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Abstract 

Immigrants play very important roles in maintaining demographic balance, cultural 

diversity and the economic prosperity of Canada, but new immigrants face challenges such as 

unemployment, underemployment, job insecurity, poverty and a poorer quality of life (Jackson, 

2005). A significant number of foreign-trained skilled workers are employed in low-skilled service 

sector jobs in major Canadian cities (Creese & Wiebe, 2009). These workers tend to have elevated 

mental and physical health problems because of lower self-esteem and job dissatisfaction; 

extended hours of work with minimum wages; and job insecurity. They are generally sleep-

deprived and are more likely to follow unhealthy behaviours and lifestyles. Therefore, the major 

objective of this thesis was to understand the role of work-related stress, job-dissatisfaction, health 

behaviours and lifestyle in determining mental and physical health status of immigrants working 

as taxi drivers, and convenience store or gas station workers in the city of Ottawa, Canada.  

This thesis used a “sequential explanatory” mixed-methods approach of data collection and 

analysis (Creswell, 2009). Secondary data from the 2001 and 2010 Canadian Community Health 

Survey (CCHS) and primary survey (n=146) and interview (n=19) data collected in the City of 

Ottawa in 2014 were analyzed to understand skilled immigrants’ mental and physical health status 

and their determinants. The findings of the research are organized into four chapters. Descriptive 

and inferential statistics were used to understand the determinants of deteriorating health status of 

the general immigrant population in Canada and also to understand the predictors of mental and 

physical health status specific to skilled immigrants working in the city of Ottawa. The interview 
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data were analyzed using a Grounded Theory (GT) approach to understand perceived work-related 

stress, social status and health status of high-skilled immigrants working in low-skilled jobs.  

The findings reveal that skilled immigrants working in low-skilled jobs have a higher level 

of work-related stress, job dissatisfaction, and poor mental and physical health status. The findings 

contribute to the existing literature on the debates about the Healthy Immigrant Effect (HIE), 

Healthy Worker Effect (HWE) and broader immigration policy by exploring the health status of 

skilled immigrants working in low-skilled jobs.  
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Chapter 1 

Introduction 

1.1 Research Context 

Over the past few decades, Canada has become one of the most popular destinations for 

international migrants. Thousands of immigrants enter Canada every year of whom about 69 

percent are economic class, 18 percent are family class, 9 percent are refugee and humanitarian 

class, and the rest have other types of immigrant status (Bragg, 2013). Since the introduction of 

the point system in 1967, new immigrants have been selected based on their level of education, 

age, language ability, work experience, arranged employment and other adaptability 

characteristics (CIC, 2015a; Setia, Lynch, Abrahamowicz, Tousignant, & Quesnel-Vallee, 2011). 

As a result, immigrants today are likely to be relatively young, healthy and more economically 

active than they were in the past.  Paradoxically, new immigrants now face challenges such as 

unemployment, underemployment, difficulty finding well-paid jobs, job insecurity, higher levels 

of poverty and poor quality of life (Creese & Wiebe, 2009; Jackson, 2005). The outcomes of 

these challenges are deteriorated health conditions (Beiser, 2005; DeMaio & Kemp, 2010; 

Newbold, 2009; 2005), poor mental health (Beiser, Hou, Hyman, & Tousignant, 2002; Jackson, 

2005)  and exposure to occupational hazards (Eamranold & Hu, 2008).  Most of these findings 

are, however, based on the study of refugees and immigrant populations in general; there is little 

specific research on the large proportion of skilled immigrants who are working at the lower end 

of the service sector despite their qualifications, skills and experiences.  

Studies have shown that a significant number of foreign-trained skilled workers are 

employed as taxi drivers, convenience store workers and gas station workers in major Canadian 
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cities (Konadu-Agyemang, Takyi, & Arthur, 2006; Taxicab industry review, 2012; Xu, 2012). 

These three occupations were selected mainly because the majority of the workers in these 

occupations are immigrants, these occupations are usually not unionized, have no regular hours, 

and hire and fire immigrant workers more frequently (Cogan 2004, Gilmore 2008; Xu 2012). 

Yet, to the best of my knowledge, there is no research, particularly on the mental and physical 

health status of highly-skilled immigrants who work in these occupations. The doctoral research 

that I undertook is based on the hypothesis that highly educated, skilled immigrants working in 

an occupation other than one that matches their qualifications, skills and experience tend to have 

elevated mental and physical health problems because of work-related stress, low self-esteem, 

job dissatisfaction, lost social status, exposure to environmental stresses, and poor lifestyles and 

health behaviors associated with the occupations noted above. These workers are often paid 

minimum wages and work extended hours because of financial hardship and family obligations. 

They usually are sleep-deprived, more exhausted and more likely to be exposed to environmental 

pollutants.  

1.2 Objectives and Research Questions 

Literature shows that immigrants normally have better health conditions on arrival 

compared to the Canadian-born population (e.g., Asanin & Wilson, 2008; Kobayashi & Prus, 

2012; McDonald & Kennedy, 2004; Newbold, 2005). However, the health conditions of new 

immigrants deteriorate after a few years of their arrival in Canada (Asanin & Wilson, 2008; 

Newbold, 2009). This phenomenon is observed internationally and is popularly termed the 
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“Healthy Immigrant Effect (HIE)” in much of the immigrant health literature (Finnelly, 2005; 

Kennedy, McDonald, & Biddle, 2006; Setia, Lynch, Abrahamowicz, Tousignant, & Quesnel-

Vallee, 2011). Studies suggest that the HIE occurs within the first few years of arrival (e.g., 

Newbold, 2009; McDonald & Kennedy, 2004), and is most commonly seen among visible 

minorities and non-European immigrants (Bergeron et al. 2009; as cited in Stafford, Newbold, & 

Ross, 2010).  Although different hypotheses have been proposed to understand the HIE, the 

causes are subject to ongoing discussion and are not yet fully understood. Most of the studies of 

the HIE are based only on secondary data and most of them talk about the HIE based on physical 

health outcome of new immigrants, but only a few of them have considered other health 

measures including mental health status (Stafford, Newbold, & Ross, 2010). One of the possible 

determinants of poor mental and physical health among new immigrants might be work-related 

stresses caused by job dissatisfaction because of de-skilling and underemployment1. In addition, 

individuals working in low-skilled jobs are more likely to follow unhealthy lifestyles and poor 

health behaviours because of their busy work schedule.  However, there are hardly any studies 

that focus only on the skills match on the job, job dissatisfaction, job related stress, lifestyles, 

health behaviours and health status.  

                                                      

1 De-skilling and underemployment here refers to a condition where a skilled individual is underutilizing his/her 

qualifications, skills and experiences. 
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On the other hand, the literature on occupational health frequently cites the “Healthy 

Worker Effect2” (HWE) hypothesis to explain the lower morbidity and mortality of employed 

individuals compared to the general population because relatively healthy individuals are more 

likely to gain employment and to remain employed in comparison to less healthy individuals 

(Thygesen, Hvidtfeldt, Mikkelsen, & Brønnum-Hansen, 2011).  Is the HWE hypothesis equally 

applicable to skilled immigrants working in low-skilled service sector jobs? This thesis tries to 

find answers to this question. Therefore, two major hypotheses that have been discussed and 

tested throughout this thesis are the HIE and HWE. Hence, the main objectives of this research 

are:  

 To go beyond the “healthy immigrant effect” and contribute to a broader understanding 

that the role of work-related stress, health behaviour and lifestyle issues play in the 

mental and physical health of immigrants; 

 To contribute to the expansion of health geography through the analysis of work-related 

health issues and the “healthy worker effect”; and 

                                                      

2Phenomenon observed initially in studies of occupational diseases; workers usually exhibit lower overall death 

rates than the general population because severely ill and disabled people are excluded from employment 

(Medilexicon Dictionary, 2015). 
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 To understand work-related stress and health perceptions of high-skilled immigrants 

working at low-skilled service sector jobs in Ottawa, Ontario.  

This study uses a population health approach to understand the health status of skilled 

immigrants working in the City of Ottawa.  According to the Public Health Agency of Canada 

(1997) population health refers to “the health of a population as measured by health status 

indicators and as influenced by social, economic and physical environments, personal health 

practices, individual capacity and coping skills, human biology, early childhood development, 

and health services” (Para.2).  

To address the aforementioned objectives, the following research questions were 

designed and investigated.  Primary survey and interview data collected from skilled immigrants 

working in the city of Ottawa, and secondary data from the Canadian Community Health Survey 

(CCHS) 2001 and 2010 were analyzed to answer the following research questions.  

1. Are there statistically significant differences in the socioeconomic characteristics and 

health outcomes of recent immigrants and more established immigrants in Canada? 

2. To what extent is the mental and physical health status of skilled immigrants working in 

low-skilled service sector jobs determined by socioeconomic status, occupational 

characteristics, lifestyles and health behaviours? 
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3. How do skilled immigrants perceive their health status in the context of job 

dissatisfaction, work-related stress, lost social status, poor lifestyles and unhealthy 

behaviours? 

Understanding mental and physical health status of new immigrants is important for three 

reasons. First of all, immigrants are an inseparable part of the Canadian health care system; 

understanding immigrants’ health helps to understand the overall health status of Canadians and 

helps to develop population specific health care policy.  Secondly, the main objective of 

Canada’s immigration program is to “enhance Canada’s social fabric, contribute to labour 

market growth and strengthen the economy” by attracting young, healthy and skilled human 

resources from different parts of the world (CIC, 2015b). This objective cannot be fulfilled 

unless we maintain the good health conditions of new immigrants long after their settlement in 

Canada. Lastly, if we are unable to maintain the good health conditions of immigrants, they will 

be a burden to the publicly funded universal health care system of Canada, which is based on 

five principles: accessibility, public administration, comprehensiveness, universality and 

portability (Canada Health Act, 1984). Therefore, understanding the health status of the 

immigrant population may help to reform immigration policy to keep the immigrants healthy and 

productive so that health care costs are minimized.  

1.3 Structure of the Thesis 

This thesis is organized into eight chapters using a traditional thesis format to answer the 

research questions raised in the previous section. Chapter Two gives a comprehensive account of 
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historical and contemporary immigration policies in Canada. Furthermore, skilled immigrants 

and their employment status, occupational health and the HWE, and the HIE are also discussed 

in this chapter. The chapter also deals with the theoretical debates around assimilation (melting 

pot) and multiculturalism (mosaic) in the context of Canadian immigration policy. Chapter Three 

provides a comprehensive description of the research methods, data collection and data analysis 

techniques used in this thesis.   

Chapter Four highlights the determinants of health status change among recent and more 

established immigrants in Canada based on a comparison made using secondary data from the 

CCHS. Health status change of those who have been in Canada for less than 10 years and more 

than 10 years are compared in the chapter. The main objective of this chapter is to provide 

background on the HIE in Canada based on the analysis of secondary data and a review of the 

literature available at the time the thesis was written. The chapter also helps to understand the 

determinants of deteriorating health status of more established immigrants in Canada.  

Chapter Five is a descriptive analysis of the socioeconomic status, environmental 

exposure, occupational characteristics, lifestyles, health behaviours and health status of skilled 

immigrants working in low-skilled jobs in the service sector in Ottawa, Ontario. The analysis is 

based on primary survey data collected (n=146) from skilled immigrant workers working as taxi 

drivers and convenience store or gas station workers in the city of Ottawa at the time of this 

survey.  
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Chapter Six uses inferential statistical techniques to analyze the primary survey data to 

understand the determinants of mental and physical health status of skilled immigrants and the 

HWE. The findings of various binomial logistic regression models are presented and discussed in 

the chapter. This chapter also makes a comparison between the findings of primary survey and 

the secondary data from the CCHS. 

Chapter Seven is a qualitative analysis of the life experiences and stories of highly skilled 

immigrant workers (n=19) from the city of Ottawa who took part in in-depth personal interviews 

with the researcher. The chapter focuses on understanding work related stress, and self-perceived 

health and social status of immigrants who are highly qualified but are underutilizing their skills 

in low-skilled service sector jobs. The limitations specific to Chapters Four, Five, Six and Seven 

are discussed in their respective chapters. 

Chapter Eight presents an overall discussion of the findings presented in each of the 

Chapters from Four to Seven, and the broader implications of the thesis. The chapter also deals 

with the contributions of the thesis to the expansion of health geography, general limitations, and 

directions for future research.  
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Chapter 2 

Literature Review 

2.1 Introduction 

The major objective of this chapter is to review the existing literature to understand the 

interrelationship between education, employment and health of skilled immigrants in Canada.  

To understand the role of socioeconomic, occupational and lifestyle factors on the health status 

of skilled immigrants in Canada, it is important to understand the existing literature so that this 

thesis will be helpful to overcome the shortcomings. Therefore, in this chapter, the contemporary 

literature on human geography, population health and other related social science disciplines 

have been reviewed by dividing them broadly into four categories: 1) skilled immigrants and 

their employment status, 2) immigrant health and the HIE, 3) occupational health and the HWE 

4) theories and conceptual frameworks.  

Canada remains a country of immigrants from the early days of its formation. There were 

significant ups and downs in the immigration inflow in the history of Canada because of World 

War I, the depression years of the 1930s, World War II, and mainly because of amendments in 

the immigration policies of the country (Boyd & Vickers, 2000). The immigration policy of 

Canada was unfavourable for immigrants other than European descendants until the second half 

of the 20th century (Ninette & Trebilcock, 2010). Immigration policies had been undeveloped 

during the late 1800s, but when new legislation was passed in the early 1900s, it focused 
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primarily on preventing immigrants from non-European origins who were characterized as poor, 

mentally incompetent and from different cultural backgrounds (Boyd & Vickers, 2000). 

However, by implementing the immigration act of 1952, new immigration policies were 

introduced in the 1960s that removed national origin as a criterion of admission. The 1967 

immigration regulation of Canada introduced a point system that assigned points based on age, 

education, language skills and adaptability of the applicants (Boyd & Vickers, 2000; Setia, 

Lynch, Abrahamowicz, Tousignant, & Quesnel-Vallee, 2011). As a result, immigrants born in a 

country other than in Europe and the United States found it easier to enter Canada. Now, the 

government of Canada admits more than 250,000 permanent residents every year, of which the 

majority are skilled-worker immigrants, their spouses and dependents. Philippines, India and 

China are the three leading immigrant sending countries now (CIC, 2015c). The immigration 

selection process of Canada is considered one of the most scientific selection processes, which 

admits highly qualified skilled immigrants to meet the growing demands of the Canadian 

economy (Oreopoulos, 2011). Canada has the highest population growth rate (5.9%) compared 

to other G83 countries, mainly because of its immigration policy (Statistics Canada, 2011a). 

Today, new immigrants in Canada contribute to approximately 50 percent of the nation’s 

population growth and almost 70 percent of its labour force growth (Kobayashi, Li, & Teixeira, 

2012; Teixeira, Lucia, & Truelove, 2007). According to a Statistics Canada report (2008), 

                                                      

3 Canada, France, Germany, Italy, Japan, Russia, the United Kingdom and the United States 
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immigration will be the sole factor contributing to Canadian population growth by the year 2030. 

Therefore, immigrants not only play an important role in the Canadian economy, but also an 

important role in Canadian demographics. 

Despite the highly selective immigration policy in Canada, studies show that the majority 

of immigrants who enter Canada through the Skilled Worker category are unable to get suitable 

jobs in their fields of training (Asanin & Wilson, 2009; Newbold, 2009; 2005; Setia, Lynch, 

Abrahamowicz, Tousignant, & Quesnel-Vallee, 2011). Most of these immigrants face barriers to 

employment because of the lack of recognition of their foreign credentials, lack of Canadian 

experience, lack of a good network to secure employment (McDonald & Kennedy, 2004; 

Newbold, 2009), or because of embedded discrimination, race and racism (Creese & Wiebe, 

2009). As a result, many immigrants are unemployed or underemployed despite their 

qualifications, skills and foreign experiences.    

Friedland and Price (2003) and Asanin and Wilson (2009) have used the term 

“deskilling” to describe a job situation where an individual’s qualifications, skills and 

experiences are underutilized. According to a Statistics Canada  (2007) report, 53 percent of all 

new immigrants of the age 25-44 years look for a first job for up to four years after their arrival  

in Canada  and 55 percent of those who find jobs within six months of their arrival in Canada are 

working in a field outside of their expertise (Schellenberg & Maheux, 2007). Studies reveal that 

those people who do not get appropriate jobs are forced to work in low paid jobs, non-unionized 

jobs, usually work extended hours to meet their financial needs (Asanin & Wilson, 2009; Creese 
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& Wiebe, 2009; Newbold, 2009) and, therefore, are more likely to be exposed to environmental 

stressors. These workers tend to have the least degree of job satisfaction on the one hand, and 

more family burdens on the other, because the earnings from such employment are insufficient 

for their livelihoods in Canada. Such a situation may result in mental health issues like 

depression, post-traumatic stress disorder, suicidal tendencies, and other chronic health 

conditions (Donnelly, 2011). Although there is a significant amount of literature to understand 

the deteriorating health of new immigrants in general  (DeMaio & Kemp, 2010; McDonald & 

Kennedy, 2004; Newbold, 2009; Wu & Schimmele, 2005), there is no specific research that has 

explored the health status of skilled immigrants working at low-skilled jobs of the service sector. 

Therefore, the background literature of this research is focused on how to understand work-

related health problems of high-skilled immigrants, mainly working as taxi drivers and 

convenience store or gas station workers in the city of Ottawa, Ontario, Canada.  

2.2 An Overview of Skilled Immigrants and their Employment Status in 

Canada 

About 69 percent of immigrants in Canada are economic immigrants of which the 

majority arrives under the skilled worker category (Bragg, 2013), but there are very few studies 

that focus only on this particular group of immigrants. Research suggests that immigrants with 

job offers before arriving in Canada can contribute  to the Canadian economy and also have 

essential skills such as good communication skills, recognized foreign credentials and Canadian 

work experience (Houle & Yssaad, 2010). However, very few immigrants are fortunate enough 
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to have jobs in hand before migrating to Canada. Most of the immigrants, who enter Canada 

under  the skilled worker category, have no job in hand and normally face challenges such as 

unemployment, underemployment, low wage jobs, job insecurity, poverty and poor quality of 

life (Asanin & Wilson, 2009; Jackson, 2005). Studies have also shown that perceived job 

insecurity is a substantively important predictor of poorer self-rated health (Burgard, Brand, & 

House, 2009). An analysis of 2006 census data shows that only 24 percent of employed foreign-

trained immigrants having university degrees were working in a regulated occupation that 

matched their field of study, compared to 62 percent of their Canadian-born counterparts; 77 

percent skilled immigrants were working in jobs which usually do not require a degree (Houle & 

Yssaad, 2010).  

According to a Statistics Canada report (2005), about 30 percent of skilled-worker 

immigrants were employed in sales and service industries in 2001.  Although there are no 

specific data available, studies have shown that a large number of newly arrived doctors, 

engineers, lawyers, managers and teachers end up unemployed or underemployed, driving taxis 

or delivering pizzas in Canadian cities (Nerad & Janczur, 2000; Xu, 2012). A Toronto Taxi 

Workers Chapter (TTWC) report claims that there were 11,055 cab drivers in the city of Toronto 

alone in 2006 of which 81percent were immigrants and 44 percent of these people were working 

more than 50 hours a week for only $11,949 median annual income (Taxicab industry review, 

2012).  These statistics indicate that skilled immigrant workers tend to have elevated mental and 

physical health problems because of low self-esteem and job satisfaction.  Similarly, 
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Longitudinal Survey of Immigrants to Canada (LSIC) data indicate that among the immigrants 

surveyed in 2001, almost one-quarter (24%) of skilled worker principal applicants reported being 

very unsatisfied with their jobs (Statistics Canada, 2005). However, this figure is for all 

immigrants including refugees.  It can be hypothesized that these workers  are often paid 

minimum wages and must work extended hours because of financial hardship and family 

obligations.  The LSIC (2001) data also indicate that 85 percent of skilled-worker principal 

applicants who hold full-time jobs were mostly lower-skilled jobs with minimum wages, and 

about one quarter of these workers were working more than 45 hours per week to meet the 

financial needs of their families (Statistics Canada, 2005).  Further, immigrant workers in these 

occupations are more likely to be sleep-deprived, exhausted and exposed to environmental 

pollutants.  Corfitsen (1993) in a Denmark-based study finds that taxi drivers are generally sleep-

deprived and night time taxi drivers are at greater risk of a roadside accident because of fatigue 

and poor visual reaction. In addition, most of the taxi drivers and convenience store or gas station 

workers are more likely to be exposed to environmental pollutants because  of the nature of their 

jobs (Pfeifer, Harrison, & Lynam, 1999). There is no job security as most of these jobs are 

normally short-term and are not unionized. This is apparent from a Statistics Canada (2005) 

report that about one-quarter of new skilled immigrants had more than two jobs at a time to meet 

their financial needs. Ferrer and Riddell (2008) in their study of the analysis of 1986 to 2001 

census data find that immigrant qualifications and work experience accumulated before arrival is 

valued much less than the qualifications and work experience of the Canadian-born population in 

Canada. A similar finding is reported by Li (2000) where immigrants of visible minority earned 
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significantly less than the Canadian-born population having similar social and academic 

characteristics. A more recent study by Girard and Smith (2013) finds that visible minority 

immigrants are much less likely to secure entry to regulated occupation in comparision to other 

immigrants and native Canadians.    

2.3 An Overview of the “Healthy Immigrant Effect” and Immigrants’ Health 

in Canada 

The mandatory health screening requirement for new immigrants results in their better 

health status on arrival compared to their Canadian-born counterparts (DeMaio, 2010; Setia, 

Abrahamowicz, Tousignant, & Lynch, 2009). However, studies have shown that the health status 

of new immigrants deteriorates after a few years of their arrival in Canada (Newbold, 2009; 

Newbold & Danforth, 2003; O’Loughlin, Maximova, Fraser, & Gray-Donald, 2010). This 

phenomenon is popularly termed the “Healthy Immigrant Effect (HIE)” in much of the 

immigrant health literature (e.g., Choi, 2012; DeMaio & Kemp, 2010; McDonald & Kennedy, 

2005; Newbold, 2005; Setia, et al., 2011). The HIE is a phenomenon observed in Canada, along 

with the United States, Australia and many immigrant receiving countries of Europe  (Abraído-

Lanza, Chao, & Flórez, 2005; Anikeeva, et al., 2010; Choi, 2012; Kennedy, McDonald, & 

Biddle, 2006). However, the data sources and the hypotheses used to understand the HIE are 

different in various contexts. In the Canadian context, studies have shown that the health 

conditions of immigrants upon arrival are better than their Canadian-born counterparts, but their 

health condition deteriorates after a few years of residency in Canada (Beiser, 2005; Kobayashi 
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& Prus, 2012; Newbold, 2006). Much of the literature has concluded that the health of 

immigrants is determined by a combination of their sociocultural, political and economic 

position.  “Lifestyle change” is the most frequently used hypothesis to explain the HIE.  Several 

studies on the HIE have claimed that lifestyles of new immigrants change through the process of 

acculturation, defined as the modification of the culture of a group or individuals as a result of 

contact with a different culture, that makes significant changes in the social, cultural, political 

and economic status of new immigrants in the destination country (e.g., Abraído-Lanza, Chao, & 

Flórez, 2005; Asanin & Wilson, 2010; Newbold, 2009, 2006, 2005; O’Loughlin et al., 2010).  

Newbold (2009) argues that through the process of acculturation, immigrants adopt a “Canadian 

lifestyle” that includes unhealthy behaviors such as increased use of tobacco and alcohol, poor 

food and drink habits, and reduced mobility. But in a study of new immigrants based in 

Mississauga, Ontario, none of the participants identified lifestyle change as a factor related to 

health status change, but instead, most of the participants believed their improved or constant 

health status is due to improved living standards in Canada (Asanin & Wilson, 2010). In the 

same study, some participants attributed the stress associated with immigration, and the aging 

process for their worsening health. Thus, there are controversies about the role of lifestyle 

change in immigrant health.  However, studies have shown that sedentary lifestyles of Canada 

contribute to increased body mass index (BMI) and negatively influence the health status of new 

immigrants after a few years in Canada (Newbold, 2006; Setia, Abrahamowicz, Tousignant, & 

Lynch, 2009). Therefore, measuring changes in the lifestyles of immigrants in terms of their 
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smoking, drinking, dietary habits, and physical exercise should be evidence of the role of 

lifestyle change in determining the variation in health status.  

Another body of literature hypothesizes that barriers to health care services is one of the 

main causes of deteriorating health conditions of new immigrants in Canada (e.g., Kobayashi & 

Prus, 2012; McDonald & Kennedy, 2005). Inability to communicate in either of the official 

languages, lack of culturally appropriate treatment, not having a family physician, lack of social 

networking and lack of belonging to local communities are considered some of the most 

prominent barriers faced by new immigrants accessing health care services. Because of these 

barriers they cannot fully utilize the available health care facilities. As a result, it is hypothesized 

that their health deteriorates within a few years following their arrival in Canada. 

Quite a few studies have investigated the impact of immigrants’ socioeconomic 

characteristics on their health. Dunn and Dyck (2000) claim that social determinants of health 

have a very strong influence on the health of immigrants. Total household income, level of 

education, housing conditions, social safety networks, employment status, et cetera, are 

frequently used as indicators of social determinants of health. It has been often hypothesized that 

immigrants usually experience poor social determinants of health in their early years in Canada 

(Dunn & Dyck, 2000; Kennedy, McDonald, & Biddle, 2006; Wu & Schimmele, 2005). 

According to this hypothesis, new immigrants usually are unemployed or underemployed for the 

first few years, which may lead to low income, poor quality housing and poor social safety 

networks. As a result, their quality of life is poor, and they usually have deteriorated health status 



 

 

18 

 

(Kennedy, McDonald, & Biddle, 2006; Newbold, 2009). However, there is no empirical analysis 

on how the social determinants of health differ among recent immigrants who have been in 

Canada for shorter periods of time compared to those who are more established in Canada.  

Although  different hypotheses have been proposed to understand the HIE, little attention 

has been paid to occupational characteristics and work-related stress in determining the health 

status of skilled immigrants.  Moreover, the HIE is most frequently demonstrated for the health 

outcomes of all immigrants in general (Stafford, Newbold, & Ross, 2010), but the health 

problems for new skilled immigrants as a function of their work-related stress, occupational 

exposure and lifestyles has not been revealed. Houle and Yssaad (2010) claim that barriers to 

finding suitable employment is a key contributing factor in psychological health. Asanin and 

Wilson (2010) and Newbold (2009) argue that immigrants adopt unhealthy lifestyle and risky 

health behaviours through the process of acculturation in Canada. The role of employment as a 

determinant of health is well established in the literature (e.g., Asanin & Wilson, 2009; Newbold, 

2009) but there is not sufficient literature on the health problems associated with 

underemployment, unfavourable employment and stressful working environments. And, there is 

no specific study that looks at the mental and physical health status of skilled immigrants who 

are working at low-skilled jobs in the service sector despite their better qualifications, skills and 

experiences. Much of the existing literature examines the health status of all immigrants based 

on secondary data despite the fact that health status may vary by gender, occupation and ethnic 

origin of the immigrants. Therefore, the main objective of this research is to explore both 
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quantitatively and qualitatively how highly skilled immigrants working in the jobs that do not 

match their qualifications, skills and experience reveal their work experience and related health 

problems based on their socio-demographic, occupational and lifestyle characteristics.  

2.4 An Overview of Occupational Health and the “Healthy Worker Effect” 

Degree of job satisfaction is a subjective measure, therefore it is not same for every 

individual. The literature specific to skilled immigrant is rare. A few studies have shown that 

mental health is determined by the degree of job satisfaction, which in turn is determined by how 

well the job is matched with the credentials of the individual (Aronson, Laurenceau, Sieveking, 

& Bellet, 2005; Friedland & Price, 2003).  Degree of job satisfaction may vary among 

individuals depending on either their qualifications or the degree to which their skills and 

experiences are fully utilized in the jobs. Furthermore, one’s level of satisfaction may also be 

determined by the quality of life one can afford. For most of the skilled immigrants deskilling is 

not voluntary, but a result of employers not recognizing their foreign credentials, or mistrust of 

foreign education systems and experience (Joona, Gupta, & Wadensjö, 2012). O'Brien and 

Feather (1990) found that high school graduates who obtained good quality employment had 

lower depression, higher-life satisfaction, higher internal control and personal competence 

compared to their underemployed counterparts. Friedland and Price (2003) analyzed data from 

the Americans’ Changing Lives (ACL) study and established a relationship between employment 

status and both physical health and psychological well-being of individuals. Adler and Newman 

(2002) also argue that workers are exposed to both physical and psychosocial risks because of 
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lower-status jobs. Their reasoning is that people working in lower status jobs are at a higher risk 

of occupational injury and exposure to toxic substances. Those immigrants with lower status jobs 

are not able to fulfill the basic needs of their families mainly because of not having an 

appropriate job that provides a good income. Hence, they may have a significant number of 

mental and physical health issues.   

The findings from the above literature contradict the “Healthy Worker Effect” (HWE) 

hypothesis. The HWE is a phenomenon that explains that the lower morbidity and mortality of 

employed individuals compared to the general population is because relatively healthy 

individuals are more likely to gain employment and to remain employed in comparison to less 

healthy individuals (Thygesen, Hvidtfeldt, Mikkelsen, & Brønnum-Hansen, 2011). Although the 

concept of HWE is frequently criticized as an artifact of selection bias, many occupational 

epidemiologists still believe that employed individuals are healthier and more active than their 

unemployed counterparts, especially in physically demanding jobs (Shah, 2009). Moual et al. 

(2008) argue that the HWE bias arises from two “complementary mechanisms”; the selection of 

healthier workers at hire and the interruption, change, or termination of work by less healthy 

individuals. Therefore, some occupational health studies are more inclined to the mechanism of 

“reverse causality” where the presence of particular health problems or exposure to a particular 

environment may influence job choices (Moual, Kauffmann, Eisen, & Kennedy, 2008). Most of 

the occupational epidemiologists argue that whether the relationship between employment and 

health is reversible or not, working individuals in general are more likely to report better health 
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status than the general population. Is the HWE hypothesis equally applicable to high skilled 

immigrants working in a job that underutilizes their skills? Data collected and analyzed in this 

thesis try to find answers to this question to better understand the HWE hypothesis. 

2.4 Theories and a Conceptual Framework 

Diverse theories, models and conceptual frameworks have been proposed to understand 

the immigration pattern in general, and the sociocultural integration process specifically. In 

particular, the ways in which the phenomenon of international migration has been studied, 

conceptualized and theorized by different scholars is examined here. The aim of introducing 

migration theories is to understand the integration process in the destination country before 

addressing immigrant health issues raised in this thesis.  

The immigration intake process is highly debated in most immigrant receiving western 

countries. The debate is mostly on the process of integration either through assimilation or 

multiculturalism. Assimilation, also known as the “melting pot” concept, is the term frequently 

used in the American literature mainly to measure the degree of incorporation into patterns of 

economic and social success of the country, but the term multiculturalism is more common in the 

Canadian literature. Official documents in Canada use the term multiculturalism to reflect the 

actions and activities of incorporating a racial or religious group into a community without 

compromising their cultural and religious freedom. Therefore, emphasis is given to the process 

of economic equality while maintaining cultural and religious freedom of new comers.   
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Different social theories have been proposed to understand the “push and pull” factors 

involved in migration and to understand the integration process of new immigrants in the 

destination country.  Although “micro-economic, world systems and network theories” have 

been frequently used in the migration literature, elaboration of these theories is beyond the scope 

of this research. Therefore, only assimilation and multiculturalism are further discussed here just 

to understand the distinction between integration models used in the United States and Canada.  

A widely discussed theory to understand the integration process is classical assimilation 

theory. Assimilation is a process whereby a minority group gradually adopts the customs, 

language, beliefs and attitudes of the prevailing culture of the destination country (Abraído-

Lanza, Chao, & Flórez, 2005). It is a state of being assimilated; people of different backgrounds 

come to see themselves as part of a larger community. This theory was pursued by the Chicago 

School of Sociology in the 1920s and early 1930s and remained the leading social theory of 

immigration until the late 1960s (Heisler, 2008; O'Reilly, 2012). American literature on 

assimilation theory argues that immigrants’ language, religion and culture are lost due to 

pressures in the process of assimilation into a dominant culture of the destination country 

through processes of acculturation and lifestyle change. A significant number of studies in 

immigrant health have hypothesized that assimilation is the main cause behind the HIE (e.g., 

Asanin & Wilson, 2010; DeMaio & Kemp, 2010; Newbold, 2009) because, through the process 

of assimilation, immigrants are socially and culturally assimilated into the mainstream culture, 

but psychologically and biologically they are not necessarily well adjusted to the new 
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environment of the receiving country. Therefore, the relationship between assimilation and the 

well-being of immigrants has been at the centre of debate in the recent social science literature 

(Greenman & Xie, 2008).  For instance, Rudiger and Spencer (2003) argue that: 

Successful integration requires meaningful interaction between migrants and the 

receiving society, which means integration must be conceived as a two-way 

process. Such a process will change not only the migrant’s perspective and way 

of life, but also effect structural change in the receiving society. (p. 5) 

In fact, the structure of the receiving society does not change and is not receptive in many 

instances, and the assimilation practices are not immigrant friendly. For example, O’Reilly 

(2012) has criticized assimilation as a one-sided process in which immigrants are incorporated 

into a new society without considering their sociocultural background.  

Classic assimilation theory, most common in the US literature, has been criticized for its 

inability to explain the HIE fully. On the one hand, acculturation (measured as community 

participation, social contacts, income adequacy, language skills) is considered to play a positive 

role in health promotion, but on the other hand, the Canadian literature argues that the 

deteriorating health conditions of new immigrants are observed well after acculturation takes 

place (e.g., Asanin and Wilson 2010; Newbold, 2005).  Heisler (2008) comments that 

assimilation theory is fragile and ineffective in explaining the persistence of disparity and 

conflict among the different groups of a population. Therefore, “segmented assimilation theory” 

is gaining attention among sociologists who argue that the assimilation process varies for 
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different social, ethnic and racial groups instead of restricting them to adopt a uniform culture of 

the receiving country (Lee, 2009). Williams (2013) argues that this approach is more inclusive 

than the assimilation approach.  As new immigrants these days are mostly ethnic minorities, 

sociologists have accepted race and ethnicity as new dynamics in the assimilation process (Lee, 

2009; Portes & Zhou, 1993). The segmented assimilation theory postulates that newly arrived 

immigrant groups who find themselves facing discrimination and intolerance from the receiving 

society may choose to assimilate into one of the many existing ethnic cultures (Lee, 2009).   

Table 2-1: Variation in immigrant integration strategies 

 Assimilation Segmented 

Assimilation 

Multiculturalism 

Model Melting pot Vinaigrette Mosaic 

Degree of exclusivity High  Medium Low or none 

Strategy Homogeneity Incorporation Heterogeneity 

Goal Unity Non-discrimination Diversity  

Source: Modified from Williams 2013 

Ethnic discrimination and racism constantly produce social and economic inequities that 

intersect with other forms of domination and marginalization to influence the health of 

immigrants (Viruell-Fuentes, Miranda, & Abdulrahim, 2012). Therefore, those sociologists and 

anthropologists who hypothesize racial discrimination as one of the major causes behind the 

deteriorating health of new immigrants believe that segmented assimilation theory works better 

(e.g., DeMaio & Kemp, 2010; Portes & Zhou, 1993; Wu & Schimmele, 2005). However, some 
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critics believe that lack of social ties outside their own ethnic communities may restrict 

immigrants’ knowledge of the full range of available opportunities (Xie & Greenman, 2005). 

Furthermore, O’Reilly (2012) critiques segmented assimilation theory as race and ethnicity 

continue to exist and can be used to categorize and discriminate against immigrant subgroups.  

Although ethnicity may play an important role when networks are used to find jobs, some people 

have argued that perceived discrimination is associated with lower levels of mental and physical 

health and poor health care access (Viruell-Fuentes, Miranda, & Abdulrahim, 2012). Therefore, 

this theory has often been used to understand the tension between a dominant destination society 

and minority immigrant groups (O'Reilly, 2012).   

Multiculturalism as an alternative integration approach is also frequently used in the 

immigration literature all around the world. It emphasizes tolerance of group differences as a 

way to respond to cultural and religious diversity (CIC, 2012). Multiculturalism is often used to 

overcome the drawbacks of assimilation and segmented assimilation theories discussed earlier. 

Castles and Miller (2009) explain how immigrants can be a part of the society they move to, and 

how the state and civil society can facilitate this process.  They argue that assimilation cannot 

work with clearly visible ethnic minorities because of growing labour migration in recent years 

from developing countries, and therefore, there is a need to address the cultural identities of 

ethnic minorities. Canada adopted multiculturalism as an official policy in 1971. Citizenship and 

Immigration Canada (CIC) claims that “Canada affirmed the value and dignity of all Canadian 

citizens, regardless of their racial or ethnic origins, their language, or their religious affiliation by 
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adapting multiculturalism” (CIC, 2012). However, multiculturalism in practice is different than it 

is in theory. Language, culture, religion, foreign education and training remain barriers for new 

skilled immigrants to compete for jobs with their Canadian counterparts. As a result, they lag 

behind and are forced to work in jobs for which their education, training and experience are less 

useful.  

 

Figure 2-1: A conceptual framework 

Social, Cultural, Political, Economic & Environmental Structures

Country of 
Origin: 

Social 
Cultural
Political
Economic
Environmental

Country of 
Destination:

Social
Cultural
Political
Economic
Environmental

Compositional and Contextual Characteristics

Economic growth
Immigration policy
Job opportunity
Social Justice

Possible Socioeconomic and 
Environmental Outcomes

Low paid jobs 

Job insecurity

Unemployment

Underemployment

Economic hardship

Lifestyle change

Poor social status

Environmental exposure

Health Outcomes

Poor mental health

Poor physical health

Assimilation 

Segmented Assi 

Multiculturalism 

Qualification 

Experience 

Language skills 

Family structure 

Social skills 
Behavioral skills 



 

 

27 

 

Therefore, to understand work-related health problems of skilled immigrants, this 

research applies a conceptual framework (Figure 2-1) that builds upon these existing theories. 

This framework emphasizes the role of social structure and human agency in determining health 

outcomes of skilled immigrants. It is developed with an understanding that the personal abilities 

(qualification, experience, communication skills, family structure and social skills) of an 

individual, in addition to the sociocultural, economic, political and environmental context, play 

very important roles in determining the socioeconomic and environmental outcomes in the form 

of unemployment, underemployment, low-paid employment, job insecurity, lifestyle change and 

environmental exposure (Figure 2-1).   

Finally, the socioeconomic and environmental outcomes determine the mental and 

physical health status of skilled immigrants working in low skilled occupations. A conceptual 

framework (Figure 2-1) is used to understand the interrelationships among immigrants’ health, 

compositional characteristics, and contextual settings of the destination country. Immigrants who 

have good credentials, more experience, better language skills, and good social networks 

(compositional factors) may get better job opportunities provided there is good economic 

growth, low unemployment rates, a highly receptive society, and good recognition of their 

credentials (contextual factors) in the destination country. However, foreign trained skilled 

immigrants working in an occupation that underutilize their qualification, skills and experience is 

an opposite scenario where their credentials are not recognized, they might be subject to racial 

discrimination and their foreign skills and experiences are not valued equivalent to Canadian 
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experiences. Therefore, despite their good compositional characteristics, many immigrants are 

unemployed, underemployed or have less job satisfaction which may lead to work-related stress 

and poor mental and physical health status.  
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Chapter 3 

Research Design and Methodology 

3.1 Introduction 

In the previous chapter, I discussed the existing literature to set the context for this 

research. Different theories and a conceptual framework were examined for their significance in 

relation to the research carried out. This chapter outlines the methodological approaches to 

achieve the objectives raised in Chapter One, and to fill the research gaps discussed in Chapter 

Two. Integrating both quantitative and qualitative methods of data collection and analysis, this 

research employed a mixed methods approach to answer the research questions raised in Chapter 

One. A mixed methods approach usually applies to contexts in which a researcher collects, 

analyzes, and integrates both qualitative and quantitative data simultaneously within a single 

study (Creswell, 2006). A “sequential explanatory strategy” is applied, which is characterized by 

the “collection and analysis of quantitative data in the first phase of research followed by the 

collection and analysis of qualitative data” in the second phase to elaborate on the results of the 

first phase of analysis (Creswell, 2009, p. 211). Selection of the participants in the second phase 

of qualitative research was guided by the first phase of quantitative data collection. Therefore, 

two forms of data were collected separately but they were connected during analysis. Each 

individual chapter can be characterized as quantitative or qualitative; however, the overall thesis 

used a mixed methods approach. Terrell (2012) and Creswell (2006) argue that as a 

methodology, mixed methods involves philosophical assumptions that guide the direction of the 
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collection and analysis of data, and the mixture of quantitative and qualitative approaches in 

many phases in the research process.  Studies have shown that a mixed methods approach is 

better because it uses a pragmatic paradigm where a researcher has an opportunity to combine 

the strengths of both quantitative and qualitative approaches to address research questions (De 

Lisle, 2011; Appiah-Yeboah, Salib, & Rupert, 2007; Creswell J. W., 2006). Pearce (2012) and 

Morgan (2007) argue that the quantitative approach, grounded in positivism4, is too “deductive” 

from theory to hypothesis testing and the qualitative approach, grounded in interpretivism5 and 

constructivism6, is too “inductive” from data to theories but in reality research of all types makes 

several moves back and forth between data analysis and theory construction. Therefore, the 

mixed methods approach is a complementary dialectic between inductive and deductive 

theoretical development that bridges quantitative and qualitative methods (Morgan, 2007).  

Quantitative survey data were collected to test the hypothesis that mental and physical 

health status of skilled immigrants working at the lower end of the service sector are determined 

by their work related stress, environmental exposure and lifestyles in addition to their 

                                                      

4 Positivism is a philosophy that postulates knowledge is based on natural phenomena and their properties and 

relations as verified by the empirical sciences.  

5 Interpretivism is the belief in the social sciences that the social realm may not be subject to the same methods of 

investigation as the natural world; researchers should focus on understanding the interpretations that social actions 

have for the people being studied. 

6  Constructivism is a belief that people construct their own understanding and knowledge of the world, through 

experiencing things and reflecting on those experiences. 
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socioeconomic status. The strength of a quantitative survey is that it enables an extensive sample 

to test hypotheses and to generalize the results to a larger population; however, its major 

limitation is that it cannot capture the depth and complexity of sociocultural and political 

phenomena involved in determining immigrant health status. Therefore, qualitative interviews 

were used to gain insights into how highly educated skilled immigrants of different ethnicity, age 

and gender describe their work experience and health status in relation to their sociocultural 

background and working environment. The in-depth personal interviews provided important 

information on emergent and unexpected themes that were not considered while designing the 

close-ended survey questionnaire. Therefore, getting additional information from a perspective 

of participants, not from the perspective of the research designer, was an added advantage of 

mixing methods in this research.  Understanding the mental health issues of new immigrants, a 

very sensitive topic, was not possible only with a close-ended survey questionnaire. Therefore, 

the qualitative part was an addition to the quantitative survey to understand sensitive mental 

health issues in detail from the conversations with the participants.  

Although gender is an important factor in this study, it was difficult to find immigrant 

women working as taxi drivers. Out of 81 taxi drivers who participated in this research, only one 

was a woman. However, significant numbers of skilled immigrant women who were working as 

convenience store or gas station workers took part in the research. It also reflects the gendered 

nature of the occupations selected for this study. Therefore, qualitative interviews were also 

useful to hear the voice of a small number of women workers who took part in the research.  
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3.2 Study Area 

This study focused on the city of Ottawa in the province of Ontario.  With a population of 

921,823 (Census, 2011), Ottawa is the second largest city in Ontario, and is also the national 

capital of Canada. The population in Ottawa grew by 8.9 percent in the 2011 census compared to 

the previous census of 2006; about 19 percent of the people in the city of Ottawa are immigrants 

(Statistics Canada, 2011b). The main rationale behind the selection of the study area was the 

growing concentration of skilled immigrants in the city of Ottawa because of potential job 

opportunities in the federal government, high-tech industries, tourism and other service sectors. 

In addition, my own experience of working in the city of Ottawa for more than four years as a 

skilled immigrant was an added advantage for this research. The target populations for the 

research were immigrants who arrived in Canada under the skilled worker category and were 

working as cab drivers and convenience store or gas station workers.  
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Figure 3-1: Study Area (City of Ottawa) 

3.3 Sampling Strategy  

The sampling strategy for the primary survey involved identification of the proportion of 

the immigrant population in the city of Ottawa by their place of birth. According to the 2006 

Census of Canada, there were 202,730 foreign born people living in the Ottawa-Gatineau Census 

Metropolitan Area (CMA) (Statistics Canada, 2013a). Attention was paid to make sure the 
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sample collected was representative of immigrants from all parts of the world; however, it was 

not achieved because of over representation from some English speaking countries. Although, 

the share of the immigrant population working as taxi drivers, and convenience store or gas 

station workers by country of birth was unknown, figures from the 2006 Census of Canada 

(Table 3-1) were used as a reference guide.  

Table 3-1: Immigrant populations of Ottawa-Gatineau (CMA) by place of birth in 2006 

Place of birth  Count Percent 

United States 8,925 4.40 
Central and South America 10,960 5.41 

Caribbean and Bermuda 12,045 5.94 

United Kingdom 19,600 9.67 

Other Northern and Western Europe 15,425 7.60 

Eastern Europe 16,155 7.97 

Southern Europe 17,300 8.53 

Africa 22,630 11.16 

West Central Asia and the Middle East 27,555 13.59 

Eastern Asia 20,845 10.28 

Southeast Asia 15,225 7.51 

Southern Asia 15,025 7.41 

Oceania and other 1,040 0.51 

Total 202,730 100.00 

Source: Statistics Canada (Census 2006) 

Data collection involved a cross sectional survey of participants using a structured 

questionnaire (Appendix A).  According to the 2006 Census, 1,465 people reported their 

occupation as a Taxi, Limousine and Chauffeur Driver in the city of Ottawa alone, of these 922 

(63%) were immigrants (Xu, 2012). Similarly, 8,365 people reported their occupation as Retail 

Salesperson and Sales Clerks, which includes convenience store and gas station workers. 
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However, these figures are from the Ottawa-Gatineau CMA and for the total immigrant 

population. As this study focused only on the skilled immigrants working on the Ontario side of 

the Ottawa-Gatineau CMA, the exact percentage of immigrants out of this population was 

unknown. Therefore, it was not possible to estimate the total number of skilled immigrants 

working only in the specified occupations.  However, a set of criteria was established for a 

participant to be eligible for the study. A participant in the survey was a first-generation skilled 

immigrant of at least 21 years of age who was employed as a cab driver, a convenience store 

worker or gas station worker at the time of the survey. Attention was paid to make the survey is 

representative and inclusive of gender, ethnicity, language and cultural background of the 

participants.  

3.4 Secondary Data 

Secondary data from the CCHS 2001 (cycle 1.1) and the 2010 (annual component) 

conducted by Statistics Canada (2000-2001 and 2010) were analyzed to understand health status 

change among recent and more established immigrants and the findings are presented in Chapter 

Four. CCHS is a cross-sectional survey that collects information related to health status, health 

care utilization and the determinants of health for the Canadian population 12 years and older 

(Statistics Canada, 2013b). The CCHS covers the Canadian population living in 110 health 

regions of ten provinces and three territories. According to Statistics Canada (2013b), persons 

living on reserves and other Aboriginal settlements, full-time members of the Canadian Forces, 

the institutionalized population and persons living in the Région du Nunavik and Région des 
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Terres-Cries-de-la-Baie-James health regions of Quebec are not included in the surveys. 

According to Statistics Canada both the 2001 and 2010 surveys relied upon a large sample of 

participants who were randomly selected for a computer-assisted telephone interview.  

The microdata file for both 2001 and 2010 cycles were downloaded using the ODESI 

Scholar's Portal from the Queen’s University Library Data Centre. Data tables were manipulated 

and subsets of data were created using JMP 10 for Window of SAS Institute. Immigrants who 

have been in Canada for less than 10 years were selected from the 2001 cycle, whereas those 

with more than 10 years of residency were selected from 2010 annual component so that, 

theoretically, both the subsets represent immigrants from the same arrival cohort.  

3.5 Quantitative Survey  

A survey questionnaire containing 49 multiple choice and short answer questions was 

designed to collect the phase one quantitative data (Appendix A). An online survey was designed 

using a survey tool called ‘Fluid Survey’ which was accessible to the graduate students of 

Queen’s University. The survey was pilot tested among some volunteer participants before it was 

published online from May 1st to December 31st, 2014 for individuals to participate in the 

research. The web link of the survey was also posted on social media and other online portals 

which were easily accessible to potential participants. However, for most of the participants who 

did not have access or knowledge of the internet, hard copy survey questionnaires were provided. 

Although a random sample of the participants would have been preferred, no reliable single 

database accessible to the researcher was available to define the theoretical population given the 
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characteristics required for the analysis and therefore, a classic random sample could not be 

defined. Therefore, the recruitment of the participants took place by use of a purposive sampling 

strategy with the help of immigrant community organizations, taxi companies, and ethnic and 

social organizations working in the City of Ottawa. Some organizations, namely the Nepalese 

Canadian Association of Ottawa (NCAO), Ottawa Local Immigrants Partnership (OLIP), 

Francophone Immigration Support Network of Eastern Ontario, Ottawa Lebanese, and 

individuals from an Ethiopian community of Ottawa helped to post the link of the online survey 

on their web pages and also helped to publish the announcement of the research in their news 

bulletins to inform their members or clients. The researcher personally communicated with some 

immigrant community organizations and taxi workers’ union representatives in the City of 

Ottawa. The researcher also met with interested participants after a referral from the participating 

organizations to complete a survey but in most cases of the taxi drivers, the researcher randomly 

approached individuals who were waiting for customers at certain locations in the city of Ottawa 

where taxi drivers tend to congregate. The recruitment of participants who filled out a hard copy 

survey took place from May 1st to August 31st, 2014. Out of 146 survey participants, 107 

completed hard copy questionnaires and 39 of them completed a questionnaire on the web site.   

The participants were asked detailed questions in four broad categories: 1) socio-

demographic information; 2) occupational information; 3) environmental exposure; and 4) 

lifestyles and health conditions.  All the participants were given a letter of information about the 

research and they signed a consent form guaranteeing any information they provided would 
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remain anonymous in any forms of publications or reports resulting from the research, and they 

had full rights to withdraw from the research at any time without any obligations or penalties. 

Approval for all aspects of the study was granted by the General Research Ethics Board (GREB) 

of Queen’s University. University ethical procedures were followed in the research to ensure 

confidentiality, anonymity, and to maintain the minimum level of risk to the participants. At the 

end of the survey questionnaire, participants were asked if they would like to participate in a 

follow-up personal interview.  Once the survey was completed, the list of interested participants 

was identified and they were contacted at a later date for in-depth personal interviews.  

Although the questions in the survey questionnaire were very simple and straight 

forward, some participants had difficulties completing them for a couple of reasons. First, not all 

participants understood the technical terms used in the questionnaire; for example, it was 

difficult for some of them to measure their level of anxiety or stress; for others the term 

“commute” was not very familiar. In those cases, the researcher personally explained the 

meaning of the words in relation to this research. Secondly, time was a big constraint for most of 

the taxi drivers to complete the survey. As mentioned earlier, some of them were approached to 

take part in the survey when they were at work waiting for customers in the railway station, bus 

stations, city centres or other similar locations where there was a high flow of people. They 

inclined to leave the survey incomplete when they got a customer. A second attempt was made to 

complete the survey for those taxi drivers who were returning back to the same station after 

dropping off their customers, but some of them never returned to the same location on the same 
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day, leaving the survey incomplete. However, the incomplete surveys (n=14) were not included 

in any form of analysis in this research.  

3.6 Qualitative Interviews 

The second part of the research used follow-up personal interviews of the selective 

survey participants. Studies have shown that in-depth personal interviews are more suitable than 

focus groups to explore extra sensitive topics such as mental health issues because they provide 

more privacy to the participants (Donnelly, 2011; Sector, 2010). Personal interviews are also 

preferred over telephone interviews because they provide more opportunities for the participant 

to express their views openly (Bryman, Bell, & Teevan, 2012).  Furthermore, in personal 

interviews, the interviewer can note specific reactions of the participant and eliminate 

misunderstandings about the questions asked (Scheaffer, Mendenhall, Ott, & Gerow, 2011). 

Although all the participants were able to communicate in English, this issue was relatively 

important because their first language was not English. They frequently needed explanations on 

particular questions to make the questions more clear and meaningful to them.  Work related 

stress and health status are subjective issues that differ by individuals. Further, considering the 

sensitivity of the research subject, only personal interviews were administered to maintain the 

confidentiality and anonymity of the participants. Therefore, focus group discussions were not 

considered for this research. The goal of the qualitative interviews was to explore, cross check 

and interpret the statistical results obtained in the first phase of research, and also to understand 
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how highly skilled immigrants working at the lower end of the service sector perceive and 

describe their work related stress, degree of job satisfaction, health status and social status.  

In this phase of the data collection, 19 interested individuals from the previously 

mentioned occupations were interviewed. Priority was given to those participants who showed 

interest in being interviewed when they were asked for follow-up interviews during the first 

phase of data collection. However, most of those who showed an interest in being interviewed 

changed their minds and did not take part in the follow-up personal interviews. Only 29 

participants who took part in the survey were interested in taking part in an in-depth personal 

interview and provided their telephone numbers or email addresses for follow-up. However, 

when contacted, only 21 of them replied and only 12 of them showed an interest in a follow-up 

interview. Therefore, some additional people were recruited for the interviews using a snowball 

sampling strategy. Snowball sampling is a non-probability sampling strategy that is normally 

used by researchers to identify participants in studies where subjects are hard to reach without a 

referral (Baltar & Brunet, 2012). Individuals who met the study inclusion criteria, and contacted 

by the snowball sampling method, were interviewed in a safe and secure public location and at a 

specific time that was most convenient for the participants. All the participants were given a 

letter of information (LOI) and asked to read the LOI carefully before they were asked to sign a 

consent form for their agreement to participate in the interviews. Any questions about study 

participation were answered to the satisfaction of the participants before the interview began. 

The researcher conducted the interviews using a semi-structured questionnaire (See Appendix 
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B). Some of the interviews were audio recorded with the consent of the participants. However, 

not all the participants were comfortable to have their interviews recorded. In those cases, the 

interviewer took notes from the conversation and transcribed them at a later date. No translator 

was required as all of the participants were able to communicate in English.  

The interviews took about 24 minutes on average, including both audio recorded and note 

taken interviews. The shortest interview was about only 11 minutes while the longest one took 

about 48 minutes. The interviews took place in daylight, in good weather conditions and in a safe 

surrounding where there were no physical hazards for the participants and the interviewer. The 

interviews for convenience store worker were conducted in a local shop, a public space or other 

places that were quiet, secure, convenient and easily accessible by public transportation; 

however, the case was different for taxi drivers. Interestingly, most of the taxi drivers work 12 to 

15 hours per day. As a result, they only have two schedules; either they work or sleep. They were 

unable to arrange any extra time for the interviews; therefore, most of them were interviewed 

when they were at work. For them, the most appropriate time for the interview was when they 

were waiting in a queue for a customer, and the most convenient location was inside their cab. 

Some interviews were incomplete in one attempt as the participants were first in the queue and 

had to leave for customers. Considering the complicated nature of their work, and because of the 

lack of sufficient time to complete an interview, some of the interviews were completed in two 

parts, and some parts were recorded while others were handwritten.   
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3.7 Methods of Data Analysis 

To address the three broad objectives and to answer the research questions raised in this 

thesis, secondary data from the CCHS and primary survey and interview data were analyzed and 

the findings are presented in Chapters Four, Five, Six and Seven. Thesis Chapter Four is based 

on secondary data from CCHS that were analyzed using JMP 10 of SAS Institute. Chapter Five 

and Six are based on the primary database of survey responses that was created using IBM SPSS 

Statistics 20 for Windows. Chapter Seven is based on the personal interview data which were 

transcribed verbatim in Microsoft Word to generate codes, categories, themes and theories.  

Thesis Chapter Four presents the results on the determinants of the HIE using secondary 

data of the CCHS so that a background is prepared for the analyses of Chapter Five, Six and 

Seven. The secondary data from CCHS were used to answer the first research question that is 

“Are there statistically significant differences in the socioeconomic characteristics and health 

outcomes of recent immigrants and more established immigrants in Canada? Frequency 

distribution tables, charts and binomial logistic regression models were used to measure the 

variation of self-reported health status of recent and more established immigrants in Canada. The 

findings offer insight into why more established immigrants lose their health advantages over 

time in Canada.  Chapter Five and Chapter Six present the results of the analyses of primary 

survey data to understand the mental and physical health status of skilled immigrants in Canada. 

These chapters also used descriptive statistics and binomial logistic regression models to 

understand the determinants of self-reported mental and physical health status and helped to 
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answer the second research question. Chapter Seven used Grounded Theory and Content 

Analysis approaches to analyze qualitative interview data to answer the third research question 

of the thesis. Data analysis for each chapter is described in detail in the respective chapters.  
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Chapter 4 

Determinants of the Variations in Self-reported Health Status among Recent 

and more Established Immigrants in Canada7 

4.1 Introduction and Background 

The literature reviewed in Chapter Two reveals that new immigrants in Canada are 

relatively young, healthy and economically active because of self-selection, and the introduction 

of a point system that uses education, age, language, employment experience, arranged 

employment and adaptability as measures for skilled immigrant selection (Setia, Lynch, 

Abrahamowicz, Tousignant, & Quesnel-Vallee, 2011). It has already been established that 

immigrants who are normally in a better health status on arrival lose their health advantage after 

a few years in Canada. However, the determinants of deteriorating health conditions of 

immigrants are not explored in the previous studies. Therefore, the quantitative analysis 

presented in this chapter is derived from the secondary survey data from CCHS 2001 and 2010 to 

understand the deteriorating health status of new immigrants.  The main purpose of the analyses 

presented in this chapter is to address the first research question: Are there statistically 

                                                      

7 Findings of this chapter have been published in 2014 as: Subedi, R. P., & Rosenberg, M. W. (2014, August). 

Determinants of the variations in self-reported health status among recent and more established immigrants in 

Canada. Social Science & Medicine, 115, 103-110. doi:10.1016/j.socscimed.2014.06.021 
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significant differences in the socioeconomic characteristics and health outcomes of recent 

immigrants and more established immigrants in Canada? 

Various hypotheses have been proposed to understand the HIE in Canada: lifestyle 

change, barriers to the use of health services, poor social determinants of health, work-related 

stress, discrimination and unfair treatment, and health care restructuring to name some of them.  

A significant number of studies on the HIE have used secondary data, including data from  

CCHS (e.g., Kobayashi & Prus, 2012; McDonald & Kennedy, 2005; Newbold & Filice, 2006), 

the Longitudinal Survey of Immigrants to Canada (LSIC) (e.g., DeMaio & Kemp, 2010; 

Newbold, 2009), and the National Population Health Survey (NPHS) (e.g., Newbold, 2006, 

2005; Setia, et al., 2009; Wu & Schimmele, 2005), but all of these studies have used one 

particular year or longitudinal survey data based only on two years period and compared the 

health status of the population based on their time since arrival. Since the immigration system 

and health care policy of Canada have changed substantially in the last few decades (e.g., 

Immigration and Refugee Protection Act 2001, restructuring of the Canadian health care system 

in the 1990s), comparison of two different cohorts of immigrants who arrived in Canada at 

different periods of time do not tend to take into account the effects of the changes which took 

place. Therefore, to overcome this problem, the results presented in this chapter were derived 

from a cohort of immigrants who had less than 10 years of residency in Canada in the 2001 

CCHS survey, and a cohort of immigrants who had greater than 10 years of residency in the 

2010 CCHS survey (cohorts lagged across time periods). The cohort of immigrants who reported 
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their residency as less than 10 years in the 2001survey arrived in Canada sometime between 

1991 and 2001 and those who reported their residency as more than 10 years in the 2010 survey 

also arrived in Canada before 2000.  Therefore, both cohorts of immigrants selected for this 

study represent a group of immigrants, most of whom entered Canada almost in the same period 

of time based on the same selection procedure. Thus, using 2001 and 2010 CCHS data, this 

chapter aims to test empirically whether the deterioration of health, as measured by self-rated 

health status, is associated with lifestyle change, barriers to health services, poor social 

determinants of health, and work related stress hypotheses.  

4.2 Methods  

As mentioned in the previous chapter, the results presented in this chapter are based on 

the analysis of secondary data from CCHS 2001 (cycle 1.1) and 2010 (annual component) 

conducted by Statistics Canada (2000 to 2001 and 2010). Both the 2001 and 2010 surveys relied 

upon a large sample of participants who were randomly selected for a computer-assisted 

telephone interview.  

Altogether, 16,896 participants out of 130,880 total participants of the 2001 CCHS 

survey were immigrants; of those, only 3,708 individuals who had been in Canada for less than 

10 years represented the sample in this study. Similarly, there were 8,844 immigrants out of 

62,909 total participants of the 2010 CCHS survey; of those, only 6,956 individuals who had 

been in Canada for more than 10 years were selected for this study (Table 4-1). 
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Table 4-1: Description of the study sample based on CCHS survey of 2001 and 2010 

 2001-Cycle 1 2010 Annual component 

Total survey participants 130,880 62,909 

Total number of immigrants 16,896 8,848 

Residency in Canada (0-9) years 3,708 1893 

Residency in Canada >10 years 13188 6,956 

Male 1779 3018 

Female 1929 3938 

Total Variables 614 1,325 

 

  Based on the literature reviewed, four hypotheses were selected for testing as given in 

Table 4-2. The independent variables were selected based on each hypothesis, which were 

common for both 2001 and 2010 surveys (Table 4-2). The selection of health and socioeconomic 

measures was based on the knowledge gained from the review of the literature and the 

availability of the data for a particular variable. The self-reported health condition variable (on a 

five level categorical scale of excellent to poor health) was modified to create a dichotomous 

(good health vs. poor health) outcome variable. The changes in the variables were measured and 

statistically tested using two sample differences of means t-tests for continuous variables and 

chi-square tests for categorical variables. Binomial logistic models were used for both 2001 and 

2010 data separately to understand the influence of each explanatory variable on the outcome 

variable (self-reported health status).  
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Table 4-2: Selection of variables to test the selected hypotheses of the HIE in Canada 

Hypotheses Health measures (predictor variables) Categories 

Lifestyle change  Body Mass Index (BMI)  Less than 25 

 25 or greater 

 Type of smoker  Daily smoker 

 Occasional smoker 

 Non smoker 

 Drank alcohol in past 12 months   Yes/No 

 Physical activity index  Active 

 Moderately active 

 Inactive 

Barriers to use health 

services 
 Has a regular medical doctor  Yes/No 

 Language spoken to converse 

 

 English 

 French 

 English and French 

 No English or French 

 Number of consultations made with 

the family doctor 

 Less than 5 per year 

 5 or more per year 

 Self-perceived sense of belonging to 

the local community 

 Very strong 

 Somewhat strong 

 Somewhat weak 

 Very weak 

Social determinants of health  Highest level of education  Less than secondary 

 Some secondary 

 Some post-secondary 

 Post-secondary grad 

 Total household income – all sources  Less than 20K 

 20 to 39K 

 40 to 59K 

 60-79K 

 80K or more 

 Dwelling owned by a family member  Yes/No 

Work-related stress  Self-perceived work stress  Not at all 

 Not very 

 A bit 

 Quite a bit 

 Extremely 

 No. of hours worked per week  Less than 40 per week 

 40 or more per week 

 



 

 

49 

 

BMI is the relative size which is calculated as weight in kilogram per square height in 

meter (Kg/M2). The BMI less than 18.5 is classified as underweight and BMI 18.5 to <25 is 

classified as a normal weight, whereas BMI 25 to 30 is considered overweight and above 30 is 

considered obese (WHO, 2015). The continuous predictor variable BMI was regrouped into two 

categories where BMI <25 was considered “Normal weight” and BMI ≥ 25 was considered 

“Overweight or Obese”. Similarly, the number of consultations made with a family doctor per 

year (<5 and ≥ 5) and number of hours worked per week (≤40 and >40) were also regrouped to 

dichotomous nominal variables for the purpose of binomial logistic regression so that the odds 

ratios can be compared.   

4.3 Comparison of Health Status and Health Behaviours of New and more 

Established Immigrants  

As shown in Table 4-3, a chi-square test result indicates that immigrants who had more 

than 10 years of residency (2010 cohort) are more likely to report poor health (X2=214. 73, 

p<0.0001, odds ratio 2.7418) in comparison to immigrants who had less than 10 years of 

residency (2001 cohort). Only 7 percent of those with less than 10 years of residency reported 

having poor health in comparison to 17 percent of those who had more than 10 years of 

residency in Canada.  This indicates that the health status of immigrants is declining over time in 

Canada. 
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Table 4-3: Year by health status 

Count 
Row % 

Poor Health Good Health Total Chi –Square Odds Ratio 

2001 266 
7.18 

3441 
92.82 

3707 214.73* 
(P-value=<.0001) 

0.36 
(2.74) 

2010 1213 
17.49 

5723 
82.51 

6936 

Total 1479 9164 10643 
*Value for health status change from 2001 to 2010 

Similarly, a t-test to assess the difference between the two study cohorts reveals that there 

is a statistically significant difference in the reporting of mean BMI (�̅�=23.75 vs. �̅�=25.77) and 

for the average number of consultations made with a family doctor per year (�̅�=3.07 vs. �̅� 

=3.35).  Only 33 percent of immigrants in the 2001 cohort had BMI ≥25, but after more than 10 

years of residency, the overweight or obese rate (BMI ≥25) went up to 51 percent. However, 

there is no significant difference on the average numbers of hours worked per week between the 

two cohorts with the average being 38.95 and 38.94 hours per week for 2001 and 2010 

respectively (Table 4-4).  

Furthermore, type of smoking is also significant at a 95% confidence level (X2 =7.441, 

p<0.024), but surprisingly, the percentage of immigrants reported as daily smokers was slightly 

less in the 2010 cohort.  However, 70.3 percent of immigrants with more than 10 years of 

residency (2010 cohort) reported drinking alcohol in the past 12 months in comparison to only 

55.7 percent of immigrants who had less than 10 years of residency (2001 cohort). The 

difference is statistically significant, and reinforces the lifestyle change hypothesis (Table 4-4). 

Likewise, statistically significant differences are observed for other variables like the physical 
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activity index, having a regular medical doctor, the language used to converse, self-perceived 

belonging to local community, level of education of the respondent, type of dwelling, total 

household income from all sources, and the level of self-perceived work stress (Table 4-4). In all 

cases, the p-value is less than 0.0001 indicating that there is a significant difference between the 

immigrants having less than 10 years and more than 10 years of residency.  

Table 4-4: Results of two-sample t-test of mean difference and chi-square test  

Variables 2001 2010 Chi Square t-Ratio P-Value  

Body Mass Index (BMI) 23.75* 25.77*  20.95 <.0001 - <.0001 

Number of consult-family doctor 3.07* 3.35*  2.32 .02 - .01 
 

No. of hours worked per week 38.95* 38.94*  -.03  .97 - 0.51 

Type of smoker [Daily] 11.19% 10.17% 7.44  .024 

Drank alcohol in the past 12 months 

[Yes] 

55.70% 70.28% 226.59  <.0001 

Physical activity index (Inactive) 57.42% 52.19% 26.877  <.0001 

Has a regular medical doctor [Yes] 73.5% 91.07% 583.66  <.0001 

Language/respondent can converse [no 

English or French] 

14.56% 4.57% 358.50  <.0001 

Sense of belonging to local comm. [Very 

strong] 

12.6% 20.62% 292.23  <.0001 

Level of education [Some post-

secondary grad] 

50.42% 71.27% 483.68  <.0001 

Dwelling - owned by a member of hsld. 

[Yes] 

43.12% 78.67% 1367.45  <.0001 

Annual household income >80K 12.82% 29.00% 508.07  <.0001 

Self perc. eval. - work stress [Not at all] 13.61% 11.45% 24.35  <.0001 

* Mean of the total sample used for this analysis 

As shown in Table 4-4, only 73 percent of immigrants in the 2001 cohort had a regular 

medical doctor in contrast to 91 percent of the 2010 cohort. Similarly, only 13 percent of the 
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2001 cohort had greater than 5 consultations per year with their family doctor in contrast to 17 

percent of their 2010 counterparts. In the 2001 cohort, 15 percent of immigrants were unable to 

converse in either of the official languages of Canada (English and French), whereas this figure 

declined to 5 percent in 2010 (Table 4-4). Those who reported a strong sense of belonging to the 

local community increased from 13 percent in 2001 to 21 percent in 2010. In the same way, only 

13 percent of immigrants in the 2001 cohort had more than $80,000 annual family income in 

contrast to 29 percent for the 2010 cohort. Similarly, only 43 percent of immigrants with less 

than 10 years of residency had a dwelling owned by a member of a household in contrast to 79 

percent of immigrants in the 2010 cohort (Table 4-4). Overall, statistically significant differences 

are observed for all variables except the total number of hours worked per week.  

4.4 Logistic Regression of Self-reported Health  

Two binomial logistic regression models were used to understand the relationship of self-

reported health status with the health and socioeconomic measures (variables) used in this study. 

Results from the binomial logistic regression models for health status are given in Table 4-5 for 

both of the cohorts. Both models - immigrants with less than 10 years (X2=78.95; DF 27; 

p<.0001) and more than 10 years (X2=126.06; DF 27; p<.0001) of residency in Canada - are 

statistically significant overall. Poor health is used as a reference category. Sex, type of smoker, 

number of consultations made with a family doctor and total household income show statistically 

significant relationships with health status for the 2001 cohort.  
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Table 4-5: Logistic regression analyses of health status (poor health/good health): 2001 and 2010 

Term (2001, <10 years)  Reference 

Category 

Estimate Std Error ChiSquare Odds Ratio 

Intercept   -2.01 0.68 8.56**  

Age  Treated as conti.  0.09 0.07 1.64 1.09 

Sex[Male]  Female -0.29 0.13 4.67* 0.55 

Cultural or racial origin [White]  Visible Minority 0.09 0.14 0.44 1.21 

BMI [Normal Weight]  Overweight/obese -0.08 0.13 0.44 0.84 

Type of smoker [Daily]  Not at all 0.51 0.26 3.93* 2.39 

Type of smoker [Occasional]  Not at all 0.16 0.37 0.19 1.20 

Drank alcohol in past 12 months [Yes]  No -0.01 0.14 0.02 0.96 

Physical activity index [Active]  Inactive -0.18 0.29 0.39 0.55 

Physical activity index [Moderate]  Inactive -0.22 0.26 0.74 0.52 

Has regular medical doctor [Yes]  No 0.27 0.17 2.47 1.72 

No. of Cons with Family Dr [≤5]  >5 -0.74 0.14 27.77*** 0.22 

Languages - can converse [English]  Neither Eng or Fr -0.12 0.21 0.30 0.95 

Languages - can converse [French]  Neither Eng or Fr 0.49 0.38 1.61 1.93 

Languages - can converse [Eng./Fr.]  Neither Eng or Fr -0.20 0.35 0.32 0.96 

Belonging to local comm [V. Strong]  Very Weak -0.03 0.28 0.02 0.81 

Belonging to local comm [Somewhat 

Strong] 

 Very Weak -0.03 0.19 0.04 0.81 

Belonging to local comm [Somewhat 

weak] 

 Very Weak -0.08 0.21 0.16 0.77 

Highest level of Education [< 

Secondary] 

 Post Sec. Grad 0.33 0.30 1.25 1.61 

Highest level of Education [Sec. 

Grad.] 

 Post Sec. Grad 0.03 0.26 0.01 1.18 

Highest level of Education [Other 

post-sec] 

 Post Sec. Grad -0.23 0.42 0.29 0.91 

Dwelling - owned by a member of 

hsld [Yes] 

 No 0.02 0.13 0.04 1.05 

Total hhld inc. from all sources 

[Increasing] 

 Treated as conti. -0.24 0.11 4.66* 0.78 

Total hr worked per week [≤40]  >40 -0.01 0.14 0.01 0.97 

Self-perceived work stress [Not at all]  Extremely -0.33 0.33 0.97 0.37 

Self-perceived work stress  

[Not very] 

 Extremely -0.48 0.28 2.87 0.32 

Self-perceived work stress [A bit]  Extremely 0.03 0.20 0.03 1.85 

Self-perceived work stress  

[Quite a bit] 

 Extremely 0.12 0.25 0.27 1.68 
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Term (2010, >10 years)  Reference 

Category 

Estimate Std Error ChiSquare Odds Ratio 

Intercept   -2.76 0.49 30.72***  

Age  Treated as conti.  0.13 0.03 14.12*** 1.14 

Sex[Male]  Female 0.12 0.08 2.22 1.28 

Cultural or racial origin[White]  Visible Minority -0.22 0.08 6.57** 0.63 

BMI [Normal Weight]  Overweight/obese -0.31 0.08 12.83*** 0.53 

Type of smoker[Daily]  Not at all 0.33 0.20 2.55 1.57 

Type of smoker[Occasional]  Not at all -0.20 0.31 0.42 0.91 

Drank alcohol in past 12 months [Yes]  No -0.05 0.09 0.30 0.90 

Physical activity index [Active]  Inactive -0.02 0.14 0.03 0.77 

Physical activity index [Moderate]  Inactive -0.20 0.14 2.04 0.64 

Has regular medical doctor [Yes]  No 0.12 0.13 0.81 1.28 

No. of Cons with Family Dr [≤5]  >5 -0.53 0.09 29.62*** 0.33 

Languages - can converse [English]  Neither Eng or Fr 0.01 0.20 0.01 1.03 

Languages - can converse[French]  Neither Eng or Fr -0.05 0.43 0.01 0.96 

Languages - can converse[Eng./Fr.]  Neither Eng or Fr 0.05 0.25 0.04 1.06 

Belonging to local comm [V. Strong]  Weak -0.14 0.16 0.74 0.72 

Belonging to local comm [Somewhat 

Strong] 

 Weak -0.18 0.12 2.16 0.69 

Belonging to local comm [Somewhat 

weak] 

 Weak 0.14 0.14 1.12 0.97 

Highest level of Education [< 

Secondary] 

 Post Sec. Grad 0.13 0.27 0.24 1.43 

Highest level of Education [Sec. 

Grad.] 

 Post Sec. Grad -0.15 0.21 0.54 0.92 

Highest level of Education [Other 

post-sec] 

 Post Sec. Grad 0.25 0.25 1.03 1.63 

Dwelling - owned by a member of 

hsld [Yes] 

 No 0.02 0.10 0.04 1.04 

Total hhld inc. from all sources 

[Increasing] 

 (Treated as conti.) -0.17 0.07 6.43** 0.83 

Total hr worked per week [≤40]  >40 0.15 0.09 2.73 1.37 

Self-perceived work stress [Not at all]  Extremely -0.56 0.24 5.16* 0.29 

Self-perceived work stress [Not very]  Extremely -0.08 0.17 0.21 0.47 

Self-perceived work stress [A bit]  Extremely -0.18 0.14 1.73 0.42 

Self-perceived work stress [Quit a bit]  Extremely 0.16 0.15 1.21 0.61 

* P<0.05; **P<0.01; ***P<0.001; Reference category: Poor health 
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Age, ethnic origin, BMI, number of consultations made with a family doctor, total 

household income and self-perceived work stress show statistically significant relationships with 

self-reported health status for the 2010 cohort (Table 4-5). Interestingly, males are less likely to 

report poor health (β = -0.29, odds ratio 0.55) than females if their residency is less than 10 

years, but they are more likely to report poor health (β =0. 12, odds ratio 1.28) after 10 years of 

residency. As expected, daily smokers are more likely to report poor health in both cohorts of 

immigrants. Similarly, if the number of consultations with a family doctor is less than five per 

year, then they are less likely to report poor health. Another interesting finding from the logistic 

regression models is that people who reported extreme work-stress are more likely to report poor 

mental health compared to those who did not report work-stress. Therefore, work-related stress 

might be an important determinant of worsening immigrant health. 

4.5 Chapter Discussion and Limitations 

Analysis of the CCHS data reveals that the HIE does exist in Canada. The result shows a 

statistically significant difference in the health status of immigrants who have spent less than 10 

years and more than 10 years in Canada. The cohort of immigrants from the 2010 survey 

reported a significant decline in their health status in comparison to 2001 cohort. Although, 

empirically, the two cohorts of immigrants are different, an individual selected in the 2001 

survey has a theoretical probability of being reselected in the 2010 survey because those who 

have less than 10 years of residency in 2001 have more than 10 years of residency in 2010. The 

decline in health (from 7% reporting poor health in 2001 to 17% in 2010) is consistent with the 
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findings of other studies (e.g. Newbold, 2009; Kennedy et al., 2006). Although the analysis in 

this chapter does not make any comparison between immigrants and the Canadian-born 

population, it clearly demonstrates that the health status of immigrants declines with the increase 

in time since immigration.  

The variables used to test the lifestyle change hypothesis clearly indicate changes in the 

lifestyles of immigrants in Canada as measured by smoking, drinking, BMI, and exercise habit. 

This might be the result of the exposure to obesogenic environments in the process of 

acculturation, and is consistent with the findings of some literature (e.g. Sussner et al., 2008).  

An obesogenic environment is an environmental condition in which the built environment 

negatively influences an individual’s food intake and physical activity. Although type of 

smoking does not show any increase from 2001 to 2010, this may be the result of an aggressive 

campaign of the government of Canada to reduce smoking over the period of 2001 to 2011 under 

the Federal Tobacco Control Strategy (FTCS) (Health Canada, 2002). In addition, alcohol 

drinking habits of immigrants seem to increase with years. This might be a result of stress 

associated with unemployment, low social status, poor financial situation and racial 

discrimination besides easy access to alcoholic beverages in Canada. It might also be the result 

of changes in cultural or religious ties. For example, immigrants coming from societies where 

alcohol is forbidden might slowly start or become use to drinking alcohol over time in Canada as 

their cultural or religious ties change or decline. Immigrants after 10 years are more likely to 

participate in physical exercise than new immigrants, but this may be the result of increased 
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BMI, worsening health conditions or growing health awareness. It might also be a function of 

initial employment in low skilled service sector jobs on first arrival where there is less time for 

exercise but as people become more established and their employment becomes more stable, 

they find more time for exercise. 

Barriers to health service is another hypothesis that was tested using four different health 

measures. As discussed in the Chapter Two, access to a medical doctor is one of the most 

important health care issues for new immigrants. As presented above, the frequency of 

consultation with a family doctor increased along with the increased time of residency. This can 

be interpreted in two ways: first, new immigrants do not have suitable access to a medical doctor 

or the available health care is not culturally appropriate; second, their health deteriorates after a 

few years of residency in Canada, which increases the frequency of family doctor consultations. 

Therefore, the poor health status reported by the larger percentage of immigrants in the 2010 

cohort is more likely attributable to poor access to health care when they were new in Canada.  

This accessibility issue gets even worse if immigrants are unable to communicate in 

either of the official languages, and if they lack a sense of belonging to their local communities. 

The higher percentage of immigrants not having communication skills in either of the official 

languages in the 2001 survey indicates that language may be one of the barriers to health care 

among new immigrants. An improved sense of belonging to the local community among 2010 

survey participants, along with a higher percentage of them having access to a family physician, 

indicates that there is some positive correlation between the sense of belonging to a local 
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community and access to health care. The analysis of these variables reinforces the above 

conclusion that the deteriorating health conditions of the more established immigrants is more 

likely attributable to barriers to health care services when they were new to Canada.  

A prominent hypothesis of the HIE explains that poor social determinants of health is one 

of the major causes of poor health (Dunn & Dyck, 2000; Wu & Schimmele, 2005). There are 

statistically significant deviations in the variables used to test this hypothesis. For instance, the 

increased percentage of immigrants with some post-secondary degree of education in the 2010 

cohort suggests that some immigrants upgrade their qualifications after they migrate to Canada. 

This may result in poor health status because immigrants living a student life with their families 

may experience a poor quality of life which in turn affects their health. The data shown in Table 

4-6 clearly demonstrates how the percentage share of education, income and dwelling ownership 

shifted between age groups from the 2001 and 2010 cohorts of immigrants. The cohort effect is 

apparent while comparing immigrants with less than 10 years of residency for both 2001 and 

2010 cohorts; however, there is also a significant shift in age group into an older age distribution 

comparing immigrants with less than 10 years of residency in 2001 with more than 10 years of 

residency in 2010. The improvement in annual family income and dwelling ownership may be a 

result of educational upgrading and higher paid employment of more established immigrants 

compared to newly arrived immigrants. However, in general, new immigrants experience poor 

social determinants of health, which may lead to deteriorating health conditions and by the time 

these social determinants improve, their health status has already converged with that of the 
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Canadian-born population. This finding is also consistent with the findings in much of the 

immigrant health literature (e.g. McDonald & Kennedy, 2005; Newbold & Danforth, 2003). 

Table 4-6: Highest level of education, family income, and dwelling owned by age group 

 Highest level of education 

Post-secondary grads (%) 

Total household income  

>80 K per year (%) 

Dwelling owned by a family 

member (%) 

Age Group 2001 

(0-9 yr) 

2010 

(0-9 yr) 

2010 

(>10 yr) 

2001 

(0-9 yr) 

2010 

(0-9 yr) 

2010 

(>10 yr) 

2001 

(0-9 yr) 

2010 

(0-9 yr) 

2010 

(>10 yr) 

20 to 24 years 15.31 7.27 2.69 4.61 6.63 2.80 4.78 7.94 2.11 

25 to 29 years 20.34 16.50 3.69 12.62 12.68 3.84 8.19 12.51 2.31 

30 to 34 years 22.23 19.93 4.81 16.50 16.71 5.85 15.02 13.06 3.70 

35 to 39 years 14.60 23.94 6.28 18.69 22.48 9.26 16.38 17.08 5.66 

40 to 44 years 9.84 16.99 8.52 12.14 15.27 12.43 12.29 13.60 7.47 

45 to 49 years 4.65 5.96 7.04 7.28 4.61 9.69 8.53 5.44 6.15 

50 to 54 years 2.00 3.43 7.82 5.34 4.32 10.30 6.48 3.70 6.85 

55 to 59 years 1.41 2.29 10.11 1.46 2.88 12.55 1.71 2.72 9.69 

60 to 64 years 0.97 1.39 12.55 2.67 0.86 12.19 3.41 2.61 12.64 

65 to 69 years 0.92 1.06 11.62 0.97 0.58 7.56 1.37 0.98 12.12 

70 to 74 years 0.49 0.57 8.74 0.97 0.86 5.06 1.37 0.98 10.38 

75 to 79 years 0.49 0.33 6.04 0.97 0.58 2.50 1.37 0.44 7.91 

80 years or 

more 

0.05 0.00 7.25 0.49 0.00 3.17 0.68 0.44 10.38 

 

The last hypothesis tested was work-related stress. Self-perceived work stress and total 

number of hours worked per week were the only two variables used to test this hypothesis. A 

noticeable difference is observed in self-perceived work stress which is also statistically 

significant but there is no difference in the total number of hours worked per week in the 2001 

and 2010 cohorts. Therefore, the finding about the effect of work-related stress on the HIE is 

mixed. However, the increased work related stress among more established immigrants may be 

attributed to their higher job expectations as a result of their longer experience in the Canadian 

workforce and educational upgrading in Canada.  
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The binomial logistic regression models described above show that some variables are 

statistically significant in determining self-reported health status of the immigrant population.  

Although education is one of the most important determinants of health, level of education does 

not show a significant relationship with self-reported health status. Possibly, this may be the 

result of multicollinearity, a situation where predictor variables are highly correlated to each 

other and therefore, the prediction on an outcome variable is unreliable.  

Table 4-7: Correlation Matrix of some selected predictor variables 

2001 Age Sex BMI No. of visit 

to Dr. 

Smoking Drinking Education Income 

Age 1.00 0.00 0.28 0.15 -0.03 -0.13 0.30 0.01 

Sex 0.007 1.00 -0.16 0.13 0.14 0.15 -0.03 -0.07 

BMI  0.28 -0.16 1.00 0.07 -0.004 -0.06 0.08 0.04 

No. of visit to Dr 0.15 0.13 0.07 1.00 0.05 0.06 -0.04 -0.03 

Smoking -0.03 0.14 -0.004 0.05 1.00 0.18 -0.04 0.05 

Drinking -0.13 0.15 -0.06 0.06 0.18 1.00 -0.29 -0.14 

Education 0.30 -0.03 0.08 -0.04 -0.04 -0.29 1.00 0.09 

Income 0.01 -0.07 0.04 -0.03 0.05 -0.14 0.09 1.00 

2010 

Age 1.00 0.03 0.12 0.16 0.08 -0.008 -0.28 -0.32 

Sex 0.03 1.00 -0.09 0.05 0.10 -0.006 -0.07 -0.09 

BMI  0.12 -0.09 1.00 0.06 0.02 -0.007 -0.09 -0.05 

No. of visit to Dr 0.16 0.05 0.06 1.00 0.01 -0.03 -0.10 -0.14 

Smoking 0.08 0.10 0.02 0.01 1.00 -0.01 0.01 0.06 

Drinking -0.00 -0.006 -0.007 -0.03 -0.01 1.00 0.01 0.02 

Education -0.28 -0.07 -0.09 -0.10 0.01 0.01 1.00 0.38 

Income -0.32 -0.09 -0.05 -0.14 0.06 0.02 0.38 1.00 

 

The correlations are estimated by Pairwise method. 

 

To test the possible collinearity among some of the potential predictor variables, a 

correlation matrix was created to test if any two predictors have a high degree of correlation 

(Table 4-7). There is no noticeable degree of correlation among predictor variables. As expected, 
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the highest correlation is observed between age and education (0.30) for the 2001 cohort, and 

education and income (0.38) for the 2010 cohort. The poor health status reported by females in 

comparison to males in 2001 cohort may be attributed to their mental stress caused by the loss of 

family connections and lack of social networks in a new country, whereas the poor health 

condition reported by males in comparison to females in the 2010 cohort may be attributed to the 

financial burden and work-related stress for most of the male immigrants, if they are the head of 

the household and responsible for the livelihood of their family.  People reporting poor health are 

more likely to make additional visits to their family doctor.  It makes sense that unhealthy 

individuals are more likely to make additional visits to their family doctor in comparison to 

healthier ones.  

Although this study empirically demonstrates that health status of immigrants deteriorates 

over time and also provides some possible explanations, there are some limitations to the study. 

While it has overcome the shortcomings of previous studies by comparing data from two 

different surveys representing the same arrival cohort, virtually all those interviewed in the 2001 

cohort are different from all of those interviewed in the 2010 cohort. Using longitudinal data 

from the same cohort of the population for many years would make the results more reliable but 

no longitudinal survey exists in Canada which combines a large enough sample size of 

immigrants and the range of health and health care variables needed to replicate this analysis at 

this time (there are longitudinal surveys in Canada in their early stages which might offer similar 

opportunities in the future). Furthermore, the age structure of the immigrant population is 

another limitation because age at arrival is not controlled. Immigrants with more than 10 years of 
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residency tend to be more mature, qualified and experienced than those of less than 10 years of 

residency. The sampling frame is another issue. Aboriginal people living on reserves, full-time 

members of the Canadian Forces, the institutionalized population and persons living in some 

Quebec health regions, and some people living in Nunavut Territory are excluded from the 

surveys, but immigrants are less likely to fall into any of these categories by definition. In 

addition, the age and income variables are included as continuous variables in the logistic model 

despite being nominal because of differences in classification in 2001 and 2010 CCHS.  Using a 

multinomial stepwise logistic regression model to understand whether certain predictors are 

mediated by others might reveal interaction effects among variables but add to the complexity of 

the interpretation. This is a line of research which might be of value for pursuit in the future. In 

acknowledgement of the possibilities of interaction effects, I used the correlation matrix (Table 

4-7) to understand the relationship between predictor variables. Finally, comparing the 2010 

cohort with the 2001 cohort needs to be interpreted with some caution since there is no way of 

knowing the maximum number of years a person has been in Canada beyond 10 years in the 

2010 cohort.  

4.6 Key Findings  

This chapter demonstrates that the health status of immigrants deteriorates over time in 

Canada and thus it supports the HIE hypothesis. The main finding of this chapter is that there are 

statistically significant differences in the socioeconomic characteristics and health outcomes of 

immigrants having less than 10 years of residency compared to those having more than 10 years 
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of residency in Canada.  This evidence supports the hypotheses related to lifestyle change, 

barriers to health services, poor social determinants of health and work-related stress. These 

findings are consistent with most of the literature reviewed. The logistic regression model shows 

a statistically significant relationship between self-reported health conditions with age, sex, type 

of smoker, number of consultations made with a family doctor per year, total household income 

and self-perceived work stress.  

   

 

 

 

 

 

 

 



 

 

64 

 

Chapter 5 

Descriptive Analysis of the Socioeconomic, Occupational, Lifestyle and Health 

Characteristics of Skilled Immigrants8 

5.1 Introduction and Background 

In the previous chapter, secondary data from CCHS 2001 and 2010 were analyzed to 

understand the variations in self-reported health status of recent and more established immigrants 

in Canada. The analysis was useful to understand the determinants of the health status change of 

the immigrant population in general.  However, the analysis was based on secondary data and 

focused only on the general immigrant population in Canada but was not specific to the health 

status of skilled immigrants working in low-skilled service sector jobs in Ontario. Therefore, the 

relationships between the various contexts which describe the everyday lives of 146 respondents 

who took part in a survey and how their everyday lives affect their mental and physical health 

status are described in this chapter. An alternative hypothesis – there is a statistically significant 

difference in the reporting of mental and physical health, if new skilled immigrants are highly 

qualified, have high level of job-related stress, and are dissatisfied with their jobs – was tested 

and the results are presented in this Chapter. The relationship between self-reported health status 

                                                      

8 Some of the findings of this chapter have been published as: Subedi, R. P., and Rosenberg, M. W. (2015). High-

skilled immigrants, low-skilled jobs: Challenging everyday health. The Canadian Geographer, DOI: 

10.1111/cag.12237 
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and socioeconomic characteristics, job dissatisfaction, job related stress, lifestyles and health 

outcome of skilled immigrants are explored in detail. The analysis helps us to understand the 

broader questions about immigration policies that encourage well-educated people to come to 

Canada, only to end up under-employed in low-skilled service sectors areas of the Canadian 

economy. Thus this chapter is useful to answer the second research question raised in the thesis.  

5.2 Methods                                                                                                                            

In the survey completed in 2014, the participants were asked detailed questions in four 

broad categories: I) socio-demographic information; II) occupational information; III) 

environmental exposure; and IV) lifestyles and health conditions.  All the data collected were 

recorded in Microsoft Access database 2013 and imported to IBM SPSS Statistics Version 20 for 

statistical analysis. Categorical variables were coded with numeric codes to simplify the analysis 

process.  

Mostly descriptive and some inferential statistics are used to analyze the data in this 

chapter. Descriptive statistics provide simple summaries about the sample by means of central 

tendency and variability. The percentage distribution of self-reported health across categories of 

the predictor variables and chi-square test results are presented in the following section. The 

results are displayed using frequency distribution tables, contingency tables and graphs.   
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5.3 Socio-demographic Characteristics of the Survey Participants 

Among the 146 survey participants, only 31 of them were female and 115 of them were 

male. By occupation, out of 81 taxi drivers who took part in this survey only one of them was 

female. But, it was not unusual considering the gendered nature of the job among immigrant 

population.  

Table 5-1: Occupation by gender 

 Gender Total 

Female Male 

Occupation 

Taxi driver 
Count 1 80 81 

% 1.2 98.8 100 

Convenience store worker 
Count 25 30 55 

% 45.5 54.5 100 

Gas station worker 
Count 5 5 10 

% 50 50 100 

Total 
Count 31 115 146 

% 21.2 78.8 100 

 

However, gender was well-balanced among the convenience store and gas station 

workers in which female participation was highly satisfactory at 45.5 and 50 percent respectively 

(Table 5-1). The survey participants were from diverse demographic and sociocultural 

backgrounds (Table 5-2). Although the participants were not directly asked their age, there was a 

question in the survey to know their birth year. The ages of the participants were calculated from 
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their birth year and used as a numeric variable. BMI of the individuals was calculated based on 

the data collected on their body weight and height. The mean age of participants was 38.7 years 

with a standard deviation of 8.3 while the age range was 24 to 60 years, approximating a normal 

distribution as shown in Figure 5-1.  

 

Figure 5-1: Frequency distribution of age 

The minimum age to participate in this research was set at 21 years considering the age 

required to complete at least an undergraduate level of education so that there is minimal age 

effect on levels of education. However, the upper age limit was not set because the survey 

participants were an active population working as taxi drivers, and convenience store or gas 
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station workers. Among the survey participants, the majority were married (73.7%) while they 

had 2.6 dependent children on average. In terms of their cultural or racial origin, immigrants 

from Africa (45.5%) and South Asia (30.3%) were the two leading groups of participants in this 

research while there was not a single participant from the Oceania region. By the country of 

origin, the largest number of participants was from Ethiopia and Amharic was the most common 

language spoken by the largest number of participants at home. The maximum number of years 

spent in Canada by the participants was 38 while a few of them reported living in Canada for less 

than a year. On average they spent 9.4 years in Canada.  The majority (87%) of the participants 

reported English only as their official language while 13 percent were bilingual. Among the 

survey participants, 18.5 percent had a post-graduate degree and 8.2 percent of them had 

professional degrees like Doctor of Medicine (MD), Bachelor of Laws (LLB), Bachelor of 

Engineering (BE) or other equivalent degrees while 35.6 percent had completed their 

undergraduate degrees (Table 5-2).  

Although on average they had spent 9.4 years in Canada, the housing situation was not 

very satisfactory for most of the immigrants. The majority (52.5%) of the immigrants were living 

in rented apartments or houses while 9.7 percent of them were living in a subsidized housing 

provided by the government. Considering the nature of the job and basic wages in those 

occupations, it was not surprising to have their average annual family income from all sources 

only $29,605.  
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Table 5-2: Demographic and socioeconomic status of the participants 

Variable Categories Outcome 

Age (year) Mean 38.6 

Maximum 60.0 

Minimum 24.0 

Sex (%) Male 78.8 

Female 21.2 

Marital Status (%) Married 73.7 

Single/Never married 17.2 

Common-law 6.2 

Widow/Divorced/Separated 2.8 

No. of dependent family 

members 

Mean 2.5 

Cultural Origin (%) African 45.5 

South Asian 30.3 

Middle Eastern 13.1 

European 4.1 

South East Asian 2.8 

Latin American 2.8 

Others 1.4 

Duration of stay in Canada 

(year) 

Mean 9.4 

Maximum 38.0 

Minimum <1.0 

Official language skills (%) English only 87.0 

Both English and French 13.0 

Level of education (%) High school or below 19.2 

College diploma or certificate 18.5 

Undergraduate degree 35.6 

Professional degree  8.2 

Post-graduate degree 18.5 

Current housing situation (%) Living in your own house 34.5 

Living in a rented apartment/house 52.5 

Living in a subsidized house 9.7 

Others 3.3 

Annual household income (C$) Mean 29,605 

Maximum 85,000 

Minimum 6,500 

Social network (%) Yes 81.5 

No 18.5 
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Even though most of the surveyed individuals were working full-time and were busy with their 

work, a larger number of them (81.5%) reported being a member of at least a social group, 

school group, ethnic association, or a religious organization.  

5.4 Occupational Characteristics and Environmental Exposure 

One of the main objectives of the research was to understand the health status of skilled 

immigrants in relation to their occupational characteristics. Therefore, the second part of the 

survey was focused on understanding the occupational attributes of the participants.  Among the 

survey participants, teachers and accountants were the two most common former occupations 

before migrating to Canada. On average, the participants spent 5.3 years in their current 

occupation and worked 45.4 hours per week. The results of the survey presented in Table 5-3 

show that about 84 percent of those participants were working full-time but only 48.6 percent of 

those jobs were unionized. About one third of those were working during the day while another 

two thirds were working either in nights or both in days and nights. For about 70 percent of 

them, the income from their current job was the only source of income in their family.  

Another objective of the research was to understand the degree of job satisfaction of 

skilled immigrants who were not fully utilizing their qualifications, skills and experiences. As 

indicated in Table 5-3, only 13 percent of the survey participants believed that their job was a 

good match with their qualifications, skills and experiences.  
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Table 5-3: Occupational characteristics of the participants 

Variable Categories Outcome 

Years in current occupation Mean 5.3 

Maximum 25.0 

Minimum <1.0 

Hours of work per week Mean 45.5 

Maximum 103.0 

Minimum 12.0 

Unionization of job (%) Yes 48.6 

No 47.2 

Don’t know/refuse 4.2 

Type of job (%) Full time 84.2 

Part time 14.4 

One of part times 1.4 

Working shift (%) Day 34.9 

Night 29.5 

Both day and night 35.6 

Is this the only source of income? (%) Yes 70.5 

No 28.8 

Don’t know/refuse 0.7 

Hours of sleep per day Mean 6.6 

Maximum 9.0 

Minimum 4.0 

Degree of job satisfaction (%) Highly satisfied 5.5 

Satisfied 21.2 

Neither satisfied nor dissatisfied 26.0 

Dissatisfied 34.9 

Highly dissatisfied 12.3 

Job match with qualification (%) Yes 13.0 

No 80.8 

Don’t know/refuse 6.2 

Exposure to pollution (%) Yes 35.7 

No 58.7 

Don’t know/refuse 5.6 

Exposure to chemicals Yes 17.8 

No 69.9 

Don’t know/refuse 12.3 

 

While asked to rate their degree of job satisfaction on a five category scale of highly satisfied to 

highly dissatisfied, about 35 percent were dissatisfied and 12 percent of the participants were 
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highly dissatisfied. Only 26.7 percent of the participants were satisfied/highly satisfied with their 

current job while the remaining responses were neutral (Table 5-3).  

Although most of the participants disagreed that they were exposed to some sources of 

pollution or that they handle some harmful chemicals at work, a significant number of them had 

reported being exposed to such health hazards. About 36 percent believed that they were exposed 

to some sources of pollution and about 18 percent reported being exposed to harmful chemicals. 

Those who reported being exposed to pollution were mostly taxi drivers and it was exposure to 

air pollution but those who reported being exposed to harmful chemicals were mostly 

convenience store workers.  

5.5 Health and Lifestyle  

The survey collected information on the lifestyles, health behaviours and mental and 

physical health status of the participants. Participants were asked to rate their current physical 

and mental health status using a five-point categorical scale of excellent, very good, good, fair 

and poor. Only 4.8 percent of the participants reported their physical health as excellent, but the 

percentage of individuals reporting their physical health as fair or poor was 32.4 and 13.8 

respectively (Table 5-4). In other words, almost half of the respondents rated their physical 

health as fair or poor and more rated their health as poor compared to excellent. About 26 

percent of the participants reported some sort of chronic health problems. Diabetes was the most 

commonly reported health problem followed by hypertension (Figure 5-5).  
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Table 5-4: Life-style and health characteristics of participants 

Variables Categories Outcomes 

BMI (%) Normal weight 47.5 

Overweight 41.1 

Obese 11.4 

Buy meal outside of home (%) Everyday 16.4 

A few times a week 65.8 

Never 16.5 

Smoking habit (%) Daily smoker 21.2 

Occasional smoker 19.9 

Nonsmoker 58.9 

Alcohol drinking habit (%) Regular drinker 2.8 

Occasional drinker 60.0 

Non drinker 36.5 

Don’t know/refuse 0.7 

Self-reported physical health (%) Excellent 4.8 

Very good 14.5 

Good 34.5 

Fair 32.4 

Poor 13.8 

Self-reported mental health (%) Excellent 20.0 

Very good 13.8 

Good  42.8 

Fair 20.7 

Poor 2.8 

Health since arrival in Canada (%) Has improved 3.4 

Is same as before 46.9 

Has declined 46.9 

Don’t know/refuse 2.8 

Chronic health problem (%) Yes 26.4 

No 73.6 

Have family physician (%) Yes 68.8 

No 29.9 

Don’t know/refuse 1.4 

Additional health insurance (%) Yes 12.1 

No 85.0 

Don’t know/refuse 2.9 

Trouble falling asleep (%) Yes 57.4 

No 42.6 

About 57 percent of the participants reported having trouble falling asleep but that is not 

unusual considering that about two thirds of them were either working nights or both days and 
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nights (Table 5-4).  On average, they spent 2.4 hours per week on physical exercise and “time, 

cost and accessibility” were the three major barriers to physical exercise. About 30 percent of the 

survey participants did not have a regular family physician, and “not easily available” was the 

most frequently reported reason for not having a regular family doctor. Only about 12 percent of 

the participants had private health insurance in addition to the publicly funded Ontario Health 

Insurance Plan (OHIP).   

 

Figure 5-2: Self-reported physical health by gender 
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Figure 5-3: Self-reported mental health by gender 

As shown in Table 5-4, about 41 percent of the survey participants were overweight and 

11 percent were obese. However, by gender, a higher percentage of male participants were 

overweight or obese compared to female participants (Figure 5-4).  These results suggest that 

skilled immigrants working at the lower end of the service sector, where the job demands 

continuous sitting and standing for an extended period of time, are more likely to report poor 

health conditions.  
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Figure 5-4: Body Mass Index by gender 

A large number of survey participants reported buying meals outside of the home while 

they were at work which, in most of the cases, was “fast food” or “junk food.” A significant 

number of participants reported buying energy drinks, coffee and other stimulants to keep them 

awake (Table 5-4).  About 21 percent of the participants were daily smokers and about 20 

percent of them were occasional smokers9. About 10 percent of the participants disclosed that 

                                                      

9 A person who smokes only few times a week but not regularly were considered occasional smokers. 
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they started to smoke since they began their current low-skilled job. When they were asked about 

their alcohol drinking habits, 60 percent of the participants were occasional drinkers10 and only 

about 3 percent were regular drinkers.  

 

Figure 5-5: Self-reported chronic health problems 

                                                      

 

10 A person who drinks alcoholic beverages usually in the company of others only on special occasions were 

considered occasional drinkers. 
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Self-reported mental health status of most of the immigrants was good to excellent. Only 

20.7 percent and 2.8 percent rated their mental health fair or poor respectively. Although there 

was no statistically significant difference in the reporting of mental health by religious affiliation, 

about 32 percent of Christians, 25 percent of Sikhs, 20 percent of Muslims and 10 percent of 

Hindus reported poor or fair mental health. More individuals who were living in a rented 

apartment/house or a subsidized house reported poor or fair mental health in comparison to those 

who owned their own dwellings. 

On a scale of 1 to 5, with 5 being highest, participants of the survey were asked to rate 

the level of their stress, anxiety, depression, nervousness, tiredness, insecurity, helplessness and 

the feelings of confusion and lack of concentration that applied to them and their jobs (Table 5-

5).  However, for the simplicity of understanding, the responses of the participants were 

regrouped into two categories where the first three categories were grouped together as “Low” 

and the last two categories were grouped together as “High”. As given in Table 5-5, about 52 

percent of the participants reported high work-related stress and about 40 percent of them 

reported high work-related anxiety. Similarly, 31 percent of participants reported high levels of 

depression and 62 percent of them reported high levels of tiredness in their jobs. The level of 

tiredness was very high compared to other indicators, but it was not unusual considering the 

nature of their work.  Similarly, about 33 percent of the participants had feelings of a high level 

of insecurity and 22 percent of them had a high level of nervousness. Those who reported a high 

level of confusion, helplessness and lack of concentration were 18, 21 and 23 percent 
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respectively (Table 5-5). In sum, the responses suggest that skilled immigrants working in low-

skilled service sector jobs experience significant levels of stress, anxiety, depression, 

nervousness and feeling of insecurity which are indicators of their poor mental health status. 

Table 5-5: Measures of mental health status 

Mental health indicators Low (%) High (%) 

Work-related stress 47.9 52.1 

Work-related anxiety 60.6 39.4 

Level of depression 69.0 31.0 

Level of nervousness 78.0 22.0 

Level of tiredness 38.3 61.7 

Feeling of insecurity 66.7 33.3 

Feeling of confusion 81.7 18.3 

Feeling of helplessness 78.9 21.1 

Lack of concentration 77.5 22.5 

5.6 De-skilling, Work Stress and Health 

The null hypothesis of this research was that there is no difference in the reporting of 

mental and physical health status of skilled immigrants because of their level of education, job 

satisfaction and job related stress. In other words, the differences reported, if any, are simply by 

chance. Therefore, an alternative hypothesis tested was that “there is a statistically significant 

difference in the reporting of mental and physical health of the participants based on their level 

of education, level of job-related stress, and degree of job satisfaction”. Contingency tables were 
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created with physical and mental health status as the column variables and level of education, job 

satisfaction, and job related stress as the row variables (Table 5-6).  

Table 5-6: Cross tabulation of self-reported health with level of education, degree of job satisfaction 

and job-related stress. 

Variables and Categories 

Self-reported 

physical health 
Pearson 

Chi-Square 

Self-reported 

mental health 
Pearson 

Chi-Square 
Good 

health 

(N) 

Poor 

health 

(N) 

Good 

health 

(N) 

Poor 

health 

(N) 

Level of 

education 

Less than high 

school 

5 2 

14.435** 

7 0 

4.171 

Completed high 

school 

14 7 14 7 

College 

certificate or 

diploma 

17 10 22 5 

Undergraduate 

degree 

28 23 38 13 

Professional 

degree 

5 7 10 2 

Post-graduate 

degree 

6 21 20 7 

Total 75 70 111 34 

Degree of 

job 

satisfaction 

Highly satisfied 8 0 

22.598*** 

8 0 

10.205* 

Satisfied 22 9 25 6 

Neither satisfied 

nor dissatisfied 

22 15 32 5 

Dissatisfied 16 35 32 19 

Highly 

dissatisfied 

7 11 14 4 

Total 75 70 111 34 

Job related 

stress 

Total 

Low stress 

High stress 

51 

23 

74 

18 

52 

70 

26.906*** 

61 

49 

110 

8 

26 

34 

10.607*** 

Note: * p<0.05; ** P<0.01; ***P<0.001 
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The results show that there was a statistically significant difference in the reporting of physical 

health status based on level of education (X2=14.435, p<0.01), degree of job satisfaction 

(X2=22.598, p<.001) and job related stress (X2=26.906, p<0.001) but for the reporting of mental 

health status, only the degree of job satisfaction (X2=10.205, p<.05) and job stress (X2=10.607, 

p<0.001) were statistically significant.   

Table 5-7: Pearson Chi-Square test for self-reported physical and mental health status (good 

health/poor health) 

Categorical Variables    Physical Health 

Pearson X2   p-value 

   Mental Health 

Pearson X2  p-value 

Current occupation (3 categories) 4.556 .103 2.509 .285 

Gender (male/female) .000 .989 1.177 .278 

Marital status (4 categories) 4.202 .379 .327 .988 

Cultural origin (7 categories) 5.271 .728 13.070 .109 

Religious affiliation (6 categories) 1.749 .883 6.238 .284 

Official language (3 categories) .810 .368 2.185 .139 

Housing (5 categories) 3.220 .666 4.958 .421 

Job unionization (yes/no) 1.561 .212 3.664 .050 

Job type (3 categories) .170 .918 .928 .629 

Job match with qualification (Yes/No) 6.766 .080 8.341 .039 

Work shift (day/night/both) 1.248 .536 9.160 .010 

Buy meal outside (4 categories) 6.093 .107 4.837 .184 

Buy drinks outside (4 categories) 4.275 .118 6.083 .048 

Smoking habit (3 categories) 2.500 .286 2.060 .357 

Alcoholic habit (3 categories) 4.679 .197 7.329 .062 

Family physician (yes/no) .008 .930 3.388 .056 

Additional health insurance (yes/no) .073 .964 2.567 .277 

Sleep trouble (yes/no) 29.065 .000 15.403 .000 
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Cross-tabulation analyses were used for the rest of the predictor variables too, however, only the 

Pearson chi-square values and significance levels are presented in Table 5-7 to understand either 

the health status differences reported by individuals with different socioeconomic, occupational 

and lifestyle characteristics are just by chance or there are statistically significant differences in 

the groups. 

As reported in Table 5-7, there are significant differences in the likelihood of reporting 

good or poor mental or physical health status, if the participants had particular attributes. For 

example, whether the job was unionized made a significant difference in the reporting of mental 

health status. Whether the participant had sleep trouble made a huge difference in the reporting 

of both mental and physical health. Other variables for which the null hypothesis was not true 

were work shift (day/night/both), bought drinks outside, whether the job was matched with the 

qualification and whether the participants had a family physician (Table 5-7). However, variables 

like the current occupation of the participants, gender, marital status, cultural or racial origin, 

religious affiliation, housing situation, job type, smoking and alcohol drinking habit and 

additional health insurance did not make a significant difference by categories in the reporting 

poor physical or mental health.  

The chi-square tests used in this chapter are only able to tell us about the bivariate 

relationships, but cannot tell us anything about the nature of the relationships among the 

predictor and outcome variables in a multivariate framework (i.e., a population health 

framework). Therefore, regression analyses are performed in the next chapter to better 
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understand the nature and strength of the relationships among various predictor and outcome 

variables.   

5.7 Chapter Discussion and Limitations 

Analysis of the survey data reveals that the mental and physical health status of 

immigrants in Canada is not independent of socioeconomic status, occupational characteristics, 

and lifestyle and health behaviours. Skilled immigrants who were working at the lower end of 

the service sector had a higher degree of job dissatisfaction and poor mental and physical health 

status. Among the 146 survey participants of this research, 70 (48%) reported poor physical 

health and 34 (23%) reported poor mental health status (Table 5-4). This finding is very unusual 

in comparison to the self-reported health status of average Canadian immigrants as reported in 

Chapter Four using CCHS data. This finding can be explained in different ways. First of all, 

most of the skilled immigrants, by definition, are preselected for their qualifications, good 

language skills, good health and young age. These immigrants usually have expectations of 

working in their own professions, but often they are held up in the settlement process by a 

complicated and often discriminatory licensing and accreditation process (Nerad & Janczur, 

2000). Secondly, lack of Canadian experience and not having proficiency in both of the official 

languages of Canada forced them to work in an occupation that does not utilize their training, 

skills and experience.  As a consequence, their socioeconomic status is poor, the quality of life is 

reduced and health status is deteriorating. For example, only 35 percent of immigrants who took 

part in the primary survey owned their dwelling (Table 5-2) in contrast to the 69 percent of 
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Canadians who owned dwellings in 2011 (Statistics Canada, 2011c). Therefore, most of the 

immigrants who are working in those occupations were either renting or living in subsidized 

housing in very crowded conditions. Similarly, the average household income for the survey 

participants was only $29,605 in contrast to $ 74,540 for the average Canadian family in 2012 

(Statistics Canada, 2015).  

A higher number of participants reported poor physical health status in comparison to 

mental health status (Table 5-4). Although resettling in a foreign country and working in a 

“survival” job is a significant source of stress, it can be anticipated that most of the participants 

were unaware of their poor mental health status because judging their own mental health status 

might not be as straight forward as judging their physical health problems. However, as 

hypothesized in this chapter, there seems to be a statistically significant variation in the reporting 

of health status depending on level of education, work-related stress and the degree of job 

satisfaction of the participants (Table 5-6). Although the cross-tabulation analysis was unable to 

tell, it is most likely that participants with higher degrees of job dissatisfaction were more likely 

to report poor mental and physical health status. 

 While the descriptive statistics and some basic inferential analysis used in this chapter 

are very helpful in understanding general characteristics of skilled immigrant workers, the major 

limitation is that these methods of analysis cannot provide an understanding of the direction and 

strength of the relationships in a multivariate (i.e., population health) framework. Therefore, 

more robust inferential statistics are used in the next chapter to better understand the role of 
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socioeconomic, occupational, and health and lifestyle variable in determining mental and 

physical health status of skilled immigrant workers. 

5.8 Key Findings 

Immigrants working at the lower end of the service sector usually work extended hours, 

both days and nights, but earn relatively little. Their housing situation and quality of life are 

poor. They have elevated levels of work-related stress, anxiety, depression, tiredness, job 

dissatisfaction and poor mental and physical health status. There is a significant difference in the 

reporting of mental and physical health status of skilled immigrants based on their educational 

qualifications, occupations, work-related stress and the degree of job satisfaction. Both males 

and females are equally likely to report poor mental and physical health.  The frequency tables, 

charts and cross-tabulation analyses presented in this chapter give some indications of the 

possible explanations for self-reported health status, but we cannot specifically predict the 

possible health outcome of an individual only based on the descriptive statistics used in this 

chapter. In addition, these results are not generalizable to a broader population.  
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Chapter 6 

Determinants of the Self-reported Health Status of Skilled Immigrants11 

6.1 Introduction and Background 

In the previous chapter, descriptive statistics were used to detail the characteristics of the 

survey participants of this research. In descriptive statistics, numerical measures are used to 

detail the features of a set of data; however, the results cannot be used to make any predictions 

nor are they generalizable to a larger population. Therefore, the results presented in this chapter 

are based on inferential statistics to analyse the relationships among socio-demographic, 

occupational, and health and lifestyle factors to the mental and physical health status of skilled 

immigrant workers working in the selected occupations defined by the survey parameters of this 

study.  

A large body of literature in population health has focused on the socioeconomic 

determinants of health in general population. However, literature on the determinants of health 

specific to skilled immigrant working in low-skilled service sector jobs is sparse, and the results 

are often ambiguous (Dunn & Dyck, 2000). To the best of my knowledge, the role of 

                                                      

11Most of the findings of this chapter have been published as: Subedi, R. P., and Rosenberg, M. W. (2015). High-

skilled immigrants, low-skilled jobs: Challenging everyday health. The Canadian Geographer, DOI: 

10.1111/cag.12237 
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socioeconomic, occupational, and health and lifestyle characteristics in determining skilled 

immigrants’ health is a novel subject for investigation.  Therefore, the findings of this chapter 

help to answer the second research question raised in the thesis and also sheds light on the HWE 

hypothesis to understand occupational health of a specific group of population which is often 

neglected in the research of health and population geography.  

6.2 Methods 

All of the data analyzed in this chapter came from the primary survey of 146 participants 

working as taxi drivers and convenience store or gas station workers in the city of Ottawa, 

Ontario, Canada. The survey collected information on self-reported mental and physical health 

status of the participants. Some studies have revealed that self-reported health status reflects 

physical health problems such as chronic and acute conditions and is also able to measure mental 

health to some extent (e.g., Kobayashi, Prus, & Lin, 2008; Newbold, 2009). Other studies have 

claimed that self-reported health is a good proxy for health status, despite the fact of being not 

clinically diagnosed problems (e.g., DeMaio & Kemp, 2010; Newbold, 2005). Therefore, self-

reported mental and physical health status were used as outcome variables and socioeconomic, 

occupational, and health and lifestyle variables were used as predictor variables (see Table 6-1). 

In this stage of analysis, inferential statistical techniques were used to measure the strength of the 

relationship between self-reported mental and physical health status and socioeconomic, 

occupational and lifestyle characteristics of the respondents so that inferences can be made to a 

broader population.  



 

 

88 

 

Social determinants of health like age, gender, race, education, income and social support 

network, are frequently discussed in the literature and also in the reports of the World Health 

Organization (Marmot, 2005; McDonald & Kennedy, 2004; WHO, 2008). Age plays a very 

important role in determining health status because some health problems are age specific. Since 

age usually explains a significant degree of variation in health status, it was used as a control 

variable so that the effects of other variables can be investigated properly. Gender is another 

important variable in the study of health inequality. Gender, as a social determinant of health, 

refers to the different socially constructed roles, norms, behaviours, activities, and attributes that 

differentiate men and women in a society (Hosseinpoor, et al., 2012). Although only about 21 

percent of the participants in the survey were female, gender was used as a predictor variable.  

Skilled immigrants, by definition, usually have better education, skills and more work 

experience. However, because of unemployment or underemployment, they normally have low 

incomes, live in poorer quality housing and are more likely to eat low quality food, which may in 

turn affect their health status (Segal & Mayadas, 2005). Level of education also plays an 

important role in people’s lifestyles and health behaviour. Therefore, education, employment, 

income, housing and food are used as predictor variables as they may play an important role in 

determining the health status of skilled immigrants in Canada. Even though all immigrants must 

provide a proof of language proficiency to gain entry as skilled worker immigrants in Canada, 

they usually have poor communication and language skills because of their accents and cultural 

differences (Segal & Mayadas, 2005). Such barriers may prevent them from accessing health 
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care services in Canada, which may lead to poor health status. Studies have shown that finding a 

family physician is a big challenge for immigrants, and finding culturally suitable health care 

services is even more difficult in Canada (Lu, Rosenberg, & Lo, 2008).  Some other studies show 

that social networks help immigrants in gathering information and also in maintaining good 

health by interaction with people and social organizations (Asanin & Wilson, 2008; Ng, Wilkins, 

Gendron, & Berthelot, 2005).  Therefore, measures of the above factors were used in the 

regression models presented below to analyse health status of skilled immigrants.  

As discussed earlier, skilled immigrants who are working in a job that underutilizes their 

qualifications, skills and experiences are more likely to have elevated levels of stress, anxiety 

and depression because of job dissatisfaction. Due to the nature of their jobs, they tend to buy 

fast foods and are more likely to drink soda and energy drinks while they are at work. They 

usually have no time or resources for physical exercise and leisure activities. Therefore, there 

might be a relationship between their self-reported health status, their occupational stress and 

their lifestyles in addition to the socioeconomic variables discussed above. Hence, the predictor 

variables of the regression models were broadly categorized into three groups of socioeconomic, 

occupational, and health and lifestyle characteristics as presented in Table 6-1.  

All the data were analyzed using IBM SPSS for Window Version 20. The five category 

outcome variables, self-reported mental and physical health status, were reclassified into a 

dichotomous variable (0 for good health and 1 for poor health) so that binomial logistic models 
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could be used. Before using the models, the data were checked to make sure they met all the 

assumptions required for binomial logistic regression models. 

Table 6-1: Classification of variables 

Variable Type Variable Category Variables  

Outcome Variables 
Self-reported Health 

Status 

 Self-reported physical health status 

 Self-reported mental health status 

Explanatory 

Variables 

Demographic and 

socioeconomic  

 Age 

 Gender 

 Marital status 

 Family size 

 Cultural origin 

 Education 

 Income 

 Length of residence in Canada 

 Social network 

 Language skills 

 Housing tenure 

Occupational 

 Years in current occupation 

 Total hours worked per week 

 Work shift (Day/Night) 

 Work type (full-time/part-time) 

 Unionized /Non-unionized  

 Degree of job satisfaction 

 Job match 

 Job related stress 

Lifestyles and health care 

 Body Mass Index (BMI) 

 Smoking  

 Alcohol drinking 

 Food/drink habit 

 Time spent in physical exercise 

 Access to family physician 

 Chronic health conditions 

 Additional health insurance 
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The outcome variable was binomial, the predictor variables were both continuous and 

categorical, observations were independent, the outcome variables had mutually exclusive and 

exhaustive categories, and the continuous predictor variables were normally distributed 

(Binomial Logistic Regression using SPSS, 2015). Three different binomial logistic regression 

models were used to ascertain the effects of socio-demographic, occupational, and lifestyle and 

health behaviour variables on self-reported mental and physical health status. Some variables 

were reclassified into fewer categories so that the categories with no cases or very few cases 

were merged. For example, there were seven categories for cultural or racial origins but some of 

the categories contained no cases or very few cases. Therefore, a new variable was created with 

only three categories. Similarly, marital status, level of education, housing tenure, degree of job 

satisfaction and level of job related stress were also recoded as new variables with fewer 

categories. The continuous predictor variable, BMI was classified into three categories of normal 

weight, overweight and obese. The age of the participants (a continuous variable) was used as a 

control variable to take into account age-specific health effects. The models were tested for 

multicollinearity and results indicated it was highly unlikely that any multicollinearity exists 

among the variables. 

With these types of data, a typical modelling strategy is to enter blocks of independent 

variables; socioeconomic variables first, occupational variables second, and lifestyle variables 

third. Although such a strategy is preferable, it was not possible because of the relatively small 
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sample size of the survey results that would produce unreliable results. Therefore, three binomial 

logistic models were used; one for each category of variables.   

6.3 Determinants of Self-reported Physical Health 

As discussed in the previous section, three different binomial logistic regression models 

were used to understand the predictors of self-reported physical health status of the participants. 

The first binomial logistic model that included only socioeconomic variables was statistically 

significant (X2=21.45; p<0.05) and explained about 21 percent of the variability 

(Nagelkerke R2=.209) of the self-reported physical health status of the participants. Among the 

variables used in the model, only the level of education (post graduate/professional degree) was 

statistically significant (Table 6-2). People having a post graduate or professional degree were 

about six times (odds ratio = 6.338) more likely to report poor health in comparison to those who 

were high school graduates or had less than a high school education. 

The second binomial logistic regression model used only occupational variables. Overall, 

the model was statistically significant (X2=48.796; p<.001) and explained about 41 percent of 

variability (Nagelkerke R2=.414) in self-reported physical health status. Three variables were 

statistically significant. An additional year in the same job increased the probability of reporting 

poor physical health status by 11 percent (odds ratio = 1.11). Those who were dissatisfied with 

their jobs were about six times (odds ratio = 6.121) more likely to report poor health than those 

who were satisfied.  
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Table 6-2: Determinants of self-reported physical health status (likelihood of reporting poor health) 

Variables Used 
Reference 

Category 

B S.E. Sig. Odds 

Ratio 

95% C.I. for Odds Ratio 

Lower Upper 

M
o

d
el

 1
: 

S
E

S
 V

a
ri

a
b

le
s 

(-
2

L
L

=
1

7
7

.7
9

; 
R

2
=

. 
2
0

9
) 

Convenience S Workers Taxi 

Drivers 

-.981 .581 .091 .375 .120 1.171 

Gas station Workers -1.005 .901 .265 .366 .063 2.143 

Gender (Male) Female -.525 .633 .407 .592 .171 2.044 

Marital status (others) Married .371 .517 .473 1.449 .527 3.989 

Cultural origin (Asian) African -.170 .518 .743 .844 .306 2.328 

Cultural origin (Others) .221 .825 .788 1.248 .248 6.287 

Undergraduate degree High 

School or 

below 

.238 .547 .664 1.268 .434 3.707 

PG or professional 

degree 

1.847 .694 .008 6.338 1.627 24.693 

Social Network (No) Yes .064 .533 .904 1.066 .375 3.030 

Housing (Rent) Own 

house 

-.374 .529 .480 .688 .244 1.941 

Housing (Other) -1.117 .786 .155 .327 .070 1.528 

Years in Canada (>10) ≤10 years -.017 .033 .604 .983 .922 1.049 

Annual Income (000)  -.003 .015 .843 .997 .968 1.027 

Constant  1.291 1.524 .397 3.635    

M
o

d
el

 2
: 

O
cc

u
p

a
ti

o
n

a
l 

V
a

ri
a

b
le

s 

(-
2

L
L

=
1

3
5

.3
6

9
; 

R
2
=

 .
4

1
4
) 

Years in this job  .108 .053 .042 1.114 1.004 1.237 

Work Hours/week  -.008 .019 .668 .992 .955 1.030 

Job Type (Part-time) Full-time .436 .719 .544 1.547 .378 6.327 

Job Type (One of PT) -.579 1.510 .702 .561 .029 10.816 

Work Shift (Night) Day 1.087 .648 .093 2.967 .833 10.569 

Work Shift (Day & 

night) 

.405 .532 .447 1.499 .529 4.250 

JobSat (Neither) Satisfied .925 .632 .144 2.521 .730 8.709 

JobSat (Dissatisfied) 1.812 .577 .002 6.121 1.977 18.955 

Job related stress (High) Low 2.067 .471 .000 7.898 3.137 19.889 

Unionization (No) Yes -.454 .553 .412 .635 .215 1.879 

Constant  -2.051 1.502 .172 .129     
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M
o

d
el

 3
: 

H
ea

lt
h

 a
n

d
 L

if
es

ty
le

 V
a

ri
a

b
le

s 

(-
2

L
L

=
1

3
9

.1
2

5
; 

R
2
=

 .
3

6
9
) 

BMI (Over weight) Normal 

weight 

1.090 .437 .013 2.973 1.263 6.997 

BMI (Obese)  1.998 .971 .040 7.371 1.099 49.440 

Smoking (Occasional) Daily 

smoker 

.530 .732 .469 1.699 .404 7.135 

Smoking (Never) .138 .613 .822 1.148 .345 3.818 

Drinking (Occasional) Regular 

drinker 

.490 1.308 .708 1.632 .126 21.184 

Drinking (Never) .221 1.328 .868 1.248 .092 16.852 

Meal Outside (A few 

times) 

Everyday .058 .660 .929 1.060 .291 3.865 

Meal Outside (Never) -.637 .786 .418 .529 .113 2.468 

Exercise hours/week  -.116 .077 .133 .891 .766 1.036 

Chronic health problem 

(No) 

Yes -1.740 .565 .002 .176 .058 .531 

Family Physician (No) Yes .694 .481 .149 2.001 .779 5.138 

Additional Health 

Insurance (No) 

Yes .436 .662 .511 1.546 .422 5.662 

Constant  .932 2.006 .642 2.539     

(Note: Reference category is good health; Age is used as a control variable) 

Similarly, those participants who reported a high level of job-related stress were almost eight 

times (odds ratio = 7.898) more likely to report poor physical health in comparison to those who 

reported low job related stress.  

The third binomial logistic regression model used only lifestyle and health behaviour 

variables. Overall, the model was statistically significant (X2=42.16; p<.001) and explained 

about 37 percent of variability (Nagelkerke R2=.369) in self-reported physical health status. BMI 

and chronic health conditions variables were statistically significant. Overweight and obese 

individuals were more likely to report poor health than normal weight individuals by 2.9 and 7. 3 
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times respectively. Individuals who did not have any sort of chronic health problem were about 

82 percent (odds ratio = .176) less likely to report poor health in comparison to those who had 

chronic health problems (Table 6-2). Among the three models used, the second model was the 

strongest predictor of self-reported physical health status of the participants. That means, 

occupational characteristics were the best determinants of self-reported physical health status 

among the skilled immigrants working in low-skilled service sector jobs in the sample survey 

results. 

6.4 Determinants of Self-reported Mental Health 

This part of the analysis also used binomial logistic regression models to investigate the 

association between self-reported mental health, and the socio-demographic, occupational and 

lifestyle characteristics of the participants. The first binomial logistic regression model 

investigated the relationship between socioeconomic variables and self-reported mental health 

status of the participants. Overall, the socioeconomic model was statistically significant 

(X2=25.437; p<.020) and explained about 27 percent (Nagelkerke R2=.269) of the variability in 

self-reported mental health status of the participants. However, only one variable (ethnicity of 

the participants) was a statistically significant predictor of self-reported mental health. The 

results disclosed that being an immigrant from Asia reduces the likelihood of reporting poor 

mental health status by almost 92 percent in comparison to their African counterparts (Odds ratio 

0.076).  
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Table 6-3: Determinants of Self-reported Mental Health Status (Likelihood of reporting poor 

mental health) 

  Reference 

category 

B S.E. Sig. Odds 

Ratio 

95% C.I. for Odds Ratio 

Lower Upper 

M
o

d
el

 1
: 

S
E

S
 V

a
ri

a
b

le
s 

(-
2

L
L

=
1

1
4

.9
7

3
; 

R
2
=

 .
2

6
9
) 

Conv. S Worker Taxi driver .058 .731 .937 1.060 .253 4.439 

Gas station Worker 1.635 1.061 .123 5.128 .641 41.019 

Gender (Male) Female 1.311 .906 .148 3.711 .628 21.928 

Marital status (others) Married -.101 .617 .870 .904 .270 3.029 

Ethnicity (Asian) African -2.583 .795 .001 .076 .016 .359 

Ethnicity (Others) -.283 .905 .754 .753 .128 4.436 

Undergraduate degree High school 

or below 

.097 .669 .884 1.102 .297 4.088 

Post graduate degree 1.459 .900 .105 4.303 .737 25.122 

Social Network (No) Yes 1.635 1.064 .125 5.129 .637 41.311 

Housing (Rent) Own 1.455 .920 .114 4.282 .705 26.007 

Housing (Other) .714 .561 .203 2.042 .681 6.126 

Years in Canada (>10) ≤10 years .186 .650 .775 1.204 .337 4.309 

Annual Income (000 

C$) 

  -.011 .021 .593 .989 .948 1.031 

Constant   -3.435 1.908 .072 .032     

M
o

d
el

 2
: 

O
cc

u
p

a
ti

o
n

a
l 

V
a

ri
a

b
le

s 

(-
2

L
L

=
1

1
2

.3
7

9
; 

R
2
=

 .
3

3
2
) 

Years in this job  .109 .056 .050 1.115 .999 1.245 

Work hours/week  -.023 .022 .285 .977 .936 1.020 

Job type (part-time) Full-time -.360 .903 .690 .698 .119 4.097 

Work shift (Night) Day 2.256 .806 .005 9.549 1.969 46.319 

Work shift (Day & 

night) 

1.479 .689 .032 4.391 1.137 16.948 

Job Sat (Neither) Satisfied -.086 .761 .910 .918 .206 4.082 

Job Sat (Dissatisfied) .902 .636 .156 2.465 .709 8.568 

Job related stress 

(High) 

Low 1.562 .550 .005 4.767 1.621 14.016 

Unionization (No) Yes -.892 .593 .132 .410 .128 1.310 

Constant   -4.306 1.782 .016 .013     
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BMI (Over weight) Normal 

weight 

-.740 .537 .168 .477 .166 1.368 

BMI (Obese) -.167 .942 .859 .846 .134 5.357 

Smoking (Occasional) Daily -.982 .816 .229 .375 .076 1.852 

Smoking (Never) -.240 .625 .700 .786 .231 2.675 

Drinking (Occasional) Regular -.927 1.197 .438 .396 .038 4.129 

Drinking (Never) -1.241 1.236 .315 .289 .026 3.260 

Meal outside (A few 

times) 

Always .995 .764 .193 2.705 .606 12.084 

Meal outside (Never) -.616 1.063 .562 .540 .067 4.338 

Exercise hr/week  -.210 .107 .049 .810 .657 .999 

Chronic health problem 

(No) 

Yes -.695 .594 .242 .499 .156 1.598 

Family Physician (No) Yes -.530 .587 .367 .589 .186 1.861 

Additional Health 

Insurance (No) 

Yes .508 .806 .529 1.662 .342 8.069 

Constant   .006 2.165 .998 1.006     

(Note: Reference category is Good health; Age is used as control variables) 

The second model investigated the relationship of self-reported mental health status and 

occupational variables of the survey participants. The model as a whole was statistically 

significant (X2 = 32.961; p<.000) and explained about 33 percent of the variability in self-

reported mental health status (Nagelkerke R2 = .332). This model was the strongest predictor of 

self-reported mental health with three variables being statistically significant. The total number 

of years in current job, work shift and job-related stress were statistically significant predictors of 

self-reported mental health. The model showed that working an extra year in the same job 

increases the likelihood of reporting poor mental health by 11 percent. Similarly, working only at 

night and both day and night increases the likelihood of reporting poor mental health by 9.54 
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times and 4.39 times respectively in comparison to working only in the daytime. Those 

participants who reported a high level of job-related stress were 1.6 times more likely to report 

poor mental health status (Table 6-3).  

The third model used only health and lifestyle variables as predictors of self-reported 

mental health status. The model in general is not significant at the five percent level (X2 = 

24.752; p<. 074) but it explained about 26 percent variability in self-reported mental health status 

(Nagelkerke R2=.265). Only one variable (total number of hours spent on physical exercise per 

week) was a statistically significant predictor of the self-reported mental health in this model. As 

given in Table 6-3, an additional hour of exercise per week reduces the likelihood of reporting 

poor mental health status by about 35 percent when other variables are constant. In conclusion, 

the occupational characteristics were the best predictors of self-reported mental health of the 

skilled immigrants working in low skilled jobs of the service sector in Ottawa.  

6.5 A Comparison of Primary Survey Results to the Secondary CCHS Data 

The secondary data analyzed in Chapter Four reveals that immigrants’ health status 

deteriorates over time in Canada and also identified the determinants of health status change in 

the immigrant population in general. But, Chapter Five and Six analyzed primary survey data 

collected only from skilled immigrants working in three specific occupations. Therefore, a 

comparison of the results of primary survey data and secondary CCHS data reflects on the 

differences in health status among skilled immigrants working in low-skilled service sector jobs 

in Ontario and general immigrant population in Canada. Since the CCHS data compared the 
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health status change for new and more established immigrants, the primary survey data are also 

classified based on the number of years the participants spent in Canada. Two groups were 

created based on zero to nine years of residency and ten years or above residency.  Out of the 

total 146 survey participants, 90 of them had less than 10 years of residency and 56 of them had 

more than 10 years of residency in Canada. Different characteristics of the participants are 

compared as given in Table 6-4.  

Table 6-4: Comparison of primary survey results with secondary CCHS data 

 Variables Primary Survey Secondary CCHS 

 <10 years ≥ 10 years <10 years ≥ 10 years 

 Participants (%) 61.6 38.4 34.7 65.3 

 Average working hours/week 42.6 49.8 38.9 38.9 

 Poor general health (%) 45.6 52.7 7.1 17.4 

 Average BMI 25.5 25.5 23.7 25.7 

 Daily smoker (%) 15.5 30.3 11.1 10.1 

 Has a family physician (%) 63.3 80.0 73.5 91.0 

 Dwelling owned (%) 21.1 55.4 43.1 78.6 

 

There is a significant difference in the average working hours per week between the 

general immigrant population included in the CCHS survey and the skilled immigrants of the 

primary survey.  The skilled immigrants who have less than 10 years of residency and more than 

10 years of residency work 42.6 and 49.8 hours per week respectively in contrast to general 

immigrants who work only 38.9 hours per week for both the cohorts. This figure clearly 

indicates that skilled immigrants working in low-skilled jobs in the service sector are over 
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exhausted as they work more hours per week on average than average immigrants in Canada. 

Similarly, a higher percent of skilled immigrants of the primary survey reported poor general 

health status in comparison to the general population in CCHS survey analyzed in Chapter Four. 

However, among the primary survey participants, a higher percentage of those who had more 

than 10 years of residency in Canada reported poor health status compared to those who had less 

than 10 years of residency in Canada. This finding is consistent with the findings of Chapter 

Four and support the HIE hypothesis. The poor health reported by skilled immigrant workers 

should be associated with work-related stress, job dissatisfaction and de-skilling; however, there 

is no similar study to compare this finding. On average, skilled immigrants working in low-

skilled jobs have higher BMI than general immigrant population.  However, there is no 

difference in the average BMI of those who have less than and more than 10 years of residency 

in the primary survey, but more established immigrants have reported higher average BMI (25.7) 

in the CCHS survey. This result demonstrates that the number of years in Canada does not make 

any significant difference in the BMI for skilled immigrants working in low-skilled jobs.  

As shown in Table 6-4, percentage of survey participants smoking cigarettes is quite high 

for skilled immigrants of the primary survey in contrast to the general immigrant population of 

the CCHS. The primary survey data presented in Chapter Five also shows that about 10 percent 

of survey participants started smoking since they began their low-skilled jobs. Therefore, the 

higher percent of skilled immigrant workers smoking cigarettes might be related to life stress, 

work stress, anxiety and tiredness because of their current job, and this finding is consistent with 
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other studies that have found a positive relationship between smoking and work stress (Cui, 

Rockett, Yang, & Cao, 2012; Kouvonen, Kivimaki, Virtanen, Pentti, & Vahtera, 2005).  

Furthermore, a lower percentage of the skilled immigrants working in low-skilled jobs have a 

regular family physician compared to general immigrant participants of the CCHS. However, 

access to a family physician seems to increase along with the increased years of residency in 

Canada for both groups of survey participants. Finally, a significantly low percentage of skilled 

immigrant workers own their dwelling compared to the general immigrant population in Canada 

(Table 6-4). This figure reflects the poverty and poor quality of life among immigrant workers 

working as taxi drivers and convenience store or gas station workers.  

6.6 Chapter Discussion and Limitations 

Analysis of the survey data reveals that the health status of immigrants was influenced 

mainly by their socioeconomic status, occupational characteristics, and lifestyle and health 

behaviours. Skilled immigrants who were working at the lower end of the service sector have a 

higher degree of job dissatisfaction and poor mental and physical health status. The occupational 

characteristics of the participants and the health and lifestyle variables explained the variation in 

self-reported mental and physical health better than the socioeconomic variables when the age 

effect was controlled.  

  In particular, participants who had post-graduate degrees or professional degrees and 

working in low-skill service jobs were more likely to report poor health status. This result can be 

explained in two different ways. First of all, the self-reported poor mental and physical health 
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status might be the result of frustration, anxiety and depression of the qualified individual 

because of deskilling, perceptions of lost social status and financial hardship in comparison to 

those who were not over-qualified for these jobs. Secondly, participants who were highly 

qualified and had previously held better jobs, had a better quality of life and higher social status 

in the source countries might be negatively affected by the realities and conditions of working in 

a low-skilled service sector job in Ottawa. Most likely, they had never done any physically 

demanding job like the ones they are doing now. Therefore, they might have developed physical 

health issues like tiredness, back problems, leg problems, insomnia and so on. The results also 

show that the skilled immigrants from Asia were less likely to report poor mental health in 

comparison to African immigrants. The strong social network and family ties of Asian 

immigrants and their active participation in different community organizations might be a 

contributing factor behind this finding. It might also be that African immigrants face even more 

discrimination both at work and in their everyday lives which affects their physical and mental 

health. 

As hypothesized, there were statistically significant differences in the reporting of mental 

and physical health status of the participants in relation to their degree of job satisfaction.  

Individuals who were dissatisfied with their jobs were more likely to report poor mental and 

physical health in comparison to those who were satisfied (Tables 6-2, 6-3).  Again, the poor 

health status reported by the participants might be related to the level of stress, frustration, 
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unhappiness and anxiety of working in an occupation which was irrelevant to their degrees and 

was underutilizing their qualifications, skills and experiences.  

Skilled immigrants were more likely to report poor mental and physical health status for 

every additional year they spent in their current occupations while controlling for the effect of 

their age. Skilled immigrants usually accept any type of jobs at the beginning when they are new 

in Canada to gain some Canadian experience and out of necessity. But, when they cannot find an 

appropriate job, they usually are forced to continue in the same jobs for longer periods. The more 

they work in a job that underutilizes their skills, the more difficult it becomes to find a new job 

that matches their skills and experience. It may increase the degree of frustration on the one hand 

and increase the likelihood of having job-related physical health problems on the other. 

Similarly, individuals who reported a high level of job-related stress were more likely to report 

poor mental and physical health status in comparison to those who reported low level of job-

related stress in their jobs (Tables 6-2, 6-3). The relationship of job-related stress and health is 

self-explanatory. Studies have suggested that occupational stress has a significant effect on both 

poor physical health and psychological distress (Aldwin & Yancura, 2010; Klainin, 2009).  The 

BMI of the participants was also found directly related to their physical health status. As reported 

in Table 6-2, individuals who were overweight and obese were more likely to report poor 

physical health status. A majority of the participants of this research were taxi drivers. It is not 

unusual to report high BMI by individuals who usually drive taxis for more than 12 hours a day 

without any physical exercise.  Studies have shown that overweight or obese people are more 
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likely to have a decreased health-related quality of life and more likely to report medical 

problems such as high blood pressure, high cholesterol, stroke, diabetes, and heart disease (Hiza, 

Pratt, Mardis, & Anand, 2001; Korhonen, Seppala, Jarvenpaa, & Kautiainen, 2014). The 

participants, who worked at night or worked both in days and nights were more likely to report 

poor mental health. Studies have shown that those who have irregular sleep patterns usually have 

increased level of fatigue and depression and poor quality of sleep (Courtney, Francis, & Paxton, 

2013; Robotham, 2011).  

Another variable that made a statistically significant contribution to health was self-

reported chronic health problems. Individuals who reported some sort of chronic health problems 

were more likely to report poor physical health status. Since chronic health problems are a 

measure of physical health status, it makes sense that those who reported at least one chronic 

health problem were more likely to report poor physical health status. As shown in Table 6-3, an 

additional hour of exercise per week reduces the likelihood of reporting poor mental health 

nearly by 35 percent. This finding is consistent with other studies that show a strong relationship 

between exercise and mental health (Have, Graaf, & Monshouwer, 2011; Penedo & Dahn, 2005). 

While comparing the primary survey data with the CCHS data, it is clear that skilled immigrant 

workers who are underutilizing their qualifications, skills and experiences have deteriorated 

health conditions and a poor quality of life even in comparison to all immigrants in Canada 

(Table 6-4). A future study comparing immigrant workers with the Canadian-born population 

might be of interest to population health geographers. 
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There are, however, some limitations to the analysis which need to be discussed. First, 

the data are cross-sectional. Only through longitudinal data on individuals for an extended period 

of time, can definitive causality be drawn about the relationships among health status and the 

variables used. Second, it is always difficult to quantify the psychological distress, frustration, 

and dissatisfaction one has in relationship to their jobs. To understand such mental health issues, 

an in-depth analysis of all aspects of an individual’s life is required to identify what role 

employment plays relative to other factors that might affect mental health status. Therefore, to 

overcome this problem, some selective participants were interviewed in the second phase of the 

study, and their perceptions and personal experience are analyzed in next chapter. Another 

possible limitation of the analysis in this chapter is multicollinearity among predictor variables in 

the regression models, but one diagnostic indicator of multicollinearity is to examine the 

standard errors for the ‘B’ coefficients. A general rule is that a standard error larger than 2.0 

indicates numerical problems, such as multicollinearity among the independent variables, but no 

such value was detected in the models presented in this research. However, the strength of this 

chapter is that primary data collected in-person was used for the analysis. The possible age effect 

on health was controlled in the analysis so that a selection bias in the results is highly unlikely. 

6.7 Key Findings 

The main finding of this chapter is that skilled immigrants who are working in an 

occupation that underutilizes their qualifications, skills and experience are more likely to indicate 

that they have work-related stress and deteriorated mental and physical health conditions. 
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Immigrants with post-graduate or professional degrees, high job-related stress and high level of 

job dissatisfaction are more likely to report poor mental and physical health status. High skilled 

immigrants who are working in low-skilled jobs for extended years have more chances of 

reporting poor health status. These results are consistent with other findings in terms of the 

relationship to BMI and health status. Individuals are more likely to report poor health status if 

they are overweight or obese and if they are working at night. Those who reported some chronic 

health problem are more likely to report poor health status than those who do not have such 

problems. An additional hour per week of physical exercise decreases the likelihood of reporting 

mental health problems to some extent. Skilled immigrants working in low-skilled jobs are more 

likely to report poor health status even in comparison to the total immigrant population of 

Canada. Broadly speaking, health outcomes of new immigrants who are working at the lower 

end of the service sector in Ottawa are determined by their socioeconomic, occupational and 

lifestyle characteristics. However, occupational characteristics are the best predictors among the 

three categories. The findings of the chapter support the HIE hypothesis and help to understand 

the determinants of the HIE in Canada; however, the findings challenge the conventional idea of 

the HWE by exploring poorer mental and physical health status of working skilled immigrants in 

comparison to the general immigrant population in Canada. 
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Chapter 7 

Deskilling and Immigrant Health Status: A Qualitative Analysis of the 

Personal Experience of Skilled Immigrants 

7.1 Introduction and Background 

In the previous chapter, determinants of self-reported mental and physical health status of 

skilled immigrants working in low-skilled jobs of the service sector in Ottawa are investigated. 

Although the quantitative analysis carried out was useful to generalize the results to the broader 

immigrant population, it lacks an in-depth understanding of the underlining causes of poor 

mental and physical health status of those whose qualifications, skills and experiences are 

underutilized. Therefore, in this chapter, I have chosen a different strategy. I analyze 19 personal 

interviews administered among highly educated participants of different age, sex and ethnicity 

working as taxi drivers or convenience store workers in the city of Ottawa, Ontario. Although a 

few gas station workers participated in the survey, they were not interviewed considering their 

small number and work similarities with convenience store workers.  The main objective of the 

analysis was to strengthen the findings of the previous chapters by exploring how skilled 

immigrants describe their health status in relation to their degree of job satisfaction, job-related 

stress, environmental exposures and lifestyles.  Socio-demographic, cultural, economic, and 

environmental factors that play direct and indirect roles in determining the health status of 

immigrants are also explored in this chapter. This analysis helps to answer the third research 
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question outlined in Chapter One which is: “How do skilled immigrants perceive their health 

status in the context of job dissatisfaction, work-related stress, lost social status, poor lifestyles 

and unhealthy behaviours?” 

 The differences in the work environment and quality of life in developing and developed 

countries encourage skilled, young and healthy individuals to migrate in search of better 

opportunities and a better quality of life (Dodani & LaPorte, 2005). As part of the process of 

immigrating to Canada, the Immigration and Refugee Protection Act (2002) requires that, 

regardless of the country of origin, all applicants for permanent residency in Canada complete a 

full medical exam before being admitted to Canada (CIC, 2009). For this reason, a significant 

number of studies have hypothesized that the health of immigrants on arrival is better than that of 

their Canadian counterparts (Beiser, 2005; McDonald & Kennedy, 2004; Wu & Schimmele, 

2005). However, as discussed earlier, literature on immigrant health shows that new immigrants, 

who have better health status than the average Canadian on arrival, lose their health advantage 

after a few years of residency in Canada (McDonald & Kennedy, 2004; Subedi & Rosenberg, 

2014).  

The first and most important effect of work-related stress is worsening mental health 

status (Kopp, Stauder, Purebl, Janszky, & Skrabski, 2008). The World Health Organization 

(WHO) defines mental health as “a state of well-being in which every individual realizes his or 

her own potential, can cope with the normal stresses of life, can work productively and fruitfully, 

and is able to make a contribution to her or his community” (WHO, 2014). This definition 
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clearly indicates the importance of realizing an individual’s own potential and coping ability that 

come with the normal stresses of life. However, most new immigrants whose qualifications, 

skills and experience are underutilized are at risk of losing their self-confidence and coping 

ability as their personal identity and social status are compromised. In addition, financial 

hardship and poor quality of life may lead to worsening health status. Lou and Beaujot (2005)  

explicitly make the argument that new immigrants’ health declines because of the stresses 

associated with isolation and discrimination, poor economic status, and elevated expectations.   

Social determinants of health like age, gender, race, education, income, social support 

networks, food security, health services and lifestyle are frequently discussed in the health 

literature and in WHO reports (Marmot, Social determinants of health inequalities, 2005; 

McDonald & Kennedy, 2004; WHO, 2008). However, most of the studies on social determinants 

of health are empirical in nature and they mainly use quantitative surveys and objective measures 

which cannot capture the qualitative effects of sensitive issues like perceived social status and 

the personal health of immigrants. The degree of job satisfaction, level of work-related stress and 

the health status of an individual are highly sensitive and private issues. Qualitative methods are 

more suitable for challenging and sensitive research subjects like perceived social and health 

status (Peters, 2010). Creswell (2009) argues that qualitative research is emergent, fundamentally 

interpretive and holistic in understanding social phenomena. Therefore, the major objective of 

this chapter is to understand the same issues addressed in the previous chapters from a different 

perspective and using a complementary methodology.  
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7.2 Methods  

The data for this chapter came from 19 in-depth personal interviews conducted with 

skilled immigrant workers working as taxi drivers and convenience store workers in the city of 

Ottawa, Canada in 2014. Qualitative interviews provided a platform for participants to give voice 

subjectively to their views on the links among being trained as a high-skilled worker, working in 

a low-skilled job and the effects on their physical and mental health rather than being limited to 

the choices provided by the researcher in a more conventional quantitative study. Previous 

studies of Canadian immigrants showed that semi-structured personal interviews proved to be 

more suitable to explore sensitive and confidential issues (Asanin & Wilson, 2010; 2008). 

Therefore, semi-structured personal interviews were administered among the participants to 

understand their health and social status in relation to their socio-demographic characteristics, 

job-related stress, health behaviours and lifestyles.  

The participants of the personal interviews (N=19) were recruited from skilled 

immigrants who took part in the immigrant health survey in Phase I of this study. Twenty-nine 

individuals who expressed their interest (during the survey) to participate in a follow-up personal 

interview were contacted for in-depth personal interviews but only 12 of them showed interests 

for the interview. Interested skilled immigrants who were at least 21 years of age and were 

working in designated occupations (i.e., convenience store workers and taxi drivers) at the time 

of the study were recruited for interviews. At the end of the interview, participants were asked if 

they could make any referrals to someone else who might be interested and qualified to 
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participate in the study.  Thus, a combination of purposive and snowball sampling methods were 

used to recruit additional participants for the interviews until data saturation was reached where 

no new information was coming from the participants (Bowen, 2008; Strauss & Corbin, 1990). 

Personal interviews were preferred over telephone interviews because they provide more 

opportunities for the participants to express their views and life experiences openly (Bryman, 

Bell, & Teevan, 2012; Tummala-Narra, Sathasivam-Rueckert, & Sundaram, 2013).  

Furthermore, the interviewer gets the opportunity to note specific reactions of the participant and 

eliminate misunderstandings about the questions asked during the interview (Scheaffer, 

Mendenhall, Ott, & Gerow, 2011). The advantage of using personal interviews was relatively 

important because all of the participants of the study were immigrants who could communicate 

in English but their first language was not English or French. In addition, work related stress and 

health status are subjective and often emotional issues that differ by individual.  

All participants were given a letter of information about the study and they signed a 

consent form guaranteeing any information they provided would remain anonymous in any 

forms of publications or reports resulting from the study, and they were given the opportunity to 

withdraw from the study at any time without any obligations. Approval for all aspects of the 

study was granted by the General Research Ethics Board (GREB) of Queen’s University. All the 

interviews were conducted in English and 11 of them were audio recorded with the consent of 

the participants.  Eight of the participants declined to have their conversations recorded and in 

those cases detailed notes of what was said was taken. All audio recordings were transcribed 
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verbatim and all interview notes were refined into transcripts. The transcripts were reviewed 

thoroughly before reducing them into sub-codes and codes.  

Grounded theory is a qualitative data analysis technique in which the interview 

transcripts are coded line by line to identify significant themes (Corbin & Strauss, 2014; 

Creswell J. W., 2009; Saldana, 2009). In a grounded theory approach, researchers concentrate on 

people’s activities and the meanings they make of their actions in particular situations in which 

they are involved (Thornberg & Charmaz, 2014). Transcripts were read line by line and sub-

codes were written for each line on the right hand margin of each page. Once the primary coding 

was completed, a group of unique codes was created merging similar sub-codes. Altogether 59 

unique codes were generated from the transcripts. The codes were further grouped into 9 unique 

categories. Overall, 5 themes were generated out of the 9 categories of the codes. The themes 

emerged from the codes are discussed in the findings section that follows. Conclusions are drawn 

by analyzing the content of the interviews based on participants’ comments on their social and 

health status in relation to their degree of job satisfaction, job-related stress, health behaviours 

and lifestyles.   

7.3 Findings 

Participants in the study were from diverse socio-demographic backgrounds. The age 

range of the participants was 30 to 51 years with a mean age of 39 years and a standard deviation 

of 6.8 years. The majority of the participants were South Asian followed by African origin. Out 

of the 19 participants, 14 were male, and 12 of them were taxi drivers. The mean time since 
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immigrating to Canada was 10.6 years with a standard deviation of 8.8 years and a range of 1 to 

34 years.  More than 42 percent of the participants had either a post-graduate degree or a 

professional degree like a Bachelor of Engineering (BE), Doctor of Medicine (MD) or Bachelor 

of Information Technology (BIT), and about 47 percent of the participants had undergraduate 

degrees.  The average annual family income of the participants was CN$26,210 with a standard 

deviation of $11,848 and a range of $12,000 – $45,000 (Table 7-1).   

Table 7-1: Socio-demographic profile of participants 

Variable Categories Count Percent 

Number Total participants 19 100 

Gender Male 14 73 

Female 5 27 

Ethnicity African 7 37 

South Asian 10 52 

Middle Eastern 1 5 

East European 1 5 

Occupation Taxi Drivers 12 63 

Convenience S. Worker 7 37 

Marital Status Married 15 79 

Single/Never married 4 21 

Years in Canada Maximum 34 na 

Minimum 1 na 

Level of Education Post-graduate degree 5 26 

Professional degree 3 16 

Undergraduate degree 9 47 

College diploma 1 5 

High school 1 5 

Annual Family 

Income 

Maximum 45,000 na 

Minimum 12,000 na 
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The main aim of the study was to understand the self-perceived health and social status of 

skilled immigrants who were working in low-skilled jobs in the service sector in Ottawa, 

Canada. The analysis of the interviews revealed that most of the skilled immigrants whose 

qualifications and skills were underutilized have perceptions of lost personal identity and social 

status, and also reported a decline in their health status. They willingly shared the reasons behind 

their migrations to Canada, their initial expectations, job search experience, job-related stress, 

financial burdens, lifestyles, health behaviours and their current social and health status. Based 

on the analysis of the codes that emerged from the transcripts of the interviews, five different 

themes were developed, which are elaborated on further below. 

7.3.1 High Expectations but Low Achievements 

Skilled immigrants from developing countries usually have high expectations and 

“personal values” after migrating to a developed country (Campos, Hormiga, & Matiz-Bulla, 

2011). They usually expect a decent job, a good source of income, a better quality of life and 

prosperity for the second generation (Reitz, 2005). These are not unusual expectations as 

educational credentials among recent immigrants have been higher and rising on average 

compared to those of the Canadian-born workforce (Reitz, 2005).  However, many new 

immigrants end up working in low-skilled jobs because of the lack of recognition of their foreign 

credentials, delayed assessment process and lack of Canadian experience (Asanin & Wilson, 

2009; Reitz, 2005). As a result their expectations are not met and their quality of life is reduced. 

The issues of high expectations but low achievements were well reflected in the majority of the 
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personal interviews when the participants were asked to elaborate on their experience in Canada. 

All the participants shared their interesting stories of initial expectations in Canada of which two 

specific examples are quoted below to understand their high expectations and low achievements. 

I had expectations that I will get something different. At back home, I was a senior 

finance officer working for an international organization. When I first came here, I had 

expectation to get some jobs in local NGOs. I tried different local NGOs but they called 

me only for interviews two times…three times but they did not offer me any job saying 

that I don’t have Canadian experience. Then my expectation was to get next level of 

qualification here in Canada. I got a degree, but my expectations of getting better jobs are 

not met yet. (Taxi driver, Male, African, Former Finance Officer, Undergraduate Degree 

in Accounting) 

I came to Canada because of its reputation as a developed and rich country which can 

provide good education for children, better job opportunities, better quality of life and 

good social security. This is what I heard about Canada before moving here. I am not 

much hopeful. Even to get a manual job, they ask me for Canadian experience. 

(Convenience store worker, Male, South Asian, Former Bank Manager, Post-graduate 

Degree in Business Administration) 

As expressed in the quotes above, skilled immigrants usually have high expectations 

when they first come to Canada, but in reality those expectations are not easily met. They were 

forced to take any “survival” jobs to meet the financial needs of their families. Even though they 
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had some income from these jobs, they had a feeling of financial insecurity as the jobs were 

often temporary and the earnings were low. Most of the taxi drivers who took part in this study 

were renting their taxis from the owners. They were paying rent, licence fees and all other costs 

associated with the taxi, and feared not making enough money to pay their utility and grocery 

bills. Therefore, the achievements of the skilled immigrants working in low-skilled service sector 

jobs were not satisfactory as compared to their expectations.  

7.3.2 Credential Devaluation, Deskilling and Wasted Skills 

Most of the participants of the study felt that their credentials were not valued properly in 

Canada, they are underemployed and the skills they acquired through education and previous 

work experience have been wasted. When the participants were asked about the challenges for 

skilled immigrants to find an appropriate job in Canada, most of the answers were similar to 

those quoted below:  

I tried (for job) in some places but my credentials did not work here in Canada. 

They want Canadian certificates but my credentials are not recognized. It is 

problematic to people like us. I applied in some governmental jobs but their first 

question was either I have Canadian experience or not …. Some of my friends have 

got Canadian degrees but still they are not getting appropriate job. That may be 

because of not having Canadian job experience. How can we get Canadian 

experience without getting a job? (Convenience store worker, Female, South Asian, 

Former Lecturer, Post-graduate Degree in Education) 
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You know, being an immigrant in Canada is very tough. You must start your life 

from the scratch, from zero. I came here to live in a Canadian system. My degree 

from abroad is not recognized. I tried to upgrade my qualification and tried to be 

familiar with their language and culture .... I joined Carleton University and beside 

that I was working part-time in a store.... I have not got any good job according to 

my qualification. I am still driving a cab that I rent. (Taxi driver, Male, African, 

Former Solicitor, Post-graduate Degree in Laws) 

… I expected to get a good job, job in my own field, but as you can see I am driving 

taxi .... If you are in your field, you have good chance to grow but if you are a doctor 

and driving taxi or if you are an engineer driving taxi or working in a Tim Hortons, 

you are killing your skills. This is because you are wasting your time in some other 

fields that does not give you job satisfaction. (Taxi driver, Male, South Asian, 

Former Electrical Engineer, Professional Degree, BE) 

It is evident from the quotes above that most of the immigrants were frustrated that their 

credentials and experience had not been recognized in Canada. They believed that not getting 

equal recognition for their foreign degrees resulted in working in a job that underutilized their 

qualifications, skills and experiences. Using the analogy of “the chicken or egg situation”, some 

of the participants questioned a system where it is difficult to get a job without Canadian 

experience and it is impossible to get the Canadian experience without getting a job. Some of 

them strongly believed that they were killing their knowledge and wasting their skills.  
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7.3.3 Discrimination and Loss of Identity 

Along with a shift of immigrant sending countries from European to non-European, the 

issue of prejudice and discrimination has received increasing attention in Canada. Literature 

shows that landed immigrants are much more likely to report discrimination based on their 

ethnicity, race, language or religious opinion and such discrimination is even more perceptible, if 

they belong to a visible minority group (Nangia, 2013).  DeMaio and Kemp (2010) argue that 

visible minorities and immigrants who have experienced discrimination are more likely to report 

declines in self-reported mental and physical health status relative to other immigrant groups. 

Consistent with the literature, most of the participants of this study were concerned about 

discrimination, their personal identity, social status and their physical or mental health status 

because of discrimination in their work. When they were asked if they were discriminated or 

treated differently in their jobs because of being an immigrant/ethnic minority, most of the 

answers were similar to those below.  

Oh yes, for sure. I get a lot of people who ask where you from? I know what they 

are hinting but then I say I am Canadian but they say really? You don’t look like 

Canadian. Then, I ask where you from and then they say they are Canadians. Then 

I say really? You don’t look like native Canadian. What makes them a Canadian 

and not me? My English is pretty good but they discriminate because of my colour 

and looks. (Taxi driver, Male, Middle Eastern, Former Computer Technician, 

Software Programmer BIT) 
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Yes, always. First thing the customers who come to my taxi ask: oh you are from 

where? I always say I am from Ottawa, I am Canadian..... Then they say no, you 

came from where? I say I came from my home. They say no, I mean your country 

of origin. Then I say I am from India. Then they say oh you are Indian, then again 

I say no, I am Canadian. You know, if I go to India, people say you are Canadian 

but when I am in Canada, people think I am Indian. So I am from nowhere. (Taxi 

driver, Male, South Asian, Former Electrical Engineer, Professional Degree BE)  

A small number of the participants believed that there is no direct discrimination in 

Canada because of your race, ethnicity or gender but more commonly most of them sensed that 

there was indirect discrimination in their work. Despite the fact that most of the participants 

expressed their dissatisfaction with their current jobs, some of them were optimistic even with 

the frustration of lost dignity and poor social status. The frustration of underemployment seems 

to be mediated by their hope for a brighter future and a better quality of life for their children in 

Canada. 

I know, I have lost my dignity and social status but I have no options. My friend, if 

you forget about what you are trained in and what you used to do before, this is a 

good job. At least you are not working under other people.... At this age, I cannot 

go back to my country as my children are well adjusted here and they like this 

system. I have not practiced for more than 7 years now. If I go there, nobody will 
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recognize me; they think I am Canadian now. (Taxi driver, Male, South Asian, 

Former General Physician, Professional Degree, MBBS, MD) 

The quotes above indicate that many immigrants felt discriminated in their work and they 

are compromising their identities as a result of their employment circumstances but some of 

them seem to accept the situation in hope of a better future for their children. Interestingly, some 

of the participants mentioned that they do not want to participate in any social or community 

interaction programs, gatherings or events as most of the people from their communities question 

their employment status. Being a highly skilled immigrant working in low-skilled jobs, they have 

perceptions of lost personal identity and social status which indicates their frustration, 

unhappiness and anxiety related to their underemployment.  

7.3.4 Lifestyle Change and Health Behaviour  

Acculturation is a phenomenon by which immigrants adapt to a new culture and lifestyles 

of the destination country. Studies have shown that through the process of acculturation, 

immigrants easily adapt a “Canadian way of living” which is frequently characterised as a busy 

life, fast food culture and less mobility (Asanin & Wilson, 2009; Beiser, 2005; McDonald & 

Kennedy, 2005). Unhealthy and risky behaviours like excessive use of tobacco, alcohol and fast 

food, and less exercise have proven to play an important role in determining health status of 

immigrants in Canada (McDonald & Kennedy, 2004; Newbold, 2009). All the participants of 

this study unanimously accepted that their lifestyles have changed substantially in Canada. But, 
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when they were asked to describe the changes that they have noticed in their lifestyles since they 

came to Canada, the answers varied. 

I found everyone in this country is busy. My lifestyle is busy now and I don’t have 

time to spend with my family and don’t have enough time for physical exercise. I 

buy more junk foods now than I used to do in my country. (Convenience store 

worker, Female, South Asian, Former Manager, Post-graduate Degree in Business 

Management) 

Lifestyle in this country is totally different than in my country. I have less time for 

social activities. No time for physical exercise. You know, everyone is busy in this 

country. I don’t have time to prepare food so I buy meal outside. I drink a lot of 

coffee every day to wake me up. I sleep less but don’t have time for other activities. 

In this job you only have two schedules every day; either work or sleep. (Taxi 

driver, Male, African, Former Accountant, College Diploma in Accounting) 

For most of the taxi drivers, they only have two regular activities every day; either they 

work or sleep. A majority of the participants were working 12-15 hours per day. Therefore, they 

expressed their dissatisfaction at not having leisure time for new job searches, for their families, 

for their communities (e.g., Lebanese in Ottawa, Sikh Community Services Ottawa, Nepalese 

Canadian Association of Ottawa, and so forth) or for physical exercise.  However, a few of the 
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participants explained that it was not hard to maintain their own lifestyle and health behaviour 

despite a busy schedule and the influence of a “Canadian” lifestyle.  

Some people use fast food while driving cab but I always bring food from home, 

so not a problem for me. Lifestyle is different and fast in this country but I have my 

own community, family and friends so not much changed. I usually work at daytime 

and eat at home. There are so many Indian groceries and restaurants where you can 

buy things. (Taxi driver, Male, South Asian, Former Social Worker, Undergraduate 

Degree in Arts) 

The above quotation signifies the importance of community, family and friends in 

maintaining the cultures and lifestyles of their countries of origin in Canada. Previous studies 

also show that opportunities for interaction within ethnic communities are associated with a 

positive sense of security and improved health outcomes (Tummala-Narra, Sathasivam-Rueckert, 

& Sundaram, 2013). However, most of the participants found that their lifestyle and health 

behaviours are inextricably linked to inappropriate jobs, stressful working environments, low 

incomes and poor quality of life while acknowledging the relatively better security, healthy 

environment and healthcare system in Canada in contrast to their countries of origin.  

7.3.5 Poor Mental and Physical Health Status  

One of the theories that emerged from the conversations with participants of this study is that the 

job dissatisfaction and work-stress are good predictors of poor mental or physical health status. 
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The negative impact of work-related stress on everyday health was discussed by all the 

participants when they were asked about their health status. Low incomes from their jobs, job 

insecurity, stressful working environments and lost identity were frequently attributed to stress, 

frustration and poor health outcomes of the participants.  

… My health condition is poor; I am diabetic. My mental health is also poor. I have 

a lot of stress and depression attack. Especially when I recall my past, my health 

and my present situation, I go to depression. I don’t get depression attack that 

frequent but when I think about my future it gives me depression. I graduated from 

Carleton, looking for jobs but it is not easy, it is not simple to get a job. I am still 

worried. (Taxi driver, Male, African, Former Solicitor, Post-graduate Degree in 

Laws) 

I am physically fine but feeling mentally depressed mainly because of losing my 

skills, and social prestige. Everybody keeps asking about my job so I stay away 

from people. (Convenience store worker, Female, South Asian, Former Lecturer, 

Post-graduate Degree in Education) 

Some of the participants reported poor physical health conditions like being 

overweight, heart problems, joint problems, arthritis, back problems, elevated levels of 

“bad” cholesterol, hypertension, diabetes and insomnia. Others were more concerned about 
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the health problems they might have in the near future despite not having any physical 

health issues at present.  

In this job you don’t get to sleep properly, which is a main cause of poor health. 

There are a lot of taxi drivers who had heart attack while driving a taxi because they 

are working 14, 15 or even 16 hours a day and don’t sleep properly. You know, 

even if they sleep in day time that is not like a night time sleep.... Me, I drive 14-

15 hours and go to the McDonald when I need food and buy fast food like junior 

chicken or something. If the eating is not right and sleeping is not good you become 

sick. I am healthy but god knows what happens in few years. Stress catches up you 

slowly.… (Taxi driver, Male, Middle Eastern, Former Computer Technician, 

Undergraduate Degree in IT)  

I have no complaints about my health till now but you know, certain problems are 

age specific so I might get some health problems, if I keep working in this job for 

longer period. Foot pain is common because of standing for long hours and 

sometime get frustrated because of the nature of job and attitude of the customers 

that I have to deal with. Sometime I get lots of stress, headache like that while 

thinking about job, income, my children’s future etc. (Convenience store worker, 

Female, South Asian, Former Lecturer, Post-graduate Degree in Education) 
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Working long hours, standing constantly, and working in a stressful environment were 

the major sources of stress reported by the majority of convenience store workers. Although 

most of the taxi drivers seemed to be enjoying the freedom of working independently, they 

looked more worried about job insecurity and their futures as taxi drivers. These findings are 

consistent with other studies where perceived job insecurity was found to be a predictor of 

poorer self-rated health (Burgard, Brand, & House, 2009). In this study, the source of stress was 

the financial insecurity for some of the taxi drivers. For instance, one of the taxi drivers 

expressed his frustration because of financial limitations in his family. 

I have some stress. I am always stressful because of taxi business. It is not constant; 

it is really down sometime. I get frustration because I cannot compare my expenses 

with income. My family needs one car but I need another to go to the work as I 

work in night shift. I also have to pay insurance for the taxi that I rent. Therefore, I 

have to pay insurance for three cars. When you have a lot of expenses but limited 

income, it gives me stress and frustration. (Taxi driver, Male, African, Former 

Accountant, Undergraduate Degree in Accounting) 

In general, for most of the participants the mental stress of mislaid professional status, job 

dissatisfaction, financial burdens, declines in self-esteem and lost social status were the most 

important factors in determining their health status.  
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7.4 Chapter Discussion and Limitations 

The participants of the study willingly shared their personal experience of low-skilled 

jobs, new lifestyles, new social status, and how they associated their experiences with their 

mental and physical health status. However, the term “mental health” was not as straight forward 

as the term “physical health” for a significant number of participants. Most of the participants 

misinterpreted the term mental health as mental disorders. Therefore, they were hesitant to 

openly express that they have any mental health problems. But, the majority of them easily 

accepted that they had job-related mental stress, depression, anxiety and frustration. A 

substantial number of them were highly dissatisfied with their jobs because they thought that the 

jobs were underutilizing and wasting their knowledge, skills and experiences.  Financial hardship 

was the major cause that forced them to accept any survival jobs after a few months of struggle 

to find a suitable one. A valuable piece of information disclosed in the interviews is that skilled 

immigrants come to Canada without a proper exploration of the opportunities and challenges for 

new immigrants. As a result, they usually have higher expectations than what is actually 

achievable as a new immigrant in Canada.  Most of the interview participants divulged that their 

credentials and experiences were not valued as equally important as Canadian degrees and 

experiences but, in fact, language, cultural differences and inherent discrimination seemed to 

play more important roles in their employability than their credentials (Hakak, Holzinger, & 

Zikic, 2010). For example, some of the participants of this study revealed that they upgraded to a 

Canadian degree but they were still underemployed. This may be because most of the employers 
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always look to hire someone who has good language skills and more familiarity with what 

employers believe are the values of the majority.  The participants also believed that employers 

preferred others over them because the training costs for immigrants are higher. Therefore, 

skilled immigrants are being discriminated against because of the discriminatory values of the 

employer based on their intrinsic prejudice toward visible minority immigrants.  

Although there were no observable differences in the reporting of the degree of job 

satisfaction by gender and occupations, the level of education was a good predictor of job related 

stress in general. When the participants were asked to describe the degree of satisfaction with 

their current job, their perceptions were governed by their levels of education. Those who had 

higher levels of education were more frustrated and dissatisfied with their current jobs compared 

to those with low levels of education. For instance, a taxi driver who graduated from high school 

saw his job as a very good job that gives him freedom of work being his own boss, whereas a 

convenience store worker with a post-graduate degree perceived her job as a survival job that is 

her biggest source of stress, degrades her professional skills and ruins her health. The accounts 

support the hypothesis that highly-educated immigrants working in low-skilled service sector 

jobs have elevated levels of mental health issues.  

In general, taxi drivers seem to enjoy the freedom of the work but spoke about mental 

stress because of unpredictable incomes. For instance, most of the taxi drivers worried about the 

imbalance of income and expenditure, especially when business was slow but they had to pay 

their regular rent, utilities and grocery bills. On the other hand, most of the convenience store 



 

 

128 

 

workers were more worried about working in a stressful situation, standing extended hours, low 

incomes and job insecurity despite having a regular income from their jobs. However, the 

frustration, anxiety and mental stress of wasting their knowledge, skills and experiences, and 

losing their dignity and social status were the common pathways by which their health 

deteriorated despite the type of work they do. Consistent with other studies, many participants of 

this study reported experiences of loneliness, lost social ties with their family members and 

relatives, and limited interaction with their children because of their busy schedule (Tummala-

Narra, Sathasivam-Rueckert, & Sundaram, 2013). A study by Asanin and Wilson (2009) also 

established an association between the decline in social status resulting from the change from 

professional occupations to low-skilled physically demanding jobs and the health status of 

skilled immigrants in Canada.  

The findings of this chapter make several academic and social contributions.  First of all, 

the findings of the chapter challenge the traditional HWE hypothesis that explains the better 

health conditions of employed individuals compared to the general population (Thygesen, 

Hvidtfeldt, Mikkelsen, & Brønnum-Hansen, 2011). This study demonstrates that working 

individuals can also be less healthy, if they have elevated levels of stress and job dissatisfaction 

because of deskilling. In addition, the findings show that new immigrants need to know more 

about the opportunities and challenges before making a decision to migrate to a new country. 

The corollary is that policy makers need to reform immigration policies to ensure foreign trained 

workers can fully utilize their skills without ruining their health in low-skilled jobs.  
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Despite a significant contribution, there are some specific limitations of the qualitative 

research presented in this chapter.  The results of this chapter are not generalizable to a broader 

population. This is a prominent limitation of most qualitative research. Therefore, to overcome 

this limitation, a mixed methods approach of data collection and analysis was used in the thesis 

where the findings of one chapter are complementary to the other. Furthermore, the interview 

participants were a group of immigrants with various lengths of residency in Canada. The 

interview data are also cross-sectional data collected at a point of time and therefore the design 

does not allow us to compare the perceptions of self-reported health status change over time 

except in a post hoc fashion from the point of view of the interviewee.  Another limitation of the 

qualitative research presented in the chapter is that the sample size is small and the majority of 

the participants are male either from Africa or South Asia, therefore, it does not fully capture the 

heterogeneity of immigrant workers in Canada. However, this limitation is minimized by the 

analysis of the quantitative survey data in Chapters Four, Five and Six that include more 

heterogeneous groups of immigrants.  In addition, the interview data were collected until data 

saturation was reached where there was no new information coming from the participants (Kerr, 

Nixon, & Wild, 2015). The limitations related to the data and data collection should not 

overshadow the strengths of the research presented in this chapter. 

7.5 Key Findings 

This chapter provides unique insights into the experience and perceptions of skilled 

immigrants working in low-skilled jobs. It also sheds light on the HWE by exploring the 
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relationship between employment and health which is a highly discussed and debated in the 

occupational health literature, but less discussed in the immigration policy literature. The main 

findings of this chapter are that skilled immigrants working in low-skilled service sector jobs in 

Ottawa have poor mental and physical health status because of the stress associated with job 

dissatisfaction, financial constraints, lost social identity, and wasted skills. Five major theories 

emerged from the analysis of the interview data which are: (1) new immigrants usually have high 

expectations on arrival but most of the expectations are not fulfilled (2) skilled immigrants’ 

credentials and experiences are not recognized properly or in a timely fashion, therefore they are 

forced to work in low-skilled jobs that waste their skills and experiences (3) immigrants are more 

worried and frustrated because of inherent discrimination in labour markets and their lost self-

esteem and social status owing to deskilling 4) the lifestyles and health behaviours of skilled 

immigrants have significantly changed because of the nature of their jobs, and 5) they have 

substantial work related stress, anxiety, depression and mental health issues and,  as a 

consequence they suffer from physical health problems.  Each of these theories deserves 

additional studies to confirm whether the health and well-being of high skilled immigrants 

working in local skilled jobs are in jeopardy.  Immigration systems that value education, 

professional qualifications and skills must also ensure that immigrants will not be forced into 

low-skilled service sector jobs resulting in poor mental and physical health. 
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Chapter 8 

Discussion and Conclusion 

8.1 Introduction 

A significant amount of research has been done to understand the health status change of 

immigrants in general, but, there is little academic research to understand the work-related stress 

and associated mental and physical health status of skilled immigrants who are working in an 

occupation that underutilizes their qualifications, skills and experiences. In response to this 

shortcoming in the current immigrant health literature, this thesis sought to achieve three broad 

objectives and answer three specific research questions by analyzing secondary data, primary 

survey data and interview data collected from skilled immigrants working as cab drivers and 

convenience store or gas station workers in the city of Ottawa, Canada. One of the major 

objectives of this research was to better understand the HIE and HWE hypotheses that are highly 

discussed and debated in the immigrant and occupational health literature.  

Asanin and Wilson (2009) argue that the health concerns of skilled immigrants are 

especially important because they are accepted into the country based on their skills and abilities. 

Immigrants are not only bringing their skills and knowledge to the Canadian labour force but are 

also positively contributing to maintain demographic balance and cultural diversity of the 

country.  Therefore, the thesis focused on understanding the general health status of skilled 

immigrants in Canada. The findings of the analyses presented in the previous chapters helped to 
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fulfill the objectives raised in the thesis by exploring the relationship among education, 

occupation and health.  

Unlike previous studies, the analysis done in Chapter Four explored the possible causes 

behind the variations in health status of recent and more established immigrants comparing 2001 

and 2010 CCHS data.  Four different hypotheses - namely lifestyle change, barriers to health 

care services, poor social determinants of health, and work related stress - were tested to 

understand variations in health status. The findings of the chapter conclude that there is a 

statistically significant variation in the socioeconomic characteristics and health outcomes of 

immigrants having less than and more than 10 years of residency in Canada. Thus, the findings 

of the chapter support the HIE hypothesis which is consistent with other studies (e.g., Kennedy, 

McDonald, & Biddle, 2006; Kobayashi & Prus, 2012; Newbold, 2009); however, this study used 

a different approach by comparing two different cohorts of immigrants having a similar arrival 

period.  

Primary survey data collected from the city of Ottawa, Ontario are analyzed in Chapters 

Five and Six. The results of the descriptive and inferential statistics used in these chapters 

revealed that skilled immigrants who are working in an occupation that underutilized their 

qualification, skills and experiences have elevated levels of work-related stress, poor quality of 

life and deteriorated mental and physical health status. Thus, the findings of the chapter 

challenge the traditional HWE hypothesis that postulates lower morbidity and mortality of 

employed individuals compared to the general population because of the relative advantage 
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gained through employment and in remaining employed in comparison to those who are 

unemployed.  Most of the literature on immigrant health is based on secondary socioeconomic 

data (e.g., DeMaio & Kemp, 2010;  McDonald & Kennedy, 2005; Newbold, 2009) but this thesis 

also uses primary survey data on socioeconomic, occupational, lifestyle and health behaviour 

characteristics of skilled immigrants and compares the findings. Therefore, the thesis is able to 

report on the relationships between the various contexts which describe the everyday lives of 

skilled immigrants and how their everyday lives affect their mental and physical health. The 

findings of the thesis raise broader questions about immigration policies that encourage well-

educated people to come to Canada, only to end up underemployed in low-skilled service areas 

of the Canadian economy.  

Similarly, Chapter Seven uses primary interview data collected from skilled immigrants 

working in low-skilled service sector jobs. The qualitative technique of data collection and 

analysis helped to go in-depth in understanding different pathways by which immigrants’ mental 

and physical health status deteriorate. Personal interviews were more appropriate to strengthen 

the findings of the quantitative analyses by exploring more sensitive and personal issues which 

were not disclosed by the participants in the survey data analyzed in the previous chapters. A 

common criticism of quantitative research is that the findings are too narrow, and it is not always 

feasible to quantify the feelings, behaviour and experiences of the participants. On the other side, 

qualitative research is often criticized as too subjective and not generalizable to a broader 
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population. Therefore, the mixing of both methods yielded a fuller and more nuanced analysis of 

immigrant health status and their determinants.  

8.2 Revisiting the Research Objectives 

Throughout the process of this research, emphasis was on the objectives of the research 

and to find the best answers to the research questions raised.  The literature review section 

helped to understand the research gaps in the field of immigrant health and also provided 

background on migration theories, the immigration selection process in Canada, assimilation and 

multiculturalism processes, and the frequently cited idea of the HIE and HWE hypotheses. 

Therefore, I was able to formulate my research methods in Chapter Three to tackle the 

shortcomings of previous studies. The thesis used a mixed methods research approach employing 

a variety of methods for data collection and analysis. The mixed methods were pragmatic 

considering a variety of research objectives and wide-ranging research questions. The mixed 

methods also helped to deal with the criticism of quantitative and qualitative research methods 

by mixing the methods of data collection, analysis and interpretation throughout the process of 

the thesis.  

The first objective of the research was “to go beyond the HIE and contribute to a broader 

understanding that the role of work-related stress, health behaviour and lifestyle issues play in 

the mental and physical health of immigrants.” The findings of the research presented in Chapter 

Four, Five and Six provide evidence that mental and physical health of skilled immigrants 

working in low-skilled jobs are linked to work-related stress, health behaviours and unhealthy 
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lifestyles. The analysis of the secondary data from the CCHS in Chapter Four helped to go 

beyond the HIE and contribute to a broader understanding of health status change among recent 

and more established immigrants in Canada. As presented in Chapter Six, the likelihood of 

reporting poor mental and physical health status was quite high for individuals who reported a 

high level of work-related stress, high degree of job dissatisfaction, and poor health behaviours 

(less exercise, smoking and drinking, consumption of junk food etc.).  

The second objective of the research was “to contribute to the expansion of health 

geography through the analysis of work-related health issues and the ‘healthy worker effect.’” 

Although the field of health geography captures different aspects of population health, it is hard 

to find any specific research on occupational health of skilled immigrants. Literature on work-

related stress, work environment and its consequences for mental and physical health is limited 

and there is no research specific to the health status of skilled immigrants working in low-skilled 

jobs. Therefore, the findings on the relationship of health status with socioeconomic, 

occupational and lifestyle characteristics of skilled immigrants presented in Chapters Four, Five 

and Six help to expand the scope of health geography. The results of the descriptive and 

inferential analysis are generalizable to a broader immigrant population. Thus, it helps to 

understand the health status of a large and even a growing segment of the population in Ontario 

and Canada. Interestingly, the findings of this thesis challenge the traditional HWE hypothesis 

and shed light on the relationship between employment and health from a different perspective. 

The findings of the research presented in Chapters Four to Seven of the thesis challenge the 
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conventional views on the HWE and insist on a new way of thinking about occupational health 

where the relationship between employment and health is determined by the degree of job 

satisfaction, work-related stress and the quality of life one can afford by the income from that 

job. 

Finally, the third objective of the research was “to understand work-related stress and 

health perceptions of high-skilled immigrant working at low-skilled service sector jobs in 

Ontario.” The findings of the thesis help us to understand work-related stress and health 

perception of the participants in various ways. Chapter Seven used a qualitative exploratory 

analysis technique to understand the perceptions of 19 highly skilled immigrants who took part 

in an in-depth personal interview with the researcher. The findings revealed that skilled 

immigrants working in the low-skilled service sector jobs are highly dissatisfied, frustrated, 

depressed and have a poor quality of life. They perceive their mental and physical health as 

measurable because of deskilling, work-related stress, poor quality of life and, most importantly, 

because of the perceptions of lost dignity and social status. They reported a large number of 

mental and physical health problems and blamed their stressful work environment for their 

deteriorating health conditions. Indeed, the analysis of the personal interviews revealed some 

additional information on the perception of lost dignity and social status which might be a 

reasonable cause of poor health reported by most of the participants of this research. Therefore, 

there is a need for future research to investigate the relationships of health with the perceptions 

of personal identity and social status.  
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8.3 Strengths, Limitations and Future Directions 

Specific implications and limitations of the findings of each chapter have already been 

discussed in Chapters Four, Five, Six and Seven. Therefore, in this section, I discuss some 

broader implications and general limitations of the thesis. This thesis extends the scope of 

geography by engaging in research on immigrant health and migration processes from a 

geographic perspective. It also contributes to the debate around the HIE and HWE hypotheses by 

opening up a new area of research in health geography by comparing the occupational health of 

immigrants in relation to their qualifications, skills and experiences. Existing literature on 

immigrant health extensively discuss the HIE but the underlining causes of the HIE were not 

fully understood. The research also contributes to closing a research gap by exploring the 

determinants of the HIE in Canada using primary and secondary survey data. The research 

contributes to expanding knowledge in health geography, population geography and the 

geographies of immigration by linking health status of skilled immigrants to their 

socioeconomic, environmental, and occupational characteristics along with their lifestyle and 

health behaviours. Therefore, the thesis delineates occupational health issues of skilled 

immigrants and provides a new avenue to understand the HWE hypothesis. The findings of the 

research illustrate that employed individuals may also have higher mortality and morbidity rates 

if they are dissatisfied with their jobs, their skills are not fully utilized, and they have work-

related stresses. This is a substantial contribution considering the growing number of skilled 

immigrants working in low-skilled jobs in Canada and other immigrant receiving countries.  
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This research also provides a broader understanding about immigration policies that 

encourage well-educated people to come to Canada, only to end up under-employed in low-

skilled service sectors areas of the Canadian economy. Such understanding will help policy 

makers to develop appropriate policy reforms so that immigrants’ skills and experiences are fully 

utilized for the prosperity of the Canadian economy in the days to come. It also sheds light on the 

need to reform immigration policies in Canada so that international credentials, experience and 

skills are equally recognized. The findings on health status of skilled immigrants will also help 

policy makers to develop population specific health care policies considering linguistic, cultural 

and financial gaps between new comers and the Canadian-born population. 

There were, however, some limitations, typical of social science research encountered in 

this study. Some possible criticisms of the study are the use of cross-sectional data and a 

purposive sampling strategy. The sample is not necessarily representative of all immigrants and 

all occupations. Yet, considering the time and resources available for a doctoral thesis, it was not 

possible to collect longitudinal data from the participants. Another limitation of the thesis is that 

the gender analysis is limited by a sample where there were far fewer female participants 

compared to males. However, a proportionally larger number of females were recruited for the 

personal interviews so that we could hear their voices.   

The sample size of only 146 was not sufficient to run all the variables in a single 

regression model; therefore, three different regression models were used. It was not possible to 

collect a larger sample because of time and resource constraints. Future research might include 
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larger sample sizes and samples from other places to overcome the sample size issues 

encountered in this study and to see whether similar findings can be replicated in other places in 

Canada among high-skilled immigrants working in low-skilled jobs in the service sector. 

Unlike in a longitudinal study, we do not know the original health status of the 

participants in a cross-sectional study, therefore, we cannot detect health status changes over 

time. Yet, considering the immigration selection process and health screening for new 

immigrants in Canada, it can be presumed that the participants in the research were in good 

health on arrival. Furthermore, two strategies were used to overcome this problem. First of all, 

the participants of the survey were asked to self-evaluate their health status change since their 

arrival in Canada. Secondly, the secondary data used in Chapter Four of the thesis compared the 

health status changes of two different cohorts (2001 and 2010) of immigrants having a similar 

arrival period so that health status change can be inferred over time. Regarding the sampling 

strategy, it was not possible to pick a random sample of the participants for this research when 

there was no viable way to define a population from which to draw a sample.  

The self-reported mental and physical health status measures used in this thesis are not 

clinically diagnosed health status, but simply the perceptions of the participants about their 

health. Although studies have shown that self-reported health status is a good proxy for clinically 

diagnosed health (e.g., DeMaio & Kemp, 2010; Newbold, 2005, 2009), there is scope for clinical 

research to accurately predict the health status of participants.  Furthermore, the interview 

participants were a group of immigrants with various lengths of residency in Canada. The 
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interview data are also cross-sectional data collected at a point in time and therefore the design 

does not allow us to compare the perceptions of self-reported health status change over time 

except in a post hoc fashion from the point of view of the interviewee.   

A final limitation of the thesis as a whole is that it used survey and interview data only 

from the city of Ottawa, Ontario. However, it might be possible that skilled immigrant workers 

living in large urban areas like Toronto, Vancouver or Montreal report different work related 

experiences, lifestyles and health behaviours because the share of the immigrant population is 

higher in those cities. Therefore, a good focus for future research on immigrant health would be 

to conduct additional surveys and interviews in other locations so that comparisons can be made. 

In addition, the thesis is limited to skilled immigrants working in low-skilled service sector jobs.  

There is a scope for future research which can compare highly educated immigrant workers in 

low-skilled jobs with non-immigrant workers in low-skilled jobs or skilled immigrants in jobs 

that match their qualifications, skills and experiences. However, the limitations related to the 

data and data collection should not overshadow the strengths of the thesis.  

8.4 Conclusion 

Canada is a country of immigrants. Immigration policy reforms have facilitated the entry 

of immigrants based on their age, skills, knowledge and experience and less so on gender, race 

and ethnicity. As a result, immigrants today are more qualified, healthy and younger than they 

were in the past. However, most of the new immigrants are members of visible minorities and 

are subject to discrimination. They are facing new challenges of unemployment, 
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underemployment, work-related stress and financial hardship. Using a mix of data collection and 

analysis methods, the thesis demonstrated that immigrants usually have better health status on 

arrival but they lose their health advantages after the first few years of struggle in Canada. While 

being more specifically focused on high-skilled immigrants working in low-skilled service sector 

jobs, the thesis demonstrated that poor mental and physical health outcomes of new immigrants 

can be linked to occupations that underutilize their qualifications, skills and experience. Work-

related stress, job dissatisfaction, length of time worked in the low-skilled service sector, and 

poor health behaviours are good predictors of health. In general, socioeconomic status, 

occupational characteristics, health behaviour and lifestyles are the determinants of deteriorated 

mental and physical health status of skilled immigrants working in low-skilled jobs. Skilled 

immigrants perceive the stressful working environment, underutilized knowledge and skills, lost 

dignity and social status, and poor quality of life as pathways to deteriorating mental and 

physical health in Canada.    

This research has extended the scope of geography by engaging in the immigrant health 

and migration process from a geographic perspective. Furthermore, it has contributed to 

knowledge in health geography and population geography by addressing occupational health 

issues of skilled immigrants from a standpoint of individuals working in a low-skilled job that do 

not utilize their qualifications, skills and experiences. The findings of the thesis support the HIE 

hypothesis by exploring the health status change of new and more established immigrant in 

Canada. In contrast, the findings challenge the HWE hypothesis by exploring the poor health of 
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skilled individuals employed in low-skilled service sector jobs. There is scope for a longitudinal 

study in different cities of Canada in the near future to better understand the pathways of health 

status change in relation to work-related stress of skilled individuals working in low-skilled jobs. 
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What is your current main occupation? 

 Taxi driver 

 Convenience store worker 

 Gas station worker 

 None of the above   

If your answer is “None of the above”, this survey is not for you. Thanks a lot for taking time to 

read this information.  
 

Part I: Socio-demographic Information 

1. In what year were you born? 

…………………………… 

2. What is your gender identity? 

 Female 

 Male          

 Other (please specify)…………

3. What is your current marital status?  

 Married                                                       

 Common-law   

 Widow/Separated/Divorced     

 Single/Never married    

4. How many dependent family members live in your household with you? 

       …………………… 

5. In which country were you born? 

…………………………………… 

6. Which of the following best describes your cultural or racial origin? 

 European (English, French, Russian etc.)  

 Middle Eastern (Lebanese, Turk, Iraqi etc.) 

 South Asian (Pakistani, Indian, etc.) 

 Southeast Asian (Chinese, Vietnamese, etc.)  
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 Oceania (Australian, Kiwi, Polynesian etc.)  

 Latin American (Mexican, Brazilian, Chilean)  

 Caribbean (Jamaican, Trinidadian, Haitian etc.)  

 African (Nigerian, Somali, Egyptian etc.)  

 Other (please specify) _____________ 

7. Which of the following best describes your religious affiliation?  

 Christian 

 Islam (Muslim) 

 Hindu 

 Buddhist 

 Jewish 

 Sikh 

 Other (Please specify)………… 

 No religious affiliation 

8. How long have you been in Canada? 

………………… Months/Years  

9. What language do you speak most often at home? 

…………………………………. 

10. Which official language of Canada do you use for communication outside the home? 

 English only                                               

 French only 

 Both English and French                           

 Neither English nor French

11. Which category best represents your highest level of education? (Please consider the national 

equivalent, where you went to school, while answering this question) 

 Less than high school education  

 Completed high school education   

 Completed a college certificate or diploma program  

 Completed an undergraduate university degree (BA, BSc equivalent)  

 Completed a professional degree (e.g., MD, LLB, or equivalent) 

 Completed a post graduate degree (e.g., MA, MSc, PhD, or equivalent)   



 

 

160 

 

12. Which of the following condition applies to your family?  

 Living in your own house 

 Living in a rented apartment/house 

 Living with relatives  without paying rent    

 Living in a subsidized housing 

 Others 

13. How many cars/vehicles do you own in your family? 

 None                            One                             Two                      More than two  

14. How do you commute to the work? 

………………………………………………………………………………… 

15. Are you a member of any of the following organizations?   

 School groups 

 Social groups 

 Ethnic associations 

 Churches/mosques/temples etc.  

 Other (Please specify)……………… 

16. What was your total household income before taxes last year? 

………………………………. (Canadian dollars) 

 

 

 

Part II: Occupational Information 

17. How long have you been working in this or a similar occupation? 

………………………………… Months/Years 

18. How many hours do you usually work per week? 

 ………………………………………….….hrs./week 
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19.  Is your main job unionized? 

 Yes                         No                                Don’t know/refused 

20. What type of job is it? 

 Full-time  job                           Part-time job  One of part-time jobs

21. What shift do you usually work? 

 Day  Night  Both day and Night

22. Is this the only source of income in your family? 

 Yes  No  Don’t know/refused

23. How many hours do you usually sleep per day (24 hr.)? 

……………………………………………hrs. 

24. What was your occupation before coming to Canada? 

……………………………………………………………. 

25. On the following scale, how would you rate your degree of satisfaction with your current 

job? 

 Highly Satisfied 

 Satisfied 

 Neither satisfied nor dissatisfied 

 Dissatisfied 

 Highly dissatisfied 

26. Is this job a good match according to your qualifications, skills and experiences? 

 Yes                           No  Don’t know/refused 

Part III: Environmental Exposure  

27. Do you think you are exposed to any sources of pollution? If ‘No’ please go to question 

30. 

 Yes  No  Don’t know/refused 
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28. Where do you think you are exposed to pollution?  

 At work  At home   Other    

29. What type of pollution are you exposed to?  

 Air pollution  

 Sound pollution 

 Water pollution 

 Land pollution 

 Other (Specify) …………… 

          

30. Do you handle any chemicals at work that you think are harmful to your health? 

 Yes                                No                                 Don’t know/refused 

 

Part IV: Lifestyles and Health Condition 

31. What are your height and weight? 

Height………………… (cms)     Weight ……………………… (kgs)  

32. How often do you buy your meal outside while you are at work? 

 Everyday 

 A few times a week                         

 Never  

 Don’t know/refused 

33. How often do you drink soda pop or energy drinks while you are at work? 

 Everyday    

 A few times a week                         

 Never 

 Don’t know/refused 

34. Which of the following statement best describes your current smoking habits? 

 Daily smoker   

 Occasional smoker (few times a 

week)  

 Non smoker   

 Don’t know/refused
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35. Which of the following statement best describes your current alcohol drinking habits? 

 Regular drinker (daily or few times a week)  

 Occasional drinker (only on a specific occasion) 

 Non drinker 

 Don’t know/refused 

36. Did you start smoking or drinking since you started your current job? 

 Yes                     No  Don’t know/refused 

37. On average, how many hours a week do you spend on physical exercise? 

………………….…… hrs. 

38. What prevents you from participating in leisure and physical activities? 

 Time 

 Cost 

 Accessibility 

 Information/knowledge 

 Other (Specify)……......................... 

 None 

39. In general, would you say your physical health is:  

 Excellent 

 Very good  

 Good 

 Fair 

 Poor 

40. In general, would you say your health since your arrival in Canada  

 Has improved 

 Is same as before 

 Has declined 

 Don’t know/refused 

41. Do you have any chronic health problem? 

 Yes (Please specify)…………………………………………………………….. 

 No 

42. In the past three months, have you missed any days at work because of a poor health? 

 Yes  No  Don’t know/refused 
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43. Do you have a family physician?  

 Yes  No  Don’t know/refused 

 

44. If your answer is ‘No’ to question 43, what are the reasons for not having family physician? 

 ……………………………………………………………………….. 

 ………………………………………………………………………….. 

 …………………………………………………………………………….. 

 ……………………………………………………………………………. 

45. Do you have health insurance coverage from your employer in addition to your OHIP 

coverage? 

 Yes  
 No  Don’t know/refused 

46. In general, would you say your mental health is:  

 Excellent 

 Very good  

 Good 

 Fair 

 Poor 

47. Do you have trouble falling asleep or staying asleep? 

 Yes   No  Don’t know/refused 

48. On a scale of 1 to 5, with 5 being the highest, please rate the level of following measures that 

apply to you and your job (Please circle one that applies to you). 

Level of stress 1 (Lowest) 2 3 4 5 (Highest) 

Level of anxiety 1 (Lowest) 2 3 4 5 (Highest) 

Level of depression 1 (Lowest) 2 3 4 5 (Highest) 

Level of nervousness 1 (Lowest) 2 3 4 5 (Highest) 

Level of tiredness 1 (Lowest) 2 3 4 5 (Highest) 

Feeling of insecurity 1 (Lowest) 2 3 4 5 (Highest) 

Feeling of confusion 1 (Lowest) 2 3 4 5 (Highest) 

Feeling of helplessness 1 (Lowest) 2 3 4 5 (Highest) 

Lack of concentration 1 (Lowest) 2 3 4 5 (Highest) 
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49. Thank you very much for your time. Can we contact you in the near future about conducting 

a personal interview with you?  

(The interview will be conducted to further understand your work experience and health 

status. Interview will be conducted at the time and location most convenient to you and will 

take about 30-45 minutes. A letter of information about the interview will be provided if you 

show your interest to participate.) 

 Yes                                                                         No 

If your answer is “Yes” to question 49, please provide following contact information: 

Your Name:  

Telephone No.:  

Email Address (if available): 

 

Note: If you were distressed anytime during the course of this survey because of sensitive and 

personal questions, please consider following helps available in the City of Ottawa.  

 

 Distress Centre of Ottawa and Region: http://www.dcottawa.on.ca/ 

 Pinecrest-Queensway Community Health Centre: http://www.pqchc.com/mental-health-

services/ 

 Canadian Mental Health Association Ottawa: http://ottawa.cmha.ca/ 

 Crisis Line: http://www.crisisline.ca/home.htm 

 Mental Health Program of Family Services Ottawa: 

http://familyservicesottawa.org/adults/mental-health-programs/ 

http://www.dcottawa.on.ca/
http://www.pqchc.com/mental-health-services/
http://www.pqchc.com/mental-health-services/
http://ottawa.cmha.ca/
http://www.crisisline.ca/home.htm
http://familyservicesottawa.org/adults/mental-health-programs/
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Appendix B 

Interview Questions 

Interviewer’s Initial:  

Participant’s Code:  

Interview Date:   

Interview Start Time: 

 

Part I: Socio-demographic Information (These information will be acquired from the survey) 

1. Participant’s age:  

2. Participant’s sex: 

3. Marital status:  

4. Cultural or racial origin:  

5. Duration of stay in Canada:  

6. Level of education:  

7. Total annual household income:  

 

Part II: Work and stress 

 

8. What made you decide to move to Canada? 

 

 

 

 

 

 

 

 

9. How is your experience so far as an immigrant in Canada? 
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10. What were your expectations when you first arrived in Canada? 

 

 

 

 

 

 

 

 

 Are those expectations fulfilled? If not, why do you think? 

 

 

11. In your opinion, what are the challenges for skilled immigrants to find an appropriate job in 

Canada? 

 

 

 

 

 

 

 

 Can you tell me more about your initial job search experience in Canada? 

 

 

 

 

 

 

12. How would you describe the degree of satisfaction with your current job? 

 

 

 

 

 

 

 What are the biggest sources of stress in this job, if any?  
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 Do you think you are discriminated or treated differently in your job because of being 

an immigrant/ethnic minority?  

 

 

 

Part III:  Lifestyle and Health Status 

 

13. What are the changes that you have noticed in your lifestyle since you arrived in Canada? 

 

 

 

 

 

 

14. Can you tell me more about your current mental and physical health status? 

 

 

 

 

 

 

15. What would you say are the most important factors that determine the health status of 

immigrants in Canada? 

 

 

 

 

 

16. Have you noticed or are you diagnosed with any chronic health problem since you are in 

Canada?  Can you tell me more about it? (if the answer is ‘Yes’)  

 Do you think there is a relationship between your health problem and your current 

job? Please explain.  

 

 

 

 

 

 

17. In your opinion, what are the barriers for new immigrants to access health service in Canada? 
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18. Do you think your health will improve if you find a job that matches your qualification and 

experience? Why do you think so? (If the answer is ‘Yes’).   

 

 

 

 

 

 

19. Thank you for all the valuable information. Is there anything else you’d like to add before we 

end? 

 

 

 

 

Interview End Time:   
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Appendix C 

Letter of Information (Survey) 

The purpose of this survey is to understand the mental and physical health status of skilled 

immigrants who are working as cab drivers, convenience store workers and gas station workers in 

the City of Ottawa despite their better qualification, skill and experience. If you fall into any of 

these job categories, we are interested to know the effects of your socio-demographic 

characteristics, work related stress, environmental exposure and lifestyles on your mental and 

physical health. You can volunteer to complete this survey which will take about 20 minutes of 

your time. There are some questions about sensitive or personal issues particularly related to 

employment status and work related stress, which may generate psychological or emotional risk. 

Although it would be greatly appreciated if you could answer all questions as openly as possible, 

you should not feel obliged to answer any question that makes you feel uncomfortable. You may 

also withdraw at any time without any obligations and you will not be tied to that data.  We will 

keep your responses confidential and secure. The data may be published in professional journals 

or presented at conferences, but any such presentations will be of general findings and will never 

breach individual confidentiality. Should you be interested, you are entitled to a copy of the 

findings. There is no compensation for participating in this survey, however you will receive a 

token of appreciation for your time if you wish to participate in a follow up personal interview. 

Any questions about survey participation may be directed to the Rajendra Subedi at 

r.subedi@queensu.ca or (613) 533-6000 (ext. 75768), or project supervisor Dr. Mark W. 

Rosenberg at mark.rosenberg@queensu.ca or (613) 533-6046.   Any ethical concerns about the 

study may be directed to the Chair of the General Research Ethics Board at 

chair.GREB@queensu.ca or (613) 533-6081. 

This research has been granted clearance according to the recommended principles of Canadian 

ethics guidelines, and Queen’s policies. 

 

By continuing with the questionnaire that follows you consent to participate in this survey.  

Thank you. 

Rajendra Subedi, PhD Student 
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Appendix D 

Letter of Information (Interview) 

Project Title: Mental and physical health status of skilled immigrants working in the 

service sector in Ontario, Canada 

Department of Geography at Queen’s University, Mackintosh-Corry Hall, Kingston, Ontario K7L 3N6 
 

 

You are receiving this letter of information because you indicated your interest in participating in a personal 

interview while we conducted a survey. The interview will be conducted by the researcher, Rajendra 

Subedi, at the time and location most convenient to you. Interview will take place in a local shop, a public 

space or other place which is quiet, secure, convenient and easily accessible by public transportation.  That 

will take place in day time, in a good weather condition and in a safe surrounding where there are no 

physical hazards. The interview will take about 30-45 minutes and will be recorded with your written 

consent.  

 

The purpose of this research is to understand the mental and physical health status of skilled immigrants 

who are working as cab drivers, convenience store workers and gas station workers in the City of Ottawa 

despite their better qualification, skill and experience. We are interested to know the effects of work related 

stress, environmental exposure and lifestyles on mental and physical health status of skilled immigrants 

working in these occupations. There are no anticipated physical risks associated with participating in this 

study however, there may be emotional or psychological risk caused by sensitive and personal questions. 

Therefore, you can choose not to answer any question that makes you uncomfortable. You may withdraw 

from the interview at any point in time by informing the researcher that you wish to end the interview. 

 

We will keep your responses confidential. Any identifiable information obtained in connection with this 

interview will remain strictly confidential and will be stored in a secure location. The data may also be 

published in professional journals or presented at conferences, but any such presentations will be of general 

findings and will never breach individual confidentiality. Should you be interested, you are entitled to a 

copy of the findings. There is no direct compensation for participating in this research. This research has 

been granted clearance according to the recommended principles of Canadian ethics guidelines, and 

Queen's policies. 
 

Any questions about study participation may be directed to the Rajendra P. Subedi at r.subedi@queensu.ca 

or (613) 533-6000 (ext. 75768), or project supervisor Dr. Mark W. Rosenberg at 

mark.rosenberg@queensu.ca or (613) 533-6046.   Any ethical concerns about the study may be directed to 

the Chair of the General Research Ethics Board at chair.GREB@queensu.ca, phone (613) 533-6081. 

 

Thank you. Your interest in participating in this research study is greatly appreciated. 

 

Sincerely yours, 

Rajendra Subedi, PhD Candidate 

Queen’s University, Kingston, ON  

mailto:r.subedi@queensu.ca
mailto:mark.rosenberg@queensu.ca
mailto:chair.GREB@queensu.ca
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Appendix E 

Consent Form 

Project Title: Mental and Physical Health Status of Skilled Immigrants Working in the 

Service Sector in Ontario, Canada 

Department of Geography, Queen’s University, Mackintosh-Corry Hall, Kingston, Ontario K7L 3N6 

This research examines mental and physical health status of skilled immigrants who are working at the 

lower end of the service sector in Ontario despite their better qualification, skill and experience. The main 

objective of this interview is to understand your work experience, work environment, lifestyle and current 

health status.The interview will last approximately 30-45 minutes. This research has been approved by the 

Queen’s University General Research Ethics Board. Please read the following information carefully: 

1. I have read the letter of information and have had any questions answered to my satisfaction. 

2. I understand that I will be participating in a research called “mental and physical health status of 

skilled immigrants working in the service sector in Ontario”.  

3. I understand that there are no anticipated physical risks associated with participating in this study 

however, there may be emotional or psychological risk caused by sensitive and personal questions. 

Therefore, I can choose not to answer any question that makes me uncomfortable. 

4. I understand that I can end my participation in the interview at any time and any information provided 

by me to the research project will be destroyed.  

5. I understand that every effort will be made to maintain the confidentiality of the data collected in this 

interview. All information from the interview will be kept in a secure location accessible only by the 

researcher.  

6. I understand that my name and any other identifying information will not be used in any presentation 

or publication of the research. Any such presentations and publications will be of general findings and 

will never breach individual confidentiality.  

7. I am aware that if I have any questions, concerns, or complaints, I may contact Rajendra P. Subedi, 

(613-533 6000 ext.75768 or r.subedi@queensu.ca); project supervisor Dr. Mark W. Rosenberg (613 

533-6046 or mark.rosenberg@queensu.ca);  or the Chair of the General Research Ethics Board 

(613-533-6081 or chair.greb@queensu.ca) at Queen’s University. 

I …………………………………………………….(Please print your name) have read the above 

statements and freely consent to participate in this research: 

I agree that:  

This interview may be digitally recorded.    Yes _____    No   _____  

Signature: _____________________________________   Date: _______________________  
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Appendix F 

Ethics Clearance Letter 
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Appendix G 

Research Advertisement 

Are you interested?  

Your participation or referral can be a great help to understand mental and 

physical health status of immigrants working in the service sector in Ontario! 

 Are you an immigrant of age 21 years and older working in the City of Ottawa? 

 Are you working as a cab driver, a convenience store worker or a gas station worker in the City of 

Ottawa? 

 Do you think you have better qualification, skill and experience than that required for your current 

job? 

If you answer ‘yes’ to the above questions, you are 

qualified to participate in a research survey regarding 

the mental and physical health status of skilled 

immigrants working in the lower end of the service 

sector in Ontario. The survey will take about 15 

minutes to complete. We will keep your responses 

confidential. Any identifiable information obtained in 

connection with this survey will remain strictly 

confidential and will be stored in a secure location. 

The data may also be published in professional journals or presented at conferences, but any such presentations will 

be of general findings and will never breach individual confidentiality. 

This research is being conducted by Rajendra P. Subedi under the supervision of Dr. Mark W. Rosenberg, in the 

Department of Geography at Queen’s University, Kingston, Ontario.  

If you are interested, please contact Rajendra Subedi for a hard copy survey booklet or visit our website 

(http://queensu.fluidsurveys.com/surveys/raj/immigrant-health-survey/) to complete an online 

survey. If you have any questions about study participation you may directly contact to Rajendra P. Subedi at 

r.subedi@queensu.ca or (613) 400-7234. Thank you in advance for your participation. 

http://queensu.fluidsurveys.com/surveys/raj/immigrant-health-survey/
mailto:r.subedi@queensu.ca
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Appendix H 

Coding of Qualitative Interviews 

Codes Categories Sub-themes Themes 

Reunion 

Causes of 

migration 

People migrate to 

Canada for better 

opportunities 

They usually have high 

expectations 

They usually are 

frustrated when their 

expectations are not 

fulfilled 

Unrecognized 

credentials and lack of 

Canadian experience 

are major barriers for 

suitable jobs 

They accept survival 

jobs because of 

financial hardship 

Irrelevant job, wasted 

skills, insecurity in jobs 

and difficulty dealing 

with bad customers are 

the sources of stress in 

these jobs 

High expectations 

low achievements 

Credential 

devaluation 

deskilling and 

wasted skills 

Discrimination and 

loss of identity 

Lifestyle change 

and health 

behaviour 

 Poor mental and 

Physical health 

status 

Opportunities 

Security 

Prosperity 

Peace 

Children’s future 

Confusion 

Experience 

Mixed experience 

Frustration 

High expectations 

Satisfaction 

Optimistic 

Adjustment 

Lost 

Canadian experience 

Job  

Canadian qualification 

Credentials recognition 

Dissatisfaction 

Financial hardship 

Survival job 

Training 

Freedom 

Lack of knowledge 

Job related 

stress 

Bad customers 

Lack of sleep 

Arguments 

Insecurity 

Busy schedule 

Irrelevant job 

Wasted skills/knowledge 

Discrimination Identity 
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Ethnicity Immigrants usually feel 

discriminated because 

of their color, language 

and accents 

Lifestyle changes 

because of busy 

schedule and fast food 

culture of Canada 

They usually have no 

time for physical 

exercise or sometime 

no excess to exercise 

Job dissatisfaction 

creates stress, 

depression, anxiety and 

mood disorder among 

immigrants 

 Lack of cultural 

practices and social 

involvement gives 

mental health 

problems 

Lifestyle, bad weather, 

lack of exercise and 

stressful jobs are major 

causes of chronic 

health problems and 

Language 

Colour 

Hostility 

Accents  

Food 

Lifestyle 
Time 

Drinks 

Exercise 

Forgetfulness 

Mental 

health 

Health concern 

Depression 

Anxiety 

Mood disorder 

Stress 

Job dissatisfaction 

Frustration 

Ignorance 

Cultural freedom 

Lifestyle 

Physical 

health 

Weather 

Exercise 

Employment 

Chronic problems 

Insurance 

Healthcare 

barriers 

Lack of knowledge 

Access to doctor 

Communication  
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poor physical health 

status 

No additional 

insurance, difficulties 

finding a family 

physician and poor 

language skills are 

barriers for health care 

services among 

immigrants 

 

 

 


