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Executive Summary 
 
Serving older adults from ethno-racial groups with mental health challenges 
in Toronto 
 
Approximately 1 in every 4 older adults in the Central LHIN area is from a racialized group.  
More than 1 in 6 older adults require a service in their own language and approximately 1 in 
every 12 older adults is a recent immigrant. 
 
There is little comprehensive data on the needs of older people from ethno-racial groups for 
care or plans to link demographic and needs data to mental health service planning in Toronto.   
 
Canadian research evidence indicates that older people from immigrant groups may be at 
particular risk of mental health problems.  The risk of depression increases significantly the 
longer that immigrants have been in Canada; by 300% over the first 30 years.  Across the world 
the mental health needs of older people from racialized groups have been demonstrated to be 
different from those of other groups. This is in part due to the long-term effects of migration, 
continued changes in social contexts because of intergenerational cultural mobility, language 
problems, differences in illness models and the impacts of differences in morbidity and 
mortality.   
 
A first step in building a system that meets the challenge of the ethno-racial diversity of 
Toronto is to investigate what is known and what the needs might be. This study aimed to 
investigate the needs of older people from racialized groups in Toronto using a mixed methods 
approach. A literature review of studies carried out in Canada was undertaken, a data scan and 
prediction of need in the Central LHIN area using available information and focus groups of 
stakeholders and community members.  
 
The overall aim of the research was to fuse the voices of older adults from ethno-racial groups 
with available data and literature to produce a report for Across Boundaries of a possible way 
forward for service development for this group. 
 
The study found that there is likely to be significant unmet needs for mental health care because 
of social risk factors, physical illness and barriers to care.  Moreover, when people get care, 
lack of linguistic and cultural competency may decrease the quality of treatment that is 
received. 
 
Services are not meeting the needs of ethno-racial groups. There does not seem to be a 
concerted effort to target these issues.    
 
The study identified four structural problems which may need to be addressed: 

1) a lack of good data;  
2) service development does not seem to be based on population needs;  
3) communities and stakeholders do not seem to be properly engaged in development of 

services; and,  
4) there is no clear model of what quality of services from a cultural competence 

standpoint should look like.   
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Indeed no standard could be identified for measuring and decreasing disparities or 
accountability for improving services for older adults with mental health problems from 
racialized groups. 
 
Structural problems aside the demographics, argue for the development of services that can 
meet the specific current needs of ethno-racial groups.   
The clear message from the focus groups and from the literature is the call for the development 
of ethno-specific services, the need for some language specific services, the need for better 
health promotion and illness prevention, the need for better transportation or mobile services 
and the need for collaboration between mental and physical health providers.  The urgency of 
this is linked not only to the demographic changes in the Central LHIN but also to data on the 
decreased life expectancy linked to mental disorders. 
 

Recommendations made to Across Boundaries from the research are: 
 

1) Health promotion, prevention, information and awareness have been identified as 
important factors.  A specific strategy needs to be developed for the Central LHIN.  
Such a strategy requires specific expertise and could be done centrally or by a 
consortium of groups that know the community including Across Boundaries  

2) The demography indicates all services will need to offer culturally competent services. 
There are structural problems in the commissioning and development of health services 
for older people with mental health problems that Across Boundaries may want to help 
to move forward.  Advocacy on these issues will be important.   

3) Targeted services will be needed to complement the general service response.  Across 
Boundaries could consider advocating for funding for specific services to reduce 
disparities in service provision for ethno-racial older adults with mental health 
challenges. 

4) Across Boundaries could consider building a specific service for ethno-racial older 
adults with mental health challenges. 

5) Across Boundaries could consider building a service using its existing service model 
but refining it to meet the needs of older adults.  This could start by implementing or 
further investigating some of the suggestions of the focus groups an this research paper.  

6) Across Boundaries could consider which partners could help in developing services 
within the ethno-racial mental health service provider colleagues (given the 
demographics of diverse need) but also in the wider health sector. 

7) Encourage health agencies to provide formal and on-going education and training on 
cultural competency and anti-racism/anti-oppression to improve access to appropriate 
services for older adults in racialized communities. 

8) Continue to seek appropriate partners in conducting community-based research to gain 
more knowledge and understanding about effectively addressing the emerging mental 
health needs of older adults in racialized communities. 
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Introduction: rational 
 
Toronto’s City Planning Department predicts that by 2031 the number of older adults 
will have grown by 38%.  The older suburbs of Etobicoke, North York and 
Scarborough have highest concentrations of older adults. This projected increase in 
the older adult population is disproportionately due to racialized groups.  Over time the 
percentage of the older population from these groups is set to rise. 
 
In the Central LHIN overall, approximately 1 in every 4 older adults is from a racialized 
group, more than 1 in 6 older adults require a service in their own language and 
approximately 1 in every 12 older adults being a recent immigrant, there is a huge 
potential need for diversity competent services and for monitoring of health 
disparities1. 
 
It is not clear that the proposed current demography or predicted demographic 
changes have been reflected in health planning.  There is little comprehensive data on 
the needs of older people from ethno-racial groups for care or plans to link 
demographic and needs data to mental health service planning in Toronto.   
 
Canadian research evidence indicates that older people from immigrant groups may 
be at particular risk of mental health problems.  The risk of depression increases 
significantly the longer that immigrants have been in Canada; by 300% over the first 
30 years2.  Across the world the mental health needs of older people from racialized 
groups have been demonstrated to be different from those of other groups. This is in 
part due to the long-term effects of migration, continued changes in social contexts 
because of intergenerational cultural mobility, language problems, differences in 
illness models and the impacts of differences in morbidity and mortality.  For instance, 
in the South Asian group in the UK, low levels of language proficiency, high rates of 
long term health problems and high rates of widows have been cited as the cause of 
an increase in suicide and depression in women over 653.  
 
A first step in building a system that meets the challenge of the ethno-racial diversity of 
Toronto is to investigate what is known and what the needs might be. This study 
aimed to investigate the needs of older people from racialised groups in Toronto using 
a mixed methods approach. A literature review of studies carried out in Canada was 
undertaken, a data scan and prediction of need in the Central LHIN area using 
available information and focus groups of stakeholders and community members.  
 
The overall aim of the research was to fuse the voices of older adults from ethno-racial 
groups with available data and literature to produce a report for Across Boundaries of 
a possible way forward for service development for this group. 
 

                                                 
1 Central LHIN Service Needs and Gap Analysis http://www.centrallhin.on.ca/page.aspx?id=8560 
2 Ali, J. (2002). Mental Health of Canada’s Immigrants. Supplement to Health Reports, volume 13. 
Statistic Canada, Catalogue no. 82-003. 
3 McKenzie K, Bhui K, Nanchahal K, Blizard B. Suicide rates in people of South Asian origin in England 
and Wales: 1993-2003.  Br J Psychiatry. 2008 Nov;193(5):406-9 
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Data Scan: Older Adults and Across Boundaries �

 
The data scan summarizes available information about older adults from racialized 
groups living in the area and the LHIN served by Across Boundaries.  It is based on 
available geographic data for York Region, City of Toronto, the Toronto CMA and 
municipalities within York Region. Together these provide a level of analysis useful for 
identifying clusters of older adults from different ethno-racial communities.  The 
analysis focuses on immigrants primarily from Africa, South Asia, South East Asia, the 
Middle East, West Asia and Caribbean countries; the groups that are served by Across 
Boundaries. 
 
Population based information is useful for considering health service needs and the 
development of services that are relevant and appropriate to this diverse and growing 
population.  
 
Across Boundaries is located in the Central LHIN which includes the north-central part 
of the City of Toronto, all of York Region and rural communities in the south Simcoe 
area including a First Nations community on Georgina Island. Central LHIN is currently 
divided into seven planning areas. According to the 2006 Census (unadjusted for the 
undercount) the total population of Central LHIN was just over 1.52 million.  In 2008, 
the population was estimated to be 1,651,681. The population is projected to grow by 
6.6% to reach 1,760,635 in 2013 and by 13% to reach 1,867,466 by 2018. The 
projected growth rates to 2018 are highest among older adults: 56% growth rate 
among age 65-74; 13% growth rate among age 75-84 and 43% growth rate among 
age 85+. The estimated number of older adults age 65 and over in the Central LHIN is 
more than 200,000 in 2008 (analysis based on Central LHIN, SNAGA, December 
2008) 1. 
 
New census data is not available for all areas in Central LHIN but it is available for the 
urban municipalities. These include approximately 80% of older adults living in private 
households according to the 2006 census.  
 
Appendix 1 contains tables from the 2006 Census.  They show the number and 
percentage of the population and older adults that are from racialized groups for 
several different geographies. This is followed by tables of: 

1) low-income rates 
2) Mother Tongue,  
3) home language  
4) percentage that speak neither English or French.   

 
Information about low income rates for older adults in racialized and recent immigrant 
groups are currently only available for the 2001 census.  
 
In summary the tables show that: 

·  Of the approximately 151,000 older adults living in private households in the 
Central LHIN (2006 Census estimates not adjusted for the census undercount), 
approximately 80% live in York Region and the North York areas; with 
approximately 63,795 in York Region and 87,245 in the North York areas and 
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20% in rural areas. The tables attached by municipal area, thus include 
approximately 80% of older adults in Central LHIN. 

·  The North York areas have the highest rate of older adults in the population, 
and the highest rates of low income, % total immigrants and % whose first 
language is not English.  

·  Markham has experienced dramatic growth in the number of racialized older 
adults; but the proportion of older adults in racialized groups increased in all the 
municipalities and sub-LHIN areas, although the percent varies widely from 1% 
to over 50% (in Markham).  

·  Overall with approximately 1 in every 4 older adults from racialized groups, 
more than 1 in 6 older adults requiring service in their own language and 
approximately 1 in every 12 older adults being a recent immigrant (within 
10years), there is a huge need for diversity competent services and for 
monitoring of health disparities. 

·  North York East, Markham and Richmond Hill have the highest percent of older 
adults that are recent immigrants: this is important because this population has 
less access to OHIP and older adults income supplements. However, recent 
immigrant older adults are much more likely to be low income in North York 
West and Central communities.  

 
The top languages in the Toronto CMA in 2006 for older adults that do not speak 
English are: Chinese (Cantonese, Mandarin, unclassified), Italian, Portuguese, 
Punjabi, Spanish, Russian, Tamil, Vietnamese, Greek, Polish, Korean, Persian (Farsi), 
Gujarati, and Urdu. 

 
The top languages in York Region for older adults that do not speak English are: 
Chinese (Cantonese, Mandarin, uncategorized), Italian, Russian, Punjabi, Persian 
(Farsi), Gujarati.  This does not include older adults living in the North York areas as 
this information is not yet available. 
 
The Central LHIN needs assessment includes projections by age; health care 
utilization rates for various mental health and addictions; and, some information from 
surveys and community focus groups 1.  The SNAGA does not include any information 
about the ethno-racial diversity of older adults and only mentions the main ethno-racial 
groups for the population overall.  Most of the analysis is by the LHIN geographic 
regions, which is a useful contribution to planning. 
 
There is little data on clients but focus groups with service providers in the GTA report 
that agencies report that mainstream services and ethno-specific service agencies are 
serving only a small proportion of older adults from racialized and ethno-culturally 
diverse communities 4.   
 
Unfortunately, service gaps are rarely disaggregated by ethno-racial population groups 
and service data sets do not collect ethno-racial identity. Therefore, racial inequalities 
are often invisible in service assessments that only look at geography 

                                                 
4 MacAdam M & Joshi A. forthcoming. Towards improving equitable access to seniors from 
ethnocultural communities: A preliminary scan of kinds of services and costs incurred by selected 
organizations; MOHLTC 
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What is clear is that a fine-grained analysis will be needed and there may need to be a 
number of different responses because the challenges are different for different 
groups.   
 
MacAdam and Joshi note the importance of considering the different realities of 
different ethno-cultural groups of older adults5.  For example, Italian, Jewish and East 
Asian (Chinese) older adults are in more established communities with more services 
available. However there are still long waiting lists (e.g. for long term care) and other 
service access issues within these communities. For example, in the Central LHIN, 
services for Jewish older adults need to accommodate the growing proportion of 
recent immigrant Russian older adults who are Jewish; and services for Chinese older 
adults need to accommodate the growing Mandarin speaking population. 
 
While the African and Caribbean Canadian population also includes an established, 
and Canadian-born group, African and Caribbean older adults are more widely 
dispersed, and there are emerging new immigrant groups from various African 
countries. There are few funded services provided by community agencies to the 
Caribbean community. Discrimination and social exclusion affect access to 
mainstream services, and there is a greater reliance on volunteer organizations (or 
family support). Caribbean older adults have on average low to middle incomes and 
the Caribbean communities does not have the wealth to provide privately-funded older 
adults services.  
 
The South Asian population is also very diverse in culture, socio-economic status, 
language, and religion. With few South Asian older adults’ services, older adults are 
often reliant on family members which is difficult when family members are working 
outside the home.  
 
The growing Muslim population has been noted in GTA studies as an important group 
to consider in planning ethno-culturally appropriate services.  While not explicit in 
many studies, the higher rates of discrimination experienced by Arab, Muslim, Black 
and South Asian groups in society is also an important factor in differential health 
status and differential health care. 
 
 
 

The Literature 
 
The Canadian literature on the mental health and service use of older adults is 
growing.  Most studies have been undertaken in the South Asians and East Asian 
groups.  These are the two largest ethno-racial groups in Canada. 

 
 
 
 

                                                 
5 MacAdam M & Joshi A. forthcoming. Equitable access to health care for Ontario’s ethnocultural 
minority seniors. MHLTC 
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The rates of mental illness 
 
Studies of Chinese elders have found that at least 20% are depressed and this figure 
is similar to the 21.4% found to suffer from depression in a study of South Asians and 
the rates in Taiwanese in Canada6 7 8. A study of Chinese and Korean elders found 
that Koreans have more depression than Chinese but it should be noted that the 
rates in different Chinese samples varies9.  

 
These rates of depression reflect in part the elevated rates of depression in older 
adults in general 6.   

 
Other common mental health problems in older adults are dementias.  There is little 
literature on this in Canada but other studies of the South Asian Diaspora, for 
instance in the UK, report high rates of dementia and low rates of service use in this 
group and in the aging African-Caribbean population10.  

 
The rates of suicide in elderly ethno-racial groups in Canada have not been 
investigated, however recent work from the UK reports increasing rates of suicide in 
this group.  Cultural alienation, chronic illness and the lower life expectancy of South 
Asian men in the Diaspora are considered possible causes 3. 

 
The causes of mental illness 
 
The causes in of mental health problems in older Canadians have been investigated 
by Cairney and Krauss 6.  They have found that mental health in later life is 
determined by key social factors related to social position, and social stress as well 
as the resources people have to deal with stresses.  

 
The stresses that older people from immigrant groups suffer vary, are an interaction 
between culture and social realities and differ between groups.   
 
Physical health, independence and cognitive function decrease with age.  Female 
older adults who on average live longer than men, spend more years living with 
disabilities, chronic diseases, low income, living alone, social exclusion and 
discrimination (multiple jeopardy); and often also have higher rates of low income, 
low education.   Social isolation can be exacerbated for those who experience role 
reversal, discrimination and elder abuse. 

 
A number of studies have linked depression to living alone and not having 
companionship and emotional support while others have found living with adult 

                                                 
6Cairney J, Krause N.  The social distribution of psychological distress and depression in older adults. 
7 Lai DW. Measuring depression of elderly Chinese Americans: a replication study.  Home Health Care 
Serv Q. 2003;22(2):69-85 
8 Lai DW. Prevalence and correlates of depressive symptoms in older Taiwanese immigrants in 
Canada.  Women Health. 2004;40(4):113-30 
9 Wong ST, Yoo GJ, Stewart AL.An empirical evaluation of social support and psychological well-being 
in older Chinese and Korean immigrants. Ethn Health. 2007 Jan;12(1):43-67 
10  
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children as a risk factor for poorer psychological health in older immigrant groups1112.  
Though these seem contradictory respondents to a separate qualitative study linked 
depression to loneliness and isolation, but also to: 

1) reduced resources with which to reciprocate in the care-receiving relationship;  
2) an expressed need for meaningful relationships and roles in the family; and,  
3) the desire for greater independence.   

 
Other factors which predict depression are chronic illness, less positive attitude 
towards ageing, poorer physical health, less adequate financial situation, more 
service barriers, lower level of life satisfaction and a longer length of residency in 
Canada.   

 
In Chinese Canadians having a stronger level of identification with traditional Chinese 
health beliefs was significant in predicting health.  But the links of Chinese identity to 
mental health have been reported as both positive and negative by different studies13 
14.  Moreover, in South Asian groups in Canada, a stronger agreement with South 
Asian cultural values increased the risk of depression15.  It is unclear why this would 
be and the research to date does not answer the question. 

 
Financial insecurity is a risk factor for mental illness.  Lack of access to adequate 
income is important.  Immigrant older adults do not qualify for income supplements 
until they have resided for 10 years in Canada. Many low income and socially 
isolated older adults and older adults that do not speak English, or older adults in 
families unaware of how to apply for these benefits are not receiving them. 
 
The literature indicates that language proficiency is an important determinant of 
mental health.  It acts as a stressor in its own right as well a barrier to care16. 
 
Barriers to care are seen across the board not just in mental health17 18.  In one study 
of 1,537 randomly selected Chinese immigrants aged 65 years and older, only 5.2% 
of participants reported using home care services19.   The ones that did tended to be 
older, more educated and better supported in the community. Those who were better 

                                                 
11 Lai DW, Surood S. Predictors of depression in aging South Asian Canadians. J Cross Cult Gerontol. 
2008 Mar;23(1):57-75. Epub 2007 Nov 8 
12 Mackinnon ME, Gien L, Durst D. Chinese elders speak out: implications for caregivers.  Clin Nurs 
Res. 1996 Aug;5(3):326-42 
13 Lai DW, Tsang KT, Chappell N, Lai DC, Chau SB Relationships between culture and health status: a 
multi-site study of the older Chinese in Canada.  Can J Aging. 2007 Fall;26(3):171-83 
14 Lai DW. Impact of culture on depressive symptoms of elderly Chinese immigrants.  Can J Psychiatry. 
2004 Dec;49(12):820-7.. 
15 Li HZ, Browne AJ Defining mental illness and accessing mental health services: perspectives of Asian 
Canadians.  Can J Commun Ment Health. 2000 Spring;19(1):143-59 
16 Taylor LE, Taylor-Henley S, Doan L. Older immigrants: language competencies and mental health.  
Can J Commun Ment Health. 2005 Autumn;24(2):23-34 
17 Lai DW, Chau SB. Effects of service barriers on health status of older Chinese immigrants in Canada. 
Soc Work. 2007 Jul;52(3):261-9 
18 Sadavoy J, Meier R, Ong AY. Barriers to access to mental health services for ethnic seniors: the 
Toronto study.  Can J Psychiatry. 2004 Mar;49(3):192-9 
19 Lai DW. Use of home care services by elderly Chinese immigrants. Home Health Care Serv Q. 
2004;23(3):41-56. 
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off financially were less likely to use homecare services.   Because long-term physical 
problems are related to mental health problems, barriers to care for physical 
disorders are also a possible cause of mental health problems. 
 
 
Barriers to care  
 
Language proficiency is just one of a number of barriers to mental health care that 
have been identified in the literature 18.  Respondents to studies have indicated that 
service barriers related to administrative problems and personal attitudes were 
important in decreasing their access to care. 
 
Significant transportation barriers affect access to services for many older adults who 
are dependent on family members or others for transport, and in some cases also to 
accompany them in order to translate when there are language barriers.  MacAdam 
and Joshi 5 comment that “the social isolation, depression and other mental health 
problems experienced by many older adults from ethno-racial groups are attributed in 
large part to the lack of affordable transportation services.” 
 
Access to OHIP is another barrier.  Immigrant older adults are eligible for OHIP within 
90 days of arrival.  However, some who arrive in Canada may have to wait up to two 
years while their reunification application is processed. 
 
Others barriers cited in the literature include: 

1) inadequate numbers of trained and acceptable mental health workers;  
2) awareness of mental disorders 
3) reluctance of older adults and families to acknowledge mental health 

problems for fear of rejection and stigma  
4) lack of information about services 
5) disturbance of family support structures 
6) decline in individual self-worth  
7) lack of appropriate professional responses 
8) inadequacy and unacceptability of interpreter services 
9)  reliance on ethno-specific social agencies that are not designed or funded 

for formal mental health care 
10)  lack of services that combine ethno-racial, geriatric, and psychiatric care 

 
Not surprisingly some ethno-racial groups have lower utilization of mental health 
services than other Canadians 19. 
 
 
Mental Health Services for ethno racial older adult s 
 
The issue of a lack of ethno-racially appropriate services for older adults with mental 
health and addictions challenges has emerged in many past studies 5.   
 
The studies have produced a number of recommendations.  Including: 
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1) that mental health interventions should consider the increased rates of illness 
in some older adult groups and develop targeted promotion and prevention 
strategies. 

��  that mental health interventions should change so as to be accessible to the 
increasingly culturally diverse aging population by the hiring of more mental 
health workers from ethnic backgrounds and developing more acceptable and 
appropriate entry points.�

 

Focus groups 
 
Methods  
 
Four focus groups were undertaken for this project.  Two were with older adults from 
ethno-racial groups, one was with family members and the last was with a mixed 
group of service providers.  Focus groups were arranged with the help of Across 
Boundaries and were facilitated.  One focus group included a translator.  All focus 
groups included 5-8 participants and were recorded.  Each focus group covered three 
areas: 

1) important issues with regards to the mental health of older adults;  
2) barriers to care; and, 
3) implications for service improvement. 

 
The facilitator took notes during the focus groups, independently another researcher 
listened to the focus groups and made notes. 
 
Results 
 
Filipino origin older women    
 
Important issues 
Seven issues were prominent.  Five were causes of mental health problems: living in 
small houses or small spaces, loneliness and isolation, financial and income problems, 
strained family relations and lastly abuse by children who had sponsored them to 
come to Canada including using their pension money.  The two mental health issues 
that this group identified were depression and dementia.    
 
 
Barriers to care 
Four barriers to getting help were identified, the first was that newcomer and immigrant 
women said that they did not know how to find services, similarly the second was that 
older adults who were disconnected from other older adults (for instance not living in a 
senior’s community) were less able to use these social networks to exchange 
knowledge and find care, the third problem was that if older adults had found services 
they had difficulty in getting to them because of transportation problems and lastly 
those who had found services found language as a barrier.  
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Improving services 
When asked what their needs were, most issues that arose were not directly to do with 
mental health services but more to do with the social determinants of health.   Hence 
older adults said that they link up with other older adults through social networking, 
mainly at malls.  They highlighted their personal networks (friends and community) as 
important in keeping them connected to various services and that social events would 
be a good way to introduce services to people. Another way that services could be 
advertised was through Filipino newspapers.  Two alternatives were offered for 
services, one was that there should be outreach services another was that services 
could provide free transportation.  Whatever the services the older adults were clear 
that their preference would be that services were culturally competent and service-
providers should speak Tagalog.   
 
South Asian older people  
 
Major issues 
A major problem identified was a lack of knowledge about mental health issues but 
those who stated that they knew of issues discussed depression and dementia. 
There was a perceived lack of services or agencies that target the population and the 
group identified a common problem of caring for family members and spouses with 
little support.  A specific issue was the impression that medication for mental health 
problems led to obesity.   
 
Barriers to care 
Transportation was again considered a barrier to care, especially for those in areas 
less well served by public transport.   Older adults indicated that outreach would be 
important as they found it difficult to leave their homes in winter.  
 
Improving services 
The first step in service delivery according to this group was education about mental 
health issues.   There was some discussion about whether services should be generic 
for South Asians groups or whether different cultural groups needed different services.   
Most believed that services should not be separated by religion or culture as there 
were more similarities than differences.  However, services could usefully be language 
specific, gender specific for religious reasons and for comfort and, if possible, home-
based.  

 
Families of older adults  
 
Important issues 
The issues considered important had some similarities and some differences to the 
first two focus groups.  The focus group thought it was important to state that many of 
the older adults come from places where mental health issues are not mainstream 
issues.  Moreover, there was significant stigma towards mental health problems in 
communities.  There was an impression that older adults denied mental health 
problems.  Similar mental health problems – depression and dementia were discussed 
but also mood swings and extreme moods were mentioned.  Chronic illnesses are 
known to be determinants of mental illness and diabetes was considered important.  
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The causes were considered in part to be isolation.  Families felt particularly burdened 
with caring for people with mental health problems which they saw as taxing.   Another 
major issue was trust between older adults and service-providers. They stated that it 
“takes time to open up to new doctors”. 
 
Barriers to care 
Specific barriers to care that were identified were language and the lack of resources 
of existing services to deal with cultural diversity.  
 
Service improvement 
When considering service development, families suggested education about mental 
health in their own language, that information on physical health and mental health 
issues should be combined, that cultural weekly magazines could be used to promote 
and disseminate information about mental health and mental health service and that 
that having services in more casual settings for instance church would be useful.  
Translation / interpretation services were considered vital. 
 
Service providers  
 
Important issues 
In people from countries where war and natural disasters occur PTSD was considered 
important but not dealt with.  Further problems included the fact that older adults may 
be separated from their families which caused mental issues to be transferred without 
being dealt with.  Some noted that older adults are not considered  “older adults” when 
they apply for refugee status but are considered senior once they arrive in Canada.  
This led to a unexpected problem of dependency issues in that they had to depend on 
children though they do not.  Not surprisingly this was associated with complications 
down the road.  Socially, housing and support for older adults at home was an 
important issue. Isolation was considered a determinant of mental health problems 
and depression was prominent.    
 
Service providers saw dementia as a senior’s issue and depression as a mental health 
issue.  Others still said that physical needs eclipse mental health needs and social 
needs such as requests for companionship, chaperoning, personal care rather than 
attention to mental health issues were important.   
 
Acculturation issues were mentioned and changes in role and in power were identified 
with a specific concern that families make decisions for older adults without consulting 
them.   
 
Problems with language, a lack of sufficient diverse representation of service 
providers, no senior’s health program for ethno-racial communities,  no services for 
older adults with mental health issues, psychologists that are not diverse enough 
(racially and culturally) and age gaps between older adults and service providers were 
all considered important. 
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Barriers to care. 
The barriers identified by service providers were similar to those which had been 
identified by others.  The ability of older adults from ethno-racial groups to identify their 
problems as mental health issues and access to information about services were 
considered key as were language and mobility and transport issues.  Clearly a  
number of barriers were cited in the section on major issues.   
 
Service development 
A number of specific recommendations were made by service providers: 

·  Use radio shows to connect with community.  
·  Senior-specific approach must be taken in service. 
·  Service should be administered under geriatrics service.  
·  Service must reach out to older adults, cannot wait for older adults to access 

services because of mobility issues. 
·  A service that is grassroots may be more comfortable for older adults to access. 
·  Services should be independent service but collaborative with other services 

and larger hospitals. 
·  If service is a collaborative endeavor between hospital and health agency there 

should be an understanding that the former provides authority and the latter 
provides their expertise to this relationship. 

·  Services need an open-door policy rather than a referral policy.  
·  Service-providers should have the same culture and language as older adults 

they work with - service-providers say this is true for Caribbean older adults 
though they may speak the same language.   

·  Services could usefully have an educational component to teach older adults 
about other cultures, mental health, etc.  

·  Services should be sensitive to senior’s religious devotions, connect with faith-
based institutes (churches, mosques, temples, etc) to administer and design 
services. 

·  Service should have opportunities for older adults of differing comfort levels to 
interact. Older adults who are comfortable interacting with different cultural 
groups could also be used to bridge gaps between older adults who are not 
comfortable doing so, while culturally-specific services can be used for older 
adults who prefer to access services that are specific to their culture and 
language.  

·  “Buddy system” used to have older adults assist other older adults with their 
affairs: case management system. 

·  Self-empowerment integrated in the service.  
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Conclusions: serving older adults from ethno-racial  groups with mental health 
challenges in Toronto 
 
The data scan demonstrates that there is a significant older population from ethno-
racial groups in Central LHIN.  The literature and the focus groups indicate that there 
is likely to be significant unmet needs for mental health care because of social risk 
factors, physical illness and barriers to care.  Moreover, when people get care lack of 
linguistic and cultural competency may decrease the quality of treatment that is 
received. 
 
There is clear diversity in the needs of different ethno-racial groups, in their current 
social realities and in their barriers to care.  It could be argued that it is folly to consider 
this group as a cohesive whole and that each groups should be considered separately.  
It is not clear that there is a need for such a tradeoff.  There could be an overall 
framework that tries to decrease disparities for ethno-racial groups as well as specific 
targeted initiatives in areas of particular need.     
 
The reason for an overall strategy is because at least some of the challenges of 
decreasing disparities will be structural.  This project has demonstrated that 
communities and service providers who know the communities seem able clearly to 
articulate an understanding of the problems and some possible workable solutions.  
The research literature echoes their sentiments even though the majority is from 
British Columbia or other countries.   Despite the fact that there is sufficient data from 
a number of sources to reasonably conclude that services are not meeting the needs 
of ethno-racial groups and there are possible solutions, there does not seem to be a 
concerted effort to target these issues.    
 
There are four structural problems: 
 

5) a lack of good data;  
6) service development does not seem to be based on population needs;  
7) communities and stakeholders do not seem to be properly engaged in 

development of services; and,  
8) the fact that there is no clear model of what quality of services from a cultural 

competence standpoint should look like.   
 
In deed there does not seem to be a standard with regards to measuring and 
decreasing disparities or accountability for improving services for older adults with 
mental health problems from racialized groups. 
 
A service response to the structural problems could be to develop the requisite data 
streams and policies.  This is important and could have benefits across the healthcare 
sector. It would be important in planning and would be important strategically for 
improving general services and measuring and monitoring disparities.  It would, of 
course take time.   
 
Structural problems aside there will be a need for the development of services that can 
meet the specific current needs of ethno-racial groups.   
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The clear message from the focus groups and from the literature is the call for the 
development of ethno-specific services, the need for some language specific services, 
the need for better health promotion and illness prevention, the need for better 
transportation or mobile services and the need for collaboration between mental and 
physical health providers.  The urgency of this is linked not only to the demographic 
changes in the Central LHIN but also to data on the decreased life expectancy linked 
to mental disorders. 
 

From the perspective of Across Boundaries, one strategy would be to build on existing 
services and to make them more accessible to older people but the specific needs of 
this group would offer significant challenges to this as a strategy. 
 
In the same way that Youth services are built in to Across Boundaries’ portfolio a 
range of services for older adults could be developed.  These services could be in line 
with the holistic approach to service development and the anti-racist framework that is 
employed.  Across Boundaries Vision is to be:  
 
“A leader in providing equitable, inclusive and holistic mental health and addiction 
services for racialized communities…” and if the mission is  to provide “ a range of 
supports and services that identify and honour the strengths of individuals, families, 
and racialized communities - while recognizing and addressing the negative impact of 
racism and discrimination on their mental health and well being. Our services are 
grounded in up-to-date knowledge and research, community engagement, capacity 
building, and an awareness of the intersection of personal identities. Advocacy, 
training, and education within the health care sector that brings about individual, 
institutional and systemic change are strong components of our commitment to quality 
mental health and addiction care for racialized people.” 
 
This research paper strongly argues that in order to work towards that goal Across 
Boundaries could consider developing services to meet the needs of older people from 
racialized groups.   
 
It is not clear that there needs to whole scale changes in the model of care.  For 
instance, the model of case management at Across Boundaries in which individual 
support is provided by case managers who come from the communities we serve and 
speak languages such as Tamil, Hindi, Swahili, Somali, Farsi, Urdu, Punjabi and 
others would seem an important resource for older adults.  Expanding existing support 
groups to offer networking opportunities for older people could help improve pathways 
to care as well and social support: they would offer health promotion and well as 
illness prevention.  The need for skills development is important in older people and 
would be a part of any service response.  Both the literature and focus groups 
underline the importance of family support and a compelling case has been made for 
Community outreach teams.  Any psychiatric consultation service would need to be 
staffed with specialists in the needs of ethno-racial elders.  However, what would need 
to be considered is the accessibility of services and the location of services. 
 
Transportation is considered a significant problem.  The location of Across Boundaries 
in an area of significant need is a plus, but outreach services may further improve 
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access to services.  Moreover, co-location of services, for instance by adding case 
management expertise to existing family physician services or partnering with hospital 
services for physical illness may offer referral lines and network integration that will 
improve care pathways.  These would also satisfy the need expressed that physical 
and mental health services be found under one roof.  There will also be opportunities 
for partnership within mental health services as the expertise of Across Boundaries 
could help old age mental health services better offer care to ethno-racial groups. 
 
Recommendations 
 
There are six main recommendations: 
 

9) Health promotion, prevention, information and awareness have been identified 
as important factors.  A specific strategy needs to be developed for the Central 
LHIN.  Such a strategy requires specific expertise and could be done centrally 
or by a consortium of groups that know the community including Across 
Boundaries  

10) The demography indicates all services will need to offer culturally competent 
services. There are structural problems in the commissioning and development 
of health services for older people with mental health problems that Across 
Boundaries may want to help to move forward.  Advocacy on these issues will 
be important.   

11) Targeted services will be needed to complement the general service response.  
Across Boundaries could consider advocating for funding for specific services to 
reduce disparities in service provision for ethno-racial older adults with mental 
health challenges. 

12) Across Boundaries could consider building a specific service for ethno-racial 
older adults with mental health challenges. 

13) Across Boundaries could consider building a service using its existing service 
model but refining it to meet the needs of older adults.  This could start by 
implementing or further investigating some of the suggestions of the focus 
groups an this research paper.  

14) Across Boundaries could consider which partners could help in developing 
services within the ethno-racial mental health service provider colleagues (given 
the demographics of diverse need) but also in the wider health sector. 

 
 
  
ends 
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Table 1 Central LHIN Health Service Needs Assessmen t & Gap Analysis, p 50) 
 

Selected Social Determinants of Health by Central L HIN Planning Area 
 Pop. 2008 % of 

LHIN 
% Age 
65+ 

% Families 
<LICO 

% in 
Racialized 
Groups 

%  
Imm-
igrants 

% First 
Lang not 
English 

Central LHIN 1,651,681 12.7 12.4 9.4 36.7 49.0 44.1 
South Simcoe & 
North York Region 
(includes Georgina) 

113,257 6.9 11.4 6.9 4.7 15.3 12.4 

Central York 
Region (Newmarket, 
Aurora, Whitchurch-
Stoufville, E. Gwill, King) 

204,207 12.4 10.5 4.8 8.9 20.6 15.7 

South East York 
Region (Markham, 
Richmond Hill) 

465,683 28.2 10.5 5.0 55.6 55.4 52.3 

South West York 
Region (Vaughan) 

230,536 14.0 9.2 3.7 21.8 45.4 50.6 

North York West 237,884 14.4 14.8 20.5 50.4 61.9 54.4 

North York Central 276,973 16.8 16.9 12.9 37.8 58.5 54.3 

North York East 123,141  7.5 14.4 15.3 55.6 64.8 58.4 

 
 
Table 2: What % of Senoirs are in Racialized Groups ? What % of Older adults are 
Recent Immigrants (<10 years?) 
 

Comparison 2001 Census 2006 Census 
 Age 65+ In Racialized 

Groups 
  #          % 

Immigrated 
<10 years 
  #          % 

Age 
65+ 

In Racialized 
Groups 
  #            % 

Immigrated 
<10 years 
  #           % 

York Region 63,795 14,165   22.2  6,905   10.8 87,715 24,930   28.4 7,070      8.1 

   Vaughan 14,625   1,935   13.2  1,100     7.5 22,420 3,995     17.8 1,530      6.8 

   Markham 19,090   8,130   42.6  3,650    19.1 26,980 13,775     51.1 3,295     12.2 

   Richmond Hill 11,775   3,520   29.9  1,910    16.2 15,630 5,895     37.7 1,870     12.0 

   Whitchurch-Sfl  2,555       70      2.7      20      0.8 3,430    165      4.8     25       0.7 

   Aurora 3,040      75       2.5      40      1.3 3,710    290      7.8   125       3.3 

   Newmarket 4,895    300       6.1    105      2.1 6,445    650     10.1   160       2.5 

   King 2,180      40      1.8     25       1.1 2,450     35       1.4     20       0.4 

   East Gwillimbury 1,705      70      4.1     30       1.8 2,070     50       2.4     20       1.0 

   Georgina 3,890      35      0.9     20       0.5 4530     75       1.7     20       0.4 

City of Toronto  319,405  73,200   22.9 26,075    8.2 336525 93,725   27.9 18,999    5.6 

   North York West 29,825    5,695   19.0   1,905    6.4  N/A N/A 

   North York Cent. 40,925    5,640   13.7   3,195    7.8  N/A N/A 

   North York East 16,495    5,345   32.4   1,915   11.6  N/A N/A 
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Toronto CMA 503,740 111,495  22.1 42,190    8.4 578,850 159,480  27.6 36,525    6.3 

 
Table 3. % of Older adults are Low Income by Racial ised Groups and Immigrant 
Status? (Detailed data not yet available by all geo graphic areas for the 2006)  

Comparison Percent of Age 65 are Low Income,  2001 Census 
 Number  

Age 65+ 
 
# <LICO 

   %  
<LICO 

   RG  
%<LICO 

Not RG 
%<LICO 

Cdn Born 
%<LICO 

 <1990 
%<LICO 

Im <10 
Yrs 

York Region 63,795 8,505 13.3 13.2 13.4 11.9 14.3 13.9 

   Vaughan 14,625 2,300 15.7 9.3 16.7 13.2 16.7 13.7 

   Markham 19,090 2,260 11.8 13.6 10.4 8.6 12.7 19.1 

   Richmond Hill 11,775 1,825 15.5 15.0 15.7 16.4 16.0 13.3 

   Whitchurch-Sfl   2,555 95 3.7 0 3.8 3.8 3.2 - 

   Aurora   3,040 375 12.3 0 12.5 13.4 10.5 1.3 

   Newmarket   4,895 4895 17.7 13.6 17.9 17.3 18.6 10.5 

   King   2,180 115 5.3 0 5.1 5.8 4.8 0 

   East Gwillimbury   1,705 140 8.2 15.4 7.6 8.7 6.7 33.3 

   Georgina   3,890 535 13.8 0 14.0 13.5 14.6 0 

City of Toronto  319,405 73,430 23.0 27.7 21.6 19.2 24.6 27.1 

   North York West 29,825 7,890  26.5 32.8 24.7 23.0 26.6 35.2 

   North York Cent. 40,925 8,865  21.7 23.6 21.2 16.2 23.7 36.7 

   North York East 16,495 2,955  17.9 21.6 15.9 11.6 20.7 22.8 

 
 
 
 
 
 
Table 4. Limited English Fluency: % of Older adults  Speak a Language other 
than English or French at Home; and, % of older adu lts without Knowledge of 
Eng or Fr. 
 

Comparison 2006 Census 
Mother Tongue Age 65+ Home Lang. not Eng/Fr 

             #                  % 
No Official Lang. Ability 
                 #              % 

York Region 87,715 36,510          41.6 15,730           17.9 

City of Toronto  336,525 130,630          38.8 53,015           15.8 

Toronto CMA 578,850 210,170          36.3 86,860           15.0   

 



McKenzie et al Mental Health Services for Older Adults from Racialized Groups 

 - 20 -  

 



McKenzie et al Mental Health Services for Older Adults from Racialized Groups 

 - 21 -  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
North York Areas 
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Total Population in Private Households: All Age Groups 
 

     

  Total - Population  
  Total racialised 
group population % RG 

Durham  Total - All Ages 557330 93420 16.8 
   Non-immigrants 442085 39225 8.9 
   Immigrants 113390 53190 46.9 
     Before 1991 81165 29750 36.7 
     1991 to 2000 22335 16520 74.0 
       1991 to 1995 12710 9235 72.7 
       1996 to 2000 9625 7290 75.7 
     2001 to 2006 9890 6915 69.9 
   Non-permanent residents 1855 1005 54.2 
York  Total - All Ages 887345 329960 37.2 
   Non-immigrants 499645 91780 18.4 
   Immigrants 380530 232955 61.2 
     Before 1991 203840 99140 48.6 
     1991 to 2000 130225 100575 77.2 
       1991 to 1995 67375 54915 81.5 
       1996 to 2000 62850 45660 72.6 
     2001 to 2006 46460 33235 71.5 
   Non-permanent residents 7170 5220 72.8 
Toronto  Total – All Ages 2476565 1162630 46.9 
   Non-immigrants 1184235 305950 25.8 
   Immigrants 1237720 815555 65.9 
     Before 1991 592490 293375 49.5 
     1991 to 2000 377380 305240 80.9 
       1991 to 1995 188420 152500 80.9 
       1996 to 2000 188955 152740 80.8 
     2001 to 2006 267855 216935 81.0 
   Non-permanent residents 54610 41130 75.3 
Peel  Total – All Ages 1154070 576665 50.0 
   Non-immigrants 581880 170305 29.3 
   Immigrants 561240 397720 70.9 
     Before 1991 262015 141250 53.9 
     1991 to 2000 181005 150575 83.2 
       1991 to 1995 86170 68530 79.5 
       1996 to 2000 94835 82040 86.5 
     2001 to 2006 118215 105895 89.6 
   Non-permanent residents 10950 8640 78.9 
Halton  Total – All Ages 435395 57360 13.2 
   Non-immigrants 324325 19685 6.1 
   Immigrants 107915 36565 33.9 
     Before 1991 71350 16055 22.5 
     1991 to 2000 23460 12345 52.6 
       1991 to 1995 10685 5135 48.1 
       1996 to 2000 12775 7205 56.4 
     2001 to 2006 13100 8165 62.3 
   Non-permanent residents 3155 1110 35.2 
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Geography  Total - Population  
Total racialised 
group population % RG 

Vaughan (City) Total – All Ages 238005 63200 26.6 
   Non-immigrants 128895 20100 15.6 
   Immigrants 106965 41715 39.0 
     Before 1991 66845 19710 29.5 
     1991 to 2000 28995 16085 55.5 
       1991 to 1995 14610 9090 62.2 
       1996 to 2000 14385 6995 48.6 
     2001 to 2006 11120 5915 53.2 
   Non-permanent residents 2145 1390 64.8 
Markham  (T) Total – All Ages 260755 170535 65.4 
   Non-immigrants 111070 45765 41.2 
   Immigrants 147400 122745 83.3 
     Before 1991 69845 51200 73.3 
     1991 to 2000 58680 54895 93.5 
       1991 to 1995 31760 30095 94.8 
       1996 to 2000 26915 24800 92.1 
     2001 to 2006 18875 16650 88.2 
   Non-permanent residents 2280 2025 88.8 
Richmond Hill (T) Total – All Ages 161690 73880 45.7 
   Non-immigrants 76705 17995 23.5 
   Immigrants 83330 54660 65.6 
     Before 1991 37095 21265 57.3 
     1991 to 2000 33875 24985 73.8 
       1991 to 1995 17080 13480 78.9 
       1996 to 2000 16800 11500 68.5 
     2001 to 2006 12360 8415 68.1 
   Non-permanent residents 1650 1225 74.2 
Whitchurch-
Stouffville (T) Total – All Ages 24105 1775 7.4 
   Non-immigrants 19615 775 4.0 
   Immigrants 4395 965 22.0 
     Before 1991 3565 675 18.9 
     1991 to 2000 570 220 38.6 
       1991 to 1995 230 120 52.2 
       1996 to 2000 335 100 29.9 
     2001 to 2006 255 75 29.4 
   Non-permanent residents 95 35 36.8 
Aurora  (T) Total – All Ages 47035 6165 13.1 
   Non-immigrants 36105 2095 5.8 
   Immigrants 10520 3890 37.0 
     Before 1991 6145 1520 24.7 
     1991 to 2000 3090 1785 57.8 
       1991 to 1995 1290 830 64.3 
       1996 to 2000 1800 950 52.8 
     2001 to 2006 1290 590 45.7 
   Non-permanent residents 405 180 44.4 
Newmarket (T) Total – All Ages 73370 11115 15.1 
   Non-immigrants 56855 3770 6.6 
   Immigrants 16120 7080 43.9 
     Before 1991 10580 3635 34.4 
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     1991 to 2000 3555 2135 60.1 
       1991 to 1995 1700 1050 61.8 
       1996 to 2000 1855 1085 58.5 
     2001 to 2006 1985 1310 66.0 
   Non-permanent residents 395 265 67.1 
King (Twp) Total – All Ages 19425 895 4.6 
   Non-immigrants 15420 285 1.8 
   Immigrants 3915 565 14.4 
     Before 1991 3310 345 10.4 
     1991 to 2000 455 165 36.3 
       1991 to 1995 195 60 30.8 
       1996 to 2000 260 105 40.4 
     2001 to 2006 150 50 33.3 
   Non-permanent residents 90 45 50.0 
East Gwillimbury 
(Twp) Total – All Ages 20685 725 3.5 
   Non-immigrants 17700 310 1.8 
   Immigrants 2920 385 13.2 
     Before 1991 2555 265 10.4 
     1991 to 2000 255 60 23.5 
       1991 to 1995 130 20 15.4 
       1996 to 2000 125 35 28.0 
     2001 to 2006 115 65 56.5 
   Non-permanent residents 65 35 53.8 
Georgina (T) Total – All Ages 41930 1655 3.9 
   Non-immigrants 36930 690 1.9 
   Immigrants 4960 940 19.0 
     Before 1991 3880 530 13.7 
     1991 to 2000 750 250 33.3 
       1991 to 1995 380 170 44.7 
       1996 to 2000 375 80 21.3 
     2001 to 2006 320 160 50.0 
   Non-permanent residents 40 25 62.5 
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Older adults Age 65+ 
  

Total age 65+ 

Age 65+ in 
Racialised 
Groups % RG 

     
Durham  Total – Age 65 and over 57525 5125 8.9 
   Non-immigrants 33740 265 0.8 
   Immigrants 23705 4835 20.4 
     Before 1991 21865 3530 16.1 
     1991 to 2000 1340 915 68.3 
       1991 to 1995 790 565 71.5 
       1996 to 2000 555 350 63.1 
     2001 to 2006 500 385 77.0 
   Non-permanent residents 80 25 31.3 
York  Total – Age 65 and over 87715 24930 28.4 
   Non-immigrants 27120 300 1.1 
   Immigrants 60275 24450 40.6 
     Before 1991 46255 13190 28.5 
     1991 to 2000 10750 8950 83.3 
       1991 to 1995 6955 6095 87.6 
       1996 to 2000 3800 2860 75.3 
     2001 to 2006 3270 2305 70.5 
   Non-permanent residents 320 175 54.7 
Toronto  Total – Age 65 and over 336525 93725 27.9 
   Non-immigrants 106700 3820 3.6 
   Immigrants 228200 88995 39.0 
     Before 1991 189645 57730 30.4 
     1991 to 2000 29190 24115 82.6 
       1991 to 1995 19555 16740 85.6 
       1996 to 2000 9625 7375 76.6 
     2001 to 2006 9365 7150 76.3 
   Non-permanent residents 1620 915 56.5 
Peel  Total – Age 65 and over 100140 34905 34.9 
   Non-immigrants 29170 735 2.5 
   Immigrants 70485 33840 48.0 
     Before 1991 53940 19400 36.0 
     1991 to 2000 11780 10260 87.1 
       1991 to 1995 7665 6745 88.0 
       1996 to 2000 4110 3520 85.6 
     2001 to 2006 4760 4175 87.7 
   Non-permanent residents 485 330 68.0 
Halton Total – Age 65 and over 51930 3515 6.8 
   Non-immigrants 28205 235 0.8 
   Immigrants 23665 3275 13.8 
     Before 1991 21820 2125 9.7 
     1991 to 2000 1230 730 59.3 
       1991 to 1995 760 490 64.5 
       1996 to 2000 475 235 49.5 
     2001 to 2006 615 425 69.1 
   Non-permanent residents 50 10 20.0 
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Geography     
Vaughan (City) Total – Age 65 and over 22420 3995 17.8 
   Non-immigrants 2735 35 1.3 
   Immigrants 19550 3920 20.1 
     Before 1991 16825 2310 13.7 
     1991 to 2000 1905 1225 64.3 
       1991 to 1995 1205 875 72.6 
       1996 to 2000 710 350 49.3 
     2001 to 2006 820 385 47.0 
   Non-permanent residents 130 40 30.8 
Markham  (T) Total – Age 65 and over 26980 13775 51.1 
   Non-immigrants 7085 140 2.0 
   Immigrants 19785 13540 68.4 
     Before 1991 12940 7080 54.7 
     1991 to 2000 5465 5185 94.9 
       1991 to 1995 3550 3440 96.9 
       1996 to 2000 1920 1745 90.9 
     2001 to 2006 1375 1270 92.4 
   Non-permanent residents 110 95 86.4 
Richmond Hill (T) Total – Age 65 and over 15630 5895 37.7 
   Non-immigrants 3835 80 2.1 
   Immigrants 11735 5770 49.2 
     Before 1991 7910 2900 36.7 
     1991 to 2000 2935 2320 79.0 
       1991 to 1995 1955 1660 84.9 
       1996 to 2000 980 660 67.3 
     2001 to 2006 890 550 61.8 
   Non-permanent residents 50 45 90.0 
Whitchurch-
Stouffville (T) Total – Age 65 and over 3430 165 4.8 
   Non-immigrants 2210 0 0.0 
   Immigrants 1215 160 13.2 
     Before 1991 1160 130 11.2 
     1991 to 2000 45 25 55.6 
       1991 to 1995 25 10 40.0 
       1996 to 2000 15 10 66.7 
     2001 to 2006 10 0 0.0 
   Non-permanent residents 0 0 - 
Aurora  (T) Total – Age 65 and over 3710 290 7.8 
   Non-immigrants 2015 10 0.5 
   Immigrants 1675 280 16.7 
     Before 1991 1510 200 13.2 
     1991 to 2000 110 55 50.0 
       1991 to 1995 35 20 57.1 
       1996 to 2000 70 35 50.0 
     2001 to 2006 55 25 45.5 
   Non-permanent residents 20 0 0.0 
Newmarket (T) Total – Age 65 and over 6445 650 10.1 
   Non-immigrants 3605 20 0.6 
   Immigrants 2845 625 22.0 
     Before 1991 2575 440 17.1 
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     1991 to 2000 175 120 68.6 
       1991 to 1995 105 70 66.7 
       1996 to 2000 75 55 73.3 
     2001 to 2006 85 60 70.6 
   Non-permanent residents 0 0 - 
King (Twp) Total – Age 65 and over 2450 35 1.4 
   Non-immigrants 1280 0 0.0 
   Immigrants 1175 35 3.0 
     Before 1991 1145 35 3.1 
     1991 to 2000 30 0 0.0 
       1991 to 1995 25 0 0.0 
       1996 to 2000 0 0 - 
     2001 to 2006 10 0 0.0 
   Non-permanent residents 0 0 - 
East Gwillimbury 
(Twp) Total – Age 65 and over 2070 50 2.4 
   Non-immigrants 1205 10 0.8 
   Immigrants 850 40 4.7 
     Before 1991 805 40 5.0 
     1991 to 2000 40 10 25.0 
       1991 to 1995 25 0 0.0 
       1996 to 2000 20 0 0.0 
     2001 to 2006 0 0 - 
   Non-permanent residents 0 0 - 
Georgina (T) Total – Age 65 and over 4530 75 1.7 
   Non-immigrants 3095 0 0.0 
   Immigrants 1430 80 5.6 
     Before 1991 1370 50 3.6 
     1991 to 2000 45 15 33.3 
       1991 to 1995 35 15 42.9 
       1996 to 2000 0 0 - 
     2001 to 2006 20 10 50.0 
   Non-permanent residents 0 0 - 
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The next set of tables by Regions within the GTA as well as municipalities 
within York Region show the number of older adults in each specific 
racialized group. Rows with 0 persons are deleted. 
 
 
 
 
 

# Age 65+ in   
Racialised Groups 
Imm. Status 2006 

    
Chinese 

    
South 
Asian   Black 

  
Filipino 

   Latin 
American 

  SE 
Asian   Arab 

West 
Asian Korean 

    
Japan-
ese  RG n.i.e. 

Multiple 
RG 

Durham             

Total – Age 65+r 600 1405 1745 415 110 75 140 135 65 130 125 175 

  Non-immigrants 45 45 50 0 0 0 10 0 0 115 0 0 

  Immigrants 560 1335 1685 415 115 75 140 135 65 10 115 170 

    Before 1991 400 820 1505 245 90 30 80 35 65 0 105 150 

    1991 to 2000 120 345 125 90 20 35 25 85 0 10 0 25 

      1991 to 1995 90 190 90 65 20 35 20 45 0 0 0 25 

      1996 to 2000 30 155 40 30 10 10 20 35 0 10 0 10 

    2001 to 2006 35 175 55 70 0 0 25 15 0 0 0 0 

  Non-perm residents 0 20 10 0 0 0 0 0 0 0 0 0 

York Region             

Total – Age 65 + 12945 5430 1490 1250 315 520 405 1150 535 250 165 465 

  Non-immigrants 45 15 50 0 0 0 10 0 0 180 0 0 

  Immigrants 12855 5355 1440 1235 310 520 395 1115 515 70 170 460 

    Before 1991 5990 3180 1250 675 220 350 205 375 435 65 125 335 

    1991 to 2000 5700 1695 140 435 75 130 125 465 60 10 35 90 

      1991 to 1995 4050 1085 70 280 30 95 100 290 20 0 25 30 

      1996 to 2000 1655 615 70 150 30 35 25 175 35 0 10 50 

    2001 to 2006 1165 475 50 125 25 40 70 280 20 0 10 40 

  Non-perm residents 40 65 0 0 0 0 0 35 10 0 0 0 

Toronto             

Total – Age 65 + 33980 20185 13715 7295 3190 2425 1550 1995 3185 2540 1915 1750 

  Non-immigrants 515 215 835 65 35 40 25 0 25 1985 30 30 

  Immigrants 33255 19715 12750 7185 3070 2365 1495 1960 3080 525 1860 1720 

    Before 1991 20970 11385 10520 3990 2315 1435 735 640 2435 480 1420 1380 

    1991 to 2000 10065 6115 1755 2330 535 770 610 845 415 35 355 285 

      1991 to 1995 7395 3995 1190 1440 380 590 330 570 280 30 320 220 

      1996 to 2000 2670 2115 565 895 150 180 275 275 130 10 50 55 

    2001 to 2006 2215 2215 475 855 220 160 155 470 230 0 90 50 

  Non-perm residents 200 245 125 40 85 25 20 30 75 25 10 10 

Peel             

Total – Age 65+ 5010 16390 4830 2780 1050 1095 820 550 560 470 785 555 

  Non-immigrants 70 80 160 20 0 0 0 0 0 355 20 0 

  Immigrants 4900 16095 4645 2725 1050 1090 790 530 565 115 775 545 

    Before 1991 2605 7975 3905 1620 745 515 325 160 475 95 565 405 

    1991 to 2000 1635 5545 565 855 240 450 320 320 45 10 155 125 

      1991 to 1995 1220 3430 390 640 145 315 210 165 30 0 140 60 

      1996 to 2000 420 2120 175 215 95 130 115 155 10 10 15 70 

    2001 to 2006 655 2565 170 255 65 125 140 50 40 15 60 20 

  Non-perm residents 35 220 25 25 10 0 20 20 0 0 0 0 
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Halton             

Total – Age 65 + 645 1195 410 250 120 125 250 95 110 160 75 60 

  Non-immigrants 35 10 30 10 0 10 10 0 0 130 0 0 

  Immigrants 610 1185 380 245 125 115 235 85 115 30 70 65 

    Before 1991 345 780 355 135 95 65 105 20 85 25 70 50 

    1991 to 2000 130 290 15 65 15 35 80 50 10 20 0 0 

      1991 to 1995 80 205 0 15 10 45 60 40 10 20 0 10 

      1996 to 2000 45 95 10 40 10 0 25 10 0 0 0 0 

    2001 to 2006 135 120 10 40 20 0 45 10 30 0 0 10 

  Non-perm residents 0 0 0 0 10 0 0 0 0 0 0 0 
 

Immigrant status 
2006 Census 

    
Chinese 

    
South 
Asian 

    
Black 

    
Filipino 

    Latin 
American 

    SE 
Asian 

    
Arab 

    
West 
Asian 

    
Korean 

    
Japan-
ese 

    RG, 
n.i.e. 

    
Multiple 
RG 

Vaughan Age 65+ 935 1375 300 385 150 185 60 280 155 30 35 95 

  Non-immigrants 10 10 10 0 0 0 0 0 0 25 0 0 

  Immigrants 930 1350 290 380 155 185 70 270 150 10 35 95 

    Before 1991 500 795 240 205 115 90 55 105 130 10 20 40 

    1991 to 2000 350 430 25 155 30 80 0 85 20 0 10 30 

      1991 to 1995 270 290 25 110 10 65 10 70 10 0 10 0 

      1996 to 2000 70 150 0 40 15 10 0 15 10 0 0 30 

    2001 to 2006 80 120 25 10 0 10 10 85 10 0 0 25 

Markham Age 65+ 8255 2870 730 625 50 130 200 335 195 110 100 185 

  Non-immigrants 25 10 20 10 10 0 10 0 0 80 0 0 

  Immigrants 8200 2805 710 620 50 130 190 330 190 35 95 190 

    Before 1991 3845 1520 650 360 45 95 60 105 155 25 60 160 

    1991 to 2000 3590 1010 60 175 0 20 80 170 15 10 20 25 

      1991 to 1995 2425 635 30 110 0 10 70 95 0 0 15 20 

      1996 to 2000 1160 375 30 60 0 10 10 70 10 0 10 0 

    2001 to 2006 770 270 0 80 0 10 50 45 20 0 10 0 

  Non-perm residents 30 50 0 0 0 0 0 10 0 0 0 0 

Richmond Hill -  65+ 3425 940 290 170 55 70 120 460 165 75 0 110 

  Non-immigrants 15 0 0 0 0 0 0 0 0 65 0 0 

  Immigrants 3405 935 285 170 55 70 125 445 150 10 10 110 

    Before 1991 1445 665 220 65 20 50 75 135 135 10 10 75 

    1991 to 2000 1675 210 55 85 35 25 35 170 30 0 0 10 

      1991 to 1995 1285 140 20 50 10 25 20 105 15 0 0 0 

      1996 to 2000 385 65 35 35 25 0 20 70 10 0 0 0 

    2001 to 2006 280 60 10 10 15 0 10 135 0 0 0 25 

  Non-perm residents 10 0 0 0 0 0 0 20 20 0 0 0 

Whitchurch-Stff. 65+ 85 50 0 0 0 10 0 0 10 0 0 0 

  Non-immigrants 0 0 0 0 0 0 0 0 0 0 0 0 

  Immigrants 85 50 0 0 0 10 0 0 10 0 10 0 

    Before 1991 70 35 0 0 0 0 0 0 10 0 0 0 

    1991 to 2000 20 10 0 0 0 0 0 0 0 0 0 0 

      1991 to 1995 20 0 0 0 0 0 0 0 0 0 0 0 

      1996 to 2000 0 10 0 0 0 0 0 0 0 0 0 0 

Aurora Age 65+ 60 50 40 10 25 30 0 35 0 15 10 0 

  Non-immigrants 0 0 0 0 0 0 0 0 0 10 0 0 

  Immigrants 55 50 40 10 30 40 0 25 0 10 10 0 

    Before 1991 25 35 40 10 25 30 0 10 0 10 10 0 

    1991 to 2000 20 10 0 0 0 0 10 25 0 0 0 0 

      1991 to 1995 10 0 0 0 0 0 0 0 0 0 0 0 
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      1996 to 2000 20 0 0 0 0 0 0 10 0 0 0 0 

    2001 to 2006 10 10 0 0 0 0 0 10 0 0 0 0 

Newmarket  Age 65+ 155 130 85 45 0 80 15 45 0 15 20 65 

  Non-immigrants 10 0 0 0 0 0 0 0 0 10 0 0 

  Immigrants 145 130 80 45 0 80 15 35 10 0 20 65 

    Before 1991 75 95 75 25 0 65 10 20 10 10 20 45 

    1991 to 2000 45 15 0 10 0 0 0 10 0 0 0 20 

      1991 to 1995 40 0 0 10 10 0 0 0 0 0 0 0 

      1996 to 2000 0 15 0 10 0 0 0 10 0 0 0 20 

    2001 to 2006 20 10 0 10 0 10 0 0 0 0 0 0 
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