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Presentation Notes
Thank you for inviting me here today. I’ve been asked to share with you some of the knowledge that I’ve accumulated over 25 years of researching immigrant older adults. That includes insights gained from primary research projects, consultations with diverse stakeholders and systematic literature reviews. What’s important to realize, though, is that all of this work is informed first by immigrant older adults that I’ve spoken to, or other researchers have interviewed. We also speak to their families. Another highly valued source of knowledge on this population is people like you – people providing frontline services in immigrant settlement agencies who come to know and deeply care for the immigrant seniors in our communities. In light of that, I would like to acknowledge that many of you are likely to be far more versed in the topics I’m presenting today than I am, and I’m happy to learn more from your questions at the end.Throughout the presentation, I will be referring to publications and reports in which you can find more details on the projects I’m referring to. All of these are freely accessible on my Researchgate page, and I’ll be giving you the link to that on my last slide.



OLDER IMMIGRANTS Canada & BC

Presenter
Presentation Notes
So what does the diverse population of immigrant older adults in Canada look like?



VISIBLE MINORITY POPULATION

Total population Visible minority population

Top 3 Visible minority groupsnumber number percentage

Canada 32,852,325 6,264,755 19.1 South Asian, Chinese, Black

Toronto 5,521,235 2,596,420 47.0 South Asian, Chinese, Black

Montréal 3,752,475 762,325 20.3 Black, Arab, Latin American

Vancouver 2,280,695 1,030,335 45.2 Chinese, South Asian, Filipino

Ottawa -
Gatineau

1,215,735 234,015 19.2 Black, Arab, Chinese

Calgary 1,199,125 337,420 28.1 South Asian, Chinese, Filipino

Edmonton 1,139,585 254,990 22.4 South Asian, Chinese, Filipino

Winnipeg 714,635 140,770 19.7 Filipino, South Asian, Black

Hamilton 708,175 101,600 14.3 South Asian, Black, Chinese

Presenter
Presentation Notes
39 % of older adults in Canada are immigrants, and 23% of immigrants are Older Adults. Immigrants used to come primarily from Europe, and many of those who came as young people have now aged here. More recently, however, our largest immigrant populations are arriving from Asia and hence fit the Stats Can definition of a “visible minority” (which does not, incidentally, include First Nations peoples).Canada’s visible minority population increased by 3% over 5 years to reach 19% by 2011. Visible minorities are of particular interest because they are more likely to be from Canada’s 3 largest immigrant source countries: India, China and the Philippines.South Asians are the largest visible minority group in Canada as well as several major urban centres such as Toronto and Calgary. In Greater Vancouver, they rank second behind the very substantial Chinese population, but they are found in higher concentrations in suburban municipalities close to Vancouver, such as Surrey.The Philippines was the leading country of birth among people who immigrated to Canada between 2006 and 2011, so we may see them move up from 3rd place in the near future.In 2011, 13.1% of all newcomers were born in the Philippines. Second and third were China and India, supplying 10.5 and 10.4% of all newcomers in 2011.  Completing the top 10 countries of birth were the United States, Pakistan, the United Kingdom, Iran, South Korea, Colombia and Mexico (https://www12.statcan.gc.ca/nhs-enm/2011/as-sa/99-010-x/99-010-x2011001-eng.cfm)ReferencesStatistics Canada. (2013). 2011 national household survey: Immigration, place of birth, citizenship, ethnic origin, visible minorities, language and religion  . (The Daily). Ottawa: Government of Canada. Retrieved from http://www.statcan.gc.ca.proxy.lib.sfu.ca/daily-quotidien/130508/dq130508b-eng.pdfVisible minority population and top three visible minority groups, selected census metropolitan areas, Canada, 2011Table summary: This table displays the results of visible minority population and top three visible minority groups total population and visible minority population, calculated using number, percentage and top 3 visible minority groups units of measure (appearing as column headers). Source: https://www12.statcan.gc.ca/nhs-enm/2011/as-sa/99-010-x/2011001/tbl/tbl2-eng.cfm 



VISIBLE MINORITY OLDER ADULTS IN GREATER VANCOUVER

VM

Persons aged 65+ in Vancouver

Chinese

Visible minorities aged
65+ in Vancouver
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Presentation Notes
In Greater Vancouver, visible minorities constitute 1/3rd of all persons aged 65+Of these, 56% are Chinese.In 2011, older adults of Chinese and South Asian origins accounted for almost 13% of all persons aged 65+ in British Columbia.



WHERE DO THEY LIVE? 

Top 3 newcomer 
destinations in 
BC

Visible Minority 
(%)

Richmond 65.1%

Burnaby 55.4%

Vancouver 55.3%

2001-2011:
• South Asians = ~50% 

Fraser Health region’s 
(FHR) population growth

2012: 
• 15% of population in 

FHR were South Asian 
(largest in BC)

• 60% of immigrant older 
adults settle in FHR 

Presenter
Presentation Notes
In the Greater Vancouver Metropolitan Area, visible minority populations who represent Canada’s most recent arrivals are concentrated in Richmond, Burnaby and Vancouver itself. The majority of these are Chinese.However, very substantial proportions of South Asians settle in Surrey and Abbotsford. South Asian immigrants represented almost half of the Fraser Health region’s population growth between 2001 and 2011, and South Asians currently comprise 15% of the total population, making it home to the province’s largest South Asian community.  In 2012, 60% of the immigrant older adults arriving to BC settled in the FH region.



ECONOMIC OUTCOMES AND TIME IN 
CANADA

0
10
20
30

% seniors in lowest income quartile in 2003

% seniors in lowest
income quartile in
2003
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Unfortunately, we don’t have more recent data to draw on, but we know that in 2003, recent immigrant seniors constituted 20 percent of seniors living in poverty, even though they constituted just 2% of the 66 and over age group.Seniors who have just arrived in Canada are much more likely to live in poverty for two reasons: (1) they usually don't have much private pension income and (2) they aren't eligible for OAS and GIS. A person has to be in Canada for 20 years before he or she can start to collect Old Age Security and Guaranteed Income Supplement. Even then, a person is not entitled to receive full benefits until she has been in Canada for 40 years.ReferencesTurcotte, M., & Schellenberg, G. (2007). A portrait of seniors in Canada 2006. ( No. Catalogue no. 89-519-XIE). Ottawa, Ont.: Minister of Industry. Retrieved from http://www.statcan.gc.ca.proxy.lib.sfu.ca/pub/89-519-x/89-519-x2006001-eng.pdf



OLDER IMMIGRANTS BY IMMIGRATION 
CLASS

Long-term elders:
 Landed in Canada aged 40-49 y

Short-term elders:
 Landed in Canada aged 50-59 y

Immediate elders:
 Landed in Canada aged 60+ y

Presenter
Presentation Notes
So who are these most recently arrived seniors?  More than ¾ are sponsored or Family Class immigrants.ReferenceDempsey, C., & Citizenship and Immigration Canada. (2004). Elderly immigrants: Income sources and compositions. Horizons, 7(2), 58-65.



SPONSORED SENIORS

Presenter
Presentation Notes
Given their numbers and economic vulnerability, let’s focus for a moment then on older Family Class immigrants, more often referred to as sponsored seniors.



THE UNDERTAKING OF ASSISTANCE

Unconditional promise of support to 
pay for the sponsored individual’s 
"food, clothing, shelter, and other 
goods or services, including dental 

care, eye care, and other health needs 
not provided by public health care" to 
all Canadian citizens and permanent 

residents of Canada…for a period of 
20 years.

10

Presenter
Presentation Notes
So what does sponsorship entail?Sponsors are usually the older adult’s grown offspring and they must make a promise to the Minister of Citizenship and Immigration that they will provide for the majority of the sponsored immigrant’s needs for a period of TWENTY YEARS!This period was reduced to 3 years for sponsored spouses in the 1990s because it was recognized that dependency on the spouse had many adverse impacts on the sponsored person, most notably, their vulnerability to abuse. My colleagues and I have made the argument in our chapter, ‘Promises Promises’ that the same is true of sponsored older adults. Based on that evidence we recommended to the Senate Committee on Aging that the 10 year period of dependency in place at the time be reduced to 5 or less.  The Conservative government’s response was to increase it to 20 years.Koehn, S., Spencer, C., & Hwang, E. (2010). Promises, promises: Cultural and legal dimensions of sponsorship for immigrant seniors. In D. Durst, & M. MacLean (Eds.), Diversity and aging among immigrant seniors in canada: Changing faces and greying temples (pp. 79-102). Calgary, AB: Detselig Enterprises Ltd.Carstairs, S., & Keon, J. (2009). Special Senate Committee on Aging. Final report: Canada’s aging population: Seizing the opportunity. Ottawa, ON: The Senate.



IMMIGRATION STATUS

Immigrant older adults to BC (2006 
Census)

sponsored
refugees 
other

Compared to 
immigrants overall, 
refugee and Family 
Class immigrant older 
adults have lower levels 
of education and 
English language 
ability, and poorer 
health

Presenter
Presentation Notes
The vast majority of late-life immigrants enter Canada under the Family Class – in BC in 2006, this figure was 86%; refugees comprised just 4% of older immigrants. Both classes of immigrant older adults have poorer health than long-term immigrants and the Canadian-born population.** In BC, almost one-third of Family Class immigrants are aged 50+ and 60% are female.***It’s important to note whether or not older immigrants are sponsored because this has serious implications for their relationships with their family and the wider society due to their ineligibility for benefits and services and their resultant financial dependency on their sponsors for 20 years.*****(Settlement and Multiculturalism Division (Ministry of Attorney General and Minister Responsible for Multiculturalism) 2008),**(Gee et al. 2004; Statistics Canada 2005; Newbold 2005)*** (BC Stats 2006)****Koehn, Spencer & Hwang (2010)



STRESSORS FOR SPONSORED 
IMMIGRANTS
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This slide provides a quick overview of the stressors experienced by many sponsored older adults. I’ll be going into these factors in more depth throughout the remainder of my presentation, but it’s good to have the big picture in mind as we zero in on specifics. 



LOSS OF STATUS

“With their married 
children running the home 
they lose their traditional 
position of domestic 
control.  This reversal of 
traditional patterns of 
dependence and 
authority can cause 
conflicts and a loss of 
self-esteem and 
depression in the elderly”

(Assanand et al. 1990:156).

Presenter
Presentation Notes
Exacerbating their limited knowledge of available services and basic rights, language barriers, and social isolation, late-in-life immigrants often have little income. Some older adults, particularly within groups unable to transfer resources such as pensions from the home country, experience a considerable drop in income and the status that goes with it upon immigration. This breeds dependency on their adult children who may not have much income of their own, or work so much that they cannot take the time to provide the transportation and interpretation services that their parents need to make broader societal connections and access essential services such as health care. This may preclude more effective and cheaper use of preventive measures and chronic disease self-managementIt also means there is no escape from abusive households.



DEPENDENCY AND ABUSE

“If a family finds itself in financial dire straits, the 
elderly parents may be treated badly, they may 
be subject to emotional abuse.  They are more 
likely to be negatively affected if they are 
dependent--i.e., they have no pension, they are not 
self-sufficient.   This may happen within the ten-
year dependency period, especially if they are 
not working”

(Study participant, Koehn 1993)

14

Presenter
Presentation Notes
As my colleagues and I explain in our 2013 publication by Matsuoka et al, The underlying assumptions about family obligations in social policies have been criticized for placing the onus of responsibility on the person in need of care and her/his family (particularly on women), which can render both parties vulnerable to exploitation and abuse.It is assumed that filial obligations or family duty will compel families to provide care for ailing older relatives in their homes. Family reunification policies keep sponsored parents, particularly older … dependent on their sponsors for twenty years, which can be hard to sustain in an unstable economy and in relation to the changing health status of sponsors and the older immigrants alike. Sponsorship of elderly parents itself constitutes a financial strain which in some instances culminates in abuse. The seniors are therefore extremely vulnerable when affordable rental accommodation is not available. Those who are experiencing abuse in the homes of their sponsors, upon whom they are typically very dependent, are left with few options, but to remain in the abusive household.Matsuoka, A., Guruge, S., Koehn, S., Beaulieu, M., Ploeg, J., [With Maxine Lithwick, Delores Mullings, Kerstine Roger, Charmaine Spencer, Vappu Tyyska, Christine Walsh, Frederica Gomes, Sophie Brisebois]. (2013). Prevention of abuse of older women in the post-migration context in Canada. Canadian Review of Social Policy, (special issue on Aging)(68/69), 107-120.



WOMEN AT RISK

“The woman, a widow who didn’t 
speak any English and had no 
formal education [said] her son 
had kicked her out of the family 
home. He had arranged for her 
to live in a tiny windowless room 
underneath the staircase in a 
stranger’s home, where she could 
only access her meagre space 
whenever the owner was home to 
let her in. The woman had no 
support and no knowledge of the 
services that were available to 
her.”  Maggie Ip, in Johnson, 2009
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Presentation Notes
The example of abuse cited in this slide was related by Maggie Ip who has spent many years working and volunteering at SUCCESS. Maggie and Mohinder Sidhu who volunteers at the South Vancouver Neighbourhood House and elsewhere gave presentations at a forum hosted by my Immigrant older Women: Care, Accessibility and Empowerment research group in 2009 and were featured in a Georgia Straight article on the forum.ReferencesJohnson, G. (2009, July 9). Elderly immigrant women at risk without English. Georgia Straight, pp. 26.



BUSY ISOLATION & EXPLOITATION 

Childcare and 
housekeeping 
responsibilities prevented 
78% of elderly Punjabi 
women from getting out.

Older women may  work 
on farms; they do not 
want to ask sons for 
spending money.

“They view older woman 
only as caregivers…. As 
women age and they 
become unable to cook, 
clean and care for the 
children, the families may 
become angry with them. 
This can cause unhappiness 
or abuse. … It’s hard labour. 
They work 12 hours a day 
and that makes their health 
worse.” Mohinder Sidhu, in 
Johnson, 2009Koehn, 1993

Presenter
Presentation Notes
Loss of self-esteem and feelings of indebtedness to their sponsors compel older women in particular to prove that they are useful to the sponsoring family by providing the childcare for which they were often brought over. They are often expected to do the housework and cooking as well, and families can become angry when the senior is no longer able to do domestic work. Many work on farms for low pay and under poor working conditions in order to boost their self-esteem by having money to contribute to the family or buy the few things they need without having to ask their children.This then adds another axis of inequity, since farm labour exposes them to the hazards of poor working conditions and exploitation



ECONOMIC IMPLICATIONS

Family dynamics / economic 
problems can lead to internal 

divisions in the family that 
precipitate breakdown of 

sponsorship

• In BC, welfare payments to the 
parents treated as a debt 
owed by sponsors to the 
province which can then put a 
lien on their houses, etc.

• Few exceptions considered e.g. 
cases where there has been 
illness, job loss or marital 
breakdown

Continued poverty for 
sponsored elderly immigrants

• Only eligible for OAS after 
resident in Canada 10 years. 
Will receive ¼ of base OAS  
amount (permanently) 

• Eligible for Guaranteed 
Income  Supplement, but this 
still leaves them significantly 
below the poverty line

17

Presenter
Presentation Notes
A breakdown of the Sponsorship relationship is relatively rare because it brings shame to the whole family in the eyes of the community. Seniors also have a hard time securing adequate housing and food on a low income.Welfare payments to the sponsored persons are collected as debts from the sponsors by the provinces – and they make few exceptions.For example, the Ontario government makes exceptions only if the sponsor dies or falls ill, is living below the poverty line, or if the sponsored immigrant is being abused. The Government of BC “stays” debt collection when there is substantiated abuse (which is hard to prove), but debt and interest on the debt accrues.



IMMIGRANT SENIORS IN SURREY

Immigrant South 
Asian Seniors
• Higher comorbidities 

of chronic conditions
• Lower physical 

activity rates
• Higher barriers to 

accessing resources 
and care

2000 -2010: 
2,105 new senior 

immigrants

2011: 17% of 
senior population 

did not speak 
English

Presenter
Presentation Notes
India has been the leading source of sponsored immigrant older adults for more than 40 years. Consistently then, from 2001-2011, the Fraser Health region, particularly Surrey and Abbotsford, received the largest influx of immigrant older adults, and a considerable proportion of these were South Asian.The next couple of examples I’m going to speak to therefore focus on this substantial population of South Asian older adults in the Fraser Health region, most especially the Punjabi speaking Sikh immigrants from India who constitute the majority of BC’s South Asian population (this is quite different elsewhere in the country and in the US).BC Ministry of Health. (2011). Self-management support: A health care intervention. Victoria, BC: Government of British Columbia. Retrieved from http://www.chsrf.ca/Libraries/Researcher_on_Call/Self-Management.sflb.ashx).Koehn, S., Habib, S., & Bukhari, S. (2016). S4AC case study: Enhancing underserved seniors’ access to health promotion programs. Canadian Journal on Aging, FirstView Article(January 2016), 1-14. doi:10.1017/S0714980815000586



MENTAL WELLBEING

Presenter
Presentation Notes
I’ll be talking about chronic conditions overall in a moment, but we shouldn’t forget that depression is in fact the most commonly experienced chronic condition.



LATE IN LIFE IMMIGRANTS

Higher levels of 
depressive symptoms

Least likely to see out 
mental health 

services

Presenter
Presentation Notes
The risk of mental illness is higher among those who migrate after age 65.In Canada, older immigrant women from Chinese-speaking and South Asian countries are especially prone to depressionThe mental wellbeing of immigrant older adults is affected by common experiences of resettlement stress, poverty, racism, intergenerational conflict and family separation. The disturbance of family support structures and decline in individual self-worth, can negatively influence both mental health status and access to mental health services.



DETERMINANTS OF MENTAL HEALTH

(1) social inclusion: e.g.  social and community connections, stable and 
supportive environments, a variety of social and physical activities, access to 
networks and supportive relationships, a valued social position;  

(2) freedom from violence and discrimination: e.g., valuing diversity, physical 
security, opportunities for self-determination and control of one’s life; and 

(3) access to economic resources and participation: e.g., access to work and 
meaningful engagement, access to education, access to adequate housing, 
access to money.

Keleher and Armstrong, 2005

Presenter
Presentation Notes
Concern with this issue led us to hold a forum on mental wellbeing for older South Asian immigrants and the people providing services to them in Surrey and Abbotsford. We designed the forums and got the appropriate ethics clearance so that we could also report on the findings as a research project. Data was collected from a pre-forum survey and focus groups held within the forums.  These findings are reported in the article Koehn, S., Jarvis, P., Sandhra, S., Bains, S., & Addison, M. (2014). Promoting mental health of immigrant seniors in community. Ethnicity and Inequalities in Health and Social Care, 7(3), 146-156.In brief, we wanted to explore how we might assess whether or not community agencies are supporting the mental wellbeing of immigrant older adults.  Keleher and Armstrong (2005) have identified three overarching social and economic determinants of mental health that we adopted as a framework. In a nutshell, we found that these categories really resonated with service providers, such as settlement workers, who indicated that many of their services accessed by and sometimes targeted at immigrant older adults addressed one or more of the 3 determinants. References: Keleher, H., & Armstrong, R. (2005). Evidence-based mental health promotion resource. Melbourne: Report for the Department of Human Services and VicHealth.



SUMMARY: OLDER PUNJABI MEN

Social inclusion

• willingness to attend when 
aware of 
programs/services
• desire for cross-cultural 

interaction
• Barriers: 

language,transportation, 
finding location, lack of 
time if working, 
neighbourhood isolation

Freedom from violence & 
discrimination

• “We have lost our respect 
coming here.”
• Want some self-

determination
• Want to share skills
• Barriers: being dependent 

on family

Access to resources

• need help finding work, 
driving licence etc.
• lack of financial resources
• Barriers: sponsorship 

regulations and 
discrimination in the 
employment market

Presenter
Presentation Notes
So let’s take a look at the sorts of things our older participants had to say with respect to each of the 3 determinants.We separated older men and women at each of the Surrey and Abbotsford forums because we know that women’s voices are often silenced in mixed groups. We also wanted to see if and how they differed. In total, we spoke to 46 seniors - 26 in Abbotsford and 20 in Surrey. Altogether, there were 22 men.Many of the men worked or wanted to find work, knew how to drive, but may not have had their drivers’ licence here, and placed a strong emphasis on their loss of social status.



SUMMARY: OLDER PUNJABI WOMEN

Social inclusion

• willingness to attend when 
aware of 
programs/services
• Programs built self-

confidence, social 
connections, knowledge
• Barriers: 

language,transportation, 
conflict with caregiving 
responsibilties 
(grandchildren)

Freedom from violence & 
discrimination

• Self-esteem has suffered 
with migration
• Need to feel recognized, 

respected, encouraged
• Family both a support 

and a source of tension

Access to resources

• lack of financial resources
• Barriers: low pensions, 

high medication costs

Presenter
Presentation Notes
The 24 women that we spoke to placed more emphasis on child-minding activities, feelings of low confidence or self-esteem and lack of respect. They spoke to positive and negative relationships with family members.Both groups emphasized that they wanted to attend services but didn’t know about them, and cited language, transportation and lack of financial resources as barriers.



ADDRESSING DETERMINANTS OF MH

ARP: English 
language skills

SI: Bringing 
peers together 
and enhancing 
skills to engage 
with Canadian 

society

FVD (self-
determination): 
how to take a 

bus, freedom to 
select own ice-
cream flavour

Presenter
Presentation Notes
From our focus groups with service providers, we saw how, despite being unaware of the Determinants of Mental Health model, some settlement workers nonetheless factored each of these dimensions into their programming.For example, a seniors group ostensibly designed to teach English to older Punjabi-speaking women increased their access to economic resources and participation, notably education.The program also promoted social inclusion, by bringing people together in the group and providing them with language skills that can aid their participation in the broader community.The facilitators also recognized the importance of “self-determination and control of one’s life,” an element of freedom from violence and discrimination: understanding the social constraints to which many older Punjabi women have been subject throughout their lives, they taught the women how to take the bus to a nearby shopping centre and encouraged them to order their own ice cream cone using their newfound English language skills. Most had never selected their own flavour before, leaving the choice up to their family members.This exercise has made these women less dependent on their families for transportation to the program and other destinations, and has further bolstered their confidence in their own judgement, which in turn reduces their dependency and isolation.Examples like this one reinforce how important settlement programming can be for the mental health of older immigrants.



CHRONIC CONDITIONS

Presenter
Presentation Notes
Let us consider more broadly the chronic conditions that older adults in immigrant communities experience.



IMMIGRANT OLDER ADULTS & CCS

Low levels of knowledge of chronic conditions and self-
management

Many view pain and suffering as ‘natural aging’ or fate 
and its tolerance as a virtue

Chronic conditions are often stigmatized

Limited access to information about their conditions, or 
self-management and services

Presenter
Presentation Notes
In a forum held in 2011 of key stakeholders, including immigrant older adults, settlement workers and policy makers, we found that many older immigrants have low levels of knowledge of both chronic conditions and self-management as a coping strategy. Culturally, pain and suffering is often viewed as natural aging, fate or as a virtue. Chronic conditions are often stigmatized.These cultural factors intersect with determinants of health such as gender and immigration status to limit immigrant seniors’ access to information about their conditions or self-management and services that could support them. 	For example, widowed women who arrive as sponsored immigrants from rural backgrounds with limited literacy in Punjabi and no English are especially vulnerable.Koehn, S., Jarvis, P., & Kobayashi, K. (2011). Taking care of chronic disease: Realizing approaches for Canada's aging ethnic population: A workshop - final report. Vancouver, BC: Centre for Healthy Aging at Providence Health Care (CHAP). Retrieved from http://www.centreforhealthyaging.ca/documents/TakingCareofChronicDiseaseReport-FINAL.pdfefs



IMMIGRANT SOUTH ASIAN SENIORS 

higher morbidities 
of chronic 
conditions 

lower physical 
activity rates 

higher barriers to 
accessing resources 
and care

Presenter
Presentation Notes
You'll probably recognize that this slide revisits the information I presented when I introduced the topic of mental wellbeing. It’s important to realize that whether we’re talking about mental or physically experienced illnesses, the same factors that make people more susceptible to illness are often the same things that make it harder to access the resources or care they need.These include health promotion resources, such as exercise programs that help to prevent illness, information and education such as self-management resources that help people to live better with chronic conditions, or the interventions they need to treat them. Current models for self-management education and interventions do not take these disadvantages into account. 



LOW LEVELS OF PHYSICAL ACTIVITY: THE 
MOST SIGNIFICANT RISK FACTOR 

Low levels of 
knowledge 

female sex

low levels of 
acculturation

less time since 
immigration

Lack of accessible 
information/advice 

communication 
barriers

lack of accessible 
recreational facilities

social support 

Religious and 
cultural beliefs 

gender roles

exercise

cultural identity

health, illness and 
aging

Presenter
Presentation Notes
One very significant factor contributing to the high incidence of chronic conditions such as diabetes and cardiovascular conditions is the low level of physical activity found among older immigrants, and most especially women from India.We detail these challenges in our publication on the S4AC project , in which we cite other sources that help to explain these issues. Among these, one by Weerasinghe and Numer is especially helpful in connecting  what these patterns mean for program planning. This is also the goal of our article on the S4AC project.ReferencesKoehn, S., Habib, S., & Bukhari, S. (2016). S4AC case study: Enhancing underserved seniors’ access to health promotion programs. Canadian Journal on Aging,FirstView Article(January 2016), 1-14. doi:10.1017/S0714980815000586Weerasinghe, S., & Numer, M. (2011). A life-course exploration of the social, emotional and physical health behaviours of widowed South Asian immigrant women in Canada: Implications for health and social programme planning. International Journal of Migration, Health and Social Care, 6(4), 42-56.



SENIORS SUPPORT SERVICES FOR SOUTH 
ASIAN COMMUNITY (S4AC)

• DIVERSEcity Community Resources, the City of 
Surrey (Parks, Recreation, & Culture) and the 
Fraser Health Authority, funded through the 
United Way of the Lower Mainland

Partnership 
program

• Encourage South Asian seniors to use recreation 
and seniors’ facilities where they were seriously 
underrepresented

Main aim

• Health promotion programs (chair exercise and 
yoga or Aquacize) at 2 sites, 2008-2013Deliverable

Presenter
Presentation Notes
This is the S4AC Program in a nutshell. One site had 1 day of chair exercise, another of Aquacize; the other site had 2 chair exercise sessions per week, plus one of yoga.



SKILLS TRAINING: EXERCISE 

We have better flexibility of joints now, we 
can move little better now. … we feel good. 
Body feels lighter, weight doesn’t increase so 
we like it (Mrs. Badyal).  

I feel better than before, my mind is also 
settled. They show us different moves that help 
to ease the nerves (Mrs. Achara).

Because they are teaching you exercise and 
you start doing little more and it keeps your 
blood pressure down (Mr. Tanwal). 

Presenter
Presentation Notes
Most directly, participants gained exercise skills and benefits from the program: They said they practiced exercises at home; they reported that the exercise had reduced hypertension, medication use and fear of falling; and that it had improved digestion, flexibility strength, weight control, and balance.



ENHANCING SOCIAL NETWORKS

Their mental health also 
improved because they got 
a chance to meet their age 
fellows….  I have also seen 
that people who were 
depressed before, they 
would come full of 
enthusiasm, I would tell them 
it’s snowing don’t come, you 
will fall but still they would 
come with special shoes and 
umbrella… (staff - Selena). 

I have learned social skills; like 
before I wouldn’t go anywhere, 

stayed at home. But after 
coming here, socializing with 

others, I have received love and 
attention so it’s very good (Mrs. 

Paliwal).

[W]e made new friends. By 
coming here we met new 
people and whenever we meet 
them outside somewhere, of 
course we talk, hang out and 
enjoy (Mrs. Jaswal)

Presenter
Presentation Notes
Both staff and participants commented on the benefits of the social aspect of the exercise groups.They said it reduced stress and improved mental health and well-being.



PROVIDING HEALTH INFORMATION

“awareness about health, finance, and housing.” 
“workshops on diabetes, healthy heart, healthy eyes … 
[and] healthy eating” (Nancy)

• “We learn new things, even if we cannot read we get some 
information. We share in our homes too about this information. 
Like I didn’t know about breast cancer; some of the other women 
knew about it. They say screening is done yearly and then after 
two years and if it is more needed they do it regularly too. I have 
to get it done yet” (Mrs. Bhatti).

• “You get some information and knowledge when they take you 
out, so they should” (Mrs. Paliwal).

Presenter
Presentation Notes
Information was regularly provided on how to access services and programs. The organizers also hosted workshops  on topics such as depression, falls prevention and nutrition.However, these didn’t make as strong an impression on participants as the field trips they went on (for example a trip to a grocery store to learn about food choices). The seniors had a strong desire to receive information through informal, interactive and relational processes.Also emphasized was the important role of family and friends in relaying information, especially for persons with low levels of literacy and English.



ENHANCING SELF-EFFICACY/SELF-CARE 

Raising awareness about the importance of self-care: 
• Well I think it has taught them …to make themselves a priority, …  

women should be exercising but I am just making them feel, hey you 
are important and you take care of yourself, right and they are like, 
yah, I do… it’s about my health. Coz I always tell them, if you don’t 
take care of yourself and your health, you are not good to anybody 
else (Ashley).

Increasing their confidence and independence: 
• To make them aware of “their rights, access to services, [making them] 

familiar with the services and teaching them how to use bus service” 
(George).  

• To “connect them with other programs at the centers as well, like 
walking club” (Nancy). 

Presenter
Presentation Notes
Staff delivering the programs as well as program designers emphasized the importance of teaching seniors about self care and enhancing their connections to the larger society and other organizations (i.e. addressing the determinants of mental health discussed already).



ENHANCING SELF-EFFICACY/SELF-CARE 

Before they used to lack confidence, saying that ‘we cannot book an appointment with 
doctor, we can’t go’; now they would seek appointment on the phone saying, ‘give me 
an appointment’. …They also got a lot of awareness like we go to gurdwara and we 
eat a plate full of sweets but now they would say, ‘we won’t eat so much sweets, it’s not 
good for our health (staff - Selena). 

We have learned that we shouldn’t be dependent on anyone, … [W]hen you come 
regularly, it becomes easier. [The park] seemed so far away when I didn’t come 
here…I had hesitation, it’s gone now. Even when there is no exercise class, I come for a 
walk here (Mrs. Maan).

It is true that I have gained confidence after coming here. I wasn’t able to cross the 
[traffic] lights [laughing with embarrassment] now I know how to cross them …I never 
went far away from my home; I have never taken bus alone. I am living in this area for 
the past 20 years but never came to this park alone…from the last two years I am 
coming to this program, it feels good (Mrs. Bhatti).

Presenter
Presentation Notes
With the confidence they have gained by participating in the program, participants recognize that it has benefitted not only their health, but their family well-being – with greater strength and independence they are better able to contribute to their families and hence justify the time they take for self care by emphasizing these broader benefits.



UNDERSTANDING THE ROLE OF FAMILY

Timing of classes

In South Asian communities they 
take care of their grandchildren, 
some of them are in school, some 
of them are with them all day so 
especially we have to be really 
careful about the timing as well. 
Most of them would like to be 
done in the class by 2 [pm] or 2:30 
because then they have to pick up 
their grandchildren so we don’t 
want to interfere with their 
schedules (staff - Nancy).

On-site childcare

A babysitter used to come but 
she doesn’t come anymore so it’s 
a problem. We used to have 
many women who would bring 
kids with them, now there is no 
babysitter so where would they 
leave their kids, so they don’t 
come anymore. They say we 
don’t have funds etc. (Mrs. 
Kehal). 

Presenter
Presentation Notes
Participants with school-age grandchildren were often still responsible for collecting them from school, so the timing of programs was very important.Many participants were responsible for providing childcare to preschool age children – to facilitate their participation, on-site babysitting was essential – during our research, this service was cut and the effects were quickly reflected in a drop in participation. 



ADDRESSING ISOLATION

Targeted 
outreach

• Employing Punjabi speaking staff
• Punjabi radio talk shows 
• On-site registration 
• Convincing family members 
• Offering free try-out sessions

Ethno-
linguistic 

congruence

• Language support
• Creating culturally supportive 

environment 

Logistical 
supports 

• Site locations and transportation 
• Cost

Presenter
Presentation Notes
Addressing the isolation of immigrant older adults is multifaceted. Not only their culture, but their lack of familiarity and limited resources are also isolating and serve as barriers to participationRecognizing this, the s4AC program conducted face-to-face outreach with fluent community agency staff - not just written communicationThey knew that extra effort was required to recruit isolated women who they found at the gurudwara or Sikh temple and school grounds where they dropped off and picked up grandchildren.Also important was the use of ethnocultural media to reach people who rarely ventured out of their homes.Family buy-in was also essential to motivate their participation. If families could see that they would benefit from the seniors’ improved health and that the senior would still be able to provide care for the grandchildren, then they were more likely to encourage than prevent participation.To accommodate cultural differences, women were able to wear outfits of their choice for exercise and swimmingAt one site, kitchen facilities were available for staff to provide chai and South Asian snacks after classClasses that were walking distance from home were optimal – this reduced reliance on family members for transportation.Efforts were made to teach participants how to use the bus and to increase their confidence to do so, but cost and limited bus service was a barrier for some. Very recent immigrants, especially women, did not drive. Ideally the program would have access to a bus to pick them up.Registration costs for the program were kept very low to acknowledge the very limited income of most sponsored seniors.



PROMISING PRACTICES



OUTREACH STRATEGIES

Reaching people in their homes via 
radio, TV shows

Going to people where they’re at, e.g., 
temples, schools (morning drop-off …)

Getting the word out at community 
festivals (mainstream and community)

Referrals from doctors’ offices, 
pharmacies, grocers, etc.
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Presenter
Presentation Notes
Despite the multiple barriers they face, many immigrant seniors are very interested in participating in but are not aware of local services and programsAs a result, community agency staff in the Fraser Valley estimated that existing programs meet the needs of only 5-15% of Punjabi seniors in that regionRaising awareness of programs and direct outreach (going to where people are) is essentialMultiple strategies are needed: gurudwaras, multicultural media, translation, culturally responsive programs, addressing barriers (e.g. childcare, timing, transportation)



OLDER IMMIGRANTS AND FAMILY

Immigrant seniors are often dependent on adult children for housing, financial 
support and banking, transportation to medical appointments and community 
programs, interpretation etc.

Challenges: role reversals, low self-esteem, ethical concerns with family 
interpretation, unmet expectations (busy families not available)

Families don’t recognize or ignore mental health issues: dementia, depression, etc.

Childcare: rewarding and restricting

Need to include family members, but with caution

Presenter
Presentation Notes
When working with older adults you are not working with them alone – the family must always be a consideration and an understanding of changes to family dynamics that accompany sponsorship is essential.



MEETING MULTIPLE OBJECTIVES

• social inclusion
• freedom from violence and discrimination (esp. 

opportunities for self-determination and control 
of one’s life) 

• access to economic resources and participation

Consider all 3 
determinants of 
mental health in 

every program for 
immigrant seniors

• reduce the effects of chronic conditions – both 
physical and mental;

• incorporate all 3 determinants (above), and 
hence

• Increase knowledge and confidence and hence 
ACCESS

Physical activity 
can

Presenter
Presentation Notes
Consider trying to get more ‘bang for your buck’ by meeting multiple objectives with one program. Often programs are funded to meet specific objectives, such as language training or exercise, but you can see with the examples provided that with some understanding of the determinants of mental health and the mechanisms that promote or inhibit access, programs can be planned to meet additional goals.



CAPITALIZE ON RESOURCES WITHIN 
COMMUNITIES

Presenter
Presentation Notes
And finally back to these amazing women – every community has some …Seniors within communities generally understand their needs the best, so look to them for advice and directionI’m going to give the last word to Mohinder Sidhu – here are some solutions she shared with us in a previous forum.



SOLUTION: PRACTICAL TRAINING FOR 
NEW IMMIGRANTS

Create space within the 
community centres for 
women to watch DVDs 
with this information. 

• How to take the bus and read 
bus schedules

• How to go to the shopping centre 
• How to buy things
• How to talk to the doctor
• How to go to the hospital
• A tour of local area 



SOLUTION: WORKSHOPS FOR SENIOR 
WOMEN

I facilitate many workshops for 
older women in our community:
• Food skills for Punjabi families with 

diabetes;
• Walking club;
• Emergency preparedness;
• Community kitchen



SOLUTION: 411 WORKSHOPS

•Fall prevention
•Healthy heart
•Depression
•Balanced food 

The 411 
Seniors 
Centre 

Society in 
Vancouver 
trained me 

to do 
workshops



SOLUTION: 411 WORKSHOPS

• About the appeal 
process to get services
• About seniors legal 

rights
• About advocacy for 

independent living

The 411 
workshops 

taught 
senior 
women 



HOW TO FIND THESE SOURCES

References
• References to the sources cited in the presentation are in the notes 

beneath the slide

Source material
• All of my publications, reports and chapters can be found on my 

Researchgate page (no membership or university affiliation required)
• Google: Researchgate “Sharon Koehn”
• Click on the CONTRIBUTIONS tab to find sources
• Scroll down, there are several pages
• Click on title
• Click button ‘download full text’



ACCESS TO CARE Dementia

Presenter
Presentation Notes
These slides were not discussed but are included for your referenceSo the S4AC project illustrates to some degree the complexity of the concept of access. I’ve worked with teams across the country to identify how access is promoted or inhibited across 7 different dimensions relative to various kinds of services  - health promotion, elder abuse prevention, mental health treatment, services in rural and remote areas and dementia diagnosis and treatment. It’s important to acknowledge these different dimensions if we are to address how and why people aren’t successful at gaining access to the services they need. We’ve published an e-book that includes literature reviews of each of these topics as well as an overall summary of access issues for ethnocultural minority older adults.Koehn, S., & Badger, M. (Eds.). (2015). Health care equity for ethnic minority older adults. Vancouver, BC: Gerontology Research Centre, Simon Fraser University. Retrieved from https://www.researchgate.net/publication/278305087_Health_care_equity_for_ethnic_minority_older_adults?fulltextDialog=true; OR http://summit.sfu.ca/item/15148In the slides that follow, I’m only going to touch on the example of dementia – my main goal is to illustrate the different ways in which settlement agencies can play a role in facilitating access for immigrant older adults to health and social care services.



IDENTIFICATION
• ‘Normal’ aging (forgetfulness)
• Personality (reserved, ‘odd’)
• Comorbidities (depression)
• Side effects of medications

Due to lack of 
knowledge, caregivers 

confuse dementia 
symptoms with

• Self-protective
• Social capital increasingly depletes with disease 

progression 

PsWD recognize but 
also deny symptoms

• Immigrant settlement agencies, community outreach, 
churches, ethnic media …

Recognition is 
facilitated by “linking 

agencies”

PsWD = Persons with dementia

Presenter
Presentation Notes
Identification. The first step in gaining access to health care is determining that one needs and deserves it.Immigrant settlement agencies are uniquely positioned in that they understand the language, culture and family dynamics of their clients with whom they have also established trust. With appropriate training from and linkages to dementia services they can play an important role in the identification of a need to seek our professional advice. (This is the objective of my forthcoming research)Recognition of the need to seek medical attention is hampered by a lack of knowledge of the symptoms, to which more recent immigrants may have had less exposure, and also by denial borne of the PWD’s need to preserve a sense of identity and control. Identification is facilitated when carers and other family members have more exposure to the disease and more social capital, particularly in terms of charter language skills and education. Linking agencies that provide targeted outreach to older adults, particularly immigrants, are important in addressing the knowledge gap. Ideally help-seeking occurs before symptom recognition emerges as the outcome of a crisis.



NAVIGATION
Family caregivers are 

important in facilitating 
navigation, BUT
they need social capital 
(immigrant status and 

language can be barriers)

female caregivers have 
multiple caregiving

responsibilities

not everyone has available 
children, if any

Stigma and shame 
prevent reaching 
out to non-family 
for support

Linking agencies + 
better 
transportation 
options are needed

Presenter
Presentation Notes
Once they have established a need for services, the PWD and/or the family caregiver need to find them. This requires awareness of the services on offer as well as a means of mobilizing resources, such as language, transportation and social supports.I expect by now you’re beginning to see a pattern in the barriers that immigrant seniors and their families face – again, settlement agency staff that know seniors with declining cognitive ability and/or their family members can be extremely important in guiding them to appropriate physicians or other support services, finding interpreters if neededFamily members, especially spouses, but also adult children and others with higher levels of social capital, were crucial as navigation facilitators, but family is not always available. Navigation was impeded by low social capital to which new immigrant status and language barriers are contributors. Female caregivers in particular were often over-burdened with multiple caregiving responsibilities, and some older adults were childless or had no family members in close proximity. Stigma and shame prevented PsWD and caregivers across all cultural groups from reaching out to non-family members for assistance. Linking agencies bridged the gaps when family members and/or social capital were lacking, but additional supports such as improved affordable transportation options are needed. 



IN THE DOCTOR’S OFFICE

Communication of PWD 
impaired by

• Cognitive decline
• Language incongruity
• Fear of loss of control 

(institutional 
placement)

• Beliefs that physician 
can’t/won’t help them

Caregivers advocating 
for PWD

• Recognized symptoms
• Often felt 

disempowered by 
physician’s disregard 
of their concerns

• Complained about 
missed (or mis-) 
diagnoses

Presenter
Presentation Notes
There are two dimensions of the interaction between a patient and health professionals that influence the ability to establish a need for care.The first, ‘appearances', refers to the patient’s competency in articulating the health issue or their need for care. Is there a role here for settlement agencies to promote health literacy among older clients and their families? We saw earlier that encouraging some self-determination and building confidence can help older clients express themselves in the doctors’ office. 



DR’S ASSESSMENTS

Under-diagnosis of dementia by primary care physicians 
influenced by
• Subtle, variable symptoms
• Limited time with patient
• Negative attitudes re: importance of assessment  & diagnosis
• Lack of definitive diagnostic test

Physician communication hampered by

• Privileged clinical language
• Inability or lack of desire to speak patient’s language
• Tendency of male physicians to disregard female caregivers’ observations

Presenter
Presentation Notes
How can settlement agencies help to bridge the language gap? Can they advocate for professional interpreters?The second dimension of the patient interaction with health care involves the judgements or Adjudications that health professionals make about their patients’ needs. The health care provider’s assessment or adjudication of a patient often reflects their judgement of the patient’s ‘deservingness’ or the extent to which they believe there will be a sufficient return on investment of health care inputs. Primary care physicians are least likely to accurately make an appropriate diagnosis when patients have low education, low literacy, and are non-English speaking.Can settlement agency staff give talks to medical students  and meetings of the College of Physicians and Surgeons about immigrant older adults to dispel some of the stereotypes they hold that may affect their decisions to diagnose dementia or refer those patients to services?



OFFERS & RESISTANCE

• the physician
• the medication itself
• their ability to manage it

Influenced by dyad’s trust in

• Not always available
• Not always practical enough for caregivers
• Not always supportive of identity maintenance (non-

stigmatizing) for PWD

Continuity of community-based supports 
valuable BUT

Presenter
Presentation Notes
This dimension of Candidacy is identified as the acceptance and resistance to offers of care. It may be influenced by the degree of alignment between the offer and the recipient's health beliefs, cultural suitability, as well as various social determinants of health.Cultural brokers – possibly linked to immigrant settlement agencies – could play a role here in helping physicians and patients to work through their different assumptions about why a treatment or referral may or may not be suitable in relation to the patients’ culturally constructed identity.



ORGANIZATIONAL AND ENVIRONMENTAL 
FACTORS

Service configuration

Examples:
• the service provider’s alignment 

with service users, including 
personality, gender, and ethno-
linguistic characteristics

• aspects of the physical 
environment  such as office 
location

• system-level factors such as 
wait-times and the referral 
process

Local Operating conditions

The cost and availability 
of suitable care options 
in a specific location
• Provincial differences
• Rural-urban differences
• Concentrations of 

ethnolinguistic groups in a 
region

• … 

Presenter
Presentation Notes
The last two dimensions are at the broader organizational and environmental levels. I include them here because they’re important pieces of the access puzzle, but I’m not going to linger on them because, as yet, the potential role of immigrant serving agencies in this dimension is not crystal clear to me. That said, I should mention the examples of SUCCESS and PICS, two immigrant settlement agencies in BC’s Lower Mainland which have succeeded in partnering with the Vancouver Coastal and Fraser Health, respectively, to establish care facilities that are specifically targeted at the Chinese and South Asian populations that each primarily serves.I will be publishing on research we’ve done with these organizations around quality of life in assisted living in the very near future.



POTENTIAL ROLE OF SETTLEMENT 
AGENCIES IN FACILITATING ACCESS

Identifying and supporting senior’s need to seek help

Facilitating navigation to appropriate services through information, referrals, 
transportation

Promoting health literacy, self-determination and confidence, and enhancing access to 
interpreters to facilitate communication with care providers

Educating health care providers about immigrant older adults to dispel stereotypes that 
can result in negative judgments of needs

Serving as culture brokers between health care providers and seniors to ensure that 
each understands the others’ perspectives on treatments etc. recommended by the 
physician  so as to improve treatment uptake

Presenter
Presentation Notes
So to sum up, here are some ways in which settlement agency staff can enhance access to medical care and other social supports given their knowledge of immigrant seniors and their communities on the one hand, and the trust they have already developed with their senior clients. All this said, these agencies do need support from the agencies to which they are facilitating access in order to make this happen. This may be in the form of information, training and/or monetary compensation for staff time. Such arrangements do exist, but my understanding is that this is to a limited extent. I’d love to hear more from you on this topic.
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