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 changing status 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 inadvertently be influenced to report what they consider ñgood 

behavioursò so as to appear in a favourable standing. This type of bias referred to as social 

desirability bias may be difficult to reduce particularly in health and behavioural studies. Unless a 

validated measure is used in the survey data, investigator-generated 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 have spanned a few decades. For interview 

results, biographical data for later-life 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 checked for 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 could be known. In the 

case of interviews with later-life Filipino immigrants, I was interested in triggering what I 

considered to be major life events, such as motivations for migration, family decisions such as 

marriage or jobs seeking when immigrants first arrived in 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 Canada 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, public and 

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 recall for later-life Filipino interviews involved connecting 

certain mundane activities with temporal landmarks. For example, I was interested in knowing 

what difficulties and challenges were experienced by Filipino immigrants in Canada and 

prefaced, this inquiry with ñwhen you first arrived in Canadaò or ñafter you emigrated from the 

Philippinesò. The use of these temporal landmarks or time cues have often been used in life 

history calendars and proven to be effecting in minimizing bias by aiding recall (Nelson, 2010). 

Similar research has supported the use of a ñtemporal reference systemò where the mundane 

activities of daily life are connected to more easily recalled events such as marriage, birth and 

death (Berney and Blane, 2003). During the interview process I 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 follow-up questions in the 

interviewer guide. A new interview guide was used for each interview, where notes were made 

directly on the guide and in particular time cues relevant to the participantôs experiences were 

noted. 

With regards to the survey data, I am unable to test the healthy immigrant effect because 

I was only able to collect data for Filipinos immigrants and thus, no comparisons can be made to 

native-born population survey data or cross-cultural comparisons with other immigrant 

populations. As well, because of the general lack of research on the health of Filipino 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 research. Because of small sample sizes the views of key 

informants and later-life Filipinos are not generalizeable to broader immigrant populations or 

Filipino populations throughout Canada. The inability to validate or confirm findings with similar 

studies has been a strong criticism of case-study results using interview data (Coughlin, 1990). 

3.5.2 Ethical Considerations 

Ethics approval was granted and obtained through the General Research Ethics Board of 

Queenôs University (See Appendix 13). The decision to choose a specific immigrant 

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 immigrant 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 exclusion 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 great (Matsuoka, 1993; Adamson and Donovan, 2002; Lie, 2006) . 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 

qualitative research engaging in ethnic minorities or in portraying the voices of ethnicities as not 

belonging to the dominant cultural group results in the ñotheringò of these particular groups 

(Adamson and Donovan, 2002). Similarly, Ongôs work on cultural citizenship and the process of 

ñsubject-ificationò amid power relations between the nation-state and the ñsubjectò consisting of 

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 suitable methods 
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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 access to participate in qualitative research, the policies of 

funding governmental and non-governmental bodies and recognition for the under-researched 

older minority populations (Fryer et al, 2012). As Fryer et al. argue: ñ(t)he lack of linguistically 

diverse participant samples acutely limits the relevancy and application of new health knowledge 

to contemporary multicultural communities.ò (2012, p.23) Moreover, they further state that unless 

researchers are aware of and more willing to deal with these challenges then the routine exclusion 

of elder people in in-depth qualitative research will continue.  

For this particular study, it should be noted that despite my in-depth study of the Filipino 

elderly in Canada that there still remains an important segment of the later-li fe Filipino 

population that was excluded from recruitment and analyses. Because I am unable to speak any 

languages of the Philippines nor was I able to provide the survey in a Filipino language 

translation, such as Tagalog, I was limited in my reach of certain sub-populations 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 being able 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 

influence of other family membersô conversations. As confirmed by a number of key informants 

in my study, when describing the language barriers between service-provider and clients, they 

noted that family members often selectively translate or communicate ideas or questions as they 

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 I also excluded 

individuals who were currently experiencing cognitive issues such as dementia or Alzheimerôs 

disease. Given that the targeted population was for later-life Filipino immigrants, across all older 

age cohorts, there is the likelihood that some individuals may be experiencing significant 

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 course timeline of 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 

perspectives 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, which draw on those used in 

social gerontology, including ethnogerontology, social epidemiology, as well as a number of sub-

disciplines within geography. Life course theory, social ecological theory, and Andersenôs 

Behavioral Model of Health Services Utilization are the 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 care use to describe later-life 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 influence the 

health status and health care use of later-life immigrant populations in Canada.  

The advantages of using a cross-sectional design and in using both in-depth interviews 

and surveys to examine the health and aging experiences of older immigrants in Toronto and the 
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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 used for this 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 methods used. 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, mostly for the 

under-researched aging Filipino population and the necessary exclusion of specific individuals 

from this study. 
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Chapter 4 

Understanding Health and Aging of Immigrants in the City: A Key 

Informantôs Perspective 

4.1 Introduction  

Much has been written on the impact 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 

shifts to 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 (Reitz, 2007).  Research 

has also been keen to examine immigrantsô health outcomes and experiences with health care, 

especially in comparison to non-immigrant populations (Chen, Wilkins, Ng, 1996; Deri, 2004; 

Gushulak, 2007; Gushalak, Pottie, Roberts, Torres and DesMeules, 2011). However, far 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 lengthy history 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 both a public 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 either Vancouver or 
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Toronto (Ng, Lai, Rudner and Orpana, 2012). 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 into the country to join their own adult children, a large segment of immigrants, 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 for immigrants may pose significant challenges in their ability to access social services and 

the health care they may require. Canadaôs universal health care system by its very nature as a 

publicly funded system is highly vulnerable to the shifts and transitions of 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 et al. (2002) examined the impact of 

health and social policy changes in Ontario 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 

cancellation of 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 faced by newcomer immigrants are precarious job 

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 newcomersô overall health and wellbeing as well as positive settlement 

experiences. Social support has been the focus in a number of studies on immigrants (Simich et 

al. 2005; Stewart et al. 2008) and refugee populations (Simich, Beiser and Mawani, 2003). 

Among those immigrants who arrive in Canada already as seniors or in later-life they may be 
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especially vulnerable as they tend to have lower incomes than their Canadian-born 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 MacLean, 2010). 

In Canada, immigration is seen as an important strategy to bolster a flagging economy, to 

deal with the pressures of an aging population and to supplement Canadaôs already fragile health 

care and social welfare systems. With an increasingly aging 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 considerations. 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. For long-term immigrants 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 processes of aging among 

immigrants, recent and long-term, 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 terms of age 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 semi-structured interviews with key 

informants (n=22), throughout 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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¶ Describe how the complex processes and relationships of aging, migration and re-

settlement influence the health experiences and social lives of later-life immigrants 

(Research Goal 1)  

4.2 Key Informants 

A total of twenty-two key informants were interviewed based on their affiliations with 

organizations, agencies and groups in Toronto and the surrounding GTA. For details on each key 

informant please see Table 4-1 (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 varied widely and are summarized in Table 4-2 below.  

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 services they 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 multi-service support agency (n=1).  

Key informants who did 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 policy-maker, 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 overlapping aging 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 (#05) expressed 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 were open to a 

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 ethno-cultural group such as 

Russian-speaking Jewish seniors (#04) and Spanish-speaking seniors (#09). The remaining three 

key informants worked in agencies or organizations whose overall service focus was on a specific 

ethno-cultural group, which included a Filipino seniors group (#03), Chinese-speaking 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 Informant Characteristics 

    

Characteristics 

Total 

(N=22) 

Gender  (Female) 21 (95%) 

Experience with  older populations (Years) 14.7 

Range  (Years) 2 ï 30 

Experience with  immigrant populations  (Years) 14.4 

Range (Years) 2 ï 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. I identified seven health and/or aging-related 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 descriptions of what 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 services or programs offered to immigrant seniors were within one or 

more domains which included:  

a. Social and Recreation 

b. Health and Wellness 

c. Health Care 

d. Supportive Housing/Home Supports 

e. Outreach and Community Supports   

f. Mental Health and Counseling Services 

g. Newcomer Settlement 

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 

organizations. Figure 4-1 demonstrates the breadth of services and involvement in health related 

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

discussed offering a wide-range of services and programs to support immigrant seniors and many 

of the programs offered occupied multiple domains.  
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Figure 4-1: Health and Age-Related Domains Identified through Key Informant Interviews 

 The wide-ranging and varied work experiences, as well as personal backgrounds of key 

informants provided rich narratives where they reflected on the challenges as well as 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 the struggles 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 Informantôs 

Perspective 

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 me to maximize 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/GTA communities or to simply describe older immigrants in relation to their 

work experiences.  In posing these questions to key informants I 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 strategize and plan 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 roles that immigrant seniors had within the 

family or household unit and the 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 question differently. 

Table 4-3 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 Toronto and the GTA 

Roles within the Family: (n=13) 

Social relations 

within the 

family unit 

Specific Role: 

Caring for children and home (n=7) 

Sponsorship (n=6) 

Intergenerational relationships (n=7) 

Roles in the Community: (n=14) 

Involvement in 

social and 

public life 

Specific Role: 

Volunteer (n=11) 

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 about immigrant seniors from a majority of the 

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

4.3.1 Describing the Role of Immigrant Seniors in the Family Unit 

Being an integral part of the family or household was referred to quite frequently as key 

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 prominently in the lives of older immigrants 

according to key informants, there were three main roles identified 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 caregiver 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 sponsorship relationship (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 caregivers for 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 experienced 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: Itôs children who are currently here, living here and maybe have been here for not even a long 

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 wellest sort of individuals and also, their family 

members are extremely stressed too. Because theyôre trying to make a new life for themselves, 

theyôre trying to, you know, burn the candle almost at both ends, you know, looking after elderly 
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relatives as well as looking after their own children, so Iôd say theyôre probably, you know how 

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 grandchildren 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, quote-unquote. I think that itôs a real collision course of 

how traditional 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 still poor, you know 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 stressed and 

overworked resulting in strained family relationships. Some key informants discussed the 

situation of role-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 necessary once 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 

more respect and authority in the family but now when they move to a new place and they donôt 

have the language, transportation, finance, so now there role would be more like filial. I donôt 

know the word but more like a subordinateða subordinate role. Before they might 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 seniors is quite, 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 or Italian 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 multi-generational household. Or some families were 

described as ñtransnational familiesò where one adult child in Canada has brought their aging 

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



128 

 

These examples signify changes in perceptions about the 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).  Most key informants 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 exchange of ñmutual aidò and further explains that:  

02: é(O)ften people are coming with a family reunification kind of thing. They are often but not 

always living with families which is a different dynamic. We do a lot of caregiver support. Itôs 

never easy to live as a multi-generational family when someone has become ill. Itôs not always 

easy anyway but itôs often harder as someone often requires more care. On the other hand, often 

times, the person themselves, the older adult is very helpful within a family they end up doing 

things like 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 members of the family begin to shift:   

04: If itôs at the beginning of their immigration itôs like honeymoon period where everyone is 

happy but a few months later they start arguing and there are a lot of tensions in the family. And 

there is no real way out because they canôt afford to move out. So, in addition to that they have no 

income, so they fully depend on their children. And in the Russian culture its usually parents who 

help the children, even if children are older, even if theyôre adult children, still their parents are 

helping their childrenéparents are completely dependent on their children which makes it very, 

very difficult for them to comprehend. 

 

 While the focus of the interviews was on the roles of immigrant seniors, the experiences 

as described by key informants were not limited to just seniors themselves. Many of the key 

informantsô accounts were greatly informed by the immigrant seniorsô families as well. In some 

cases, the family was viewed as a significant barrier to immigrant seniorsô participation and 

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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4.3.2 Describing the Role of Immigrant 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 commented 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, offering 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 key informants 

emphasized that an important aim in seniors programming and/or immigrant settlement programs 

was to enhance older immigrantsô engagement in a variety of roles with their peers and the local 

community. To key informants, especially those in social and recreational programming for 

immigrant seniors, encouraging seniors to connect with other seniors in sharing knowledge about 

oneôs own cultural background was seen as very important and relevant in a multicultural city 

like Toronto and in the surrounding areas 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 identified 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 

spending of oneôs own time in the participation 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 work-oriented lives towards more 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 both their 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 if somebodyôs got a little bit more time here and knows a 

little more theyôre going to help to navigate a system for someone else. 

 

14: Another role that the seniors play, I think is óthe volunteerô. Yeah, because for some of the 

seniors they do have their own knowledge, expertise and also they have the time to participate in 

many community organizations. So they can contribute back to the community ï the seniors also 

playing a volunteer role; a very important role in the community. 

 

19: And if they get an opportunity they take on a volunteer role to assist in programmingéYeah 

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 social services are the 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 immigrants, some key informants discussed the value of 

social and recreational programs which help to expand older immigrantsô social networks outside 

of the family or domestic sphere. For example, one key informant spoke about the differences she 

sees among older Filipinos within the community:   

01: I find that there (are) older Filipinos that get involved in social kind of organizations so thatôs 

good, social religious organizations. But there are also the other Filipinos who are very much 

home-bodies, because they are expected to take care of the homes, theyôre kind of left to do the 

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 those who are I think 

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 key informants 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 grandchildren 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 families have 

less and less contact with them and theyôre more and more on their own.  

 

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 that long-term 

immigrant seniors have in supporting newer immigrant seniors to the country. Socializing, 

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

about the mainstream country, they may advise others, ñOkay, you can do thisò, ñHere is this 

programéò, ñThere is this resource from the governmentéò  So they are teachers for the new 

immigrants, right? And I 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 and experiences with 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 groups and networks to help other immigrant 

seniors as well as  struggling immigrant families in the community:  

16: You know Iôm thinking that my perspective is probably a little skewed too, just because we 

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

know for one reason or another. So you know I 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 wisdom and for the information that they have and for their way of thinking, 

thatôs what we want to use in order to do some peer support.  

 

Another aspect of senior peer support is the fostering of intergenerational relationships 

outside of the family and within the 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: I know thereôs lots and lots of senior programs where thereôs opportunities to share with 

younger people within a community, I know that we have these sort of pen pal type programs as 

well, where kids in primary school are matched with 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 

wouldnôt have had that opportunity if they didnôt have a grandparent or that sort of thing. 

 

18: Yeah I think the role should be more, and I guess Iôm coming from it again because my 

culture informs everything from a Caribbean perspective, I think that older immigrants need to be 

utilized when weôre looking at even dealing with younger generations, right? So there needs to be 

more opportunities for that kind of knowledge transfer I guess to happen where you have like, I 

donôt know, like a grandparent program for example, where a 13 year-old, who doesnôt have a 

grandparent here, could actually have one. 

 

One key informant 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 many senior 

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, supporting both 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. I started 

this program called   program name withheld  éThe idea is to get teen moms, young mothers 

(that) find themselves with a baby when theyôre like 16 or 17. They donôt even know what to do 

with their baby. They donôt want it even when itôs born. They donôt know how to babysit; they 

donôt know how to bathe; they donôt know how to come back to life. They are depressed. They 

should get back to school. They should move on and they should learn from their own mistake, 

but who would tell them? So I think, let me get this idea, we get seniors to volunteer. Strong. 

Active. Because all the seniors are also are, some of 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 multi-ethnic immigrant 

populations or if they were focused on one particular ethnic group. Community 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 own communities. 

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 respect to their community peers. In terms of 

social and recreation programming, the sharing of oneôs culture enhanced the community of 

seniors being served overall, as well as allowing a senior to be able to safely observe their own 

cultural or religious practices.  

For one key informant who worked exclusively with South Asian populations she 

discussed how immigrant seniorsô participation in the South Asian community help to foster a 

safe environment and allowed them to improve their connections to the local community as well 

as the broader Toronto/GTA community: 

19: Yes, I 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 

thatôs a place that feels safe. Okay so, in the safe environment, which is their places of worship 

and community centers, they take a lead role in organizing the prayer sessions and thatôs where 

theyôre taking a lead role. I also see a lead role when it comes to helping the families and all that.   

 

 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 in their social 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 to work and in so doing we also 

somehow have the grandchildren imbibe our values as a Filipino. Filipinosô values we impart to 

them, because most of our mothers are educated and they help even in the preparation of their 

lessons. So we areðwe do believe that we are 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 seen by 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 celebrate and participate 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 peers, (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 they are, but be 

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 the city.  

4.3.3 Describing 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, 

discussing 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 ethno-cultural 

community and within their own families in Canada and abroad (n=19). Key informants 

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 highlighted the 

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

06: I think seniors always have a role in every sort of society. I think itôs important from a family 

perspective in terms of people that are here already...you know, I think family in general is 

important so from that perspective for sure, I think, theyôre a fountain of information thatôs for 

sure. I 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, a few addressed the anti-immigrant 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 informant reasoned 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 life totally improves when youôre able to support them, and all people 

deserve to be supported. They deserve it! Theyôve worked! Theyôve contributed ï if not to this 

society directly but to the world in general. So much knowledge they have that they could still 

offer to us. So when we medicate them and leave them in a corner, then really were not doing 

anything. Weôre actually taking away from society, is what weôre doing.   

 

She noted further that often when discussing the challenges of population aging and 

immigration in Canada ageist attitudes often arise which tends to undervalue immigrant seniorsô 

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 seniors, those 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 in Toronto/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 front-line managers they were not directly 

involved in the lives of seniors and their families and their responses were more aligned with 

approaches in population health or public health policy. They often discussed immigrant seniors 

from health equity or social justice lenses. For instance one key informant, a public 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 into a role 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. From an 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 deems them to be deserving or 

not: 

11: I donôt view them positively or negatively because thatôs a way of stereotyping groups of 

people. Thereôs nothing inherently positive or negative about any group of people, right? So I 

donôt frame it that way. About whether thereôs something inherently positive about immigrant 

seniors ï No! Theyôre a part of society just like any other group. So I think for me thatôs the 

wrong question. Itôs not about howðwhat their role or you know, what should be their role, or 

whatôs their positive or negative role ïthatôs not the question. Theyôre human beings. Theyôre 

worthy of good care and respect and dignity like everyone else in society. Thatôs the way I regard 

them. They are members of society and theyôre human beings. And they should be upheld and 

protected and cared for the same as everyone else but theyôre not, I would think.   

 

In speaking from an advocacy background, one key informant felt that older immigrant 

groups needed to advocate for themselves and within their own ethno-cultural 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 self-aware in overall community building efforts, rather than 

speaking about specific roles and connections to their ethno-cultural community. 

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

to be educated in what 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, 

ñWhatôs the CCAC?ò [Laughs] They wonôt know! And thatôs a common service. Thatôs not 

something unusual and people donôt 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 those 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 policy-maker chose to speak more broadly 

about the vulnerabilities of the aging immigrant population 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 differences across the older immigrant populations and within each group: 

17: When we talk about aging we tend to talk about it as one but when youôre doing care and 

delivery a 95 year old is a distinctly different aging person then a 65 year old. And itôs how do 

you truncate that and the look at the immigration and the culture (factors)é The other thing about 

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

plotting it against the immigration wave.  Because if you look at who 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 class ï that wave of immigrants is very different.    

 

Speaking from a systems approach in reference to the delivery 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 aging experience, arguing that the term ñseniorò is 

misleading as it identifies 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 as intersecting 

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 approached the question differently than 

the service-providers. 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 individuals. Service-providers 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 individuals 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 challenges they faced in their work with this 

vulnerable population. The results presented below are in response to the question: ñWhat are 

some of the problems or issues you or your agency faces with regards to aging immigrant 

communities?ò  In exploring the expert 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, I wanted to know what challenges or issues they 

experienced when dealing with aging immigrants within the broader community and within their 

organization. Among the many challenges they faced, they ranged from client-based or senior-

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 later-life adults including immigrants, but as the 

interviews revealed many of the challenges discussed were not necessarily 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 immediate 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 partners; 

3. Service-provider and client relationships;  

4. Senior/Client issues;  

5. Mainstream society views. 

Table 4-4 below summarizes these themes and related sub-topics as described by key informants. 
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Table 4-4: Summary of Themes on the Challenges of Working with Older Immigrant Population 

Theme 1: 

Funding and 

financial resource 

challenges 

Sub-topics: 

1a. Limited resources for programming (n=6) 

1b. Increased program demand and need (n=2) 

1c. Limited resources for outreach activities and initiatives (n=6) 

1d. Shifting funding priorities (n=7) 

1e. Decreased funding for ethnocultural-specific agencies (n=2) 

Theme 2: 

Establishing and 

Working with 

Community 

Partnerships 

Sub-topics: 

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

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

Theme 3: 

Service provider-

client relationships 

 

Sub-topics: 

3a. Establishing trust (n=7) 

3b. Staffing issues  (n=6) 

3c. Working with families (n=9) 

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

Theme 4: 

Seniors client 

issues 

 

Sub-topics: 

4a. Complicated health issues (n=5) 

4b. Mental health issues (n=5) 

4c. Physical isolation(n=6)/transportation barriers (n=7) 

Theme 5: 

Mainstream 

societal views 

 

Sub-topics: 

5a. Ageist attitudes (n=4) 

5b. Discrimination (n=4) 

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

Many of the key informants working in agencies that offer services directly to aging 

immigrant populations were now 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 the local and 

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 was that of lack 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 challenges including: 

¶ Limited resources for programming, 

¶ Increased program demand and need, 

¶ Limited resources for outreach activities and initiatives, 

¶ Shifting funding priorities,  

¶ Decreased funding for ethno-culturally specific agencies. 

 

1a. Limited funding resources programming (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 the termination 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 providing tickets 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 first to be 

suspended or cancelled altogether:  

07: Every day I come in and say ñOh God! How much money do I have? Do I have any new 

cheques? Do I have...like today, even when we want to diverse funds [to other programs], we 

donôt have any funds even to change, to steal [from]. I say guess what, letôs leave the food less, 

give them the tickets. Then the food runs out. When it cuts off, we just suspend the programs. So 

itôs funding. Terrible. 

 

 Many key informants who were involved in the planning and running of community-

based social and recreation programs 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 programs. 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 transportation issues or language 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: I think that if you donôt have the proper avenues or the proper funding to hire the necessary 

people, then thatôs a population thatôs either going to be under served or not served at all. 

 

It was particularly challenging for those key informants who served diverse populations. 

Making sure that no senior was isolated by language 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 discussion 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 services they offered were affected and would impact immigrant seniors the most. This 

included indirect influences such as province-wide hospital funding cuts for example or more 

direct influences such decreased funding for community based health and social programs.  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 poor access to health care and multiple system 

barriers would result in increased demands and needs for more community-based services:  

07: Finances is the worst. Funding is the worse. Itôs very hard and if, for example we have 

finances for meals and also tickets. TTC
8
 to access the program. The ones who donôt have to 

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 like it, itôs so good. It helps them. Now when the budget 

shrinks because these programs grow, you start a program today you should know youôre going to 

get the money in six months. Because they growðthe people get to hear of it and they like it. 

15: é(S)ince we started the program just for one groupðthen all the sudden itôs like growing 

like a mushroom, so for us already, like for (the) Jane and Finch seniors program weôre already 

fully. Itôs really full! So what I do is I do some referrals to other existing organizations. So like, 

within our seniors program there, of course itôs so hard to say no to you know if they really want 

to come to the group.  

 

Some key informants noted that the burden of meeting seniorsô needs are often downloaded to the 

community and as the aging population continues to grow, so too will there be an increased 

demand for health and social programming seen within the community.  For key informants who 

worked in community-based supportive services organizations, many anticipated a number of 

challenges with an increasingly aging population. One key informant described some of the 

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

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

06: é(T)hatôs what I find with a lot of seniors here, immigrant and non-immigrant, there are a lot 

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 services, and even a small amount of service could prevent people from going to hospital. 

                                                      

8
 TTC: Toronto Transit Commission. Public transportation system for the City of Toronto. 

(http://www.ttc.ca/index.jsp) 

http://www.ttc.ca/index.jsp
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And so thatôs sort of the struggle, where weôre at sort of now, with the ever-increasing senior 

population, cause itôs only going to get bigger, itôs not going to get smaller thatôs for sure. 

 

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 community-based 

services.  

1c. Limited funding resources for outreach 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 not being 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 it difficult 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 isolation because they donôt really have an opportunity to learn the 

language, they donôt have an opportunity to go out and find out more about the country, the city, 

their neighborhoods as much. And so we have found that they are very often very isolated. We 

actually did a radio show with a Spanish speaking radio show on issue related to aging and it was 

quite remarkable. It was a call-in 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 outreach, such as 

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 haveðitôs kind of a manageable space in 

which we can do outreach, so one thing, just by being present in the building and having 

programs there weekly. Itôs amazing how we could be there for three years and someone didnôt 

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 donôt have a lot of resources to do outreach to the 

community at large.  



144 

 

 

The outreach activities that many key informants engaged in took on a number of forms and they 

often described how their services had evolved 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 community. 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, like mosques, community centers, temples, and thatôs 

where we raise awareness of our programs. Thatôs our outreach and thatôs where we provide our 

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 terms of engaging 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 engaging newcomer 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 programs. 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 barrier 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 do outreach 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 feeling comfortable 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 lives. So for seniors, they really look at, ñOkay, is that really something that will 

assist me?ò, ñIs it something that is of importance to me?ò 

 

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 as constrained budgets hindered the outreach 
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programs. Poor knowledge and illiteracy of Canadaôs health and social care systems, as well as 

available community program, combined with a number of structural barriers resulted in a 

number of implicit issues for community-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 informants also discussed how they needed to adjust their strategies for 

securing funding in large part due to shift in funding priorities from different levels of 

government whether from the City of Toronto or the Ontario Ministry of Health and Long-term 

Care. As well 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 community-based services 

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 looking at where the funding dollars are spent right now, theyôre talking about 

prevention and keeping them out of the hospital rooms and that. Which is what facilities like ours 

do, however weôre not recognized as a preventative measure.  

 

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

can hit a lot of people with a little bit of resource, thatôs kind of why we exist right? Because 

youôve got impressive numbers, because some people need very intensive care and then you can 

say, you know I can say you know I had a party withðI reached 300 people in one day. You 

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

to being really scared about the trend of aging theyôre going to move things over to I think to 

concentrating all the efforts on dealing with the most acute situations. So thatôs a fear, thatôs a 

fear. Um but I think that they need to recognize that this prevention is not gravy, its essential 

right? And it means better outcomes for people. And less cost to the health care system. 

 

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

agency/organization are. Where 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 (population served). And we do have workers who speak Italian, 

Hebrew, different languages, so obviously if a case comes in thatôs not in someoneôs area, if itôs 

language-specific they get that case but again we donôtðit is not a requirement, we donôt have 

one FTE
9
 Italian speaking social worker, one Hebrew. We have two Russians that way but not the 

other languages. So itôs a challenge I have someone going off on mat leave and sheôs our Hebrew 

speaking social worker, but itôs not funded to be a Hebrew speaking position. So, the challenge is, 

it would be nice to have someone that speaks Hebrew because we have a Hebrew speaking clients 

but were not funded specifically that way so I canôt just go hireðyou know of all the resumes I 

canôt just pick the ones who speak Hebrew. 

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 the welfare 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 cornerstone of culturally 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. 

1e. Decreased funding for ethnocultural-specific 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 within the broader 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, although working in multiethnic and 

multicultural agencies, worked with a specific sub-group of immigrants. While they all shared 

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

                                                      

9
 FTE=full time employee 
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suggestions that broader community goals and interests were more likely to be funded than the 

interests specific to certain ethno-cultural groups. Again, funding for language-based needs was 

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

accepted barrier 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 can assimilate into the mainstreaméand theyôre not 

left behind.  If funding goes to mainstream, the newcomer immigrants whoðyou know they have 

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

safeðthe environment is not safe. Thatôs what theyôve said to us. 

 

As the key informant argued above, mainstream funding often does not reach ethnic 

groups, which has consequences for immigrant seniorsô ability to access services as well their 

perceptions of the post-migratory environments. This was especially true for those seniors who 

are socially 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.  

4.4.2 Theme 2: Establishing and Working with Community 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 informants discussed 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: 

¶ Community partnerships and networks, 

¶ Coordinating services within the 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 networks (n=5) 
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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 services and had to be attentive to the 

limited resources of immigrants in the community.  Key informants discussed this challenge in 

combination with the issues surrounding city-wide funding shortages and how many agencies and 

non-profit organizations in the city were 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 action resource 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 with people based on them finding out about exercise or coming for 

something like that and we could have referred and connected them. Now that theyôre not here we 

donôt have that same connection. 

The closure of the settlement services centre because of lost funding 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 city, narrowing the networks of partnering agencies which 

were seen as key in helping to fill the service gaps.   

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

In a sub-theme related to lack of service partnerships in the community are issues that 

arise in coordinating services across different agencies and organizations in order to increase the 

availability of services to seniors. Among key informants who are able to make important 

partnerships in the community to better serve the aging immigrant populations, 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 work will link with them and then try to connect them to other services, try and 

connect them with potentially their own (culture)ðbecause often people often feel more 
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comfortable within their own culture, so theyôll look into these types of groups. Weôre actively 

involved, like thereôs a new hub opening at Bathurst and Finch and again that is to assist 

immigrants, so weôre on those committees and really trying to look at resources in the community 

to help support people.  

 

Whether speaking to the challenges of 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 gaps in service, often in the wake of decreased funding or the scaling back of 

certain services. An important systems-level challenge noted by one key informant was 

coordinating and synchronizing very different mandates and goals of various agencies and 

organizations: 

21:  Because we work with a range of agencies, some of them are settlement service providers but 

many of them are óotherô providers or other organizations, like health care, like community based 

organizations, faith groups. So, organizations with a range 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 newcomer issue especially if there are capacity issues and if itôs not specifically part 

of the mandate of the agencies ïand resources issues! 

 

Key informants discussed the complexities of community building through the 

coordination of multiple organizations and services. The 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 sub-population in that community can also be a challenge as described by the 

key informant above.  

4.4.3 Theme 3: Service Provider-Client Relationships 

Another important theme that was more consistent among those key informants directly 

involved in providing services to seniors was the nature of service provider-client (or senior) 

relationships.  Many key informants discussed the nature of service provider-client 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: 

¶ Establishing trust, 
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¶ Staffing issues, 

¶ Working with families, 

¶ Role of service provider/agency. 

An underlying issue of this particular theme was the challenge of community diversity and having 

to provide services in cross-cultural 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 trusting relationships 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 touched upon 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 

community-based 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 and so 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: I also find (the) barrier of trust, like can I trust you to help me, because Iôve been let down 

before. And how are you any different? So itôs building the trust in a relationship with somebody 

(to) say I will walk you through the process and make sure you get what you need to get. Itôs just 

that relationship building that takes time. Like you know we canôt do it in one sitting or anything. 

But sometimes I feel thatôs a barrier, because there a little bit ñI donôt know youò, ñI donôt know 

if you can do it for me? 

 

In particular, some key informants explained that it can be especially challenging for 

immigrant seniors if a service provider did not share the same cultural background or language as 

them, which is why many community-based organizations try to hire staff that reflect the cultural 

backgrounds of their clientele.  Not only are cross-cultural 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 

understandings social and health services. As described by one key informant, seniors are often 

fearful about discussing their personal and family situations with non-family members: 

13: It really shows how important needing to connect with a common language, and thatôs one of 

the ïthe other I think I 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 them canôt believe that someone would come and give them support for free. 

Some of them fear talking to a social worker about their family situations because itôs not safe in 

the context that they knew, so I think thatôs another barrier. Just peoples histories and their 

understanding of government 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 hardships 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 were mostly related 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 sooner if 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 one instance, 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 likely to be seen 

in the VAW (Violence against Women) program rather than the senior program, which sounds 



152 

 

weird but thatôs just the way it is. And I think probably a lot of it has to do with the senior 

(program), the counselors in the senior program are white, we have two who are Spanish 

speaking, I 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 that the low use of counseling services among minority language (non-English) 

seniors is due to fact that most of the counselors employed were from the white, English-speaking 

dominant culture. The need to have culturally similar staff was a recurring theme, as was 

providing services in the appropriate language: 

12: Well we see here language barriers are huge. We have people here that donôt speak English, 

clients. So thatôs a huge barrier. We try and we've looked at the languages that weôve needed, we 

hire staff who 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, so they are trained in non-

verbal communication, crisis intervention, all those sorts of things, and just being creative. 

 

22: I canôt speak to the community as a whole because I donôt supervise the community programs 

but within the buildings it took us the three years 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 

people within the building who donôt speak that language. You just, you donôt see these people 

out in the hallways, they donôt come to programming because they feel there is no point, because 

they wonôt be able to understand whatôs going on. So it has taken a while to find out exactly who 

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 to deal with the 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 service-provider and client relationship 

was that role of families and how service providers had to also be especially sensitive to the 

diverse family situations of immigrant seniors. Building trust with a seniorôs family was viewed 

as equally important in establishing trust with seniors themselves, as most newcomer immigrant 

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 in, but itôs language, and itôs also trying to build trust with the extended family, so they can 

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 information regarding a seniorôs need for care, they were 

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

obstacle to care: 

10: A lot of them donôt understand that mom is our client, although I do expect to call them if I 

need anything like information. I cannot freely talk to them about whatôs going on between our 

client and our services. So, thatôs one of the issues.  

 

She continued with numerous examples, many of which she identified as difficult situations that 

forced her to make ñjudgement callsò with regards to putting the needs of the senior over the 

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 to a seniorsô care and it becomes a situation of tenuously balancing other family 

membersô involvement but ensuring that the seniorôs needs and wellbeing are the priority. 

Similarly, another key informant spoke about having to explain the limits of care and the capacity 

of an agency to provide care to an immigrant senior: 

12: é(T)he family just kept saying, ñItôs my mother, I donôt want to talk about long term care, I 

donôt want to talk about it, I donôt want to talk about it.ò But (his mother) was way beyond the 

care needs of this program.  He wanted her to come here every day. Our limits of care state that 

the care has to be manageable for staff. I know that itôs vague but itôs vague on purpose because 

that can mean so many different things. And that case was just hours of social work and nursing 

time working with this family, but if they had been willing to consider other options it wouldnôt 

have been such a burden on them or on us. 

 

Frustrated, she described that in some cases family members were not willing to listen to service 

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 the family and the challenges 

of how to handle these situations when abuse is suspected. Instances 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 hesitant to discuss their home situations with 

ñoutsidersò or they may not even recognize that they are in an abusive situation: 

04: They struggle and they suffer in silence because they are not able to talk about it to anyone. 

Because again itôs a language barrier and seniors are unable to talk so this is a lot of tension, so a 

lot of abuse situations. But again itôs Russian culture where you donôt bring your dirty laundry to 

the outside world so sometimes it takes a very serious episode for a senior to bring the abuse to 

the social workers, those who can help them. 

 

14: I would say this is an issue that is in terms of the number is not very significant, but in fact 

itôs just like an iceberg, it is just hiding in that community. Itôs like itôs disguised, but in fact there 

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 I would say physical abuse is not that imminent but psychological, emotional, and 

financial abuse would be more common. It may not be identified by the seniors but (w)hat they 

might know is kind of abuse, like a taboo that they donôt want to talk about with other people, 

they just bear with it. 

 

The example of the 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 service providers 

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 because of a controlling husband:  

15: They donôt want them to be exposed, because you know sometimes, itôs (the information) we 

share, right? Sometimes theyðbefore their parents stay at home just to help them but like 

something with a minimum chance (to) explore and also for other immigrants whose tendencies 

to their culture in here, like for instance husband and wife seniors. And then back home, maybe 

like India, letôs say India or any other country, some men are so controlling. They try to control 

their wives even though 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, particularly those 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 how they 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 with frustrated 

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 spoke about the specific role she has making 

decisions about how to allocate the limited funds, especially under the pressure from staff: 

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

theyôre saying, ñPlease! You know they canôt come, they (immigrant seniors) need thisò. Itôs like, 

you know, youôre transferring your parental responsibility to the office.  

 

As well, key informants described being very strong advocates for immigrant seniors, 

whether it involved lobbying 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: Iôm just a real strong advocate. Iôm working from a critical social work perspective. Iôm just 

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 thatôs addressing their needs of those isolated seniors. 

 

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 acting as a 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 designated seniorsô building in Toronto discussed how 

she would have to communicate directly 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 problem because Iôve been dealing them for a while. 

Some new doctors they use the confidentiality, the privacy thing. They donôt want to talk to you 

but thereôs a lot more issues than the privacy thing. I have a particular client that I sent his 
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prescription off to another pharmacy because heôs on blister pack. But every time he goes to his 

doctor, the doctor would just hand over the prescription to the pharmacy thatôs in his building. 

And I would say, ñNo! It has to be in blister pack.ò What ended up happening is that he would 

have blister packs and then vials. Then weôre like, my staff, our support workers, we can look at 

blister packs and help them, assist them based on a blister pack but theyôre not allowed to open 

vials and hand in the medication. 

 

Despite the challenges that many key informants discussed ranging from 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.  

4.4.4 Theme 4: Senior/Client Issues 

While most of the challenges that key informants discussed when working with older 

immigrant populations reflected mostly resource-related issues, interactions with seniors and their 

families or issues with other agencies and organizations within the community, they 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 practices, dietary preferences and the social and cultural 

contexts of their homeland:  

06: By the time you get staff within that culture trained, youôre almost behind the boat. Do you 

know what I mean? Thereôs already a number of people who have immigrated who need service 

and yet, you donôt necessarily have enough staff.  

21: I think thatôs the next step that in retirement homes or homes for the aging, right? How do 

these then deal with the cultural diversity? I think thatôs also is coming up and itôs not at the level 

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 wonôt stay with their family. 

Being culturally sensitive 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 

ethnocultural make-up 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 service-providers to 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 regarding seniors: 

¶ Complicated health issues, 

¶ Mental health issues, 

¶ Physical isolation and transportation-related barriers. 

Key informants described the numerous ways that the lives of immigrant seniors were diverse and 

complex often resulting in situations that greatly 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 health experiences 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 need for long-term 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 illness 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 responsibilities:  

10: A lot of our doctors donôt understand the problems of seniors. Thereôs not that many 

gerontologists around and there should be. And even family doctors, sometimes theyôre very 

impatient with seniors, you canôt just spend 15 minutes with them, you have to spend a lot more 

time with them. I have seniors that are called ñpoly-pharmacyò. They donôt like to get rid of the 

old medication because, ñHey! We paid money for that!ò So if the doctor decides to change the 

medication they have to take the time to say, ñYou have to throw away the other pills that Iôve 

given you and you have to start on this.òé And so thatôs a challenge for us. Itôs fortunate that I 

think pharmacists are getting into the picture that theyôre realizing that. If my client deals with the 

pharmacy that is not on the ball, I call them and I would say ñDid you give a new prescription? 
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This lady sheôs not quite into like her meds so if you have any concerns can you put me down as 

your call person and we can talk about this.ò  

Many key informants 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 being a 

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 described the multi-generational families as 

supportive, but often key informants described more stressed family situations and even instances 

of broken sponsorship: 

06: If theyôre new immigrants to the country they donôt have access to the same resources that 

other seniors would have. Theyôre often looking for less expensive housing that theyôre often 

facing issues with sponsorship, children may bring them here, but once theyôre here theyôre 

virtually abandoned and really donôt have a  lot of resources and so, I know our social workers 

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 perspective, you donôt get a lot 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 sense of security 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 

costs 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: I would say that I have seen more crisis situations here over the last year and a half with 

people who are new immigrants as opposed to those who arenôt and thatôs not to say that those 

who arenôt havenôt had crises, but in terms of the advancement of the illness, when the family 

reached out 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 with the families 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 immigrant seniors 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 key informants 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 mental health issues. Most of them would have either have signs of depression or 

over-diagnosed with depression and were prescribed the medication and but never use it. Russian 

seniors, Russians donôt use the mental health medicationéItôs the taboo of illness and because of 

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 psychiatric facilities and they would give them 

a stigma of letôs say schizophrenia, they would give them a lot of medicine to help them...to keep 

them quiet. And thatôs why, and itôs been for over 70 years in former Soviet Union, so thatôs why. 

 

10: But back home, and Iôm pretty sure in a lot of other countries as well, mental health is a big 

stigma. So, you know, mom is an eccentric, thatôs how, you know (she is). But as Mom ages, it 

becomes more and more pronounced and it becomes more apparent. This is not just being 

eccentric, thereôs something wrong. But families are just not open to, you know, to accepting that 

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 addressed broadly, 

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 is emphasized that the 

responsibility lies with the sponsoring family member so often times, mental health issues are 

often not acknowledged or understood from a cross-cultural perspective. 

One key informant, in particular, discussed that with regards to seniorsô health often the 

preoccupation is with the illness itself and the physical symptoms, but little attention is paid to 

more psycho-social or psychological issues. She mostly described her experiences of working 



160 

 

with the elderly Chinese population and having migrated 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 

that is 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 health as well, and usually the way 

we perceive whether itôs healthy or not is more whether, in terms of the sickness, not in terms of 

the behavior. I donôt know if you understand what I mean, in terms of sickness like pain, you feel 

painðlike symptoms, yes! Instead of the behavior like, ñI canôt speak wellò or ñI feel very 

unhappyò. 

 

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 problem that is not addressed as well as other age-related physical health issues or cognitive 

degenerative illnesses such as dementia or Alzheimerôs disease. A sizeable number of urban-

dwelling immigrant seniors often find themselves in stressed and difficult situations which only 

contribute to poor mental health and wellbeing among this population. 

4b. Physical isolation (n=6)/transportation-related barriers (n=7) 

Another commonly cited challenge for key informants was how to reach physically and 

socially isolated 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 was a 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: I would say, in my case, maybe the limitation in some cases they ï because many of them are 

coming here with a role already which is (caregiver). And then, if they have time they can do 

other things. But sometimes that doesnôt happen, because you know, life is hard, so their children 

are working, maybe one, two jobs and then whoôs taking care of their children.  So then, they 

donôt have time to do other things. They would like but they canôt. And if they live far and have 

no access to transportationðsometimes, they live in the suburbs, in the house, so theyôre just 

dependent on others. 

 

11: They are completely dependent on their adult children in order to get out and go anywhere. 

They live in physical places where thereôs poor transportation, so itôs hard for them to get around, 
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especially in the winter time, so theyôre incredibly isolated. We also, in a consultation study, we 

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

because they donôt know how to navigate the health and social service system, they physically 

donôt know how to get about and so theyôre incredible vulnerable and thatôs a huge need. 

 

 Key informants worked with different populations of seniors and transportation issues 

was a common concern whether seniors lived in more suburban areas and having to rely 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 the programs and services. 

04: So they have to ask their children for money and they never do because theyôre too proud to 

do that. So theyôd rather not to eat or theyôd rather not to come for English classes, letôs say, if 

itôs not subsidized like if the bus tickets are not subsidized. 

 

07: They are poor. Theyôre hungry and they donôt even afford their medicine. I think they have 

some subsidies from the government and some housing is subsidized, but itôs not enough. And 

even if they were to go to see their doctor or to go get their drugs, they need tickets. They actually 

donôt 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 the program have 

approached her to request the food often made available for some programs be reduced in order to 

subsidized more tickets for public transportation. 

4.4.5 Theme 5: Mainstream Societal Views 

The last major theme highlighting the more common challenges that key informants face 

when working with older immigrant populations relate to public perceptions and attitudes about 

immigrant seniors. Among these challenges were: 

¶ Ageist attitudes, 

¶ Experiences of discrimination,  

¶ Immigration policy and anti-immigration 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 seniors often occupying the most 

disadvantaged of positions in society. Although this particular challenge is not material in nature 

or directly related to client-senior interactions, it does create a social and political environment 

that makes it difficult for both immigrant seniors and key informants alike to navigate. According 

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

immigrant seniorsô perception of the wider community as an unsafe environment affecting their 

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 seniors had a 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 key informants 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 donôt they seem to be not very much brought in to the table. So kind of what happens 

is that they are left alone, they are left on their own and also their dignity is kind of you know, I 

think theyôre broken down because if they are coming in with maybe skilled people and then to 

come here and then 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 different experiences 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 society, are undervalued, 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) 



163 

 

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 informants argue, 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 sensitive care 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 community-based organizations:  

11: If you stop to think of how incredibly disadvantaged on so many levelsðculturally,  

linguistically, in terms of age, economically, politically disenfranchised, no family supports. You 

know itôs incredible, these are the people that are most marginalized in society. Amongst the most 

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 affected their ability to gain trust with immigrant seniors or deal with these biases 

in the health, social and political systems.  

5c. Immigration policy and anti-immigration attitudes (n=4) 

A number of key informants spoke specifically on the role of the government with 

regards to the immigration policy and system in Canada.  During 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 immigration reform in Canada in 

response to the backlog of applications.  In the February 2012 report of the Standing Committee 

of Citizenship and Immigration, entitled Cutting the Queue: Reducing Canadaôs Immigration 

Backlogs and Wait Times, it stated that in July 2011 there was over 165,000 family class 

applications in the parent and grandparent category alone and it was expected to grow to levels 

that would be considered ñunsustainable and in need of attentionò (Tilson, 2012: 4).  Phase 1 of 
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the recent reforms taking place with Canadaôs immigration policy involved putting new 

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 

2 of the governmentôs efforts to revamp the current immigration system. Media news outlets 

reporting the announcement of the new criteria that would affect family reunification applications 

highlighted Kenneyôs sentiments towards newcomer immigrant seniors and their families as a 

burden to  the health and social care systems (Fitzpatrick, 2013)
10

 . A number of key informants 

made specific reference to these anti-immigration sentiments, particularly about immigrant 

seniors brought over through family reunification: 

07: Thereôs people here in this country, if they want they cannot stop (immigrant) seniors from 

coming here because then theyôll not get the other young ones who come with them to come and 

work for them. [Laughs.] So if they want this thing to work they should 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 needs to shift towards 

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: I think there will be some kind of issue(s) that will be in the aging immigrant community that 

need to be paid more, you know, attention from the government.  In fact there will not be enough 

funding. I would say not enough funding for those agencies serving the immigrant community, 

not just the aging but immigrant community. So if that issue is not dealt with itôs still causing the 

whole community a problem, not just the immigrant community but the country as a whole. I 

think the funding for those aging immigrantðI mean the organization serving the aging 

community is not enough. 

19: I want to emphasize that it is very important and imperative that the government looks at the 

whole system, as they look at the immigrants. If theyôre allowed into the country to begin with 

then there (has) to be some sort of programs specifically for them 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 

                                                      

10
 ñDonôt bring parents here for welfare, Kenney saysò. 

http://www.cbc.ca/news/politics/story/2013/05/10/pol-immigration-family-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 non-immigrant populations.  

4.5 Chapter Summary 

 The goal of this chapter was to present the findings from key informant interviews from 

various individuals with diverse backgrounds and working with a variety of older newcomer and 

immigrant communities
11

. Seven health and age-related domains were identified among key 

informants based on the services and programs they offered to older 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 planners that 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 geographic scales ï at 

the community and family 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 and seniors in general. 

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 administration and delivery restructuring.  Key 

informants provided numerous examples describing how community, family and individual-level 

factors greatly challenged them to develop adequate and appropriate health and social services. 

There were five specific themes identified from the many challenges that key informants 

discussed.  

                                                      

11
 Parts of this chapter were presented at the Association of American Geographers Annual Meeting in Los 

Angeles, U.S.A on April 12, 2013. Results were presented in an oral presentation in a session entitled, 

Health and Health Care in a Period of Economic Decline I. 
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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 scale-back despite increasing demand, often as the result of shifting priorities. 

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. Key informants 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 relationships and the challenges that 

arose from these dynamics. More specifically, key informants discussed how the nuances of the 

service provider-client relationships either enabled or hindered their abilities to assist immigrant 

seniors and their families. They discussed 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 senior client 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 attitudes 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 discrimination 

as well as anti-immigrant 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, socio-economic 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. Many of 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 immigrant 

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 Cultural Diversity of Aging Immigrant Populations: A Key 

Informantôs 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 using large-scale 

population surveys for quantitative analyses. Research examining the health and social 

disadvantages of older immigrant populations often focus on a sub-group 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 immigrant invariably experience poorer health 

outcomes and access to health care than the native-born population. While the ethnic and cultural 

diversity of Canadaôs overall population have been widely discussed, often focusing on the 

economic and political processes, there is little research that analyzes more in-depth intersections 

of race, ethnicity and immigrant status in later-life. There are some notable exceptions such as a 

scoping review on the health and health care of ethnocultural minority adults, where Koehn et al. 

(2012) review studies that specifically addresses health inequities from a intersectional and social 

determinants approach, including the ñspecificities of immigrationò (Koehn, Neysmith, 

Kobayashi and Khamisa, 2012: 1). Other exceptions include intersectional 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 patient-provider relationship as a dynamic and 

contingent process of interaction in order to reveal the vulnerabilities that affect access to health 

care. Rather than focusing on utilization measures of equitable access, Dixon-Woods et al. (2006) 



169 

 

describe candidacy as a more useful measure of access based on eligibility of care that is 

constructed between the social contexts of people and the macro-level factors of health services 

and the allocation of resources. While identifying barriers to access is important, whether they be 

at the individual-level or system-level, it is also important to understand how these barriers may 

be the product of the patient-provider 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 challenges it potentially poses to health and social care systems, which is not 

only happening in Canada but worldwide. Secondly, as Canadaôs immigration policy adapts and 

evolves to primarily meet the ever changing needs of Canadaôs economy, whether it sets out to 

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 evolving (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 perspectives and accounts of key informants on the 

central issues of aging immigrantsô health status and health care needs as well as the challenges 

faced. The previous chapter focused on how key informants viewed and described aging 

immigrants in various settings, outlining 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 

discussion on 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 the older immigrant 

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 to 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: 

¶ What role does ethnic or racial background play in the health and wellbeing of aging 

immigrants? And how does this influence how key informants approach aging 

immigrants? 

¶ 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 multicultural city 

like Toronto? How does this influence the health and social service seeking behaviours 

and decisions for older immigrants?  

In answering these questions, this chapter addresses the overall research goal for this project, 

which was to:  

¶ Describe the factors that influence health care seeking behaviours and decisions around 

issues of aging among later-life immigrants in Canada (Research Goal 2) 

¶ Describe the social determinants, migration and the role of place influence the health and 

aging experiences of later-life immigrants (Research Goal 3) 

The various descriptions given by key informants on the ethnic and cultural backgrounds 

of aging immigrants generated much discussion 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 community-based multicultural 

practices and culturally competent care looks like at the service level. 
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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 researchers have argued that migration should be 

conceptualized as an important social determinant of health since migration and resettlement is 

not a single event but has lasting effects that play out for the rest of an immigrantôs life 

(Vissandjee, Desmeules, Cao, Abdool 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 life experiences (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 examined the 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 explored 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 large-scale cross-sectional data, which often cannot account for 

earlier (pre-migration) experiences as equally important. Cross-sectional 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 the migratory experience, except to 

categorize individuals as immigrant or non-immigrant, or sub-categories of immigrants such as 

family class or economic immigrant. Life course theory is a useful framework for understanding 

the health and aging of immigrants in later-life 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 globalization 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; Kobayashi and Preston, 

2007).  

In this study, key informants offered numerous examples of how different migratory 

experiences played out in immigrant seniorsô lives with respect to health and aging. Beyond 

categorizing these seniors as immigrants, key informants portrayed immigrant seniorsô lives as 

highly complex, for instance when speaking about class differences among seniors: 

17: Class is still alive and well even though Iôm aging, right? But, when we think of white folks 

aging, we donôt think that the white folks from Rosedale age the same as the white folks form 

Regent Park. We instinctively know that those are two different white folks but when you think 

of immigrants, we donôt make that distinction any further we think of them all as just immigrants. 

 

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 of long-term immigrants who, 

presumably, have had greater opportunities. Over time long-term 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. Whether it was obtaining an education, furthering their 

own education or being active in the labour force, these activities and opportunities are invaluable 

to an immigrantôs ability to become integrated and exposed to mainstream systems that many 

native-born individuals tend to take for granted: 

18: I think the difference for the ones who came when they were younger is theyôve had the 

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 the things that they 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 to retire a little more comfortably than someone whose come 

over at 65 and hasnôt contributed to the system. Cause then theyôre going to absolutely get less.  
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As well, key informants also discussed the various motivations for immigrants choosing 

to migrate to Canada, 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 economic contexts and in a 

majority of cases migration disrupted their lives in a myriad of ways: 

21: I think itðthere are different aspects. If we talk about people whoôve come here as seniors or 

towards, yeah at later stages in their life, (their) ethnic and cultural background ï what people are 

used to has a very big impact on their lives. It has an impact on their living, healthy living ï what 

people are used to in terms of food, in terms of environment, in terms of lifestyle and what they 

can have once they are here. It 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 services ï language, cultural understanding and navigating the servicesé 

 

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 immigrant seniors, most 

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 here ï theyôre professional(s) whoôve worked 

here. They worked, they know the system, they can demand their rights. They know whatôs right 

for them ï 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 here. The other group happened 

to come by circumstances ï different circumstances, family mostly, refugees sometimes. But 

refugees (or) through their children, theyôre really misplaced.  

 

For most key informants, they broadly viewed long-term 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 aging are disrupted by moving to a 

foreign land in later-life, whereas the long-term 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-

selection 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 native-born population in coping with aging. She implies that there are 

differences of abilities to adapt to the aging process among immigrant populations versus the 

native-born, explaining that that immigrants have experienced the process of having to adjust to a 

new way of life and thusly, are used to having to adapt to new circumstances. Whereas Canadian-

born populations may struggle with the associated age-related changes such as declines in health 

or in mobility:  

13: I 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 I think if you come to Canada you are looking at itðyou are 

expecting something new, right? And you have adapted to something different that is not like it is 

back home and I think people who mourn what happened back home generally tend to, if they 

can, go back if theyôre not happy with what happened hereéAnd as I've said theyôve had an 

experience with change and adapting, which for someone whoôs lived their whole life here, aging 

and changes in mobility may be the first adaptation that they have to make. 

 

Another important aspect of international migration that key informants discussed was 

the diversity seen among sub-groups 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 Chinese 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 

changing 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 over 30-40 years that 

they just come here when they are young and in fact among this group some of them may be, you 

know they are not very educated. I mean very, you know very ï they donôt have the language but 

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 seniors. But 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 have been 

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 

quite the middle class seniors or more well-off seniors, so you know 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 1987 because of the changing of the immigration policy in Canada. 

 

She continued to describe the wide-ranging sub-groups 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 migrant experiences in 

Canada, she notes that they also have very different cultural practices and relationships within 

their own families.  

There were also important differences among various sub-groups of immigrant seniors 

beyond race and ethnicity.  In particular, there are very important differences that were noted 

between newcomer immigrants versus long-term immigrants, where one group of immigrants 

arrived at a younger age, and presumably under very different economic and political 

circumstances in Canada and countries 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 trajectory is very confined to 

their families, right? Their ability to have a bigger world versus a smaller world is very hinged on 

whatôs happening with your family. Whereas I would think that with people that arrive at a 

younger age and age here in the society, they have a broader networkéand thereôs perhaps 

greater self-determination and their ability to choose one path over another. A lot more things can 

happen over that path, right? Whereas I would think that seniors who are arriving here today, you 

know they are already 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 long-term immigrants as being better 

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, many newcomer 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 long-term immigrants who 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 circles beyond family it has the effect of perpetuating their continued 

vulnerability and increasing dependence on family: 

13: I think that those that have immigrated in later life are more vulnerable because they may 

come with less language skills and might be isolated because many of them are sponsored by 

their families. So they areðthey 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 in integrating them.  But I think there are people that donôt get out of the house, donôt ï 

at least in a work place people meet each other, get a better sense of their environment, culture. 

Whereas if you came to Canada, came directly to your daughterôs home, spend your time taking 

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 I 

think that thereôs a lot more vulnerability for those who moved in later life. 

 

What is considered a ñlong-term immigrantò varies within the literature. For a majority of 

Canadian research this often refers to those immigrants who have lived in Canada for ten years or 

more, particularly among research that explores the healthy immigrant effect (Dunn and Dyck, 

2000; Gee, Kobayashi and Prus, 2004; Kobayashi and Prus, 2012). Other research has used three 

categories of length of residency: recent (three years or less), mid-term (three to ten years) and 

long-term (ten years or more), to assess health trajectories over time (Vissandjee, Desmeules, 

Cao, Abdool and Kanzanjian, 2004; Asanin-Dean and Wilson, 2010). Other ways that researchers 

have measured the different stages of migration include duration of residence and cohort arrival 

year (Newbold 2005a; Newbold2005b). Rather than relying on a time threshold utilized by other 

studies, Newbold used the National Population Health Survey to track ñagingò and assess the 

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 a significant health 
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advantage over long-term 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 and wellbeing. Among the many 

differences noted by key informants, having established social networks and finding oneôs 

community were seen as the most important. However, even between these two broad groups of 

newcomer and long-term immigrant seniors there still exists many differences among them. 

Among long-term 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 were admitted 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, other immigrant 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 French language, and 

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 integration and what would be considered the ñsuccessfulò 

migration experience: 

08: As I said, maybe they immigrated not young but their 30ôs maybe 40ôs and they come directly 

to work because they need to live and go to start jobs, maybe in the factory, things like that 

where, the minimumðlike maybe theyóre not focusing language, or similar language itôs just, 

you know, (a) sign language kind of thing and the (years pass) and they never really speak, learn 

the English language, right? 

 

14: Although those who have been here for 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 businessman, but those in general, they come here for a long time, they donôt have the 

language here. And maybe for the 30 years they just stay in Chinatown, so theyôre not integrated. 

Although they have been here for many years, but still they are not integrated in the community. 

For the reason may be they are busy you know making living, they donôt have the language and 

they you know (they are) just in certain area. 

 



178 

 

So while many key informants generalized long-term immigrants as having greater 

opportunities to access the social, economic and cultural resources required to become fully 

integrated with 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 low levels of education itôs very difficult for them to 

ever climb 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 that really never stood a chance 

in hell that they would ever acquire fluency in English or make friends who, no she didnôt make 

any friends right? She was just busy, busy, working, working, working at home. She was quite 

isolated that way. 

 

Compared to previous waves 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 

barriers set within the hierarchy of social institutions, which perpetuates immigrantsô lower social 

standing: 

11: Todayôs immigrantsðso thatôs kind of like the younger people who come and then begin to 

age. As people like my parents age, I think for all intents and purposes they remain marginalized 

their entire lives, nothing really changed. Okay, right. I think today we have a different category 

of immigrants because of theðour immigration system has changed, you know the whole point 

system. People that are coming tend to be more educated and whatôs at play today is quite 

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, impoverishes 

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 difference between 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 society remain largely ignored or unacknowledged when describing the 

post-migration 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 migrate. According to key informants, these 

reasons or motivations vary widely among different sub-groups of immigrants and influence their 

post-migratory experiences and expectations about health and aging. For instance, one key 

informant stressed that just as the senior 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 and patterns: 

17: So, the aging immigrant population ï thereôs not one aging immigrant population in Toronto 

ï thatôs the thing thatôs reallyðwhatôs interesting! So for me, thereôs a direct correlation between 

the immigration pattern and aging. And so, depending on what year of immigrants youôre looking 

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 with the healthcare system 

revealing how complex immigrant seniors lived experiences of health and aging were. As she 

further explained:  

17: The aging are the ones that cameðand it makes a difference because if they came in the ó40s, 

ó50s, ó60s the seniors may not speak English themselves but their children and grandchildren do 

so that is a whole different relationship with healthcare.  Itôs much more, more of a challenge say 

for the Tamil (refugee population), who have just arrived, have children, have to interact with the 

health care system, they themselves donôt speak English and their children are too young. 

 

When discussing the challenges of working with diverse and vulnerable immigrant 

populations, another key informant discussed the various social circumstances of immigrant 

seniors, specifically Jewish-Russian immigrant seniors. She describes this particular immigrant 

group as extremely oppressed and marginalized even among other sub-groups of immigrants, 

explaining that they are often living in poverty having 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 grandchildren, give little gifts - a little something. They were able to give to them 

and now they cannot do anythingé(a)nd they struggle and they suffer in silence because they are 

not able to talk about it to anyone. Because again itôs a language barrier and seniors are unable to 

talk so this is a lot of tension, so a lot of abuse situation. But again itôs Russian culture where you 
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donôt bring your dirty laundry to the outside world so sometimes it takes a very serious episode 

for a senior to bring the abuse to the social 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 immigrant experience. 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 

migration for Canadaôs immigrant 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 about culture, 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 

acculturation. 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 native-born population (Henry and Tator, 2006; 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, 1997; Walters, 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 immigrants may undergo numerous and different processes over migration 
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experience ï 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 groups but it has become more apparent that the dominant culture group also 

experiences adaptations to demographic and cultural changes brought about by immigration. 

With Canadaôs Multicultural Act, which legitimizes cultural and ethnic diversity, 

assimilation 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 where the minority 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 relations 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. Previously conceptualized 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 sub-groups of immigrants have wide-ranging experiences of multi-ethnic 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 ethnocultural groups 

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 to provide them 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 complex and intricate ways in which the discourse on multicultural 

practices, immigration and ethnic or cultural identity shape the realities of aging immigrants: 

02: é(T)he ways in which people become acculturated, so your knowledge base about the 

culture, the dominant culture that youôre living in so understanding the culture, understanding the 

health care system, understanding things like Alzheimerôs disease because thereôs been a lot of I 

mean Iôve been in this line of work for a long time and I will tell you that peopleôs understanding  

of Alzheimerôs,  just the general population is much better now than it was thirty years ago.  

 

In response to the overall lack of culturally sensitive care for aging immigrants in 

Toronto, some key informants discussed the ability of some ethnocultural groups to branch out 

and develop their own culturally appropriate patient-centred care. For instance, both the Yee 

Hong Centre for Geriatric Care (http://www.yeehong.com/centre/) that was originally founded to 

address the elderly Chinese communities and the Baycrest Centre for Geriatric Care 

(http://www.baycrest.org/) which was first established to support older Jewish populations in 

north Toronto were notable and well-known examples of ethnocultural-specific care in Toronto. 

Although both centres have expanded to care for a multi-ethnic population they still maintain the 

founding principles of meeting the care needs that are specific to the cultural 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 Jewish community, the Chinese community are, you know, well organized communities 

and the Yee Hong and Baycrestðare 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 get from the 

government. And thatôs why theyôre better. 

 

17: é(P)articularly when you get over to the nursing home side where that the homes ï unless 

you get into the culturally specific homes, and itôs only the immigrants that came early that made 

money that can afford to do that. The immigrants who came later and didnôt acquire the same 

wealth cannot have a Filipino home, a ñthis homeò, a ñthat homeò. But the homes themselves 

arenôt organized to provide cohorts of care to cohorts of people and therefore create culturally 

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 

http://www.yeehong.com/centre/
http://www.baycrest.org/
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community provides culturally appropriate careé So that still is missing. You know the Italians 

have an Italian 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 they came after a time that they couldnôt 

accumulate that much wealth. 

  

In contrast to the above quotes, another key informant who worked exclusively with 

Chinese-speaking seniors discussed the poor integration of the Chinese community in various 

parts of Toronto 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 there are some 

disadvantages with having an insular and racially segregated community:  

14: é(I)ntegration is still another thing that, like before they donôt have the English so itôs 

difficult for them to integrate. But now for now, for those seniors that come here is because 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 itôs too difficult for them to integrate because itôs no different than 

to not integrate. You know what I mean? Because it seems that they are moreðthat now (things) 

are more convenient like when they go to the supermarket; itôs Chinese. The bank; Chinese. So in 

a way itôs good for them because itôs more easy to settle down, to adjust. But on the other hand 

itôs difficult for them to integrate because itôs no different than to not integrate.  

 

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 social isolation can 

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 address issues of 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 taboo. Fear and 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 

knowledge about oneôs rights is not knowing where to find the information. For immigrant 

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: I mean if they had a job that means the likelihood is that theyôve learned some English. And if 

theyôve learned some English, the likelihood is that theyôll know more- theyôll know of resources 

more. Information; the law; their rights. You know if theyôve been around and outside of the 

family home they probably have picked up that information. Whereas for newcomer families or 

newcomer seniors that have arrived as an older person, they donôt have that. And if they are in a 

family that is likely to use and abuse them theyôre probably very unlikely to ever receive it. Cause 

thereôs no way they can get the information except if they go to a day program or the radio we 

could get things out through the media. I would think that is one of the biggest things is how to 

inform newcomer seniors. If they have a health problem thatôs you know theyôre taken to the 

doctor and theyôre set up in a day program or some kind of health program that helps them with 

their diabetes, Alzheimerôs, whatever it is but until ï thatôs probably really one of the few things 

that they have an opportunity to learn things, is actually through their health. 

 

Key informants working in community-based agencies also spoke about the immigrant 

experience as being a unifying trait among culturally diverse communities. Many of the key 

informants who participated 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 always surprises me is that you always think, "Well seniors are so set in their ways" 

and that theyôll have trouble adapting to no cultures and itôs not true. Here in the way people 

interact with one another itôs like theyôve lived all their lives integrated you know thereôs a lot 

more desire to connect than to separate I find. And maybe itôs because everyone has something 

that they share in common and that is an immigration experience, being new, of not fitting in, so 

they donôt want to do that to each other maybe I donôt know. 

 

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 seeking. For 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 macro-level. Also important are processes of change that occur at 

the micro-level, 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 and well-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 ñfamilyò as an important unit of analysis of transnationalism has 

become an interesting study on citizenship, transnational identities, state policy and various forms 

of discrimination (Walton-Roberts, 2003; Waters, 2003; Kobayashi and Preston, 2007). 

Social reproduction has been described as the social patterns, attitudes, practices, 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 constructions of motherhood, labour force 

reproduction including education and employment training and finally the production of private 

and informal care work at the micro-level of the family (Bakker, 2007). In the 1970s and 1980s 

the concept of social reproduction 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 social reproduction 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 number 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 immigrant seniorsô decision to move from one country to another, as 

well as the reason why they opt not to return to their home country in their retirement years. Key 

informants spoke about how commonplace multigenerational households were among immigrant 

families. For many immigrant seniors, families are an important source of social support, 

particularly in later-life as they transition to a new life in a foreign country. Key informants 

described family as a buffer to the migratory stress that accompanies immigrant and settlement: 

01: é(S)upport is a big factor in terms of making people healthy or function well. So they are 

here because they want to be together, reunified with the family and or they might not have 

anyone anymore back home. Or (because) they are left in their home (back home) so they are 

brought in by their children here.  

 

09: I think that if you, for immigrants, for instance people whoôve been living here. Some they 

have their own families here, so maybe they only came 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 wonôt have the healthcare that they have here, or the pensions or I donôt know, 

many things. But then, they donôt have anything else, right. Whereas any person who has all their 

family here. Something happens and they know they have a brother, or whatever their family is. 

 

Despite broad differences across sub-groups of immigrant seniors many key informants 

described immigrant seniorsô experiences with health and social care as being contingent upon 

their interactions with family members. For many newcomer immigrant seniors, family was 

integral to their social wellbeing and health as they settle in a new country. One 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 difference ï the significant difference in your aging experience I would think 

is money. People may often think itôs family and family support but itôs because family is a 

substitution for money, right? 

 

On the surface she explains that under this scenario a senior who may not have 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 long-term care facility or to financially 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 mutual aid, often with intentions of mutual aid (Kawachi, 

1999). Numerous studies have found associations of social capital and health at the community-, 

neighbourhood- and individual-level (Luginaah et al., 2001; Veenstra et al., 2005; Veenstra, 

2005; Poortinga, 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 secure business ownership and 

self-employment 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 grandchildren, 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 family ï what they often face that at a stage in life where it is harder 

to learn new things and to get accustomed to new ways of living, they are transported into a 

completely, or often an environment thatôs very different from the one theyôre used too; food, 

cultural, lifestyle. And of course they lose a lot of their 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 them emphasized 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 childcare 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 elder shifted 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 own and sometimes 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 to the church, so you hear all those kind of stories, so I 

think itôs a bit different for those who come in as seniors. 

 

11: They have no language skills. Theyôre not employable. Thereôs no alignment with who they 

are with any opportunity for employment in this society...So thatôs for me a manifestation of how 

stressed newcomer families have become that you see a whole phenomenon of seniors behaving 

in ways that (are not) within their own cultural contextéyou actually have immigrant families 

where the primary applicants are educated and skilled but theyôre living in poverty and the family 

structure is completely broken and the cultureôs broken. 

 

14: Because back in the home country you know they have more independence they are more 

economicðor 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 very much on the 

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 place and they donôt have the language, transportation, finance, so now 

there role would be more like a filial. I donôt know the word but more like a subordinateða 

subordinate role. 

 

Key informants gave numerous examples illustrating how financially strapped immigrant 

families were. Among the accounts 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 long-term 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 including falls or 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 older immigrants. 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 resident
12

. Ideally, family sponsorship 

requires that the sponsoring family member commit 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 when the 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 (Koehn, Spencer 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 challenges of meeting 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 there were, you 

know some funds or anything like that available to assist them, I think that would be beneficial. I 

recognize that when you sponsor someone technically you are taking on that responsibility but I 

donôt think that people fully understand that.  

 

For one key informant she noted that the most common concerns that service-providers 

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 see their family. These were often 

the most common issues voiced by seniors but she argued that there needs to be a more nuanced 

reading of seniorsô 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 would still be processed. Most recently, newly appointed 

Immigration Minister Chris Alexander, reversed this freeze pledging to continue processing family 

reunification applications, in limited numbers, beginning January 2
nd

, 2014.  

Sources: Government of Canada, CIC, http://www.cic.gc.ca/english/immigrate/sponsor/index.asp  

CIC News: http://www.cicnews.com/2014/01/parent-grandparent-sponsorship-program-accepting-

applications-013138.html  

http://www.cic.gc.ca/english/immigrate/sponsor/index.asp
http://www.cicnews.com/2014/01/parent-grandparent-sponsorship-program-accepting-applications-013138.html
http://www.cicnews.com/2014/01/parent-grandparent-sponsorship-program-accepting-applications-013138.html
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11: I think thatôs what we would hear from a senior but when you think about what seniorsô needs 

are I think another way of framing it is that seniors may also say, ñI need the government to put in 

place more protection for someone like me when the sponsorship breaks downò; ñI need a safety 

netò; ñI need governments to not make my own welfare and rights dependent on another person 

so i.e. my child sponsoring meò, ñThat my rights are not my own rights, Iôm not self-determined 

that way.ò From the eyes of government law, weôve created a situation where these human beings 

are dependent the mercy of someone else, and 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 especially 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, are most often 

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 shrinking of distances, 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 public 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 worldwide poverty, improve access to primary education, implement 

vaccination programs and halt the spread of HIV/AIDS. However, despite the numerous 

successes of the MDGs lauded in annual progress reports, a number of scholars have noted that 
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they fail to address 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 social-cultural and political contexts in 

which people live which in turn influence their differential exposures and vulnerabilities to 

certain health risks, health disparities and inequitable experiences with health care systems. 

Equally important are the micro-level factors of globalization and international migration for 

health and health care families or household units. As the 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 the affective perceptions about 

community or sense of place inherent in the lived experiences of aging immigrants, rather than 

the physical or spatial attributes of place. Through key informant interviews, I explored the 

second-hand experiences of immigrant seniors with 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 transnational 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 barriers, immigration 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 ethno-cultural groups are important in maintaining positive health 

experiences for aging immigrants. Among the many issues that key informants discussed there 




























































































































































































































































































































































































































































































































































