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Introduction and Summary of Findings

What are the experiences and needs of older refugees living in Victoria?
Currently in Australia, there is a focus on “ageing in place” and an emphasis on
supporting older people to remain in their homes and communities for as long
as possible. However, the reality for many older people who have come to
Australia as refugees is that they face “ageing out of place”. For recently arrived
older refugees in particular, the experiences of forced displacement, torture and
trauma, are layered on top of the challenges of growing old in a new country.
This report describes Victoria’s ageing refugee population and explores their
needs for, and access to, community health and support services.

The state of Victoria receives approximately 30% of Australia’s refugee intake.
Between 1996 and 2005, 85,604 people arrived in Australia on Humanitarian
visas. They came from more than 50 different countries and ranged in age from
less than a year to over 8o years of age (see Appendix 1). Since 1996, the
proportion of refugees from different regions has varied (see Figure 4.1) with
fewer coming from Europe and an increasing number coming from Africa. It is
estimated that there are currently at least 4,241 people from refugee
backgrounds living in Victoria over the age of 40 years, who have arrived since
1996. While these numbers are small compared to other migrant groups and to
refugees from other age groups, the needs of this group are large. Their small
numbers and high levels of need pose a challenge to health and community
services because many of these refugee communities have neither the capacity
nor the resources to support their elderly, or to lobby for appropriate care
services.

Aims and Objectives of the Research

This research project was undertaken with the aim of scoping the health and
wellbeing needs of Victorian Seniors from refugee backgrounds, and reviewing
their access to community health and support services. The focus is on smaller
and more recently arrived communities as these are the groups on which there
is the least information and which are likely to be the most vulnerable. Research
has previously been done into the needs of older refugees from the Polish and
Jewish communities who arrived in Australia after the Second World War (Joffe,
1996; 2000; 2003; Drozd et al. 2004), and into the needs of the Vietnamese
and Cambodian communities (Silove et al., 1995; Steel et al., 2002; Tran, 1990;
Thomas, 1999b)’. However, although these communties share some of the
experiences of torture, trauma, displacement, and the subsequent complications
of ageing with more recently arrived refugee communities, their experiences of
resettlement will have been different.

1. Extensive research has also been conducted internationally into the effect of trauma and torture
on ageing Holocaust survivors, and, to a lesser extent, on survivors of the Cambodian genocide.
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The findings of this research are intended to provide policy makers, service
providers and organisations working with refugees, with an overview of the
broad issues affecting refugee seniors as well as detailed information on the
needs of specific communities in Victoria.

The project objectives include:

— a review of the literature on refugee seniors,

— profiles of seniors from key refugee communities in Victoria,

— areview of aged care services available to these communities,

— identification of innovative models for addressing the needs of refugee
seniors, drawing on examples from Australia, and other resettlement
countries,

— identification of areas for further research.

Due to the limited time frame for the research, information on the refugee
communities was gathered from consultations with community workers rather
than refugee seniors directly.

The overview of services is focused on the Home and Community Care (HACC)
program and is intended to supplement work being carried out under the
Department of Human Services’ Culturally Equitable Gateways Strategy (CEGS)
for seniors from Culturally and Linguistically Diverse (CALD) backgrounds.

Scope of the report

The report provides a broad overview of the issues affecting refugee seniors in
resettlement contexts, together with detailed data on specific refugee
communities in Victoria. Chapter 2 provides a review of the available literature
on refugee seniors in Australia and other resettlement countries. The
community profiles in Chapter 9 include demographic data on the size, age and
gender structure, language proficiency, and settlement patterns of each refugee
community. They also provide details of the circumstances of displacement, the
resettlement context, cultural context, health and wellbeing issues, and beliefs
and norms regarding the health care and support for seniors in each of the
communities. Twenty refugee communities, identified as having the most
vulnerable and least well serviced seniors, are profiled.

Data on the availability and use of services by refugee seniors is presented in
Chapter 4 and Appendix 2, together with an analysis of the key barriers to
accessing services for refugee seniors.

Drawing on data gathered from consultations with community workers, a
discussion of the key issues affecting refugee seniors in Victoria is provided in
Chapter 5. Innovative models for addressing such needs, drawn from state,
national and international examples are presented in Chapter 6. Chapter 8
provides a discussion of issues that warrant further consideration in relation to
how refugee seniors’ needs might be better met and how barriers to accessing
services might be overcome in Victoria, and points to areas for further research.

It is intended that this report will be used as both an introduction to the general
issues affecting refugee seniors, and as a resource for service providers in
Victoria. It is hoped that policy makers will use the report as a resource in
planning for service provision and take on board the issues for consideration in
Chapter 8 when reviewing strategies for improving access to HACC services.



CHAPTER 1: INTRODUCTION AND SUMMARY OF FINDINGS

Whilst all efforts have been made to ensure that the data provided is as accurate
as possible at the time of writing, it should be noted that more detailed research,
including interviews with refugee seniors and consultations with families and
communities, is recommended before specific service innovations are begun.

Summary of Key Findings and Issues for further Consideration and Research

The key finding from both the literature review and the consultations carried
out in this research is the extreme vulnerability of refugee seniors. Their
refugee experiences and the challenges they face as older people in a
resettlement context put them at especially high risk of social isolation and
mental illness. The low numbers of seniors in many of the more recently
arrived refugee communities, and the difficulty of identifying them in census
and settlement data, further increases the risk that their needs will be
overlooked.

Older refugees and their families face numerous challenges which vary
according to their refugee experiences, the age at which they arrived in
Australia, the length of time they and their community have been in Australia,
and the resources within their community. Some of these challenges are
detailed in the country-specific sections in Chapter 9 of this report. Within this
variety, it is possible to identify a common is set of key issues affecting the
health and wellbeing of many refugee seniors. These include:

— social isolation,

— mental health vulnerability,

— the expectation of family care,

— cultural barriers to using aged care services,

— lack of knowledge of services,

— fear of using services,

— lack of ethno-specific services.

Numerous detailed responses to these issues are needed at the various levels of

service provision and community development, and more work is required to

identify the specific challenges facing each of the communities. On a broader
level, several suggestions for meeting some of the more common issues arose
from this study. They are discussed in detail in Chapter 8 but can be
summarised as follows:

— Recognising that refugees often require aged care services at a younger age
than other populations would help to ensure that they have access to the
services they need at the appropriate time.

— Improving access to information about aged care services among refugee
communities would help older refugees and their families make informed
choices about using the various care options.

— Improving the links between refugee settlement services and the aged care
sector would also help to ensure that older refugees are informed about, and
better able to access appropriate services.

— Marketing aged care services as complementing rather than replacing family
care would help over come some of the cultural barriers to using aged care
services.
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— Sensitizing aged care workers to the specific needs of older people who have
experienced torture and trauma would enable services to be more responsive
to the needs of refugee seniors.

— Improving the accessibility and accuracy of data on the number and
whereabouts of refugee seniors would assist service providers in identifying
and meeting their needs.

— Building and strengthening the capacity of refugee communities to advocate
for and support their elderly would increase the availability of suitable care
options and improve access to other service providers.

— Ensuring older refugees have access to suitable English language tuition
would help to improve their knowledge of, and access to a greater range of
services, and help overcome social isolation.

— Greater opportunities for people from refugee backgrounds to access
training, employment and voluntary positions within the aged care services
would help to overcome the shortage of bi-cultural workers available to care
for older refugees.

In order to address some of these issues, further research is also required.

Potential research topics arising from this study are discussed in Chapter 8 and

include:

— Research into the specific needs of elderly torture and trauma survivors, and
their carers,

— Research into other models of care for refugee seniors,

— In-depth research with refugee seniors themselves.

The findings of this report suggest that meeting the complex needs of refugee
seniors is a process that requires the engagement of individuals and
organisations at all levels, from community based organizations, up to state and
federal governments. As a small and vulnerable group within an already
marginalised minority, older refugees have specific needs that need to be
addressed with care and sensitivity. Having survived some of the worst
experiences imaginable in their early lives, they surely deserve the dignity of a
comfortable and healthy old age.



Refugee seniors living in a resettlement context:
A review of the literature and key issues

Defining a Refugee Senior

Who is a refugee?

The United Nations High Commission for Refugees formally defines a refugee
under the 1951 Refugee Convention as a person who “owing to a well-founded
fear of being persecuted for reasons of race, religion, nationality, membership of
a particular social group, or political opinion, is outside the country of his
nationality, and is unable to or, owing to such fear, is unwilling to avail himself
of the protection of that country”. The UNHCR works to protect refugees in the
countries where they first seek asylum, and to resettle them in third countries
where this is considered the best way of ensuring their long-term protection and
security. A number of countries, including Australia, accept refugees for
resettlement and in doing so commit to providing them and their families with
access to civil, political, economic, social and cultural rights similar to those
enjoyed by nationals (UNHCR, 2004). Refugees who come to Australia under
the UN resettlement program are identified and referred by the UNHCR, and
come under the ‘refugee’ or ‘women at risk programs. In addition to UN
recognised refugees, Australia also accepts a number of refugees under a
Special Humanitarian Program. Individuals under this program are recognised
as having been subject to substantial persecution amounting to gross violation
of their human rights and must be living outside their home country. The latter
category must have their applications proposed by an Australian citizen,
permanent resident or organisation. Both Special Humanitarian Program and
UN refugees are offered resettlement services including health care, language
tuition, translation services, housing and social security (UNHCR, 2004).
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Individuals who arrive in Australia seeking asylum or who seek protection after
entering the country on tourist visas, are considered ‘unlawful arrivals’ and are
subject to mandatory detention. If, following consideration of their application,
they are found to be refugees, they are offered temporary protection visas
(TPVs) and are entitled to access health and welfare services. TPV holders may
subsequently be granted permanent protection visas, in which case they become
eligible for the full range of settlement services.

Refugees on permanent protection visas are entitled to propose members of
their family for resettlement under the ‘split family provisions of the
humanitarian program if they are in immediate danger of human rights abuses.
Alternatively, relatives can be sponsored by family members through the family
stream of the migration program.

When considering the needs of refugee seniors, it is worth remembering that
people who have had refugee-like experiences, including being forcibly
displaced, experiencing loss and trauma, and in many cases also experiencing
torture, come to Australia on a range of visa types, not all of which are
humanitarian visas. Thus, in many contexts, it is more appropriate to consider
communities who have come from refugee source countries rather than
limiting the definition to those on refugee visas.

Who is a senior?

Definitions of ‘aged’ and ‘senior’ vary greatly between countries and cultures,
and are an important area to explore in relation to refugees. The UNHCR
defines ‘older’ according to life expectancy in the region from which refugees
originate, allowing for enormous variation between countries in the developing
and developed world (Bartolomei et al., 2003). In some cultures, chronological
age is not recorded or known, and a person is considered an ‘elder’ from the
birth of their first grandchild, even if this is in one’s thirties (Chenoweth and
Burdick, 2001). In other cases, social status or physical agility determine the
definition. These variations in the understanding of the term have implications
for refugees who find themselves categorised by their chronological age in
resettlement countries and assessed on this basis for entitlement to pensions,
health care and income support. As Chenoweth and Burdick point out, “some
elder refugees are surprised to learn that they are not considered old by their
new country’s standards, and [that] they are expected by society and public
assistance rules to work and be self-sufficient” (ibid.).

The social status of ‘elders’ and the differences in their roles and duties in
different cultures can have a significant impact on older refugees in a
resettlement context. Older people from many non-western countries, are often
shocked to discover that in their country of resettlement, age does not
necessarily confer the respect and status accorded to ‘elders’ in their own
culture. They are likely to experience this difference particularly harshly if their
children and grandchildren adopt the attitudes of their resettlement country
(Bartolomei et al., 2003).
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Circumstances of Forced Displacement, Flight and Resettlement

Refugees who arrive in Australia have had a wide range of experiences that have
caused them to flee their home countries and seek protection. Some will have
been tortured or unlawfully imprisoned, others will have experienced bombing
or the violence of war. Others still will have suffered years of surveillance,
discrimination and prejudice. Many refugees flee their homes at short notice
with little idea of where they are going and whether or not they will return.
Family members often become separated and individuals can endure enormous
hardships and face extreme risks as they travel in search of safety. Many
Southeast Asian refugees in Australia fled their countries by boat and were
attacked by pirates or shipwrecked. African refugees will often have travelled
great distances on foot and gone long periods without food or shelter.

Many refugees will have spent some time in refugee camps prior to
resettlement in Australia. Although officially places of sanctuary, these camps
are often extremely basic and living conditions are harsh. Even in camps under
the auspices of the United Nations, food, shelter and water are often scarce and
personal safety is not always guaranteed. Women in particular are at risk of rape
and sexual abuse in refugee camps, and are especially vulnerable if they have to
leave the camps, for example to collect fire wood or water. Older people and
children are often at risk of contracting diseases, especially if they are weakened
from traveling long distances or from poor nutrition. In regions such as
Southeast Asia or the Horn of Africa where conflicts have lasted many years,
some refugees will have spent ten or more years living in camps awaiting
resettlement.

Selection for resettlement depends on a variety of factors including age and
health status. Older refugees are usually resettled under the family reunification
program, but as the UNHCR notes, they are sometimes reluctant to move and
may choose to remain in their first country of asylum, which tends to neighbour
their home country and have factors such as weather, language and culture in
common (UNHCR, 2004). Refugees who are selected for resettlement rarely get
to choose which country they go to. Children and elderly parents will usually be
reunited with family members who have already been resettled, but in some
cases, families may find themselves scattered across two or three resettlement
countries.

In all these ways, the experiences of refugees differ greatly from those of
migrants who choose when to leave, where to settle, and leave knowing they can
return. Although they may experience similar difficulties due to language
barriers and a lack of knowledge about their new country during resettlement,
migrants do not carry the burden of trauma or the concern about family
members still in situations of danger, which both have significant impacts on
refugees’ abilities to rebuild their lives (Pittaway, 1999).
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Being a Refugee Senior in a Resettlement Context

Research into the mental health of refugees has identified older adults as a
particularly vulnerable group during the resettlement period (Porter and
Haslam, 2005). Other studies have noted the several layers of ‘jeopardy’ or
difficulty faced by older people who have resettled in new countries. Norman,
researching migrants in the UK, identifies the ‘triple jeopardy of being old,
poor and from an ethnic minority community (Norman, 198s). The fourth
jeopardy of gender was identified by S. Ebrahim (Ebrahim, 1992), and
Bartolomei et al. identify the multiple jeopardies of trauma, loss of home and
‘ageing in the wrong place’ which are added to this for refugees (Bartolomei et
al., 2003). As Chenoweth and Burdick point out, in addition to the challenges
faced by all older people, such as adjusting to retirement and a lack of
independence, and needing to review one’s life and accept the proximity of
death, older refugees have to do all of these in an unfamiliar environment
where they may feel isolated and alienated from both their own culture and that
around them (Chenoweth and Burdick, 2001).

The age of a refugee on arrival in their country of resettlement will be crucial in
determining their experience of resettlement. Those who arrive in middle age
and have time to become familiar with their new country, and to understand its
structures and culture, tend to cope better with the experiences of ageing than
those who arrive in old age (Bartolomei et al., 2003). Those who arrive later in
life may also suffer culture shock in a more negative way, as they are more likely
to have stronger ties with their own cultures and be less flexible in their outlook.
The feeling of ‘ageing in the wrong place’ and in a way that had not been
anticipated earlier in life is strong and often disturbing for older refugees (ibid).

Certain features of the experience of being a refugee senior recur in much of
the literature and were evident in the findings of this research. Some of them,
such as the loss of independence, are common to many older people, but are
experienced more acutely by refugees and migrants. Others, such as social
isolation, are more specific to migrants and refugees and have a potentially
more serious impact on their health and wellbeing. The following issues are
central to the experience of refugee seniors in a resettlement context:

Social isolation was mentioned repeatedly by interviewees in this study as a
major issue affecting older refugees and as a priority to be addressed in
attempting to improve their health and wellbeing. This is reflected in the
literature on refugee seniors which also analyses some of the contributing
factors to the problem.

Refugee seniors experience the barriers to social integration common to

refugees of all ages. These include:

— Limited proficiency in English,

— An internalised fear and suspicion of others, resulting from prolonged
exposure to persecution and corruption in their countries of origin,

— Limited familiarity with social conventions in Australia,

— Lack of understanding of the needs of new arrivals in the wider community
and in some cases racism and xenophobia,

— Barriers to participating in education and employment which provide natural
opportunities for social connection,
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— Lack of awareness of forums and opportunities for social connection in
Australia. (This is particularly important as many new arrivals will have
originated from countries where social connections are made informally in
public spaces such as streets and markets),

— Limited financial capacity to participate in social and recreational activities.
(Rice, 1999 and VicHealth, 2003).

However, as older people, these are compounded by the additional barriers of:

— physical limitations which may affect their use of public transport,
(Bartolomei et al. 2003),

— memory loss,

— low literacy,

— lack of confidence.

Individuals will vary in the degree to which they are affected by these barriers,
and depending on their country of origin and the extent of their community
structures and networks in Australia, will be affected by some of these barriers
more than others. However, for many older people from more recently arrived
communities, all of these barriers will be pertinent, especially to older people
who are not able to work.

A factor that arose from this research and is also prominent in the literature, is
the importance of housing in determining social connectedness for refugee
seniors in Australia. Bartolomei et al. note that housing commission
accommodation is often not appropriate for the larger extended families of
many refugees, and older people sometimes find living with their children and
grandchildren in cramped conditions stressful and frustrating (Bartolomei et al.
2003). For those who want to live near but not with their families, the reality of
‘intimacy at a distance’ is sometimes difficult to achieve when families are on
low incomes and dependent on government housing. For families who are
struggling to support themselves, and find their way around the systems of their
new country, an older relative living one or two suburbs away can easily become
isolated and neglected. Accommodation in inappropriate areas is also a problem
if older people feel they are unsafe. Past experiences of trauma can cause older
people to become very frightened if they feel their personal safety is at risk
outside the home, and may lead to them becoming housebound (Bartolomei et
al., 2003).

The majority of refugees in Australia are resettled in urban areas where there is
a greater density of public housing and organisations offering integration
support. For refugees from rural backgrounds, and particularly older refugees,
the transition to urban life can be difficult and painful, and result in feelings of
isolation and alienation. Those who have lost their traditional social networks
may feel they are “villagers without a village” (Rowland, 1991) and this can affect
their sense of identity, especially if they feel their social status is not recognised
or is lost. Their ability to cope with this loss is also hampered because they no
longer have the networks of friends and peers they would usually rely on for
emotional support (Bartolomei et al., 2003). Several community workers
interviewed as part of this research, noted that older refugees often missed the
opportunities for social interaction they were familiar with in village life, and
found the ‘closed door’ culture of Australia very strange and alienating.
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The inability to speak the language of the country of resettlement is a key issue
for the wellbeing of older refugees. It intensifies the experience of isolation and
alienation, compounds dependence on family, and can seriously affect levels of
self esteem. A refugee respondent quoted in Bartolomeli, et al. describes her lack
of English as “like living in the dark”. Inability to communicate can make older
refugees afraid to go out alone and can severely limit their knowledge and use
of services.

Younger refugees will often need to learn the language of their host country for
work or school and will have opportunities to use and practice it. Older refugees
who are not working will not have this urgency and many are reported to feel
that they are too old or that it is too late for them to learn (Bartolomei et al.,
2003). For those who choose to learn, the ongoing impact of trauma can mean
concentration is difficult and many older refugees do not like learning in a
classroom setting with younger people because they are embarrassed to ask
questions or to be seen to be slow. Research from the Unites States has shown
that older refugees also tend to dislike having teachers younger than themselves
and will often drop out of classes if they feel uncomfortable (Chenoweth and
Burdick, 2001).

Whilst most older people experience a gradual loss of their independence due to
declining physical and mental health, it is a commonly noted fact in the
literature on refugee seniors, that they experience the loss of independence as a
sudden occurrence when they arrive in their country of resettlement
(Chenoweth and Burdick, 2001). Refugee seniors, who are usually resettled
under the family reunification program, tend to find themselves heavily
dependent on their families for everything from money to translation and
transport. Those who are too young to receive a pension but too old to find
work, can find it demeaning to be entirely financially dependent on their
children, and even dependence on the state can cause feelings of uneasiness
and shame (Bartolomei et al., 2003).

Fear of using public transport and of being out of the house alone in an
unfamiliar environment can lead to older refugees becoming dependent on
younger members of the family for transport. For families busy with work and
schooling, the needs of older relatives to leave the house is not always a priority,
and older relatives risk becoming trapped in the home (Chenoweth and
Burdick, 2001).

Such sudden and complete dependence on family often causes feelings of
uselessness among older refugees, and much of the data gathered in this
research suggests that concern with being a ‘burden’ is a common experience.
For older men who are used to heading the household and supporting family
members, the role reversal in financial and practical dependence can come as
an especially painful and difficult shock (Bartolomei et al., 2003). As well as the
loss of their financial and practical independence, many older refugees also lose
their roles as advisers and arbiters as a consequence of resettlement. Where
they had once been the guardians of tradition, they suddenly find their
knowledge and experience obsolete (Chenoweth and Burdick, 2001), and anxiety
about their diminished authority in the family and society can lead to older
family members becoming autocratic and bullying (Thomas in Rice, 1999).
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Positive experiences of Bartolomei et al. in their research with refugee seniors in New South Wales,

being an older refugee

discovered that although refugee seniors face many difficulties in the course of
resettlement, they are often also keen to highlight the positive aspects of living
in Australia (Bartolomei et al., 2003). The most commonly expressed
sentiments in this regard are the feeling of freedom and the experience of peace
in contrast with the countries they had fled. Government welfare services and in
particular pensions and health care are also regarded positively, and many older
refugees express their gratitude for the assistance they are offered. Research
among community workers in Melbourne uncovered similar sentiments of
gratitude for services, including a feeling among some refugee seniors that they
had received so much help with resettlement they could not accept any more
government services, such as home care for the elderly.

Family and Forced Displacement

Families are often separated for long periods during forced displacement and in
many cases family members are lost or killed. The desire to reunite families is
usually extremely strong among refugees and many younger refugees who
arrive in Australia strive to bring their older relatives to join them through the
family reunification migration program. The expectations of family unity and
harmony after long periods of separation and suffering are often high, but the
reality can sometimes be cause for disappointment and upset (Rousseau et al.,
2004).

As mentioned above, older refugees who join their families in resettlement
countries, have often lost their normal social networks, and the family therefore
becomes their principle locus of social and emotional interaction and support.
The most commonly recorded experience among refugee seniors following
family reunification, is that of role reversal, in which older relatives who would
normally act as guardians and advisors to younger members of the family,
become dependent on their children and grandchildren. This role reversal is
exacerbated when older parents join children who have been in the resettlement
country for some time and the sudden clash of expectations and cultures can be
devastating. Older refugees sometimes feel they have been “robbed of their
children and grandchildren” by the new society they find themselves in,
especially when the younger generations no longer recognise, respect or uphold
traditional practices or cannot communicate in their grandparents’ language
(Schweitzer, 1991). As a consequence, older people can often feel rejected and
unvalued, and at the same time constrained by their on-going financial and
emotional dependence.

For older refugees who have experienced trauma or torture, the clash of cultures
within the family can be heightened if younger relatives who did not experience
such events, do not understand the impact this type of experience can have on
their mental health. Older refugees trying to reappraise their lives may be
haunted by memories of past trauma which can influence their behaviour and
attitudes. Their trauma experiences may make them overprotective of their
family, and younger family members may rebel against or reject their older
relatives’ instinct to protect them (Bartolomei et al., 2003). The pain caused by
this misunderstanding can compound the already fragile mental health of some
older refugees and lead to more severe conditions.
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The financial pressures on refugee families during resettlement often require
them to take on work that involves long or irregular hours away from the family
home. The need to care for children in a new environment is also time
consuming, and the middle generation may find they have limited time
available for their older parents. This inevitably leads to both tensions and
anxiety for older relatives who may feel they are being neglected (Chenoweth
and Burdick, 2001). Bartolomei et al. identify the difference between ‘caring
about and ‘caring for’ as key to understanding the difficulties which are often
experienced in refugee families with older relatives (Bartolomei et al., 2003). In
many cultures from which refugees originate, ‘caring about’ ones relatives is
generally expressed through ‘caring for’ them during times of illness or in old
age. In Western cultures these concepts are separated out by the use of third
party carers who ‘care for’ family members. Adult refugees who have spent
some time in Australia may accept that ‘caring about’ does not necessitate
‘caring for’, but this will often be an anathema to their older relatives who hold
more traditional beliefs regarding familial duties. The potential for
misunderstanding on this issue can have serious consequences for the
wellbeing of older refugees and their relationships with their families.

The conflict that can occur between the generations in a refugee family as a
result of the issues mentioned above, can be extremely damaging to family
unity and can sometimes lead to older people choosing to move out of the
family home. Bartolomei et al. report that although this is not normative in
many societies from which refugees originate, it is not uncommon following
migration (Bartolomei et al., 2003). As discussed above, family break-down
causes knock-on problems in relation to housing and transport, and heightens
the potential for social isolation and mental illness among the elderly.

Despite the risks of family reunification, it is nevertheless an overwhelming
priority for most refugees following resettlement. Elderly refugees are known to
experience severe anxiety as a consequence of having children remaining in the
countries from which they have fled, anxiety which can be compounded if
family unity in the country of resettlement is also under threat (Thomas, 1999a;
Bartolomei et al., 2003). In some cases of course, family reunification is
successful, and elderly relatives feel they have a useful role to play in assisting
with the care or education of grandchildren. Barolomei et al. report that
although in some instances grandparents can feel exploited if they are expected
to provided full-time child care, in many cases this reciprocal care can give older
relatives a sense of purpose and improve their self-esteem (Bartolomei et al.,
2003).

Gender Specific Issues

The refugee experience necessarily varies between people from different
countries of origin, and people of different age and gender, but little work
appears to have been done on how gender impacts on the experience of older
refugees or on how it influences the experience of resettlement. Whilst
generalisations do not give an accurate picture of the complexities and diversity
of the refugee experience, there are certain themes related to gender which
recur in the literature and research.



CHAPTER 2: REFUGEE SENIORS LIVING IN A RESETTLEMENT CONTEXT

One theme mentioned in the literature and expressed by interviewees in this
study, is that men and women from refugee backgrounds often have different
experiences of resettlement based on their expectations of employment. Refugee
men coming from patriarchal societies where they are expected to head the
household and provide an income, often find the loss of social status
experienced as a result of unemployment or having to take low skilled jobs,
particularly difficult to deal with. Women from these communities, who are
used to working in the home and can continue to perform familiar domestic
tasks, are thought to suffer less from this loss of status and sense of
uselessness. The risk they face is that of isolation and depression if they remain
in the home and have no social contact outside the family (Chenoweth and
Burdick, 2001).

Another theme arising in the literature and from the research, is a feeling
among some refugee men that Australia is “a woman's country” in which the
law favours women by allowing them to divorce, and by offering them means to
leave their families, such as women's refuges (Bartolomei et al., 2003). Some
research has also demonstrated that men who have experienced or witnessed
torture are more likely to use domestic violence in the home (Pittaway, 1999)
and women are less likely to tolerate this in countries of resettlement once they
discover that they have legal rights to protection.

Women and children make up a vast majority (80%) of the world’s refugees and
an estimated 80% of female refugees are likely to have been raped or sexually
abused (Pittaway, 1999). Many women do not disclose incidents of rape as part
of their refugee claim, for fear it will jeopardize their application. Many also do
not tell their husbands for fear of rejection (ibid). The burden of shame and
trauma this can create is an additional source of anxiety and stress for older
refugee women, on top of the other factors common to the refugee experience.

Cultural Issues

The ‘culture shock experienced by all migrants and refugees on arrival in a new
country can be a particularly overwhelming experience for older people.
Maintaining some cultural continuity after resettlement is especially important
for older refugees who are likely to already suffer from trauma and for whom
displacement was forced rather than chosen. Findings from the research with
recently arrived refugee communities carried out in this study, and evidence in
the literature, indicate that establishing and maintaining contact with people
from similar cultural backgrounds who share one’s values and speak the same
language, is a high priority for older refugees and is viewed as critical to
ensuring their wellbeing (VicHealth, 2003). The importance of maintaining
these networks among older migrants is borne out by the large number of
ethno-specific senior citizens’ clubs offering cultural activities in the more
settled migrant and refugee communities (see Appendix 2).
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Some of the most important cultural practices for many communities are
related to religion. Religion plays a central role in cultural identity for many
older refugees and is a crucial factor in maintaining a sense of community,
continuity and stability (Bartolomei et al., 2003). Places of worship are often
important focal points for older people and sometimes the only places outside
the family where they have a sense of belonging to a community. It is important
that cultural services for older refugees incorporate religious institutions and
leaders if they are to be seen as appropriate by their target community
(Bartolomei et al., 2003).

Although refugees in Australia come from a wide range of cultural and religious
backgrounds, many of them have more in common with each other than with
mainstream western culture. Common features of many of the cultures from
which refugees originate include unconditional respect for elders, the
importance of the family unit, and clearly prescribed gender distinctions. Whilst
other cultural practices, including religion, clearly differ between refugee
communities, these key similarities mean that the experiences of resettlement
in Australia, especially for older refugees, are often remarkably alike. Details of
the specific cultural factors that are relevant to the resettlement experiences of
seniors from different refugee communities are provided in Chapter 9.

Cultural attitudes towards health, and particularly mental health, are important
factors in resettlement in western countries. Western understanding of health
and mental health can seem very alien for refugees from non-western cultures
and this will affect how they interact with and use medical and social services.
As Trang Thomas notes, “mental health symptoms are not readily reported in
many cultures. Southeast Asians have been found reticent to mention
psychological symptoms, and would rather report physical symptoms and bodily
discomforts such as feeling chilly or skin problems” (Thomas, 1999b). The lack
of distinction between physical and mental illness is common to many cultures
from which refugees in Australia originate, and treatment such as counselling
or psychotherapy are often unfamiliar. As research for this study revealed, many
older refugees are reluctant to give up their culture-specific understanding of
health and are consequently wary of using Australian health services.

Whilst culture clearly plays a crucial role in the success or otherwise of refugee
resettlement, other factors such as the length of time a community has been in
Australia or the political divisions within a community, also have important
influences on the resettlement experience.

Health and wellbeing issues affecting refugee seniors in resettlement

One factor that all refugees have in common, whatever their country of origin,
is the experience of displacement and exposure to high levels of stress or
trauma. The long term impact of trauma, combined with the effects of long
periods of hardship, poor nutrition, disrupted healthcare and education, and
exposure to disease, has serious implications for the physical and mental health
of refugees following resettlement (VFST, 2004). When the natural decline in
health that occurs with ageing is also a factor, the potential for serious mental
and physical health problems is high.
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The psychological disorders caused by exposure to trauma and displacement,
include diagnosable disorders such as post traumatic stress disorder (PTSD),
depression, and anxiety disorder. In old age the symptoms associated with these
disorders can be exacerbated by, or mistaken for, the onset of natural mental
decline. Studies with Holocaust survivors have shown that in many cases the
identification of ‘senile dementia’ in refugees is in fact a mistaken diagnosis of
unresolved PTSD that had been suppressed until retirement, or other
circumstances, allowed time for reflection and contemplation of earlier trauma
(Wilson, 1990 quoted in Pittaway, 1999).

In addition to clinical disorders, trauma and displacement can have a more far
reaching impact on the everyday lives of refugees. Many find that their ability to
concentrate and learn is diminished or that their sleep is disrupted by
nightmares and anxiety. Other common experiences include feelings of guilt for
having survived, an inability to trust people other than close family, and a loss of
meaning and purpose (VFST, 2004). For older refugees, these symptoms are
likely to be experienced in the context of also feeling isolated and alienated, and
of ‘ageing in the wrong place’. Without the distractions of work or domestic
duties to occupy them, and isolated from their usual social support networks,
older refugees are at a higher risk of developing more serious psychological
disorders as a result of trauma (Parker and Haslam, 2005).

Refugee mental health needs cannot solely be attributed to pre-arrival trauma.
Research has found that the symptoms of torture are more pronounced in those
who migrate from their country of origin (Ater, 1998) and a recent study of
Somali refugee women in Australia, found that the majority attributed their
ongoing emotional distress to the everyday realities of family separation, loss of
community cohesion, marginalisation and isolation that often characterise the
resettlement experience (McMichael, 2003). For older people in particular, the
resettlement process can be an especially stressful and painful time, marked by
family conflict and social isolation, which can lead to mental illness.

The high risks of suffering psychological disorders among older refugees are often
coupled with a low likelihood of having them treated (Rice, 1999). Unwillingness
to acknowledge mental health problems, low exposure to or understanding of
health care services, and the possible fear or mistrust of medical practitioners,
means older refugees are often unlikely to seek or accept treatment. A lack of
understanding of the relationship between trauma, stress and mental health also
means the families of older refugees may not pick up on symptoms, and may
struggle to understand and cope with mentally ill elderly relatives.

In addition to the psychological impact of trauma and displacement, some
refugees also suffer on-going physical symptoms resulting from torture, war
injuries and hardships endured during displacement. Old injuries and long
term conditions tend to worsen with advancing age and result in refugee
seniors having age-associated frailties or disabilities earlier in life. Resettlement
and a change of climate and diet can also affect the physical wellbeing of older
refugees. Research for this study found that high levels of diabetes and high
blood pressure were reported among the elderly in many refugee communities,
as were high incidences of colds and influenza.
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Health service and support needs of refugee seniors

Research carried out in 1996 into the use of health and support services by
seniors from small ethnic communities in Australia identified both their
vulnerability and low visibility (Barnett et al., 1996). Both factors stem from the
fact that minority communities are generally too small to have the necessary
resources to attract policy makers and service providers’ awareness of their needs,
and from the fact that their limited numbers make service providers reluctant to
consider them for ethno-specific services (ibid.). As a minority within a minority,
refugee seniors are at high risk of both low visibility and vulnerability. More
recent research has found that very few service providers recognise the needs of
refugee seniors as distinct from the needs of other migrant groups, and thus
rarely have policies in place to meet them (Bartolomei et al., 2003).

The low visibility and vulnerability of refugee seniors is also related to factors
other than the size of their communities. In common with migrants from
countries with non-western health care systems, many refugees lack knowledge
and understanding of the available aged care services in Australia, and for the
many refugees who come from developing countries, even the concept of aged
care may be unfamiliar. In addressing this, the issue of language is also
pertinent, as many older refugees are unlikely to speak English, and may not be
literate in their own language (Barnett et al., 1990). If this is compounded by
social isolation, informing refugee seniors of available services can prove very
difficult.

If the first key issue in meeting the health care needs of refugee seniors is to
address their knowledge and understanding of services, the second most
important issue is to address the cultural barriers preventing them from using
these services. The expectation among many refugee communities that family
members should provide care for the elderly, is perhaps the most widespread of
these barriers. For refugee communities who have previously experienced
surveillance or persecution at the hands of state authorities, the expectation of
family care is combined with a fear of allowing workers from government
agencies and even medical professionals, to become closely involved in the care
of family members. Although refugee families are often over burdened with the
practical needs of resettlement and may struggle to find the time to care for
their elderly relatives, the conflation of ‘caring about and ‘caring for’ which may
determine family care duties, can produce strong opposition to utilising aged
care services. Traditions of family privacy which exist in many of the Asian
societies from which refugees come to Australia, are another cultural barrier to
the use of residential and home care services, and also militate against the take
up of respite and carer support services. In addition, the embarrassment and
shame associated with mental illness, which are common to many refugee
communities, mean psychological disorders in refugee seniors are likely to go
unreported and untreated. For these reasons, formal aged care models involving
residential, home and respite care are often considered inappropriate by refugee
communities, and addressing their needs requires a flexibility in service delivery
that allows for family and the community to play a central role (Barnett et al.,

1990).
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The one type of aged care service which is very popular among refugee seniors
and which, as described above, is vital to overcoming the problems of social
isolation, is that which allows for organised social gatherings of seniors from
the same country or of those who speak the same language. As Barnett et al.
note, these and other services are often most successful in reaching their target
audience, and building community capacity, if they are at first built around
existing community focal points such as places of worship (Barnett et al., 1996).
Research for this study found that the vast majority of people who worked with
refugee seniors, especially those from smaller and newer communities who lack
community structures and resources, felt that social activities would be very
popular and could play a vital role in improving the wellbeing and health of
their clients. Many stressed that transport was a major issue in organizing such
activities, but that once this is overcome, the social and emotional support
offered by such groups can have a significant impact on improving the
psychological, emotional and even physical wellbeing of refugee seniors.

Other than European refugees who arrived following the end of the Second
World War, the numbers of refugee seniors in Australia are still relatively low in
comparison with other migrant groups. However, these numbers will increase,
both as the refugee populations age, and as increasing numbers of younger
refugees bring their older relatives to join them through the family reunification
program. Innovative approaches to providing services for them will require
consultation and flexibility, at least until communities reach a critical mass at
which they can acquire ethno-specific care services or have the organisational
capacity to provide these services themselves (Rowland, 1991; Barnett et al.,
1996). As refugee seniors have health and wellbeing needs that are distinct
from those of other migrant and non-English speaking communities, and
because they are a particularly vulnerable minority, it is important that their
needs are addressed sensitively and promptly.
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Research Design and Methods

The information presented in this report was gathered over the course of 4
months, through a broad scoping of the published and unpublished literature,
reviews of relevant State and Commonwealth documents, interviews with a
range of service providers and community organizations, and analysis of data
provided by the Victorian Department of Health and Human Services, the ABS
2001 Census and the DIMIA Settlement Data Base. Given the time constraints
of the project, consultations were not carried out with refugee seniors
themselves or with their families or carers. Below, we describe in more detail
the methods of data collection and analysis.

Data Collection

Quantitative data

The quantitative data used to develop the profile of seniors from individual
refugee communities (Chapter 9) comprised six key fields. These fields and
their data sources are described in Table 3.1 below:

Profile of refugee seniors: Key fields and quantitative data sources

FIELD DATA SOURCE

Resettlement in Victoria 1996 Australian Census (ABS, 2000); 2001 Australian Census
(ABS, 2003); DIMIA Settlement Database (DIMIA, 2004)

Migration categories DIMIA Settlement Database (DIMIA, 2004a)

Languages spoken DIMIA Settlement Database (DIMIA, 2004a)

English language proficiency DIMIA Settlement Database (DIMIA, 2004a)

Age and gender profile 2001 Australian Census (ABS, 2003); DIMIA Settlement Database
(DIMIA, 2004a)

Place of settlement DIMIA Settlement Database (DIMIA, 2004a)

‘Community Information Summaries’, published by DIMIA, provided
additional data included in some community profiles. The DIMIA Settlement
Database was also used to develop the overall patterns of migration to Victoria
between 1996 and 2004 (see Figures 4.1 and 4.2).

The quantitative data used to develop the profile of HACC users from refugee-
source countries (Figure 5.1) was based on 2003-2004 datasets provided by
HACC.
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Qualitative data

Qualitative data on the health and wellbeing needs of refuges seniors was
gathered from three distinct sources:

Literature Review

Literature ranging from academic papers to government reports and service
providers’ manuals was reviewed and used to identify the principal issues
relating to the health and wellbeing of refugee seniors. As well as research
undertaken in Australia, findings from other resettlement countries including
the United States, the UK and New Zealand were reviewed and considered in
the analysis of common themes.

Interviews with service providers

State and local government authorities, as well as non-governmental
organisations providing services in the areas of aged care and support to
refugees were interviewed. Examples of the type of organisations consulted
include local council HACC service providers, Migrant Resource Centres and
the Victorian Foundation for Survivors of Torture. Information was gathered on
the needs of refugee seniors who use these services, and on issues such as the
perceived barriers to the take up of services and efforts being made to
encourage use of services among refugee communities.

Interviews with community workers

Community workers from the refugee communities identified in Chapter 9
were interviewed in order to discover the community-specific health and
wellbeing needs of seniors. Information was gathered on factors ranging from
definitions and understanding of the concept of ‘elder’, to cultural norms
relating to family structures and duties, and attitudes towards health care.

Interviews were conducted using a mixture of questions designed to elicit
specific information (such as which refugee communities used services
provided by a specific local council), and open ended questioning aimed at
enabling interviewees to elaborate on their own experiences and provide case
studies.

Due to time limitations, interviews and focus groups with refugee seniors were
not carried out, but would be recommended in any further studies in this area.

Data Analysis

Quantitative data

The analysis of the quantitative data included:

Resettlement in Victoria:

The total number of persons from each community who were living in Victoria
was compared across the 1996 and 2001 Census. The proportion of people
living in Victoria from the total Australian population of those born in each of
the refugee-source countries was also included. Line graphs are used to
illustrate the individual communities’ pattern of humanitarian migration over
time (between 1996 and 2004). These line graphs are based on all age groups.



A PROFILE OF VICTORIAN SENIORS FROM REFUGEE BACKGROUNDS

Migration categories:

Pie charts are used to illustrate the proportion of humanitarian entrants from
each community since 1996 compared with the other migration streams. This
categorisation aims to qualify both the quantitative and the qualitative data
included in the context of the refugee experience. For instance, while most
entrants from countries like Sudan have come under the humanitarian category,
recent arrivals from other countries such as Egypt, have come under the family
and skilled migration streams. Thus, it can be assumed that most in the
Sudanese community, and only a third in the Egyptian community has had
refugee-like experiences.

Languages spoken:

The main languages spoken by humanitarian entrants (between 1996 and
2004) from each of the refugee-source countries are tabled in decreasing
frequency.

English language proficiency:

The English Proficiency (EP) index is used to categorise the English language
proficiency of humanitarian entrants. The EP index is based on the proportion
of arrivals for each country of birth in the five years up to the 1996 Census who
spoke ‘good English’ or ‘English only at the Census. The EP groups are:

— EP 1: 98% or higher spoke good English or English only

— EP 2: 80% to less than 98% spoke good English or English only

— EP 3: 50% to less than 80% spoke good English or English only

— EP 4: less than 50% spoke good English or English only

Age and gender profile:

Bar graphs are used to represent the estimated population of each community
in Victoria in 2004. The graphs include total number and gender distributions
by individual age categories. For most communities, entrants under all
migration categories between 2001 and 2004 are added to the population
recorded at the 2001 Census.

Place of settlement:

The patterns of settlement by Local Government Areas (LGAs) for those aged 35
years and over who have arrived since 1996 are listed for each community in
decreasing frequency. Age was that recorded at time of entry to Australia. For
instance, those aged 35 who arrived in 1996 would be 43 years of age at 2004.
This data is also represented in map form in Appendix 3.

Qualitative data

Data gathered in the literature review was analysed in order to identify common
themes in the findings of research into the health and wellbeing needs of
refugee seniors. Research from different countries was compared, and the
findings are presented in a discussion of the key issues affecting refugee seniors
in a resettlement context in Chapter 2.

The qualitative data gathered from interviews with service providers and
community workers was analysed inductively. This involved a review of the
responses given by interviewees and the identification of common themes and
issues. These themes are cross referenced with issues arising from the literature
review in Chapter 2, and drawn out in more detail in Chapter 5.
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Data gathered from interviews was also used both as the basis for the
community profiles in Chapter 9 and in the review of the use of services by
refugee seniors in Chapter 4. The profiles in Chapter g are supplemented by
case studies from service providers and community workers.

Innovative models for addressing the needs of refugee seniors were identified
from the data gathered from service providers and are highlighted in Chapter 6.
Service providers’ recommendations for improving access for refugee seniors
are included in Chapter 8.

Limitations

Quantitative Data

Several limitations have to be acknowledged concerning the quantitative data.
First, although the data sources used here are the most reliable sources of
information regarding humanitarian entrants (DIMIA, 2004a) and overseas-
born persons living in Australia (ABS Census data), care should be taken when
using these figures. For example, it has been reported that the DIMIA
Settlement Database is undercounting records (skilled stream by 5%, family
stream by 3%, and humanitarian stream by 0.5%) (DIMIA, 2004a). Similarly,
the ABS has made some adjustments to the 2001 Census data for
confidentiality reasons where numbers are very low.

Second, as the estimated 2004 population of most communities included in the
report is based on the 2001 Census and the Settlement data between 2001 and
2004, these estimates do not take into account interstate or overseas migration,
or mortality data. In addition, the age groupings reported in the 1996-97 to
2002-03 settlement databases (i.e. 0-24, 24-34, 35-44, 45-54, 55-64, 65+) were
different from those reported in the 2003-04 database (i.e. 0-19, 20-29, 30-39,
40-49, 50-59, 60+). Some adjustments are made to the latter age groupings in
order to give an estimate based on common age categories.

The third limitation is related to the place of settlement. The data presented in
this field reflects the settlement patterns of recent arrivals for each community,
and not the place of residence of each community’s total population in Victoria.
In this context, the patterns of settlement may help to identify gaps in services
and to develop strategies for the planning and future implementation of services
as recent arrivals settle in new local government areas.

A final limitation relates to individual communities for whom some data was
not available. For example, although data on the East Timorese began to be
recorded at the 2001 Census after East Timor’s independence from Indonesia,
the DIMIA settlement database does not capture East Timor as a separate entry
within the country of birth indicator, which makes it difficult to know the
migration category distribution and the number of humanitarian entrants in
recent years. In cases like this, data was obtained from other sources including
consultations with communities and service providers.
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Qualitative Data

The gathering of qualitative data was largely limited by the amount of time and
resources available to conduct the research. Due to these restrictions, it was not
possible to conduct first-hand interviews with refugee seniors and the data,
especially in the community profiles, must be considered with this in mind. The
fact that only one or two community workers from each refugee community
could be interviewed, also has implications for the scope and quality of the data
gathered.

Data gathered from community leaders who run refugee community
organisations, needs to be considered in light of the fact that such individuals
may not be representative of the majority in their community. Community
leaders are likely to be from educated backgrounds and tend to be from a family
with higher than average social or political status. In communities where
different factions and groups do not mix, community leaders will usually only
be able to offer the opinions of one faction of the community, and may provide
limited or distorted information regarding other groups. Pride in the culture
and traditions of a community, and a sensitivity to criticism from outside, may
also discourage community leaders from discussing problems affecting their
community. Sensitive issues to do with mental health and elder abuse could
possibly be talked down or not conveyed to researchers.

Similar limitations apply to the information gathered from service providers due
to the fact that time did not allow for a comprehensive survey of all
organisations working with refugee seniors. Those interviewed could only speak
about their particular geographical area or field of service provision which again,
must be kept in mind when considering their comments on barriers to access
or suggestions for improvement.

The gender of interviewees, especially community workers, will also have an
impact on the quality of the data gathered. The majority of carers in most
refugee communities are female, and female community workers were often
able to give first hand examples of the issues they have encountered in caring
for their own elderly relatives. Male interviewees tended not to provide
information from first hand experience, but rather from their experience of
organising community events for older people. For communities where only
male community workers and leaders were interviewed, it was therefore often
the case that less detailed information on the health and wellbeing issues
affecting refugee seniors was gathered.

Due to the limitations of this research, wherever possible, literature based on
first-hand consultations with refugee seniors was consulted and compared with
the data gathered in this study. However, as relatively little research has been
done into the health and wellbeing needs of refugee seniors, some of the
literature used was over 5 years old and cannot be guaranteed to accurately
represent the current reality of a community’s attitudes and beliefs.



A profile of HACC services:
Issues for Refugee Seniors

Introduction

The Home and Community Care (HACC) program is jointly funded by Federal
and State governments. Its aim is to enhance the independence of frail older
people and disabled individuals of all ages who require help with daily living
tasks, by enabling them to remain in their homes and avoid the need for
residential care. The aversion to residential aged care among many refugee
communities makes home and community based care the obvious option for
meeting the needs of refugee seniors, and yet these services are notably
underused by this population. This chapter examines the services offered
through HACC, the accessibility and availability of these services for seniors
from refugee backgrounds, and ways in which HACC usage could be increased
among this group.

HACC and CEGS services

Services offered to clients under HACC program include:

— Assessment and Care Management, including eligibility and priority
assessment, nutritional risk screening and monitoring, development of care
plans, respite planning and care management.

— Home Care, including cooking, cleaning, laundry, shopping, escorting to
medical and related appointments, assistance with personal administration
and any other tasks that help enhance or maintain an individual's
independence.

— Property Maintenance, including minor repairs and maintenance of house
and garden, and home modifications to assist with mobility.

— Personal Care, including assistance with bathing, dressing, grooming,
toileting, mobility, eating, medication and the use of disability aids such as
callipers and hearing aids.

— Delivered Meals and Centre Based Meals

— Planned Activity Groups for both physically independent clients who do not
require specialist care, and for high need clients such as those with dementia
or a physically limiting disability.
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— Respite Care, including in-home, outings and overnight respite.

— Volunteer Coordination including friendly visiting programs, telelink
services, carer support programs, transport services, respite care and respite
camps.

— Nursing to maintain an individual’s abilities and health, provide information,
advice and education on health maintenance, assist access to appropriate
health services, and to carry out clinical assessments.

— Allied Health including podiatry, physiotherapy, occupational therapy, speech
pathology, dietetics and counselling.

(DHS, 2003)

Each year over 200,000 people in Victoria use HACC services. The majority
are aged over 7o, many live alone and in 2004-2005, 21% of HACC clients were
from non-English speaking backgrounds. Approximately 4% of the annual
HACC budget in Victoria is allocated to ethno-specific and multicultural
agencies to provide mainly social support services to Culturally and
Linguistically Diverse (CALD) communities.

In 2004 the Victorian Minister for Aged Care allocated an extra $6.2m over
three years for the Culturally Equitable Gateways Strategy (CEGS) (Jennings
2004). The CEGS initiative is aimed at expanding and improving the use of
HACC core services such as; Personal Care, Home Care, Property Maintenance,
Respite and Delivered Meals, by people over 65 from CALD backgrounds.
CEGS funding has been allocated to Local Government Authorities, Migrant
Resource Centres and ethno-specific agencies.

The aims of the strategy are:

— To build the capacity of local government assessment and care management
services to provide a culturally friendly gateway to HACC services and
ensure appropriate linkage with ethno-specific agencies.

— To build capacity in large and established ethno-specific services to provide
practical support to local councils and encourage culturally appropriate
services and service linkage.

— To fund flexible service responses by small and emerging ethnic agencies.

— To improve leadership and sector development within and across ethno-
specific, multicultural and local government in order to improve service
provision.

— To increase recruitment of bi-lingual and multicultural staff in HACC service
providers.

(DHS website, May 2005)

Availability and Use of Seniors Services for Refugees

In 2004 — 2005 HACC funded 6o ethno-specific agencies to provide services
for CALD clients. These agencies serviced around 30 ethnic groups with two or
more servicing the Greek, Polish, Vietnamese, Italian and Jewish communities.
Included in this list of 6o agencies are 11 ethnic peak body organisations and
Migrant Resource Centres who serve a wider range of smaller communities
including more recently arrived refugee communities.
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Based on available data, the table in Appendix 2 summarises the distribution of
HACC funded ethno-specific community organisations relevant to the refugee
communities living in Victoria in 2004-2005. It includes organisations funded
under both HACC and CEGS, and also lists non-HACC funded organisations
who serve seniors from each of the refugee communities. In line with DIMIA
data, refugee communities are identified by country of birth rather than
language or ethnicity. However, care has been taken to identify the relevant
language and religion for each country that takes into account the complexities
of the refugee populations. For example, Russian, Ukrainian and Romanian
services are identified as potentially serving the Moldovan community in order
to reflect the ethnic make-up of the country and the refugees who have come
from it.

It should be noted that this table describes services that could potentially be
used by communities, and does not describe actual use of these services. It also
does not account for individuals who access HACC services through Local
Councils, although anecdotal evidence suggests the numbers of refugees who
do this are low. For details of the actually take up of HACC services by
individuals from refugee communities see table 5.1.

Table 4.1  Utilization of HACC services by individuals from refugee-source countries:
Victorian Regions 2003—04!

Country of Birth Number of HACC clients per Region

WMR EMR SMR NMR Barwon  Hume Loddon Grampians Gippsland TOTAL
Afghanistan 5 19 54 10 2 1 1 1 0 93
Bosnia-Herzegovina 60 11 77 65 9 2 2 0 7 233
Burma 3 15 18 3 1 0 0 0 0 40
Cambodia 4 56 68 4 0 0 0 0 1 133
Croatia 224 98 180 162 109 21 42 18 14 868
East Timor 7 5 9 26 1 0 1 0 2 51
Egypt 223 301 375 405 10 5 3 2 13 1337
Eritrea 82 2 8 6 0 0 1 0 0 99
Ethiopia 17 5 9 2 0 0 0 0 0 33
Federal Republic of Yugoslavia/Former Yugoslavia nfd 252 113 174 117 95 32 30 11 41 865
Iran 9 34 10 13 1 3 2 1 1 74
Irag 5 3 9 51 1 5 2 0 0 76
Laos 82 48 19 15 1 0 0 0 0 165
Lebanon 104 59 76 305 4 1 4 0 1 554
Other Central and West Africa 0 0 0 0 2 0 0 0 0 2
Other Southern and East Africa 0 4 3 0 0 0 0 0 0 7
Somalia 23 1 0 21 0 0 0 0 0 51
Sudan 11 4 6 8 0 0 0 0 0 29
Vietnam 492 98 247 220 4 1 0 2 0 1064

WMR: Western Metro Region; EMR: Eastern Metro Region; SMR: Southern Metro Region;
NMR: Northern Metro Region

1. Data provided by DHS
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As Table 4.1 and Appendix 2 reveal, there is a great deal of variance in the use of
HACC services by refugee communities, in number of ethno-specific seniors’
organisations serving each of the refugee communities, and in the amount of
funding allocated through HACC and CEGS. The number of community
organisations and the amount of ethno-specific funding is generally in
proportion to the size of the community when pre-1996 arrivals are taken into
consideration. Well established communities, such as the Polish, Former
Yugoslavian, Former Russian, Chinese and Vietnamese, in which the majority
of refugees arrived before 19906, also tend to be better served by senior citizens
groups and ethno-specific HACC funded agencies.

Of the more recently arrived communities, in particular those from the Middle
East and Africa, most have few ethno-specific seniors organisations/services
available to them (see Appendix 2). This is partly due to the fact that newer
refugee communities tend to be made up of younger individuals, and partly
because they have not had time to establish community organisations such as
senior citizens’ groups.

Particular communities where need for services is expected to grow are:

— The Iraqi Community. This has been growing consistently since the first
Gulf War in 1991 and currently shows no sign of slowing. Whilst the
majority of recent humanitarian arrivals are young, there is a significant
number of older Iraqi individuals living in Victoria (see Figure 9.6.3) who
are likely to have refugee backgrounds, even if they arrived under the family
migration scheme. There are a number of Arabic and Islamic senior citizens’
groups, one Arabic HACC funded ethno-specific organization and one
Kurdish senior citizens’ association.

— The Iranian Community. This is another group that has been increasing
since 1996 and which has a growing number of individuals over 5o0. Unlike
Iraqi seniors, Iranians, who mainly speak Persian (Dari/Farsi), are unable to
access existing Arabic senior citizens services and have no community
specific services to meet their needs.

— The Afghan Community. Similar to the Iranian and Iraqi community, the
number of Afghan humanitarian entrants to Australia has increased over the
last 10 years. The majority of humanitarian arrivals have been under 35, but
increasing numbers of older individuals are arriving through the family
migration scheme. The community is fairly well established in Victoria and
has a small number of ethno-specific community organisations.

— The Burmese Community. Although this is a small community in which the
majority are young, it is of concern because other than one community
organisation, there are no senior citizens’ associations and language and
cultural differences would make it difficult for Burmese seniors to access
other available ethno-specific services for Indo-Chinese communities.

— The East Timorese Community. Both of the ethnic groups within this
community are disadvantaged by speaking minority languages. Whilst those
living in Richmond are generally well served by community and health
services with bi-lingual workers, those in other suburbs are less likely to
have appropriate services they can access.
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— The Horn of Africa Communities. Humanitarian entrants from Sudan,
Somalia, Ethiopia and Eritrea represent one of the fastest growing refugee
populations in Victoria. Whilst the majority are young, there are significant
numbers of older individuals arriving through the family migration scheme.
At present, there are several general welfare organisations to assist these
communities with settlement, and two HACC funded agencies.

In order to improve access to HACC services by small and emerging
communities, $100,000 was allocated as part of the CEGS initiative to
encourage partnership between smaller communities, established ethno-specific
and multicultural agencies and local government.

Barriers to Access and Delivery of HACC Social Support Services
for Small and Emerging Refugee Communities

Of the $8.8m provided for ethno-specific HACC organisations in 2003-2004,
46% was spent on Planned Activity Groups (PAGs). These groups, which allow
seniors from ethnic communities to meet in a convenient venue for culturally
appropriate meals and activities, are vital for maintaining social connectivity,
enabling the sharing of personal and community histories, and providing CALD
seniors with information about services. For small communities in particular,
they offer older people some of the familiarity and continuity that they are likely
to miss living in a foreign society.

The popularity of PAGs among CALD communities is testament to their
importance for older people from non-English speaking backgrounds.
Additionally, the lack of senior citizens’ groups for some communities, while
not a responsibility of the HACC program, is also an issue of concern. As
explained above, newly arrived communities are less likely to have the resources
in terms of time, finances and people to be able to set up and run senior
citizens’ groups. Finding and paying for a place to meet, transport to collect
people, and the resources to provide meals and activities is well beyond the
needs of many recently arrived refugee communities. The formalisation of
social gatherings is also likely to be alien to those communities accustomed to
living in close proximity to large families and groups of friends.

It is also important to acknowledge that communities which would appear to be
easily grouped together due to their countries and regions of origin, such as the
Horn of Africa and the Indo-Chinese, generally consist of a range of ethnic
groups with different religious and cultural practices. The differences between
these community groups can cause social gatherings to be difficult and make
providing services to the communities as a whole challenging. Service providers
need to be sensitive to the diversity within groups who appear to be easily
classed together.
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The high potential for isolation among refugee seniors from more recently
arrived communities, makes social support services vital to improving their
wellbeing and in many cases their mental health. Because these services are
complimentary to family care duties, they do not attract the stigma of some core
HACC services and are more likely to be readily taken up by refugee
communities when provided in a culturally and linguistically sensitive way.

Barriers to Access and Delivery of HACC Core Services
for Small and Emerging Refugee Communities

On arriving in Australia, refugees often take several months, and sometimes
years, to become familiar with the range of government services available. Many
will have come from places with less developed state infrastructures, or from
countries where government services are viewed as part of an oppressive or
intrusive state machinery. Refugee families are unlikely to seek information
regarding aged care services if they have no experience of services for the
elderly, or are wary of government workers and services.

Lack of knowledge and understanding of the aged care system is compounded
by a lack of appropriate information. Recently arrived refugees tend to have one
or two points of contact (usually a community organisation or an MRC) which
they consult for information regarding life in Australia. Evidence from
interviews with community associations suggests that many workers in these
organisations do not know about or fully understand the range of services
available, including HACC, and would therefore be unlikely to promote or
explain them. Additonally, low levels of literacy among refugee seniors makes
developing appropriate information and materials problematic. MRCs have
done some work in promoting HACC services to their clients via the ethnic
media and information sessions, but have not seen significant increases in
referrals, therefore indicating other potential barriers.

The low take up of HACC core services, even among communities who have
been informed of them, uncovers what is perhaps the most significant barrier to
accessing and delivering core services to some refugee communities. In the
majority of these communities, cultural or religious expectations dictate that it
is the duty of the family to care for their elderly and that to do otherwise is
negligent and disrespectful. Although families are often smaller in Australia
than they would be in their countries of origin, and lack the support of extended
families and social networks, the expectation that they will care for their elderly
is invariably strong. The need to bring in external care would in many
communities be taken to indicate that the family were failing in their duty to
look after one another, and would be deeply shameful. Evidence from interviews
with community organisations also suggests that the elderly from some
communities are very reluctant to have strangers care for them, especially when
they speak another language and are from another ethnic group or culture.

2. Interview with Horn of Africa Community Worker, 24/05/05
3. See AMES example, Chapter 6.
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Within other communities, divisions between different factions make families
suspicious of workers who speak their language and who might be from a
different faction of the community.

Whilst this aversion to using external care services for the elderly is common in
many refugee communities, other groups express an interest in the service, but
lack information about how to access it. These communities, when provided with
information, may be more likely to take up HACC services, but may also face
difficulties negotiating the referral and assessment procedures. Assessment
procedures in particular may prove problematic for refugee communities due to
both language barriers and past experiences of assessment and interviews. The
effect of traumatic experiences which lead to families becoming refugees, and
their experiences of applying for asylum, may also have an impact on seniors’
performance during assessment. Mental health issues, whilst likely to be
common, may well be denied or glossed over, or may have the effect of making
elderly individuals feel there is no point improving their lives (see Case Study E,
page 113). Cultural factors such as a reluctance to give negative answers, and a
lack of confidence in how the information will be used, are also issues likely to
affect refugee seniors during assessment. The use of family members as
translators is a well recognised problem when discussing matters of health and
personal care, and one that is equally important for refugees.

Issues of eligibility for accessing HACC also pose certain barriers for refugee

seniors. HACC services are delivered on the principle of “relative need” which

recognises that “the financial resources available to HACC may not meet the

needs of all those people who would benefit from assistance

[and]...acknowledges that the needs of individuals are not equal even though a

person’s needs may be significant enough to benefit from assistance when

viewed in isolation from the needs of other individual consumers” (DHS, 2003).

The common indicators of higher need level include:

— That the frail elderly person or younger person with a disability experiences
difficulty with a range of tasks of daily living.

— That the frail elderly person or younger person with a disability needs
medical or nursing help on a short-term intensive or long-term basis.

— That the frail elderly person or younger person with a disability lives alone or
with a carer who is frail, ill, stressed or has a disability.

— The social contacts of the frail elderly person or younger person with a
disability are limited or non-existent.

— The home environment of the frail elderly person or younger person with a
disability is physically unsafe.

— That the frail elderly person or younger person with a disability is socially or
geographically isolated.

— That the frail elderly person or younger person with a disability is financially
disadvantaged.

(DHS, 2003)
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Whilst refugee seniors might meet the priorities of experiencing difficulties
with a range of daily living tasks and be financially disadvantaged, they are more
likely to live with their families than other communities and so may not be
obviously socially isolated. Nevertheless, as the evidence presented in Chapter 9
illustrates, social isolation is a serious problem for older people in many refugee
communities who have little or no contact outside the family, and are often
alone for long periods during the day because of their families’ need to work.

Interestingly, eligibility for HACC services is not dependent on residency, so
arrivals who come through the family reunification program and who have to
wait two years to obtain residency, are able to apply for assessment. This is
especially important for families struggling to support sponsored older family
members in the period before they become eligible for full social support.

For refugee seniors who are found to have high level needs and who are
provided with HACC services, the quality and appropriateness of care is
important. Each community and family has specific cultural and religious
norms regarding behaviour, food and domestic practices which need to be
respected. If the service provider to is unaware of these expectations,
misunderstandings may result in discomfort and in some cases the termination
of services. One example provided by a community worker described a Muslim
family who, requiring overnight respite care for their disabled daughter, were
sent a male carer. Their religious and cultural beliefs made it unacceptable for
them to leave their daughter alone with an unknown male and put them off
requesting respite care again4. As with all communities, there are great
variations between families and individuals, and care needs to be taken to adapt
services to the individual needs of clients and their families.

4. Interview with Eastern Region MIC worker, 26/05/05
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Conclusion

As the data in Appendix 2 reveals, there are certain communities with little or
no support services for the elderly. Further research is needed to determine the
kind of services that would be acceptable and relevant, and how these could best
be made available to the widest range of clients. Although many of these
communities have only small numbers of elderly at present, they are likely to
increase as more seniors arrive under the family migration scheme, and as the
younger members of the population age.

As with other CALD communities, refugee seniors are likely to face a range of
cultural and linguistic barriers in accessing and using HACC services. In
addition to these, refugee seniors from small communities may not have
community organisations and senior citizens’ groups to provide social support,
and risk becoming very socially isolated. Those from small communities also
suffer from a lack of appropriate language services. Service providers need to be
sensitive to the fact that refugee experiences can impact on the attitude families
and older people have towards government services and having strangers in
their home, whilst their experiences of claiming asylum or refugee status may
affect their attitude towards assessment. Refugee seniors are more likely to
suffer mental health problems than older people from other CALD and English
speaking backgrounds, and this may affect their willingness to seek help and
their attitude towards improving their lives.
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Listening to Refugee Communities:
Common Circumstances and Concerns

The lived experiences of refugee seniors, their families and their care givers
provide powerful insights into the impact of policy on daily life. It was beyond
the scope of this report to gather this important information from refugee
seniors themselves; however the voices of community workers and community
based organizations, working closely with refugee seniors and their families
were documented. This chapter provides an overview of the felt needs of
refugee communities from the point of view of those who work closely with
them in providing services and care.

The qualitative data gathered from interviews with community workers is
analysed in an effort to draw out the key factors affecting the health and
wellbeing of refugee seniors and their communities. The themes highlight the
common concerns of community workers, but also provide opportunities for
examining the differences between refugee communities and the different
groups that comprise them.

The impact of the asylum process on wellbeing

The majority of refugees in Australia, and in particular older refugees, come
through the offshore humanitarian program. Under this scheme, their
applications for refugee status are assessed in their country of first asylum,
either by the UNHCR or by Australian immigration officials. If they are granted
a visa, refugees are entitled to a range of benefits and services that assist them
with resettlement, including counselling and support for trauma. In contrast,
those who seek asylum after having entered Australia, are subject to detention
and intensive interviewing in order to process their asylum claims. According to
evidence gathered in this research, the onshore asylum process can have a
damaging impact on the mental health and wellbeing of asylum seekers.

Community workers assisting refugees who have claimed asylum in Australia,
report high levels of re-traumatisation caused by having to recount experiences
of persecution. According to community health workers, having their
experiences questioned, and living in detention or with the threat of return,
results in high incidences of depression, psychosis and paranoia among asylum
seekers. A worker with a group of recently arrived asylum seekers from East
Timor, reported high levels of attempted suicide and re-traumatisation. Other
workers report a fear of government services and officials among refugees who
claimed asylum having entered the country on tourist visas, and who had to
undergo intensive questioning in order to process their claim. Reports of older
Kurdish refugees who entered Australia in this way, describe them as finding
the process bewildering and frightening.
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Social isolation and the strains of resettlement

Perhaps the most consistent theme in the qualitative data gathered in this
research is the issue of social isolation that affects refugee seniors following
resettlement. A combination of factors including language barriers, access to
transport, and a shortage of places to meet, all create circumstances in which
older refugees risk becoming extremely isolated and consequently more
vulnerable to the psychological disorders caused by the refugee experience.

Most community workers identified the lack of English language skills as a key
contributing factor to the social isolation of refugee seniors in Australia.
Because many older refugees do not immediately need to learn English for work
or school, and because second language acquisition can be difficult in later life,
many never learn more than a few basic words. Workers reported cases of older
single women from the Horn of Africa who, despite having completed language
courses, are still unable to communicate in English and struggle to navigate the
Australian service system without family or community support. One such
woman described by a community worker, cares for an adult daughter with a
mental disability who requires assessments, medical and respite care. She finds
dealing with health authorities extremely difficult and stressful. Access to
services is limited for many older refugees by the need for translation, and
speakers of minority languages may have to rely on younger family members to
translate. This can affect the efficacy of communication, and workers reported
cases in which sensitive information had been withheld during medical
appointments, because elderly patients were ashamed of revealing symptoms to
family members.

The data also suggested that in some communities, older refugees may have
limited literacy in their own language, and would therefore be unable to make
use of translated written information from their own community organizations
or service providers. Several community workers described a preference for oral
and visual information among the elderly, as well as for word of mouth
communication.

Lacking basic language skills affects the willingness of many older refugees to
venture outside the home. With a few exceptions, most community workers
reported reluctance among older refugees to use public transport because they
are unable to speak English and fear getting lost. As many refugee seniors are
also unable to drive, the lack of transport for older refugees was regularly
mentioned as a major contributing factor to their social isolation, with one
worker describing older refugees as being ‘trapped in their homes’. With family
members often busy during the week, many older people are unable to attend
community meetings or senior citizens’ groups, and struggle to meet with
friends and peers unless they live in close proximity. When asked for
recommendations of services that would improve the wellbeing of refugee
seniors, a significant proportion of the community workers interviewed
recommended improved transport services for the elderly.
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Requiring transport assumes there are meeting places where older refugees
from each community can congregate. For some communities these places are
religious centres such as mosques, temples or churches which sometimes run
activities or provide services for the elderly. For some of the larger communities,
there are established community centres with specific meetings for the elderly
that allow them to congregate, share meals and engage in appropriate activities.
However, many of the smaller and more recently arrived refugee communities,
have no community centres or regular meeting places. African community
workers from countries outside the Horn of Africa felt this was a particular
problem for their communities which are mostly small and have only been in
Australia a short time. These communities use the Migrant Resource Centres
for assistance with resettlement, but do not have the resources to organise
culturally specific activities.

Within communities where groups speak different languages or have different
political or religious affiliations, funding for ethno-specific activities will often
go to the majority, leaving minority groups with few, if any, services. Several
community workers described the difficulties older people encounter in
communities that are divided along factional or political lines, when ethno-
specific activities are dominated by a group they do not mix with. Some smaller
refugee communities also tend to be grouped together for the provision of
services, for example the ‘Indo-Chinese’ or the ‘Horn of Africa’ communities.
These groupings, based on geographical origin, disguise significant differences
between people from the different countries, some of whom may even have
fought on opposite sides of a war, as in the case of Ethiopia and Eritrea. Again
the smaller communities within these groupings tend to be marginalised as
services are provided for, and dominated by, the larger language and cultural
groups. These subtleties may not be immediately visible to service providers
seeking to meet the needs of older refugees, but were of grave concern to the
community workers interviewed for this research. A lack of social contact with
peers and friends has serious implications for refugee seniors, many of whom
are trying to cope with trauma and with the bewildering experience of
resettlement. It seems that older refugees who have time to reflect on their
experiences of trauma and resettlement, highly value the opportunity to spend
time and share memories with people from similar backgrounds.

In discussing opportunities for older refugees to meet with friends and peers,
community workers expressed a range of opinions on how gender affected the
resettlement process. In some communities it was felt that older women were
most at risk of social isolation because they were less confident about leaving
the home and were more reluctant to visit public places without members of
their family. In some cases this was related to traditional expectations that
women should remain in the private sphere, whilst in others it was to do with
religious rules regarding mix-gendered gatherings. Community workers who
identified older women as being particularly at risk, noted that older men in
their communities tended to gather informally in cafes or shopping centres, and
that this would be inappropriate for women. In contrast, workers from other
communities identified older men as being at the highest risk of social
isolation. This tended to be related to the greater change in status many refugee
men undergo following resettlement, when dependence on younger relatives
and lack of employment can result in feelings of having no role or value in the
home or community. In some cases this loss of status was linked to depression
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and withdrawal from social activities. Several workers identified single older
men as being at particularly high risk of social isolation. These were men who
had either come to Australia alone, or who had divorced and moved away from
their families following resettlement. It was noted that these men often
struggled to care for themselves and risked becoming isolated from their
families and communities. An example provided by one worker, described a
man from the Oromo minority within the Ethiopian community who suffered
paranoia, lived alone and had no contact with his community. He had no
knowledge of how to prepare or cook food and became ill from a very limited
diet. A few workers noted that single women faced similar risks, but it was
generally felt that refugee women did not often undergo the same loss of status
as men, and were better able to cope with their changed circumstances by
keeping busy with domestic and family duties. Older women with families were
also reported to be more involved in the care of grandchildren and therefore
have more sense of purpose and usefulness.

Social isolation among refugee seniors is of great concern to community
workers and reportedly to the elderly themselves. The factors that contribute to
social isolation vary between and within communities, and in these different
contexts, between men and women. The importance of social interaction for
elderly refugees is viewed as being closely related to their need to deal with past
experiences of trauma and current experiences of resettlement. Community
workers clearly consider it vital to their health and wellbeing.

Dashed Dreams: Disappointing family reunions

For many refugees, the first priority following resettlement is the reunification
of their family. Those who have been separated for long periods or who have left
behind relatives in dangerous circumstances, will often use all their available
resources to bring relatives to safety. Under these circumstances the
expectations of family reunions are understandably high and refugees, who have
been through trauma and displacement, may feel that by restoring family unity
they can begin to restore some normality to their lives. In the first instance,
these expectations are often met; as a worker from the Ethiopian community
explained, the first few months after a refugee family is reunited are “like a
honeymoon”.

Unfortunately the realities of resettlement and of being a refugee quickly
overtake the joy and relief of family reunification. A recurring theme in the data
gathered during this research was the issue of intergenerational conflict caused
by different expectations of the resettlement process and by the changes in
family dynamics that occur following migration. Both of these issues
particularly affect older refugees, for whom the family tends to be the primary
source of social interaction and support.

For older people joining their families following resettlement, the contrast
between the dominant culture of the new country and that of the society from
which they have come, can be challenging. This is especially so if younger
family members have begun to adopt the dress, speech and other cultural
markers of the new society. Community workers from many refugee groups
mentioned the concern among older refugees that their children and
grandchildren were losing touch with the culture of their country of origin, and
that this caused them a great deal of sadness and anxiety. Other workers
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described how older people had gradually adapted to their new environment,
even on sensitive issues such as allowing their daughters to go on mixed-sex
school trips. However, the common experience described by community
workers was one of loss, and a sense among many older refugees that their
families had rejected them and their values.

Intergenerational difficulties were starkly illustrated by two community workers
who described situations in which younger family members had taken
advantage of their older relatives’ lack of understanding of the Australian
welfare and social services system. In one example, a worker with the Horn of
Africa communities reported a commonly held view among older refugees that
their children were being “snatched from them”. This sentiment was the result
of several cases in which young people in the community, frustrated by living
with their families and envious of the independence of young refugees who had
arrived as unaccompanied minors, had told social workers they were being
abused at home and had requested to be taken into welfare housing. In another
case, this time in the East Timorese community, a worker described a case in
which young people on whom families depended for translation and interaction
with services, had told their parents that under Australian law they were not
allowed to be disciplined. Both cases had caused considerable pain and anger
for their parents, and compounded the sense of loss for older generations who
saw the structures and values of their communities falling apart.

The theme of loss appeared again in the descriptions given by community
workers of many older refugees’ sense of their low value and usefulness within
the family. The role reversal that occurs when elders find themselves in an
environment where younger members of their families are better equipped to
understand and navigate their way through daily life, can be devastating for
older refugees, especially when they have come from societies where elders are
traditionally respected and looked to for advice. Community workers from a
range of communities reported older refugees feeling “useless” and “of no
value” to the family, and described the depression and isolation this can cause.
The sense of uselessness experienced by older refugees is exacerbated by their
almost complete dependency on their family for financial and practical support.
As discussed above, transport and language are two major contributing factors
to the social isolation of older refugees and two areas in which they are
especially dependent on their families.

One area in which some community workers reported older people overcame
their feelings of “uselessness” was in the care of young grandchildren. With
parents often working long hours and spending a lot of time away from the
home, grandparents in many communities are reportedly relied on for
childcare. In several cases this was described as providing them with a role
within the family, and an important opportunity to pass on cultural practices
and values. In other cases however, workers reported grandparents feeling used
and worn out by the demands of child care and the physical strain this put on
them.
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Living with the family but being alone

In the overwhelming majority of communities consulted in this research, older
refugees were reported to live with one or more members of their family. In
most communities, this was considered the appropriate way in which older
people should be cared for, and there was a widespread mistrust or dislike of
residential aged care services. Where older people lived alone, this was generally
considered a sad necessity caused either by family break down or by the
complexity of the resettlement program which sometimes causes families to be
split up. Whilst the family was considered the best and most suitable
environment for ensuring the wellbeing of older people, many community
workers reported cases of older people suffering loneliness and isolation within
the family home. Three types of isolation are identifiable in the descriptions
provided by community workers; practical, social and emotional isolation.

Practical isolation of older refugees is reported to occur because the pressures
and demands of resettlement often require family members to spend long
periods away from home, either at work, school or attending to general
resettlement requirements such as housing and language learning.
Consequently, older relatives can be left alone in the home for long periods and
may only see their family members once or twice a week. Several community
workers reported this as being an issue for the elderly in their communities and
one that was only overcome where extended families lived close together and
had enough resources to enable one or more adults to remain at home and care
for the elderly.

Social isolation within the family occurs as a result of practical isolation, but
also, according to interviewees, because older individuals, who are not engaged
in employment or education, may feel they have a decreasing amount in
common with their children and grandchildren. Community workers reported
how, whilst their families adapt and participate in a new culture, older relatives
may cling to the values and traditions of their old culture, and consequently feel
they are losing touch with their relatives or being ignored and undermined by
them. As one Cambodian worker described it, older people can feel “discarded”
by their families who provide them with a minimum of practical support but
nothing more. Some community workers also reported that grandchildren who
have been born and educated in Australia sometimes have difficulty
communicating with their grandparents if they do not speak English.

Finally, emotional isolation from family members happens as a result of both
practical and social isolation, and also because older relatives fear becoming a
burden on their children. Community workers reported a prevalent concern
among older refugees that having lost their roles as cultural advisors and
conduits of tradition, they were “useless” to their families and did not want to
burden them further with their emotional needs. This concern was mentioned
more frequently in cases where older relatives were suffering mental and
physical health problems, and where they felt seeking emotional support would
only be more of a burden on their families. In a few cases, family members
were reported not to have understood the correlation between past trauma and
mental health, or to have attributed the effects of trauma to homesickness. Such
misunderstandings not only prevent families from seeking the right treatment
for their elderly relatives, but may also make it harder to discuss the causes of
the trauma which may be affecting the elderly person.



A PROFILE OF VICTORIAN SENIORS FROM REFUGEE BACKGROUNDS

Deliberate practical, social and emotional isolation can amount to elder abuse or
neglect and this was reported in one or two cases. In one example, an elderly
refugee woman’ was living with her two daughters and grandchildren. She
suffered chronic arthritis and could barely walk, but was given no assistance
around the house and was left alone during the day with her young grandson.
Her daughters kept all of her pension, allowing her just $30 reward a week for
childcare. She was socially and emotionally isolated and eventually sought help
at a community welfare office where she begged to be taken to a refuge. The
family reported the association to the police for taking her away, but no charges
were laid. She spent two months in the refuge before being offered council
housing. She was diagnosed with stress and depression related disorders and
began receiving treatment, but eventually returned to her family after falling
very ill. She now wishes to return to her country of origin. As this example
demonstrates, living with family is no guarantee of social interaction, and may
actually hamper attempts at independence and recovery from trauma.

Reluctance to use HACC Services

A recurring feature in the data collected from community workers regarding the
use of HACC services by refugee seniors, was the almost complete lack of
knowledge of aged care services among refugee communities. Even among
community workers themselves, knowledge of these services was limited. The
principle reason given for this was a lack of information in a form that can be
assimilated. Many community workers pointed out that older refugees rarely
speak or read English and may also be illiterate in their own language. The
usual channels of communicating information about services, such as leaflets,
flyers or advertisements in local newspapers, would therefore not work to reach
this group. Several community workers also pointed out that information
regarding services for the elderly needs to be targeted at their families, as they
are more likely to be able to speak or read English, and tend to be more familiar
with government services such as Centrelink or Medicare.

Of the community workers and their clients who had some knowledge of
HACC services, it was commonly reported that refugee seniors did not use
them because they thought they were ‘not appropriate’. This belief was based on
a range of practical, cultural and personal factors, some of which are specific to
the refugee community.

The most common practical reason given for why refugee seniors did not use
HACC services was that of language. Several community workers reported that
elderly refugees would not want to be cared for by someone with whom they
were unable to communicate. The assumption that most, if not all, HACC
workers would be English speaking, was widespread and one of the main causes
for a lack of interest in using the services.

5. Her background is not given for reasons of privacy.
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Allied to this practical issue are the more complex concerns over the ‘cultural
appropriateness’ of using HACC services. In most cases using HACC services
was considered ‘culturally inappropriate’ because caring for the elderly is
deemed to be a family duty, and using outside help is understood as failure to
fulfill this basic role. In general, this belief appeared to be stronger among
refugee communities from Southeast Asian and Middle Eastern countries than
among communities from Europe and Africa, although attitudes to residential
care were equally negative amongst the latter. Despite the pressures on families
following resettlement and the obvious need for assistance in some
circumstances, issues of privacy and shame are powerful cultural influences on
attitudes towards using HACC services for some communities. An additional
factor among some Buddhist refugees, was a reported reluctance to use any aged
care or medical services because being unwell is an accepted part of ageing, and
attempts to improve or prolong life are viewed as pointless. For those who would
consider using certain HACC services, other cultural concerns relating to the
observance by carers of religious norms were prevalent; for example that Muslim
women should not be cared for by men, or that food should be halal. In many
cases, community workers suggested that HACC services would only really be
welcomed if carers were from the same background as their clients.

Many of these concerns around ‘culturally appropriate care’, and the cultural
appropriateness of accepting care, are common to all migrant communities but
certain concerns relating to HACC services gathered in this research are specific
to refugees. One of these concerns, raised by several community workers, is the
issue of trust. Refugees from all backgrounds are likely to have experienced a
betrayal of trust at some point in their journey to resettlement. At the most
extreme, this may have been an experience of genocide such as occurred in
Rwanda and the former Yugoslavia, in which friends and neighbours turned
against each other during an outbreak of inter-ethnic violence. Similarly
damaging instances include those in which minorities or individuals are
tortured, kept under surveillance or spied on by their governments. At the less
severe, but nevertheless damaging end of the scale, is the experience of broken
promises of help given to refugees on their journey to asylum, and the
interrogation and questioning they undergo in the process of their refugee or
asylum application. Asylum seekers subjected to detention on arrival in
Australia might be especially wary of Australian government bodies, even after
gaining refugee status. The impact of any one or more of these experiences can
potentially affect refugees’ willingness to use home care services.

In some refugee communities, workers explained that services of any kind
would only be used if they had been tried and recommended by a prominent
and trusted member of the community or by someone known personally to the
individual. In communities where literacy is low, older people in particular, were
described as more likely to accept and believe information passed on by word of
mouth. In other communities, and especially those such as the Iraqi Kurds and
Assyrians, who have suffered government surveillance, persecution or
interrogation, community workers reported a reluctance, and in some cases fear,
of revealing personal information such as that gathered during HACC
assessments. These groups are also often very reluctant to allow strangers into
their home, in particular if they speak the clients’ language and could be
suspected of spying. Among refugee communities such as the Burmese, where
the state authority they fled is still in power, there is a real fear of spies who are
sometimes known to undertake surveillance of dissidents in other countries.
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In these communities, workers reported that carers from the same background
would not be acceptable.

The research revealed that on top of the practical and cultural reasons for not
using HACC services, which are common to many migrant communities, there
are additional and specific reasons why some refugee communities are likely to
avoid them. As these reasons differ for each community depending on their
refugee experiences, sensitive and targeted research and education would be
required to overcome these fears and concerns. In a few cases reported by
community workers, this had clearly been achieved on an individual basis, and
examples were given of elderly refugees who used and trusted HACC carers. In
one instance, an elderly Eritrean woman whose daughter was struggling to care
for her and her own sick husband, was provided with a HACC worker to assist
with homecare. Although she only had limited English, she got on well with the
worker and referred to her as her ‘second daughter’.

Daughters who Care

In almost all the communities consulted, care of the elderly was generally
assumed to be the duty of female relatives. Even in communities where parents
traditionally live with their sons who provide them with financial support, day-
to-day caring in the form of cleaning, cooking, dressing and washing are almost
always performed by women. Resettlement changes many of the dynamics in
refugee families, including the relationships wives and daughters have with
their parents, their parents-in-law, and their children. Many of the discussions
with community workers around the needs and wellbeing of refugee seniors
included some reference to the roles of daughters and daughters-in-law and the
pressures on them in a resettlement context.

The most common observation made by community workers with regard to
daughters who care, was the financial necessity for many refugee women to
work outside the home. Because their husbands are often only able to find low
paid work, many refugee women who have never worked before, are obliged to
take jobs to supplement their family’s income. However, expectations of their
duties at home do not often change, and they are still responsible for the care of
children and elderly relatives. This pressure places great strain on many women
and can lead to high levels of stress and tension within families.

For some refugee women, the opportunity to work outside the home is a
welcome one, and a few community workers, for example those in the Iraqi
community, reported that older women are often envious of the opportunities
and freedoms enjoyed by their daughters in Australia. The new found freedom
of some refugee women, together with an awareness of their rights to equality
and protection, can however lead to conflict with male relatives and resentment
of their communities’ more conservative expectations of them. Several
community workers from African communities reported the sentiment among
refugee men that Australia is ‘a woman's country where the traditional ways of
dealing with family conflicts are undermined by the divorce laws, social services
and institutions such as women’s refuges.
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A significant proportion of refugees in Australia are offered protection under
the ‘Women at Risk program. These women, many of them from the Horn of
Africa, have often lost their husbands and male relatives and arrive with their
children. Some of them are able to bring their parents to Australia, either
through the same program if their mothers are widowed, or through the family
reunification scheme. These women have an enormous burden of care, both in
terms of providing financially for their families, and in caring for them. Most
also have low levels of education, speak very little English and are unfamiliar
with the Australian health and welfare system. Community workers described
how these women often receive little community support and create their own
support systems such as savings groups and informal social networks. These
women were also identified as a group who would be likely to welcome the
assistance of HACC services in meeting the care needs of their elderly relatives,
but who lack easy access to information about such services.

Whilst single women are probably the most vulnerable refugee group in terms
of their burden of care, many refugee women find themselves caught in the
double bind of providing care for their parents or parents-in-law, and for their
children. This middle generation are regarded by many community workers as
the key group to be targeted to increase the take up of aged care services.
However, the potential for these women to be socially isolated by the
requirements of care, often makes them difficult to reach, and innovative ways
of getting information to them are being trialed by some community
organisations and MRCs. One model being used by the Victorian Arabic Social
Services involves encouraging GPs to provide information about HACC services
and the process of applying for them, to refugee families who appear to be
struggling with the care of their elderly relatives. Another method being
employed by an MRC in eastern Melbourne is a series of ‘expos’ held in
shopping centres which refugee families are known to visit (see Chapter 6 for
more details).

Although community workers reported that many refugee daughters and
daughters-in-law are struggling to meet the demands of care and resettlement,
they also explained that most of these women do not expect assistance and only
look for services when they reach crisis points. In many communities, using
external care services would be regarded as a failure by a daughter or daughter-
in-law to fulfill her duty, and using respite care would be viewed as lazy and
self-centred. In order to overcome these barriers, one MRC worker described
how her team had ‘marketed’ care and respite services to refugee communities
by emphasising the benefits to the caree, rather than the carer. They found
carers and their families were more open to using home care services if they
were advertised as supplementing rather than replacing family care, and if
respite care was described as offering opportunities for the caree to benefit from
different experiences and a change of scene, rather than as an opportunity for
the carer to have time off. Nevertheless, community workers also described
instances when refugee families had tried using HACC services but where a
lack of cultural sensitivity had confirmed their expectation that such services
were not appropriate for them.
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Refugee women who care for elderly relatives are clearly a vulnerable group,
who juggle the expectations of their communities and their own sense of filial
duty, with the pressures of resettlement and changing family dynamics. The
strong cultural barriers to using external services and the difficulties of reaching
these women with information about services, both militate against the take up
of HACC among refugee communities. One suggestion for overcoming these
barriers that was raised by several workers from African and Southeast Asian
communities, was that younger members of these communities should be
offered training to become HACC carers. This was regarded as a way of
providing employment, meeting the needs of refugee families and making
HACC services more acceptable. In contrast, workers from some Arabic
speaking communities explained that because caring is regarded as a low status
profession in their cultures, this would not be an appropriate way of overcoming
the opposition to using HACC services. More research is required to discover
which communities would welcome such a scheme, and whether this would be
a feasible strategy for service providers.

Coping with loss and guilt

Past experiences of loss and trauma affect all refugees, and have the potential to
cause feelings of great sadness, depression and mental illness. Many young and
middle aged refugees address this by keeping themselves busy and looking
towards the future rather than back at their past. Financial pressures often
require them to work hard both in and out of the home, and the challenges of
resettlement and language learning provide distractions from painful memories.
Older refugees, however, may not have such opportunities to keep busy and
focus on the present, and, as discussed above, may spend long periods alone.
Several community workers reported that having the time to contemplate past
experiences was a significant contributing factor to the poor mental health of
many older refugees. For those without support networks of friends and peers,
and those who live with their families but are socially and emotionally isolated,
coping with traumatic memories alone can be extremely difficult, especially in
an unfamiliar environment. Trauma experiences can be further complicated by
age onset diseases such as Alzheimer’s and dementia, cases of which were
reported in some Arabic speaking communities.

Many refugees will have lost family members in the course of their refugee
experiences and journeys. Some may have witnessed the death of parents,
siblings or children, or may have had to leave them behind when they sought
asylum. Feelings of loss among refugees who have been through these
experiences were widely reported by community workers, and are especially
difficult for older refugees who are trying to come to terms with the loss of their
own independence and status. Guilt among those who have survived atrocities
when other members of their families have not, was also reported and was often
described as being a cause of depression. Similarly, shame at having been
tortured, abused, and in the case of many women, raped, was also reported by
workers as being a contributing factor to the poor mental health of many older
refugees.



CHAPTER 5: LISTENING TO REFUGEE COMMUNITIES

Feelings associated with past trauma, are often experienced by older refugees in
the context of stress and anxiety caused by issues in the present. For more
recently arrived communities, such as those from Sudan, anxiety around the
wellbeing of relatives and friends still in danger was reported by community
workers as being of particular concern. The issues of isolation discussed above,
and the loss of social support networks for dealing with grief, loss and guilt,
make coping with the impact of the refugee experience especially difficult for

people as they age.
Contemplating the End of Life

The process of contemplation and life review that many elderly people go
through as they approach the end of their lives is usually an opportunity to
achieve a sense of completion and peace. For refugees this is clearly problematic
because of the experiences of trauma upon which they will reflect. For some
older refugees the process is extremely painful and can lead to a sense of the
pointlessness of their own ruined lives. This sense that life no longer has any
value was reported among several widows from Bosnia who had witnessed the
massacre of their male relatives. A worker with this community described how
one elderly widow “saw it as her lot that her life had been ruined” and saw no
point in making any effort to improve it. This disregard for their own wellbeing
was also reported among Somali widows, one of whom was reported to visit her
doctor for the opportunity for social interaction, but who took no real interest in
her health and wellbeing.

The sense that one’s life has no value is often caused by a combination of past
trauma and present loneliness and anxiety. For some older people, experiencing
the effects of trauma in a strange environment can lead them to want to return
to their countries of origin, even if their safety is compromised. Regret at having
moved and the desire to return was reported among refugees from several
backgrounds, but especially among individuals who had bad experiences of
family reunion and resettlement. In contrast, older refugees from communities
such as the East Timorese who had had everything familiar destroyed, regarded
arriving in Australia as the start of a new life and workers reported little interest
in wanting to return. In either case, the stark realisation that one’s life has
turned out very differently from how it was imagined, and the need to deal with
painful memories, is unique to the experience of older refugees, and requires
particular sensitivity and care in attempting to meet their needs.
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Innovation in Addressing the Needs
of Refugee Seniors

Research and consultation with refugee workers in Victoria and New South
Wales has revealed that the issues affecting older refugees from small and
emerging communities in Australia are generally not well researched or
understood and very little work has been done to address their specific health
and wellbeing needs. In most cases, refugee seniors are included under general
strategies aimed at CALD communities and little account is taken of factors
specific to the refugee experience.

The following chapter provides examples of how health and other service
providers have met some of the needs of refugee seniors in Victoria, in Australia
and around the world. They are all examples of projects aimed both specifically
at refugees and more generally at migrants, and present some options for how
the needs of the communities highlighted in Chapter 9, might be met.

Improving Social Integration and Mental Health

A key finding from this research was the importance of social integration for
maintaining the mental wellbeing of refugee seniors. Being able to leave the home
and socialize with people who share their language, culture and experiences plays
a huge role in enabling older refugees to re-establish and preserve a sense of
identity and belonging, and helps the process of overcoming trauma and the
disorientation of resettlement. Bringing groups of older refugees together with a
specific purpose can also help overcome their feelings of uselessness and loss of
status, and encourages recognition and respect from the community. Any
gathering of older refugees is also an opportunity to inform them of services that
may be relevant and which they may not otherwise have encountered.

The following projects focus on providing opportunities for older refugees to
gain skills they can use for commercial benefit. In doing so they offer the
chance to interact with peers, gain independence and re-establish their status as
elders who have valuable knowledge to pass on to the next generation.

AMES (Adult Multicultural Education Services) United Wood Cooperative: Carpentry
Unit Trust for older African men in Brunswick, Melbourne®

Background

With the assistance of AMES, a group of 12 older Ethiopian and Eritrean men
from varied professional backgrounds, who had been in Australia for between 2
and G years, set up a carpentry co-operative in North Melbourne in 2002. All
had fought in the Ethiopian-Eritrean war and had spent some time in refugee
camps and/or prison. They were all members of the Hararian Community
Association group for senior citizens in North Melbourne where they met every
Sunday to socialise and play cards. They were not politically active within their
own communities and had little interaction with mainstream society.

6. Information collected during a visit to the project and in an interview with the AMES co-ordinator,
04/05/05
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Older men were chosen for the project because they were one of the most
marginalised groups within the community. They had very few English skills,
were unable to find work and were socially isolated. Many were from the ruling
classes in Ethiopia and Eritrea and were suffering a loss of status and purpose
following migration to Australia. Older men were also more likely to form a
stable group, were less likely to have dependent children, and were less inclined
to move into other employment or education.

The men were trained in carpentry, and offered parallel English lessons to meet
their practical needs for reading instructions, answering the telephone, talking
to customers and so on. They have also learnt management skills, computer
skills, financial skills and driving. All members of the group own ‘units’ in the
company and manage it with support from AMES. They are jointly responsible
for the financial management of the company and have just brought in an
hourly rate of pay for themselves. They have also recently organised themselves
into divisions with specific roles in the production of goods. They employ
trainers to teach them specific skills and have ‘transitional members’ (currently
two Sudanese men) who are not full owners but receive payment.

The co-operative makes planters and cheese boards, and have just begun
making pieces on commission for a kitchen furniture company. The sell their
goods at markets and trade fairs, as well as directly from the workshop.

The group will soon begin training younger men from Horn of Africa
communities who will complete 60 hours of training before going into
employment in the kitchen furniture company for whom the group already do
some contract work. The group will be paid an hourly rate to carry out the
training and will thus bring in more income for the company. The scheme is
also intended to draw on the traditional practices of younger men learning from
their elders, which will help to re-establish the older men’s sense of status and
usefulness in the community.

Outcomes

MENTAL HEALTH Despite coming from opposite sides of the conflict in Africa,
the group members give each other a lot of emotional support, as they can share
and understand each others’ experiences. The immediate impact on the men’s
mental health was clear. They took pride in their ownership of the business, and
within the first few months, their wives came to thank the project for giving the
men a sense of purpose and for getting them out of the house.

SOCIAL STATUS The project was initially situated near where most of the
Ethiopian and Eritrean community lived in North Melbourne, and the fact that
community members saw the men working gave them a lot of prestige. Boys
and young men in the community who used to cause trouble in the area, were
quickly moved on by the older men. They were also useful to the community
members who would ask them to do small carpentry jobs in their homes.

The group take pride in the fact that they are now able to offer training to
younger members of their communities, and that an external body is willing to
pay them for performing this work. They have begun monitoring their own
behaviour (time keeping, responsibility to others etc.) because they are keen to
be good role models for their trainees
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LANGUAGE SKILLS Many of the men have progressed much faster in their
English learning now that it is work related, but their general level of English
has also improved and they are more interested in learning it for other
purposes. Because of this they now have more interaction with and are more
interested in mainstream society and are able to communicate with people
wishing to buy their products.

Difficulties

The group have had difficulties with trainers who have not been able to cope
with some of their mental health needs. One incident resulted in them being
taken to an employment tribunal where they were charged with unfair
dismissal. Although this was hard for the group, they learnt a lot about
workplace practices and how to interact with staff.

Doing manual work sometimes reminds the men of their status as refugees and
the fact that had they been able to stay in their own countries they would have
had comfortable retirements and community respect. However, pride in what
they have achieved with the group usually outweighs this disappointment.

Health Issues

Most members of the group suffer from diet-controlled diabetes and one
member of the group suffers from Parkinson’s disease. This latter individual is
unable to use some of the machinery and although it took him some time to
come to terms with this, other members of the group now look out for him and
ensure he works safely.

“The Sorghum Sisters”: AMES Older Women's Catering Co-operative,
Carlton Primary School, Melbourne’

Based on the model of the older men’s carpentry company, a group of 4 older
Eritrean, Ethiopian and Somali refugee women have recently been selected to
own and run a catering co-operative based in Carlton Primary School. To qualify
for the scheme they needed to be living in the Carlton high-rise development, be
unemployed and have children or grandchildren at Carlton Primary School. The
women were chosen because they are a disadvantaged group suffering high
levels of unemployment and social isolation. They all have low levels of literacy
in their own languages and low levels of English.

The group will be trained in catering and gain a TAFE certificate in food
preparation and hygiene. They will then train other women from their
communities with the intention that they will go on to work in the catering
industry. Whilst they are completing their training, the women will make
money by selling food to the community and the school, and catering for
functions. They will also be paid to spend 2 hours a fortnight discussing school
issues with teachers in order to increase parental participation in a school where
80% of the students are from the Horn of Africa.

The project aims to improve the women’s social networks and the integration
between different ethnic groups within the Horn of Africa community in
Carlton. As with the men's project, it is hoped that their increased social
interaction and the respect they will gain from owning and running their own

7. Information collected during a visit to the project and an interview with the AMES co-ordinator,
04/05/05
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business will improve their mental health. The opportunity to improve their
English and their interaction with the school is also intended to boost their
confidence in interacting with English speakers in service provision settings.

Improving Access to Information about Health Services

One of the biggest barriers to accessing health services for refugees, and refugee
seniors in particular, is a lack of information about the welfare system and how
it works. Many refugee seniors in Australia have low levels of English and those
from countries with less developed health care systems may find the Australian
system very complicated and difficult to nagivate. By providing accessible
information about available services, health care providers are taking the first
step in empowering refugee seniors to make choices about their own wellbeing.

The following examples offer innovative ways of reaching refugee seniors with
the information they need in an accessible format.

Eastern MIC: HACC information ‘expos’®

The Eastern Migrant Information Centre in Melbourne has worked for many
years on improving access to HACC services for isolated migrant communities.
One method they have used are ‘expos’ held in shopping centres known to be
frequented by the target community. At these events, information is displayed
and handed out, and people speaking the appropriate language(s) are on hand
to explain HACC services to anyone who shows an interest. These events have
led to increased enquiries about HACC home care services among the target
communities, but have generated little interest in respite care.

Benefits and Limitations

Providing the information in a public place such as a shopping centre, has both
positive and negative impacts. Firstly it is effective in taking information to
people in a familiar environment where they are less likely to feel intimidated
by the concept of using government services, and will reach people who never
visit government offices, MRCs or community organisations. Conversely, it may
only reach those people who are able to leave their homes, unless the
information is also targeted at the carers of the elderly.

Providing the information in a relevant language and having people who speak
that language on hand is very important in ensuring that the information is
communicated and understood. It will also reassure potential users that they
can communicate with service providers, and use government services even if
they have limited English.

Switzerland: Health Adviser

This booklet, published by the Federal Office for Health Issues, the Swiss Red
Cross and Caritas, contains information on what to do in case of a medical
emergency, who to turn to, who will cover the cost of treatment, how to lower
insurance premiums and why additional fees may have to be paid. It also
provides answers to 20 of the most commonly asked questions concerning

8. Information collected in an interview with an MRC worker, 26/05/05
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health and has a glossary of important medical terminology. Importantly it
offers listings of social services and the services they provide. It is published in
19 languages including Albanian, Arabic, Bosnian, Farsi, Croatian, Serbian,
Somali, Tamil, Thai, Turkish, Urdu, and Vietnamese (ECRE, 2002).

Addressing Barriers to the Use of Services

Cultural reasons are often cited in explanations for why refugee seniors are
under represented in government service use. It is certainly the case that in
many of the societies from which refugees come to Australia, using outside help
to care for one’s elderly is considered a sign of failure on the part of the family
and is an important barrier in preventing the take up services. The following
examples provide models for how these barriers can be overcome.

The Netherlands: Information Series

This model was developed in the Netherlands and has since been adopted in
Germany and Belgium. The principle is to address two key emotional barriers to
the use of aged care services by older refugees and migrants through group
meetings, videos and discussions. The first barrier addressed is ‘the illusion of
returr’. The program helps older people come to accept that due to practical,
financial and medical reasons, they will probably never return home and need
to make plans for their old age and death in their country of resettlement. The
second barrier is that of ‘the illusion of the ever-supporting family which is
addressed through discussion of the pressures on families in post-migration
settings and introduces options for how older people can be cared for without
becoming a burden on their families.

The program was very successful in raising awareness of services and
increasing interest in them, but was criticised for being too expensive and
labour intensive (ECRE, 2002).

Ireland: Tailored language learning

The Refugee Language Support Unit in collaboration with the Department for
Education and Science, and the Centre for Language and Communication
provide free English language classes for people unable to attend formal classes
due to child care needs, distance to travel to classes or health reasons. They
enable women with children and older people to learn in a more informal
environment in a way that is appropriate to their needs (ECRE, 2002).

Conclusion

In sum, there are a range of innovative projects being carried out in Victoria,
across the States and Territories and internationally. However, many of the
projects are not well documented and are not available in the published
literature. Further research is required to identify innovative approaches
providing culturally sensitive, appropriate and effective support to refugee
seniors and their families. A specific challenge in addressing innovation in this
area is that one size will never fit all, and that services that are flexible and
locally based may well prove to be the most effective strategies for providing
support to refugee communities as they age.



Summary and Conclusions

The findings from this research and from the limited available literature, all
point to the extreme vulnerability of refugee seniors. As older people, they face
the various challenges of ageing, but do so whilst also coping with the
numerous difficulties of resettlement. As a minority within a minority, they are
doubly disadvantaged in terms of specialist services and at high risk of having
their needs overlooked.

Whilst refugee seniors from different backgrounds are affected by many of the
same general disadvantages, this research also highlighted the variety of
experiences, both positive and negative, that are part of their lives. The findings
revealed that within communities from the same country of origin, differences
in language, religion, politics and class affect the cohesion of the community as
well as their engagement with Australian society. Generalisations about refugee
seniors are just that, as are generalisations about the individuals within each
community grouping. Nevertheless, some common themes did emerge and the
following three key areas highlight factors that need to be considered in any
attempts at improving the wellbeing of refugee seniors.

The difficulty of identifying refugee seniors

As discussed in Chapter 3, the data available for identifying and locating refugee
seniors in Victoria is limited and inaccurate. DIMIA are known to have
undercounted some of their settlement data in the skilled migration, family
reunion and humanitarian programs, and the census data is deliberately
adjusted to maintain privacy in small communities. In both data sets, small
communities are grouped together, either by language or country of birth,
making identification of some groups impossible. Other limitations include the
lack of complete data available on settlement patterns and the invisibility of
some refugee groups such as those who have come via New Zealand.

Whilst efforts have been made to account for these difficulties in this research,
the lack of readily available and easily accessible accurate information has
obvious implications for service providers wishing to identify and target refugee
seniors. The low level or lack of infrastructure and resources in many refugee
communities also makes it difficult for them to make their needs known and
attract the attention and resources of service providers. Whilst refugees are in
general well catered for by specialist resettlement services in the first few years
after their arrival, they are noticeably under-represented as users of more long
term services such as HACC, in part due to the difficulties discussed earlier in
this report.
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Key issues affecting the health and wellbeing of refugee seniors

Consultations with community workers provided data on the key issues
affecting the health and wellbeing of refugee seniors in Victoria. Variations
obviously occur between and within different groups, and these are discussed in
detail in Chapters 9 and 5. The following summary recaps some of the most
common factors that impinge on older refugees’ health and wellbeing.

Social Isolation

Social isolation is a crucial issue affecting the wellbeing of almost all refugee

seniors. The factors causing it vary between and within communities depending

on individuals’ refugee experiences and the level of resources, organisation and

cohesiveness within the resettled community. Details of the pertinent factors for

each community are given in Chapter 9, but the following list summarises the

key contributing factors to social isolation among refugee seniors that arose

from this research:

— low levels of English and literacy,

— fear of using public transport, an inability to drive, and a lack of targeted
transport services,

— lack of suitable places for older refugees to meet,

— factionalism within communities,

— unfocused ethno-specific funding (e.g. ‘Indo-Chinese’) which leaves minority
groups unresourced,

— fear of officials and government services.

Mental Health Vulnerability

Past experiences of trauma and the challenges of resettlement, combined with

the onset of age-related illnesses such as Alzheimer’s and dementia, make

refugee seniors a particularly vulnerable group in terms of mental health

disorders. Data from the research revealed a range of issues that affected the

mental wellbeing of refugee seniors in the resettlement context and whilst these

necessarily vary between individuals and communities, the following are

common factors that contribute to mental health vulnerability among this

group:

— re-traumatisation caused by the asylum process,

— having time for contemplation of past trauma experiences,

— social isolation,

— changed status of ‘elders’ in resettlement countries,

— role reversal within families, and dependence on younger relatives,

— loss of status within the family and community,

— fear of being a burden on the family,

— intergenerational conflict when younger family members adopt the lifestyle
and attitudes of the resettlement country,

— loss of support networks of friends and peers,

— changing gender roles.

Understanding and attitudes towards psychological disorders varied between
communities and individuals, but a general tendency to dismiss mental illness
as a symptom of old age, homesickness or a physical illness was apparent.
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The Family Care Trap

In every refugee community consulted in this research, a preference for
providing care for the elderly within the family was expressed. This belief in the
duty of family to care was variously described as a cultural or religious duty and
the inability to fulfill it was generally regarded as shameful. However, case
studies and evidence from community workers suggest that the strength of this
belief in the duty and propriety of family care is often undermined by the reality
of resettlement hardships. The family care trap occurs when the families will
not countenance outside assistance, even though they are struggling to cope
with the demands of resettlement and the care needs of their elderly relatives.
Older refugees caught in this trap, tend to be socially and emotionally isolated
both within the family and the wider community as the families on whom they
depend are too busy to spend much time with them. The family care trap puts
at risk the health and wellbeing of older refuges as well as the unity of the
family, and is a hugely important issue to tackle if refugee seniors are to be
sufficiently cared for.

Service Use

Information gathered from community workers and from data on the use of
HACC services by refugee seniors, revealed apparently low service use. Again,
reasons for this low service use varies between groups, depending on their
background, level of relative need for services and the level of appropriate
information available, but the following common themes emerged:

Lack of knowledge of services

Unfamiliarity with the Australian service system is common among many
migrant groups but appeared as a recurrent theme among refugee
communities. Smaller communities in particular complained of a lack of
accessible information regarding services and little effort on the part of service
providers to reach them. Language and literacy were both important factors,
although even several English speaking community workers knew little about
aged care services or where to go to find out about them.

Cultural Barriers

In several communities, aged care services, including HACC, were described as
culturally inappropriate because they clashed with the expectation of family care.
In other communities, research revealed that families would be interested in
using HACC services, if they knew about them, and if the care provided was
appropriate in terms of the background and gender of the carer. Residential
services were almost universally viewed as culturally inappropriate, although
workers from some communities foresaw that ethno-specific residential services
might become acceptable as the number of elderly in their community
increased. Meals services were without exception unpopular as the food was
assumed to be unacceptable to non-Australians.
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Trauma related fear

Refugees from several communities who had suffered persecution at the hands
of government authorities were found to be wary of using state services and
afraid of allowing strangers into their home. The fear of spies was reported
among seniors from communities that had experienced surveillance, and
created a reluctance to use interpreters or have carers from within the
community.

Lack of ethno-specific services

Unlike many larger migrant groups, very few refugee communities receive
support for ethno-specific services to provide opportunities for social interaction
among seniors. Where funding is available it tends to go to groups under
regional umbrellas which, as mentioned above, risk marginalising minorities.
The lack of resources in many refugee communities also limits opportunities
for advocacy on behalf of seniors and perpetuates the low visibility of these
groups among service providers.

Conclusion

Overall, refugee seniors who are members of small ethnic groups more often
than not remain invisible because of their low numbers, but may have high
needs for care and support. In fact, the small numbers of aged refugees within
the more recently arrived communities could be argued to constitute a risk to
their own wellbeing and to that of their families. ‘Small in number, high in
need’ defines the challenges of providing innovative and effective programmes,
policies and strategies to ensure that this segment of Victorian seniors is able to
access services relative to their needs.
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Issues for further Consideration

This study has examined the issues which affect the health and wellbeing of
refugee seniors and their access to community based services which could
improve their quality of life. Drawing on the findings of this study, and the
consultations with refugee community workers, a number of issues have been
identified which warrant further consideration.

Definitions of Aged’ and ‘Seniors’

The HACC program provides services to people of all ages who have been
assessed as needing assistance due to moderate, severe or profound disability.
However, program data indicates that 67% of all HACC clients are aged 770
years and over. Many HACC agencies take age into consideration when
determining priority of access to HACC services. Due to their experiences of
hardship, displacement and trauma, refugees may require services at a younger
age than other populations. Different cultural traditions also categorise the
status of the “elderly” based on factors such as mobility or life stage, rather than
chronological age. Consideration needs to be given to developing a range of
criteria for identifying priority for aged care services within refugee
communities that takes into account a more flexible understanding of the
definition of ‘aged’. Such an approach would assist in facilitating greater access
and use of appropriate services by refugee seniors and their families.
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Awareness, Information and Communication

Information regarding services for seniors is often unavailable in appropriate
formats, community languages or through accessible media. Literacy is also low
in some refugee communities, particularly among the elderly who may have
had limited access to schooling in their home countries. Consideration should
be given to identifying a range of innovative and effective communication
strategies that include, but are not limited to, the translation of key information
resources into the many community languages spoken by newly emerging
refugee communities, and the use of visual and verbal formats. Consideration
should also be given to promoting information regarding aged care services in a
range of accessible and familiar locations such as Centrelink offices and MRCs,
which refugee seniors and their families already visit on a regular basis.

Older refugees are particularly vulnerable to social isolation and to other social
factors that act as barriers to accessing information about social services. Their
families also face many challenges over the settlement period and may not be
proactive in seeking out services that could assist them with the care of their
elderly. A range of initiatives should be considered to build partnerships
between refugee resettlement organizations and aged care services in order to
develop more effective ways of raising the awareness among new arrivals and
newly emerging communities of aged care services. These initiatives would also
build capacity in the refugee service sector to help meet the needs of refugee
seniors and their families.

Another range of strategies and initiatives that could be explored to assist in
building social connections and overcoming social isolation, would be the
development of models for providing appropriate English language tuition for
older refugees, in smaller classes and using older tutors. Not only would such
initiatives assist in improving older refugees’ ability to communicate their
needs, but they could also increase awareness of and access to resources for
further community development.

Caring for our own on our own: Initiatives to help share the burden

In common with many communities, families may be reluctant to access aged
care services because of values and expectations that the family should be the
primary provider of care for the elderly. In addition, refugee families may have
lived in countries prior to their arrival, where there were minimal or no social
services available, let alone social support for the elderly. One means of
overcoming this reluctance to use aged care services, suggested by an MRC
worker interviewed in this study, was to market aged care services as
complementing and supporting families to care for their elders rather than as
replacing family care. Further investigation could be undertaken into how to
better facilitate the uptake of respite care, with a focus on the benefits for the
caree, rather than for the carer. Such programmes might be especially valuable
in reducing the social isolation of the elderly by providing opportunities for
social interactions that compliment the family setting.
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Some refugee communities will have more specific reasons for being unwilling
to use aged care services, related to previous experiences which have left them
afraid of interacting with government or official agencies. Further research
could be undertaken into to how to build capacity in the aged care sector to
become aware of the impact of torture, trauma and forced displacement on the
elderly and their families and how to respond more effectively to their needs.

The low visibility of refugee communities

The low visibility of refugee seniors is often related to the small population size
of their communities and the small numbers of elderly within these
communities. Improved accuracy and availability of data on where refugee
seniors are living would greatly assist in identifying these vulnerable groups.
Small and newly arrived refugee communities also face many challenges but
have little capacity and few resources for meeting them. Strategies to facilitate
community development and capacity building so that communities can better
advocate for their elderly, organise voluntary visiting and befriending schemes,
and compete for existing resources would help to address some of the barriers
hampering them.

Carers from the Community

Several community workers interviewed for this study explained that members
of their communities would be interested in working in the aged care sector but
that limited English language skills and their need for further education
prevented them from achieving the standards necessary to qualify within the
existing systems. Initiatives to open up opportunities for refugees to become
employed in the aged care/community care sector need to be further
investigated. A training scheme that allowed carers from refugee backgrounds
to qualify at a lower entry level to enable them to provide care within their own
community would help meet the needs of the elderly in smaller communities
and provide employment for younger refugees. Further investigation is needed
into how such models could act as entry points and pathways for further
education and training in the health care/aged care sector.
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Issues for Further Research

There is a dearth of evidence on how to best address the needs of refugee
seniors and how to offer effective support to their families and communities.
Policy-relevant action-based research would help to fill some of the gaps in our
knowledge base, and would contribute to building a body of evidence about
what works and why.

Specific priority research areas include:
Research into the needs of elderly trauma survivors

In the course of this research, we identified a range of challenges specific to

elderly refugees who are survivors of genocide and extreme trauma. These

issues include:

— the return of lost memories of traumatic events that occurred in their youth,

— guilt for having survived which causes feelings of being unworthy of care in
old age,

— newly occurring nightmares, and anxiety from trigger events,

— the loss of short term memory.

While there is a body of research into these issues among Jewish Holocaust
survivors, there is little research into these issues among other refugee
communities including Cambodians, and communities from Africa and the
Balkans, who have also fled genocide and extreme mass trauma. This research
identified a number of areas that warrant further investigation, including the
impact on families of caring for such elderly, and the training needs of carers in
aged care and nursing homes.

Research into other models of care for refugee seniors

This research conducted a preliminary review of local, national and
international literature to identify innovative models of home and community
care for refugee seniors. However, very little published literature was available
on social policy, social services or models of community development that
addressed the needs of refugee seniors and their families. A comprehensive,
systematic review of both the published and grey literature in this area would be
of benefit in providing a foundation for an evidence base of successful practice
models and for informing innovation in policy and service delivery in Victoria.

In-depth research with refugee seniors

This study was limited in scope and thus we were not able to interview or
consult with refugee seniors themselves. Consequently, the voices of refugee
seniors and their direct carers are absent. It is always a difficult and risky
position to “speak for” or on behalf of individuals and communities and further
participatory action research with refugee elders and their carers/families would
be especially beneficial for providing a window into the lived experiences of
growing old as a refugee in Australia.
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Conclusion

The principle finding from this study is that the needs of refugee elders should
not be dismissed because they are small in number. In many parts of the world,
the respect paid to the elderly and their status within their society increases as
their numbers dwindle. It is important that on coming to Australia having
survived trauma and displacement, elderly refugees from smaller communities
are accorded appropriate respect and care, and are supported to age with dignity
and respect.
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