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Abstract 

In Canada, immigrants amount to approximately one-fifth of the total national population. They play 

significant roles in Canada’s economic and social development. From previous research, it has been 

observed that recent working-age immigrants are healthier than their Canadian-born counterparts, but this 

effect has not yet been verified among older immigrants. Canada is also facing noticeable challenges in 

health care service provision due to its ageing population. Among all the older visible minorities in 

Canada, older Chinese immigrants account for the largest visible minority group. This population 

encounters substantial integration challenges due to dissimilar cultural backgrounds. Integration-related 

difficulties such as language barriers or the access to healthcare services may also affect their health. 

Therefore, this thesis focuses on the health status and variations in health among the older Chinese 

population.  

This study uses a sequential mixed-method approach to examine the Healthy Immigrant Effect (HIE) 

on older Chinese immigrants in Canada. On a macro-level, the health status of older Chinese immigrants 

in Canada is compared to the health status of both older Canadian-born residents in Canada and older 

Chinese in China. The data suggests that recent older Chinese immigrants have better self-rated mental 

health than older Canadian-born residents in Canada. On a micro-level, the self-rated health of older 

Chinese immigrants in the Greater Toronto Area is significantly influenced by their occupations, physical 

health and mental health status. A qualitative analysis of interviews with older Chinese immigrants 

reveals how their health is influenced by the different aspects of their post-immigration life, such as their 

utilization of Canada’s health care system, the environment, and their financial situation. 

The findings show only weak evidence to support the HIE among older Chinese immigrants in 

Canada. Despite the differences among older Chinese immigrants’ clinical health and self-rated health 

status, it is important to understand the reasons for variations in their health from their own perspectives. 
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Chapter 1 

Introduction 

1.1 Research Context 

Over the last three decades, the population ageing process in Canada has accelerated. The 

proportion of the older population aged 65 years and over in Canada rose from 11.6% in 1991 

(Statistics Canada, 2019a) to 16.9% in 2016 (Statistics Canada, 2019b). The population ageing 

phenomenon brings opportunities as well as challenges to the labour market, health care system, 

and other welfare services. In 2016, total health expenditure in Canada reached $228 billion, 

accounting for 11.7% of GDP in the same year (CIHI, 2019a). While the older population made 

up 16.9% of the total population in 2016, the share of health spending on this age group 

amounted to 44.8%. To accurately project the older population’s variations in health contributes 

not only to a more effective and less costly healthcare system, but also to a better satisfaction of 

the older population’s needs. 

In 2016, older immigrants represented 31% of the total older population over the age of 65 in 

Canada (Kei et al., 2019). Compared with older Canadian-born residents, older immigrants are 

likely to experience more challenges to sustain better health. Health differences can also be found 

within older immigrant groups as individual characteristics such as cultural background, age at 

immigration, length of residence, and socio-economic status also influence general health status. 

Older immigrants from mainland China, Hong Kong, Macao and Taiwan make up 10.3% of total 

older immigrants (Statistics Canada, 2019c). Understanding the health and immigration patterns 

of older Chinese cannot be achieved without referring to some key cultural concepts. The patterns 

are strongly rooted in their culture. The Doctrine of the Mean in Chinese culture instructs Chinese 

people to maintain a balanced life through diets, sports and social interaction, which promotes 

their health. Meanwhile, the Chinese filial culture also dramatically influences the 
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intergenerational relationships in Chinese immigrant families and further affects older Chinese 

immigrants’ well-being. In 2016, the older Chinese immigrants sponsored by their family 

accounted for 55% of the total older Chinese immigrants over the age of 65 in Canada (Statistics 

Canada, 2019d). Family-sponsored older Chinese immigrants are likely to share a residence with 

their adult children’s families, and the resulting multigenerational relationships may also result in 

conflicts and a feeling of loss of autonomy for the older generation. Because of this dual familial 

influence, both positive in terms of family reunion and negative in terms of decreased family 

status and freedom, it is meaningful to learn about older Chinese immigrants’ health status and 

figure out how immigration, traditional beliefs, and interactions with the Canada’s health care 

system affect health status.  

In recent years, the “Healthy Immigrant Effect” (HIE) has been observed in many 

immigrant-receiving countries. The HIE refers to an observed time path in which the health of 

immigrants just after migration is substantially better than that of comparable native-born people 

(McDonald & Kennedy, 2004; Miller et al., 2016; Nolan, 2012), but worsens with additional 

years in the new country (McDonald & Kennedy, 2004), and finally, the health of immigrants 

converges with the national norm (Gee et al., 2004; Yeo & Johnson, 2013). Most prior HIE 

studies focus on the working-age population, but few of them have been designed specifically for 

the older population, and even fewer of them target older Chinese immigrants in Canada. 

Generally, the recent older Chinese immigrants who landed in Canada within 0 to 10 years are 

more likely to be financially vulnerable than the established older Chinese immigrants who 

landed more than 10 years ago, and the financial instability may influence their physical and 

mental health. Integration-related difficulties such as language barriers or access to healthcare 

services may also affect their health. This thesis investigates the HIE on older Chinese 

immigrants in Canada. 
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The study population in this thesis is older Chinese immigrants in Canada. The term “older 

Chinese immigrants in Canada” is defined as the immigrants who are self-identified as ethnic 

Chinese, aged 60 years and over, born in mainland China, Hong Kong, Macau or Taiwan, and 

now living in Canada1. Unless otherwise stated, the expression “older Chinese immigrants” in 

this thesis will refer to this group. There are two reference groups in this thesis. The first 

reference group is older Canadian-born residents in Canada, which is defined as individuals aged 

60 years and over, born in Canada, and currently living in Canada. Correspondingly, the 

expression “older Canadian-born residents” will be used to refer to this group in the remainder of 

the thesis except in direct quotations. The second reference group is the older Chinese in China, 

which is defined as individuals aged 60 years and over, born in China, and who are currently 

living in China.  

In national surveys organized by Statistics Canada, such as the Canadian Community Health 

Survey (CCHS) and the Census Program, the immigrant population refers to persons who are, or 

who have ever been, landed immigrants or permanent residents (Statistics Canada, 2017). In this 

thesis, I select samples of immigrants who were born in China when using the CCHS. No 

information is provided with regard to whether they have gained Canadian citizenship. For 

simplicity and consistency purposes, the population represented by these samples is referred to as 

Chinese immigrants.  

In this thesis, health is defined as self-rated health. Researchers sometimes use the terms 

self-rated health, self-assessed health and self-reported health to refer to physical health, mental 

health or both. To better identify the self-rated health concepts used in this thesis, I adopted the 

concepts of “self-rated general health” and “self-rated mental health” as defined in the CCHS 

questionnaire. In this questionnaire, self-rated general health is assessed through the following 

 

1 This terminology will also be used to refer to other researchers’ similar concepts, except in direct 

quotation. 
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question: “In general, how would you say your health is now? Is it…?” Participants are asked to 

rate their health with a five-level scale ranging from “poor” to “excellent”. This is a form of self-

rated general health, encompassing both physical and mental health. For self-rated mental health, 

another question is also asked: “In general, would you say your mental health is...?” Participants 

are also asked to rate with the same five-level scale from poor to excellent. Based on these 

concepts, the analysis in this thesis is conducted for self-rated general health and self-rated mental 

health separately. The health status of the study population in this thesis is identified as self-rated 

health unless references are made to particular physical and mental health conditions. 

Besides self-rated general and mental health, the terminology I used in this thesis consist of 

“physical health” and “mental health”. Physical health includes disabilities and diagnosed chronic 

diseases. Mental health includes cognitive functions, emotions, and feelings. In the remainder of 

the thesis, physical and mental health are both self-rated, unless citations are made to other data 

sources or government sources. 

1.2 Objectives and Research Questions 

The existing literature on the HIE leaves much space for further investigation addressing the 

health issues of vulnerable groups, such as older immigrants and visible minority populations. On 

the one hand, most of the HIE research only focuses on the working-age population, and few 

studies have been designed specifically for the older population. The older population generally 

uses more healthcare services than younger generations. Those older immigrants who came with 

their children are facing more challenges to stay healthy, as their support networks in their 

countries of origin are thoroughly cut off (Keung, 2017). In addition, older immigrants who speak 

neither English nor French may encounter difficulties integrating into mainstream society in 

Canada. Cultural alienation and lack of a sense of belonging can negatively influence immigrants’ 

health. On the other hand, the immigration characteristics and health attributes vary among 

different ethnic groups. Given the prevalence and specificity of Chinese ethnicity in Canada, 
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investigating to what extent the HIE applies to the older Chinese immigrants can help us better 

understand the limits of the HIE when considering vulnerable groups belonging to a visible 

minority. Thus, this thesis tries to fulfil the objectives below: 

1. To examine how the HIE affects older Chinese immigrants and how ethnic Chinese 

characteristics contribute to their health status. 

2. To investigate how the heterogeneous immigration characteristics of older Chinese 

immigrants in Canada impact their reported physical and mental health. 

3. To further explore how the Canadian socio-cultural environment influences older Chinese 

immigrants’ health.  

4. To understand the association between immigrants’ past and post-immigration variations 

in health from their subjective perspectives and deepen the interdisciplinary research of health 

geography with a life course approach. 

Most prior studies examine the HIE on some ethnic immigrants or refugees with secondary 

cross-sectional data, and few studies focus on the application of HIE on older Chinese immigrants 

in Canada. To fill the gap in the study of the HIE, the research design of this thesis covers the 

following points. Secondary data analysis helps to compare the health disparities among older 

Chinese immigrants in Canada, older Canadian-born residents in Canada and older Chinese in 

China from a macro perspective. Primary data enable the investigation of the HIE on a study 

population from multiple angles with a more in-depth understanding. Older Chinese immigrants’ 

narration of their own health changes provides another perspective to understand how different 

factors contribute to health improvement or health deterioration. In addition, studies rarely link 

the immigrants’ past to their post-immigration variations in health. Analyzing the HIE helps to 

predict immigrants’ variations in health and shape the development of the local healthcare 

system. 
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To address the abovementioned research objectives, this thesis intends to answer the 

following research questions: 

(1) What is the health gap between older Chinese immigrants in Canada and older Canadian-

born residents? How does the length of residence in Canada influence older Chinese immigrants’ 

health? 

(2) What are the health differences between older Chinese immigrants in Canada and older 

Chinese remaining in China? What are the social determinants of health that explain these 

differences? 

(3) When we focus on a representative sample of older Chinese immigrants at the micro-

level, what factors contribute to health differences within the group?  

(4) From an older Chinese immigrants’ point of view, how does immigration alter their 

health? 

1.3 Structure of the Thesis 

The thesis is arranged into eight chapters. Chapter Two introduces relevant studies on the 

HIE and key immigration characteristics, and then provides an overview of older Chinese 

immigrants’ health and occupation in their post-immigration lives. Besides the geographical 

perspectives of time-space interaction and macro-micro scales, migration theory and life course 

theory are also used to construct the framework of this thesis. The framework is presented at the 

end of the chapter. 

Chapter Three gives a comprehensive description of the research design and methodology 

used for this thesis. The foundation of the research design includes the study area, data source, 

sampling strategy and data collection. The chapter also highlights both the research and the data 

analysis methods.  
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Chapter Four investigates the health disparities between older Chinese immigrants in Canada 

and older Canadian-born residents in Canada. The samples of both groups are selected from 

pooled CCHS dataset and distinguished using country of birth and immigration status. The main 

objective of this chapter is to figure out how the HIE affects older Chinese immigrants in Canada 

and whether the self-rated general and mental health status of the study population varies with the 

length of residence in Canada. This chapter also identifies the health determinants of the samples. 

Chapter Five continues the examination of the health disparities between older Chinese 

immigrants in Canada and the older Chinese in China. The samples used to analyse the older 

Chinese immigrants in Canada are the same as in Chapter Four. The samples used for analyzing 

older Chinese in China comes from the China Health and Retirement Longitudinal Study 

(CHARLS). The self-rated general health and the prevalence of chronic conditions within each 

group are compared directly. A multivariate analysis of health determinants is applied to both 

population samples independently. This chapter aims to verify whether Chinese immigrants in 

Canada are healthier than their counterparts remaining in China and what are the health 

determinants for each population. 

Chapter Six explores the characteristics of older Chinese immigrants in the Greater Toronto 

Area (GTA) and the determinants of their health attributes and variations in health, addressing 

social participation. The sample of this chapter (N= 381) comes from a primary questionnaire 

survey conducted by the author in the GTA. Besides the detailed health components, the 

questionnaire also includes diverse questions on immigration status, living arrangement, working 

experience, finance, and social participation. This chapter helps to verify the application of the 

HIE to the older Chinese immigrants in Canada at a micro-level. 

Chapter Seven uses a qualitative analysis of the causes of older Chinese immigrants’ 

variations in health after immigration. The qualitative data come from semi-structured interviews 

with some older Chinese immigrants (N=51) in the GTA. Based on thematic analysis and 
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grounded theory, this chapter is constructed around themes of physical and mental health. The 

qualitative study intends to reveal the impacts of immigration on the health of the targeted 

population from a life course approach. This chapter provides a miniature of older Chinese 

immigrants’ life in Canada and enriching data for future ethnic studies. 

In the concluding chapter, the key findings of the thesis are summarized and their links to the 

four research objectives proposed in Section 1.2 are discussed. Following the limitation of the 

thesis, the implications for future research are discussed in detail. The chapter ends with a 

discussion of the contributions to existing knowledge of the HIE on older Chinese immigrants 

and the innovative exploration of health geography. 
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Chapter 2 

Literature Review 

2.1 Introduction 

In this chapter, I will review the existing literature on the HIE to explore the association 

between immigration characteristics and immigrants’ health, highlighting age at migration, length 

of residence and sense of belonging as the key factors. Subsequently, I will further classify the 

Chinese migration-related studies into several themes, covering motivation of migration, post-

migration life, socio-economic status, social participation, health status and healthcare utilization, 

and emphasizing older Chinese immigrants’ health. Finally, I will explore the interdisciplinary 

work connecting migration theory and life course theory to health geography, and then apply 

them to build up the conceptual framework of this thesis.  

2.2 An Overview of the HIE 

With the progress of global migration, the health of ethnic minorities and migration 

populations has become a focus among recent studies. Most ethnic minorities and migration 

populations encounter chronic diseases such as heart diseases, strokes and other cardiovascular 

diseases as significant health problems when they live in more developed countries or areas 

(Agyemang et al., 2012; Bhatnagar et al., 1995; Gadd et al., 2006). Comparative studies between 

migration and reference populations help to acknowledge the impact of the migration process on 

the health of ethnic minorities and migrant populations, which contributes to a better 

understanding of HIE.  

To better understand the health situation of migrants, two main approaches have been used. 

The first approach is the horizontal comparison study, which compares (1) the population of the 

host country; (2) the population staying in the country of origin; (3) the migrant populations of 

the same origin living in other countries (Agyemang et al., 2012; Spallek et al., 2011). This 
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approach can be labelled the “Healthy Migrant Effect” because it compares migrants and the 

population staying in the country of origin. For migration populations, it reveals the influence of 

exposure to different environmental circumstances on health outcomes. For the country of origin, 

the investigation of chronic diseases and morbidity after migration also illustrates the 

vulnerability of populations left behind (Agyemang et al., 2012). Due to the difficulties of 

gathering health data on the population in the country of origin, it has been difficult to use this 

approach (Norredam et al., 2014). As an alternative, migrants have been compared to populations 

of the same origin living in other host countries or areas (Bhatnagar et al., 1995; Takeya et al., 

1984), or to the native population born in the host country. The latter comparison method is 

commonly adopted in studies of traditional immigrant or refugee receiving countries, such as the 

United States, Canada, Australia, the United Kingdom, Sweden and other European countries 

(Gadd et al., 2006; Verstraeten et al., 2018). The comparison between the migrant population and 

the same population in the country of origin or other host countries can effectively distinguish the 

impact of the migration process on health while accounting for the very close cultural and genetic 

factors. The comparison between the migrant population and the native-born population reveals 

the health risk factors for this population but also acknowledges the interventions and efforts to 

promote the population’s health. 

The second approach is the vertical comparison study, which incorporates the life course 

perspective. It helps to analyse the health risks and outcomes of the migrant population at 

different life stages: (1) the period before migration; (2) the migration itself; (3) the period after 

migration (Spallek et al., 2011). Cumulative inequality throughout the life course can affect 

health (Ferraro & Shippee, 2009). Both childhood experiences and adolescence and adulthood 

developments condition the health status of older individuals (Montes De Oca et al., 2011). In 

addition to life stages, migration can also be used as a timeline to investigate migrants’ variations 

in health. The studies retrospectively reviewing immigrants’ exposure in the period before 
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immigration are likely to come up with recall bias or missing data, especially when early 

childhood experiences are involved. The migration process itself may produce stress and increase 

the risks of mental health and other chronic diseases. Finally, during the post-migration period, 

the gap in socio-economic status with the native population born in host countries along with the 

necessary adaptation to the physical and climatic environment and the acculturation process 

creates complex influences on migrants’ health (Spallek et al., 2011). From a life-course 

perspective, since economic, social, and biographical factors condition individual health, some 

trajectories and transitions are likely to have an impact on health status, mortality, morbidity, and 

longevity. Therefore, the migration context, such as the type of migration, the place of 

destination, the history of the place of origin, and the timing of those life events, may also impact 

migrants’ health (Montes De Oca et al., 2011). Considering both the pre-immigration experiences 

and the post-immigration experiences of individuals is thus more likely to result in a broader 

picture of how immigration affects individuals’ physical and mental health. 

Previous research on HIE was conducted in different national contexts with various 

methodologies, and researchers came to different conclusions. Comparison among groups with 

different immigration status in the same country is widely used as a research method. Most 

research focuses on immigrants in typical immigrant-receiving countries like the United States, 

Canada and Australia, and findings show that these countries experienced HIE to different extents 

(Newbold, 2005; Choi, 2012; McDonald & Kennedy, 2004). Limited evidence can also be found 

for the existence of HIE in European countries (Moullan & Jusot, 2014; Nolan, 2012). 

In the studies confirming the existence of HIE, HIE differently affected immigrants’ chronic 

conditions, self-assessed health status and mortality. Newbold (2005) and McDonald and 

Kennedy (2004) find a similar distribution of self-assessed health status ranking between 

immigrants and comparable native-born Canadians. Meanwhile, McDonald and Kennedy (2004) 

and Choi (2012) argue that immigrants were less likely to be diagnosed with a chronic condition, 
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for example, cancer (Choi, 2012). However, Choi (2012) also argues that late-life immigrants 

displayed lower hazards of mortality during a 12-year follow-up, while Newbold (2005) shows 

that the native-born were at lower risk to transition to poor health. 

The determinants of HIE can be divided into two categories: demographic determinants and 

structural determinants. Demographic determinants include gender, place of birth, language, 

marital status (Gee et al., 2004; Hill et al., 2012; Mao et al., 2015). Structural determinants 

include socio-economic status, employment, length of residence, social networks, education, 

immigrant status, immigrant-receiving countries’ health selection at migration, welfare policies 

and access to health care services (Kennedy et al., 2015; Moullan & Jusot, 2014; B. Wu et al., 

2011; Yeo & Johnson, 2013). 

Among all the determinants, employment is a particular determinant of HIE. Park et al. 

(2016) believe that employed immigrants show lower late-life depressive symptom prevalence 

than the non-employed. Kim et al. (2015) also argues that employment and self-rated economic 

status are positively associated with subjective well-being. Johansson et al. (2012) show that 

employment status and length of residence are important factors for immigrants’ health. 

 Li et al. (2015) argue that family size, social network and participation as a volunteer are 

linked to immigration stress for some Chinese immigrants. Among Chinese immigrants, healthier 

diets, more physical activities, lower body mass index (BMI), and less exposure to cigarette 

smoke all contribute to their lower prevalence of cardiovascular disease and asthma (Corlin et al., 

2014). 

2.3 Immigration Characteristics and Health 

2.3.1 Age at Migration 

Age at immigration is defined as the age at which an immigrant begins to live permanently 

in another country (Gubernskaya, 2015). In the present study, age at immigration thus refers to 
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the age at which an older Chinese immigrant comes to live permanently in Canada. The age at 

immigration is closely related to the accumulation of socio-economic resources in the country of 

destination, the exposure to disadvantageous conditions either in the country of origin or the 

country of destination, and the immigrants’ self-selectivity (Gubernskaya, 2015). In the country 

of destination, disadvantageous conditions can refer to acculturative stress, poor health habits or 

ethno-racial discrimination, which also negatively impacts immigrants’ health (Treas & Batalova, 

2009). The self-selectivity component varies for different age groups: child migrants usually 

follow their parents; middle or older migrants are likely to join their family members; and young 

adult migrants, however, are more inclined to display “positive selectivity” as their main intention 

is to improve their economic situation (Gubernskaya, 2015). Age at migration also influences 

immigrants’ language proficiency, and therefore their socio-economic situation (Guven & Islam, 

2015). 

When linking age at immigration to health outcomes, subjective social status proved to be 

related to health among immigrants who migrated at aged 25 or older in a study by Leu et al. 

(2008). Among the individuals who migrated from different age groups, only those who migrated 

in their early life (before 18 or 21 years old in different studies) indicate better quality of life or 

less distress than their native-born counterparts (Berdes & Zych, 1996; Gubernskaya, 2015; Lum 

& Vanderaa, 2010). Comparatively, adult immigrants are more likely to experience faster health 

decline (Lanari et al., 2018). Another study by Leão et al. (2009) also shows that among first-

generation immigrants to Sweden, age at migration was positively correlated with the likelihood 

of reporting poor self-rated health. In terms of the health conditions of later-life immigrants, Lam 

et al. (2012) find that the joint effect of age at immigration and age has a negative impact on 

physical health but no influence on mental health.  
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2.3.2 Length of Residence 

Length of residence is another critical variable researched in the studies related to the HIE. 

In the studies by Chow (2010, 2012), older Chinese immigrants’ physical and psychological well-

being in Calgary show that country of origin, physical mobility and perceived financial needs 

significantly influence the target group’s physical well-being; in contrast, only length of residence 

and physical mobility are strongly associated with mental well-being. Another study about the 

health of 125 older Chinese Americans in New York City also shows that physical health - as 

captured by mean systolic and diastolic blood pressure and mean intake of riboflavin - changes 

with the length of residence. Additionally, among the groups with various lengths of residence, 

older Chinese Americans remaining in the U.S. for less than ten years have the highest absorption 

of riboflavin (Wong et al., 2013). By exploring other ethnic groups from the CCHS (2011-2012) 

data, Kwak (2018) finds that recent immigrants had better health than established immigrants in 

general; however, the HIE was not observed among older immigrants aged 50-64 years. In Spain, 

the Spanish-born and Latin American-born residents show different patterns of self-reported 

health status depending on length of residence. The proportion of individuals declaring better 

health status is higher among immigrants staying in Spain for less than five years than those 

having a longer length of residence (Salinero-Fort et al., 2012). In Western and Northern 

European countries, Lanari & Bussini (2012) observe a higher probability that the population 

aged 50 years and older have poorer self-rated health as their length of residence increases in a 

non-linear pattern. On the contrary, Leão et al. (2009) show that the immigrants in Sweden with 

length of residence more than 15 years are obviously less likely to report poor self-rated health 

(Leão et al., 2009). 

2.3.3 Sense of Belonging 

Hagerty et al. (1992) define a sense of belonging as the feeling that individuals experience 

when being an essential part of a system or environment that they value. Kitchen et al., (2012) 
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show that health, especially mental health, was significantly associated with a sense of belonging. 

In Canada, people’s sense of belonging declines progressively across the rural-urban continuum 

(Kitchen et al., 2012). Using the 2012 CCHS-Mental Health data, Palis et al. (2018) find that the 

individuals reporting a strong sense of community belonging were more likely to have better 

mental health compared to their counterparts with a lower sense of community belonging. Moradi 

et al. (2019) also discover a significant association between a sense of belonging with mental 

health, especially for the older population in New Zealand. Berry and Hou (2016) believe that 

immigrants’ sense of belonging to both Canada and their countries of origin is associated with life 

satisfaction and self-rated mental health. A sense of belonging or mental health are not obviously 

linked to simple interaction with others (Bailey & McLaren, 2005).  

2.4 Chinese Migration to Canada 

2.4.1 Motivation of Migration 

According to classic migration theory, people tend to maximize their potential income and 

life quality through migration, which also applies to business immigrants, economic-class 

immigrants or family-class immigrants (Li et al., 2019). 

On an individual level, different motives can drive people to emigrate from their country of 

origin: escaping poverty and hunger; gaining quality education; pursuing better employment or 

health care; or getting married or reuniting with one’s family. Migration is both costly and risky, 

and the migrants’ resistance towards these impediments depends on the amount of social and 

financial resources at their disposal. Migration generates costs as well as benefits to migrants, 

their families and communities, the country of origin and the country of destination (Willekens et 

al., 2016). 

For the individuals moving from Hong Kong to Canada in the latter decades of the twentieth 

century, migration was a strategic family decision, both regarding family welfare and the quality 
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of education. Children’s education and participation in the labour market were critical factors in 

migration decisions. Though many families became “astronaut families,” family unity was 

maintained to a great extent. Young adults and older adults have different patterns in migration 

practice (Kobayashi & Preston, 2007). Family members separated both in Hong Kong and 

Canada, with the father usually working in Hong Kong as the breadwinner. Some women, 

especially those owning businesses, also adjusted their career path, moving back and forth 

between Canada and China, in an intent to balance both career and caretaking duties as part of the 

family strategy (Shan et al., 2016). 

International student migration from China to Canada emerged in the late 1980s. The 

increasing popularity of international education helped shift the focus from economic capital to 

globally recognized cultural capital. International student migration was also a response to an 

increasing proportion of the working-class who were obtaining university degrees in China, 

which led to more intense competition for jobs in different industries. The Hong Kong upper-

middle-class tried to secure their social status by obtaining international education in western 

developed countries (Waters, 2006; Xiang & Shen, 2009). In recent years, the new rich in 

mainland China also adopted similar behaviour. The wave of international education thus was 

popularized throughout mainland China (Xiang & Shen, 2009). By 2000, the United States was 

the leading destination for international Chinese students, while the highest number of skilled 

Chinese immigrants settled in Canada and Australia (Chan, 2014; G. Zhang, 2003).  

Besides international education, Chinese political events and Canadian immigration policy 

adjustments also reinforced this migration pattern. The 1989 Tiananmen Square incident in China 

led to a more substantial emigration from Hong Kong. Additionally, more upper-middle-class 

Hong Kong residents tried to avoid the uncertain political future of Hong Kong after its transfer 

of sovereignty in 1997. Immigrating to Canada, a Commonwealth country, appeared as one of the 

ideal alternatives for many educated Hong Kong residents (Wong, 1997). At the same time, 
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Canada expanded its Business Immigration Program in the mid-1980s to promote economic 

development, which also benefited immigrant entrepreneurs from Hong Kong (Li, 2005).  

The policies of host countries and in China highly influenced international migration flows 

as well as migrants’ reaction (Plewa, 2019). In 1981, the Chinese government formally 

recognized self-financing overseas study, which thus became a legitimate means of departing 

China. Large-scale student migration from mainland China grew in the 2000s, supported by 

overseas scholarship or by private resources, as the new rich class was spreading in mainland 

China (Xiang & Shen, 2009). Overall, the changing political and economic situations transformed 

Chinese migration patterns during the 1980s and 1990s. The number of immigrants from Hong 

Kong to Canada rose from 1987 and reached a peak around 1995, then declined sharply after 

1997. In contrast, the number of immigrants from mainland China to Canada rose slowly from 

1989 and increased rapidly after 1998. Compared to Hong Kong, the migration flow from 

mainland China increased with about a one-decade delay (Li, 2005). 

In contrast to their adult children or students, older adults from Hong Kong and mainland 

China migrated to join their adult children in Canada (Kobayashi & Preston, 2007). Older 

Chinese considered responsibility for the care of their grandchildren as an essential reason for 

migration.  

2.4.2 Post-Migration Occupations 

As the older population progressively steps out of the formal labour market, their daily life 

activities undergo some important structural changes. Older Chinese immigrants in Canada also 

share similar life trajectories. Their post-migration occupations in later life usually include social 

participation, sports and leisure activities, and grandparenting. These occupations impact their 

health in complex ways, altering both the physical and mental drivers of health.  
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Social participation usually consists of paid work, political activities and volunteer activities. 

While most Chinese immigrants in Canada are actively engaged in informal social activities both 

at the local ethnic community and societal levels, they also maintain close contact with their 

home country (Fong & Ooka, 2006). Among many kinds of social activities, volunteering is the 

most popular among older immigrants. Volunteering not only enables immigrants to establish a 

stronger sense of belonging, but also makes them better realize their responsibilities as active new 

citizens through participation (Guo, 2014). The most common volunteer activities include event 

organization and supervision, fundraising, committee or board service, teaching, senior 

assistance, and consultancy (Guo, 2014). Correspondingly, religious congregations, as well as 

other organizations like community centers, immigration centers, employment training centers 

and fraternal societies, usually provide some volunteer positions (Handy & Greenspan, 2009). In 

a study by Lee et al. (2018), older Chinese Americans with higher education, better self-rated 

health and more fluent English are more likely to volunteer. Wright-St Clair et al. (2018) find that 

the community participation of older Asian immigrants in New Zealand contributes to their health 

maintenance. Volunteering benefits not only older volunteers’ life satisfaction and sense of well-

being, but also their physical and emotional health (Mui et al., 2013). Guo et al. (2018) show that 

social participation effectively prevents the emergence of depressive symptoms among older 

adults. However, for recent healthier older immigrants seeking part-time jobs to subsidize their 

daily expenses, especially when they do not qualify for old-age pensions, paid work can also 

bring health risks. In a study by Liang and Zhou (2016), most low-skilled Chinese workers in 

New York are engaged in restaurants or other service industries. Chinese restaurants are a typical 

employment transition among Chinese immigrants, but they also expose workers to physical, 

chemical, biological, enviro-mechanical and psychosocial hazards (Tsai & Salazar, 2007).  

Visiting friends, neighbours or relatives and inviting guests for dinner or to a party are also 

popular activities among older Chinese immigrants. Community centers and libraries are the most 
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popular public facilities for them (Dong et al., 2014). Leisure activities like cards and mahjong 

and visits from close family members, may help to avoid functional decline (Gao et al., 2018). In 

addition, older Chinese immigrants in Canada frequently remain active learners in the following 

modules: (1) language and computer skills; (2) culture and history; (3) civic engagement: (4) 

leisure and (5) health. These elements become an integral part of their acculturation (Zhu & 

Zhang, 2019). 

For physical activities, older Chinese immigrants particularly enjoy walking, Tai Chi, 

gardening, and housework. Health concerns are the dominant reason for them to persist in 

physical exercises (Garcia & Da, 2011). Jette and Vertinsky (2011) argue that older Chinese 

female immigrants consider traditional Chinese exercises like Luk Tung Kuen and Tai Chi as an 

extension of traditional Chinese medicine, which helps them to maintain their body balance. 

Overall, immigrants in Canada are less likely to participate in sports, endurance activities and 

recreation activities than non-immigrants (Dogra et al., 2010).  

Grandparenting is also conventional in Chinese immigrant families. Numerous Chinese 

grandparents travel overseas to be with their adult children and sacrifice their career, time, social 

network and family routine to take care of their grandchildren (Xie & Xia, 2011). Besides daily 

care, Chinese grandparents may also carry out cooking, housing cleaning and grandchildren 

teaching responsibilities (Xie & Xia, 2011). Compared with non-caregivers, they are less likely to 

suffer from depressive symptoms, anxiety, stress and loneliness; however, they are more likely to 

have psychological distress caused by caregiving burden and pressure from adult children (Tang 

et al., 2016). 

2.4.3 Life Challenges 

Older Chinese immigrants, especially recent immigrants, are likely to experience life 

challenges in family relationships, language barriers and finance. Many older Chinese immigrants 
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live with their married adult children and unavoidably encounter a decline in power, status and 

decision-making (Da & Garcia, 2015). They might also suffer a more limited social-support 

network, even though they join religious activities, ESL classes or physical activities in 

community centers (Da & Garcia, 2015). Thus, Asian co-ethnic communities usually work as 

commerce, employment and resource centres to support immigrants to accommodate a new social 

life (Paik et al., 2014). 

Mastering an official language is also a critical task for immigrants. English proficiency 

might be influenced by the age at immigration, as learning a new language requires short-term 

memory, an age-related skill (Hou & Beiser, 2006). A longitudinal study conducted by Bowman 

& Singer (2001) shows that the most rapid language skills improvement usually occurs in the 

early stage of resettlement. Among Asian immigrants, being bilingual in both English and a 

native language is associated with better self-rated physical and mental health (Schachter et al., 

2012). Better English proficiency and social support at work both contributed to professional 

Chinese immigrants’ more efficient acculturation (Lu et al., 2015). Older Chinese immigrants 

living in a big household often tend to rely on their adult children and the youth to solve daily 

communication issues. Therefore, most of them lack social interactions with members of the 

dominant society. This situation leads to a lack of English proficiency, and it often becomes a 

disadvantage to older Chinese immigrants (Espenshade & Fu, 1997; Hou & Beiser, 2006).  

The Canadian pension system strongly relies on both public and private earnings-related 

pensions. Without ten years of Canadian residency and sufficient private earnings-related 

pensions, some older immigrants are more likely to suffer financial hardship (Marier & Skinner, 

2008). Phua et al. (2007) also find that older Asian immigrants faced higher risks for living in 

poverty than their American-born counterparts. Those risks were closely related to social 

exclusion, including social and civic life, asset building and labour market exclusion (Lee et al., 

2014). In addition, the late entry to the labour market of older immigrants neither enables them to 
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build sufficient private income and assets nor qualifies them for the welfare programs linked to 

employment. Consequently, older immigrants are more likely to rely on their sponsoring family 

members instead of public assistance programs (O’Neil & Tienda, 2015). 

2.5 Older Chinese Immigrants’ Health 

2.5.1 Objective Health Status  

The existing literature provides us with diverse analyses of older Chinese immigrants’ 

clinical physical and mental health. The prevalence and the mortality rate of chronic diseases are 

significant indicators for the older population’s physical health. In Canada, between 1979 and 

1993, Chinese Canadians had the lowest mortality rate for ischemic heart disease and an average 

mortality rate for cancer when compared to European and South Asian Canadians; these mortality 

rates also declined over the period of the study (Sheth et al., 1999). 

In 2005, Chinese Canadians in Calgary had fewer chronic conditions but reported poorer 

health than white Canadians in the same city (Leung et al., 2007). The most frequently reported 

chronic conditions by Chinese Canadians over 18 years old were allergies (17.7%), back pain 

(16.6%) and high blood pressure (10.5%) (Leung et al., 2007). For 127 community-dwelling 

older Chinese immigrants in Calgary, higher physical mobility and fewer service demands were 

related to higher levels of life satisfaction, which is one of the indicators for mental health (Chow, 

2012). 

In the United States, the proportional cancer mortality ratios for Chinese immigrants in New 

York City were between those of Tianjin Chinese residents and New York City white individuals 

(Stellman & Wang, 1994). The most common physical conditions among older Chinese 

immigrants at the age of over 60 living in a northeast metropolitan area included fatigue (37%), 

rheumatoid arthritis (34.8%), high blood pressure (30.4%) and diabetes (17.4%); 12% of 
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participants were mildly depressed, and 4% of participants were moderately to severely depressed 

(Mui, 1996).  

In a study by Wu et al. (2010), the top five most common chronic diseases among older 

Chinese immigrants aged over 60 years in Boston were arthritis, back or neck problem, eye/vision 

problem, hypertension and walking problem; these Chinese immigrants had fewer depressive 

symptoms than their Chinese counterparts in Shanghai. 

Generally speaking, older Chinese immigrants are more likely to experience a higher level of 

worry than their counterparts from transnational or non-immigrant families (Xu et al., 2019). 

However, unlike the urban and fast-paced lifestyle that is common in China, older people in 

Canada benefit from a suburban and relaxed Canadian lifestyle with more spacious houses and 

closer family relationships (Kobayashi et al., 2011), which in turn contributes to better health.  

2.5.2 Self-rated General Health 

Self-rated health is convenient in data collection, significantly associated with objective 

health measures, and enables the creation of a holistic view of an individual’s overall health 

(Doiron et al., 2015). Self-rated health can also be used for future health predictions such as 

morbidity, mortality, quality of life and health care utilization. (Doiron et al., 2015; McAlpine et 

al., 2018; Newbold, 2009). Other studies demonstrate that the prevalence of chronic conditions is 

related to demographic covariates, lifestyle and psychological factors. However, as the diagnosis 

of a specific chronic condition only indicates one aspect of health status, self-rated health might 

better disclose general health (Behncke, 2012). Therefore, despite cultural differences, 

measurement errors or potential reporting bias, self-rated health is universally examined by 

researchers (Idler & Benyamini, 1997). 

By studying 314 older residents in 29 facilities, Bekhet and Zauszniewski (2014) point out 

that arthritis, hypertension and heart problems are the most prevalent chronic conditions and that 
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the number of chronic diseases has a significant impact on older people’s self-rated health status. 

Gender differences in self-rated health are identified (Kaneva et al., 2018). Besides chronic 

conditions, Ferraro and Kelley-Moore (2001), through a large sample longitudinal data analysis, 

find that mortality is significantly associated with self-rated health, which demonstrates that self-

rated health is a reliable predictor of physical health. Another research project focusing on older 

people in Thailand shows that self-rated health is closely related to an individual’s demographic 

covariates, number of chronic diseases, functional status and number of psychosocial symptoms 

(Haseen et al., 2010). For all categories of immigrants in Canada, including economic 

immigrants, family reunification and refugees, Newbold (2009) finds they experience a health 

decline within the first two years of their arrival, even though economic immigrants report better 

self-rated health in general than refugees.  

Older immigrants aged over 65 years are less likely to self-rate good general health than 

older Canadian-born residents, regardless of their length of residence in Canada (Gee et al., 

2004). This finding also applies to older Chinese immigrants aged over 70 years on their self-

rated health when they are compared to the self-rated health of older American-born population 

(Choi, 2012). 

2.5.3 Self-rated Mental Health 

Similar to self-rated health being an indicator of general health, self-rated mental health 

reflects people’s awareness of their emotional problems (Zuvekas et al., 2019). Pahwa et al. 

(2012) identify that young, female, current and former smokers, single urban-dwellers are more 

likely to declare moderate or high mental distress (Pahwa et al., 2012). Within married couples, 

husbands have poorer mental health than wives but less mental distress in general (Read & 

Grundy, 2011). Self-rated mental health does not boil down to the experience of symptoms. For 

example, among people with mental health problems, individuals self-rating mental health as 

good at baseline perform better in follow-up years (McAlpine et al., 2018).  
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Researchers have also analysed self-rated health as part of the study of the HIE. In addition 

to trauma and severe mental disorders experienced during the pre-migration period, immigrants’ 

mental health might also be negatively impacted by the migration process, the general attitude 

towards newcomers, any extended precarious status, difficulties in accessing employment and 

housing, or by the issues of loss, family relationships and identity in the post-migration period 

(Hynie, 2018).  

Four mental health outcomes are included in the CCHS: mood disorder, anxiety disorder, 

self-rated mental health status, and life stress. Using the CCHS data, Islam et al. (2014) show that 

South Asian immigrants in Canada were more likely to self-rate their mental health better than 

their South Asian Canadian-born counterparts. Interestingly, Pahwa et al. (2012) find that 

individuals with a length of residence between 2 and 20 years reported higher mental distress than 

those having a length of residence either less than 2 years or greater than 20 years.  

2.5.4 Healthcare Utilization 

There are only a few studies that focus on Chinese immigrant use of health services, 

including traditional Chinese medicine (TCM) in developed countries. In Canada, Chinese-

speaking physicians usually concentrate in communities that have larges concentrations of 

Chinese immigrants, such as Scarborough in the Toronto Census Metropolitan Area (CMA) 

(Wang et al., 2008). It is popular for older Chinese immigrants to combine the use of TCM and 

western health services (WHS) (Lai & Chappell, 2007).  

Country of origin, health beliefs, social support, city of residency and health variables are the 

common predictors for Chinese Canadian immigrants’ use of TCM (Lai & Chappell, 2007). 

When accessing health services, older Chinese immigrants in Canada experience cultural 

incompatibility, administrative problems in delivery and environmental challenges (Lai & Chau, 

2007).  
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Outside of Canada, older Chinese immigrants in the United Kingdom also have difficulties 

such as language barriers, lack of information or instrumental support, as well as emotional and 

cultural issues regarding the use of health and care services when they access health services (Liu 

et al., 2017). As a result, Liu et al. (2017) argue that bilingual and bicultural supporters should 

play more important roles between the service and the user. Chinese immigrants in the United 

States without health insurance usually receive some health services through charitable 

organizations or religious groups. However, the health services were limited to physicians’ 

diagnosis, regular medical consultations and drug prescriptions (Leung et al., 2014). 

Older Chinese immigrants’ end-of-life decisions are influenced by the values inherited from 

Confucianist, Buddhist and Taoist traditions. They reflect the older people’s understanding of the 

notions of hope, family, emotional harmony, suffering or burden together with their appreciation 

of the future or their respect for doctors (Bowman & Singer, 2001). 

2.6 Theories and Conceptual Framework 

Migration is an important turning point in the life course of immigrants and has a profound 

influence on various aspects of life, such as health and ageing in place. This section delves into 

some of the interdisciplinary findings derived from health geography, migration theory and life 

course theory approaches. Finally, the conceptual framework of this thesis is built upon the 

above-mentioned theories.  

2.6.1 Migration Theory 

Migration consists of internal and international migrations. Various socio-economic 

determinants have been considered among the causes of migration. According to neoclassical 

theory, economic factors such as wage and employment are dominant factors driving people’s 

migration decisions. Migration-related decisions also depend on individual characteristics and 

family’s strategies. The life-cycle phenomenon, familial factors, and the alternation between 
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equilibrium and disequilibrium systems generally receive a lot of attention in migration research 

(Greenwood, 1985). Contrary to neoclassical and new economic theories, segmented labour 

market theory helps to explain the barriers set by the immigration policies of Canada and the 

United States for illegal migrants to flow among different sectors (Massey et al., 1994; Taylor, 

1992). Other migration theories, including world-system theory, the theory of cumulative 

causation, have also contributed to a better understanding of international migration (Massey et 

al., 1994). In recent years, various disciplines developed their own methodology and theories to 

analyse and predict people’s migration decision making, thus increasing the prevalence of 

interdisciplinary research. From the view of social ties, Boswell (2008) argues that it is beneficial 

and complementary to combine economic and sociologic approaches in migration studies. 

In geography, early migration theory developed from a space and time perspective. Four 

geographers’ work, including Ravenstein’s “Laws of Migration”, Zelinsky’s model of five-phase 

mobility transition, Mabogunje’s system analysis of migration, and Hägerstrand’s time geography 

greatly helped to develop the migration theory. Migration theory has then been gradually refined 

by population geographers, cultural geographers and feminist geographers (King, 2012). 

Geographers’ primary questions revolve around spatial patterns and their consequences (for 

example, the establishment of ethnic enclaves and the role of ethnic networks in connection 

across space). Assimilation and multi-cultural models are now widely used in migration theory in 

geography, history, sociology, anthropology, and other social science disciplines in combination 

with relational, structural and/or transnational perspectives. Regarding migration behaviour, 

geographers usually analyse migrants’ decision-making from spatial, environmental, political, 

cultural, and socio-economic contexts (Brettell & Hollifield, 2014). The analysis covers macro, 

meso, and micro levels. In Koser and Salt's (1997) study on highly skilled international migration 

from a geographic perspective, the international economic conditions for talents’ global supply 

and demand are investigated in a macro-level analysis; the management of mobility by states and 
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transnational corporations are discussed in a meso-level analysis; and the individuals and their 

families’ characteristics are considered in a micro-level analysis.  

2.6.2 Life Course Theory 

The life course theory usually focuses on four main concepts: roles, transitions, turning 

points and linked lives (Xie & Xia, 2011). These concepts help to describe individuals’ 

movements throughout their lives. Moreover, the association between age and time has become a 

fundamental component in life course studies (Jasso, 2007). Elder (1994) uses similar notions 

when summarizing the four central themes in the life course paradigm: lives and historical times, 

the timing of lives, linked lives, and human agency. The life course of individuals and birth 

cohorts are usually impacted by the historical context and the places they experienced over their 

lifetime. Life transitions and events can influence individuals differently depending on their 

timing in a person’s life. As people live interdependently, social-historical influences on 

individuals can also spread through interpersonal relationships. However, individuals are not 

passive in across the life course. On the contrary, they build up their life course by taking a series 

of choices and actions in a specific historical context. These central themes constitute the main 

principles in life course theory. 

In life course studies, longitudinal data help to investigate life histories and biographies of 

cohorts in particular contexts (Heinz & Krüger, 2001). For example, Elder (1998) applies life 

course theory in the longitudinal study of child development extended into adulthood. He 

addresses the concept of “accumulation of disadvantages”. Life course theory has also been 

introduced into various other disciplines. For example, Ben-Shlomo and Kuh (2002) construct 

and explain the utilization of a life course approach in chronic disease epidemiology and illustrate 

the concepts of “a critical period model” and “accumulation of risk”. Kuh et al. (2003) also 

provide a glossary of life course concepts for epidemiology to clarify some essential ideas in the 

approach and to promote its application.  
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Using a life course approach, migration analysis involves four primary questions about 

migrants at entry, the progress of migrants, migrant children and the children of migrants, and the 

impacts of migration. Therefore, when conducting studies of migration from a life course 

perspective, four central themes in the life course paradigm and four primary questions in 

migration analysis can be cross-examined (Jasso, 2007). Being a significant transition in life, 

migration tends to largely influence migrants’ past and future pathways. Migration also links 

migrants with other individuals in both places of origin and places of destination (Jasso, 2007).  

2.6.3 Conceptual framework 

Being immigrants, as well as a visible minority population in Canada, older Chinese 

immigrants in Canada are deemed a vulnerable population within the discipline of health 

geography. To understand how the HIE affects older Chinese immigrants and the consequences 

of their post-immigration in terms of variations in health, this thesis resorts to a conceptual 

framework derived from notions of health geography, migration theory and life course theory. 

The conceptual framework adopts a time-space framework of health geography. The time 

component relates to changes in health over time, especially during the post-immigration period. 

The space component relates to the study of both groups and individuals in their living 

environments. From a group perspective, older Chinese immigrants in Canada are separately 

compared to their counterparts in the country of destination - older Canadian-born residents in 

Canada and to their counterparts remaining in the country of origin - older Chinese in China. 

From an individual perspective, spatial changes involve both their location of residence in pre- 

and post-immigration and various environment they experience in different aspects of their life, 

such as their living, working and leisure environments. The scale of analysis shifts from a macro-

level to a micro-level perspective depending on the research question to be answered.  

Migration theory and life course theory are the two main supporting theories used in 

developing this conceptual framework. To further investigate the HIE, this thesis tries to answer 
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the question about the health impacts of migration, which represents a primary theme in 

migration analysis. The length of residence in Canada is a key variable that will be considered in 

the analysis in the following chapters. Country of birth, age at immigration and immigration 

categories, which define the status of interviewed older Chinese immigrants are also considered 

key variables in the framework. The micro-level exploration of post-immigration variations in 

health starts from the central themes of life course theory, which involve the older Chinese 

immigrants’ motivation and expectation for migration, their socio-economic status at 

immigration, their familial and career arrangement in the migration process, and their linked lives 

with other individuals in both China and Canada.  

Therefore, the conceptual framework is established as follows (Figure 2.1). This research 

mainly investigates the HIE on the older Chinese immigrants in Canada, focusing on the impacts 

of migration on their self-rated general health and mental health. In the macro-level analysis, the 

HIE is analysed using quantitative methods with secondary data. The data from CCHS are 

applied to examine the health gaps between older Chinese immigrants in Canada and older 

Canadian-born residents in Chapter Four. In Chapter Five, the corresponding samples are selected 

from both CCHS and CHARLS to conduct a comparison of health differences between older 

Chinese immigrants and older Chinese remaining in China.  

Shifting to a micro-level analysis, the reasons for older Chinese post-immigration health 

changes are further explored using mixed methods on primary data. The older Chinese 

immigrants settling in the GTA comprise a typical subgroup of older Chinese immigrants in 

Canada. Therefore, a systematic sampling targeting older Chinese immigrants in the GTA is 

adopted to resolve the difficulties of simultaneous data collection across multiple provinces. The 

primary data come from questionnaire surveys (N=381) and semi-structured interviews (N=51) 

conducted by the author in the GTA, and will be respectively explored using a quantitative 

analysis in Chapter Six and a qualitative analysis in Chapter Seven. Chapter Six intends to 
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identify the social determinants of the older Chinese immigrants’ current health status and post-

immigration variations in health, emphasizing their social participation. Chapter Seven aims at 

discovering the self-assessed causes of their variations in health in a broader context, covering 

different aspects in their pre- and post-immigration life.  

 

Figure 2.1 Conceptual framework 
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Chapter 3 

Research Design and Methodology 

3.1 Introduction 

Mixed methods can be defined as the combined use of qualitative and quantitative tools for data 

manipulation (data collection, data analysis) and for the generation of insights and inferences within a 

research program (Tashakkori & Creswell, 2007). The mixed-method approach and grounded theory can 

be integrated for research in diverse fields (Creamer, 2018). For example, Baranik et al. (2018) and 

McCleese et al. (2007) both applied mixed methods to their studies about mental health, which helped 

them understand the complexity of this health subject better. Quantitative data can be used to assess the 

interpretation of insights derived from qualitative data. Conversely, qualitative data can be adopted to 

explain and justify the results of quantitative data (Sieber, 1973). Mixed methods thus offset the 

disadvantages of a single qualitative or quantitative approach by enriching the interpretation of data in the 

research design, collection or analysis stages and by confirming the findings of a single research question 

through different verification processes (Johnson et al., 2007). 

The thesis uses a mixed methods to investigate the research questions proposed in Chapter One as 

they relate to the GTA and a multiple methods approach overall. Mixed methods are applied in the data 

collection, data analysis, and conclusion drawing stages of the study process. Quantitative methods 

support the primary data collection, the statistical data analysis, and the interpretations of findings in 

Chapters Four, Chapter Five and Chapter Six. Qualitative methods are applied in the research design and 

the thematic analysis of interviews presented in Chapter Seven.  

Besides the mixed-method approach, I also used a sequential explanatory strategy to develop the 

research design of this study. A sequential explanatory strategy is defined as the sequential use of 

quantitative and qualitative methods followed by an integration stage (Ivankova et al., 2006). The 

quantitative data analysis enlightens the phenomenon or findings of a research problem, and the 
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subsequent qualitative data analysis dives into the underlying reasons in more depth (Ivankova et al., 

2006). The sequential explanatory strategy thus enables a more profound overview of the elements that 

the two types of analytical methods reveal; hence its extensive usage in health and behavioural studies 

(Bazrafshan et al., 2015; Liem, 2018; Soylu & Bruning, 2016). This sequential explanatory design is most 

apparent in Chapter Six and Chapter Seven. Chapter Six aims at describing, with quantitative data, how 

the older Chinese immigrants self-rate their health status in the post-immigration period as their length of 

residence in Canada increases. Chapter Seven subsequently uses the qualitative semi-structured interview 

data to offer insights into the following research question: what caused the older Chinese immigrants in 

the GTA to generate their perceptions of health status and variations in health. To maintain consistency 

and ensure the validity of the findings, the participants of the interviews were recruited from the 

participants of the primary surveys. The findings of the two approaches provide support for the findings 

and consequences of the HIE on the older Chinese immigrants in Canada.  

Additionally, this thesis adopts a “macro-micro” research design. Chapter Four and Chapter Five 

focus on the HIE from a macro-level to analyse the health gaps between the older Chinese immigrants in 

Canada and the older Canadian-born residents in Canada as well as the health gaps between the older 

Chinese immigrants in Canada and the older Chinese remaining in China. In these stages, the data used 

for the study also come from macro-level national surveys: CCHS and CHARLS. To validate the findings 

from a micro-level perspective, I shift the focus from older Chinese immigrants in Canada to older 

Chinese immigrants in the GTA. Chapters Six and Chapter Seven use primary data from the GTA to 

further explore the HIE at the micro-level. The macro-micro link used for verification is essential, 

because macro and micro data may tell a different story in specific situations caused by data inaccuracies, 

potential bias and measurement errors (Mosley, 1986). The macro-micro link is thoroughly discussed in 

sociology and widely applied in economic studies (Peng & Luo, 2000; Raub et al., 2011; Reina et al., 

2015).  
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3.2 Study Area 

Because the study of the HIE in this thesis shifts from macro-level research to micro-level one, the 

study areas also change accordingly. At the macro-level, the secondary data come from Canadian and 

Chinese national surveys, the study areas thus covering the whole of Canada and China (with some 

exceptions). In the 2016 Canada census, Chinese immigrants amounted to 10.2% of the total immigrant 

population in Canada. Among them, 14.3% were Chinese immigrants aged 65 years and over, 

representing 109,900 individuals. Therefore, older Chinese immigrants in Canada represent a significant 

subpopulation within the total immigrant population. 

At the micro-level, the study area is the GTA. The GTA consists of the central city of Toronto, along 

with 25 cities and towns distributed among four regional municipalities: Durham, Halton, Peel, and York 

(Toronto Neighbourhood Guide, n.d.). The rationale behind this study area choice is that Toronto has the 

largest Chinese community in Canada, with 700,705 ethnic Chinese individuals according to the 2016 

census (Statistics Canada, 2019e). Therefore, the older Chinese immigrants in the GTA can be considered 

more representative than those in Vancouver and Montreal. Another reason to choose this study area is 

that the GTA is closer to Kingston where Queen’s University is located, which made it more feasible for 

data collection. 

Table 3.1 shows the composition of Chinese languages spoken by Canadian residents of all ages in 

Toronto, according to the 2016 census. Even though Statistics Canada did not publish the data related to 

Chinese languages spoken by Canadian residents aged 65 years and over, we can still assume that the 

majority of older Chinese immigrants in the GTA speak either Cantonese or Mandarin as their first 

language learned. Even for the older Chinese immigrants in the GTA who speak neither Cantonese nor 

Mandarin as their first language learned, Mandarin is still commonly used. Thus, it was possible to 

conduct the primary surveys and semi-structured interviews using Cantonese or Mandarin in the GTA. 
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Table 3.1  

First Languages Learned of Canadian Residents in Toronto Speaking Chinese Languages According to 

the 2016 Census 

 

Chinese Languages Total Male Female 

Cantonese 114,670 52,085 62,585 

Mandarin 111,405 51,120 60,280 

Min Nan (Chaochow, Teochow, Fukien, Taiwanese) 6,120 2,820 3,300 

Hakka 2,855 1,225 1,635 

Wu (Shanghainese) 2,665 1,200 1,470 

Min Dong 450 220 225 

Chinese, not otherwise specified 7,015 3,135 3,880 

Chinese languages, not included elsewhere 100 50 55 

Total 245,285 111,855 133,430 

Data source: Statistics Canada (2019f)  

3.3 Sampling strategy 

For the primary survey, the participant eligibility criteria included: (1) self-identifies as ethnic 

Chinese; (2) aged 60 or over; (3) born in mainland China, Hong Kong, Macao or Taiwan; (4) currently 

living in the GTA. In the 2016 census, the total Chinese immigrant population in Toronto aged 60 years 

and over was 68,103 (Statistics Canada, 2017). With a 5% margin of error, a 95% confidence level and a 

50% response distribution, the sample size of older Chinese immigrants in the GTA for the primary 

survey should be 382.  

Various sources were sought to recruit the participants of the questionnaire survey. Some Chinese 

associations and senior Chinese communities, such as the Cross-Cultural Community Services 

Association, Mon Sheong Court and Yee Hong Centre, were initially contacted but they did not 

participate due to their internal policies. Later, I managed to contact Jiahua Chinese Senior Association, 

New Canadian Community Center and Golden Maple Leaf Senior Association through the Consulate-

General of the People’s Republic of China in Toronto and obtain those associations’ consent to invite 

their members to participate in the primary survey. 
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Snowball and random sampling methods were adopted simultaneously to access more seniors 

associations, as the information of some associations were available online. Meanwhile, a random 

sampling strategy was also applied to invite individuals in some safe public locations such as seniors 

associations, churches, immigrant welcome centers, community centers, parks, senior apartments, 

shopping malls and libraries. Older members of some ethnic Chinese townsmen associations and Chinese 

university Toronto alumni associations in Toronto were another source of participants for the survey. Two 

councillors from the city of Markham also provided their support to contact seniors clubs in Markham. 

The majority of the Chinese organizations are located around ethnic Chinese enclaves, such as Chinatown 

in downtown Toronto, Scarborough, North York, Richmond Hill, Markham and Mississauga. I received 

permission from the seniors clubs to interview their members. The interpretations in the thesis do not in 

any way represent the views of the seniors clubs. They only represent the researcher’s views. A complete 

list of the organizations involved in the primary surveys can be found in Appendix A. 

3.4 Secondary Data  

The secondary data explored in this study derive from two sources. The first source is the CCHS 

2011/12, 2013/14 and 2015/16 annual component pooled data conducted by Statistics Canada. The 

second source is the CHARLS 2015 survey conducted by the National School of Development (China 

Center for Economic Research) at Peking University. The analysis in Chapter Four was conducted with 

the merged samples of older Chinese immigrants in Canada and the older Canadian-born residents in 

Canada from the CCHS. The analysis in Chapter Five was conducted using the samples of older Chinese 

immigrants in Canada from the CCHS and a sample of older Chinese people in China from the CHARLS. 

3.4.1 CCHS 

The CCHS is a cross-sectional survey that collects information related to health status, health care 

utilization and health determinants for the Canadian population. It relies on a large sample of respondents 

and is designed to provide reliable estimates at the health region (HR) level every two years. The CCHS 

produces an annual microdata file and a file combining two years of data (Statistics Canada, 2020a). The 
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CCHS is a sample survey with a cross-sectional design. To obtain reliable estimates at the HR level, the 

CCHS uses a sample of 130,000 respondents (Statistics Canada, 2020a). 

The master data files for 2011/12, 2013/14 and 2015/16 cycles were accessed through the Queen’s 

University Research Data Center (QRDC). Since a redesign of the CCHS questionnaire was completed 

and implemented for the 2015/16 cycle, the collection strategy of the 2015/16 cycle was different than the 

one used for previous cycles. Only the estimates that remained unchanged were used and the master 

weights of each cycle have been applied to ensure the consistency of the sample representativeness. The 

data from the three cycles (2011-2016) was pooled to increase the sample size without merging or linking 

with other sources. The master file weights were applied in the data analysis. The older Canadian-born 

residents and older Chinese immigrants were selected from the three cycles. The selected samples needed 

to satisfy two criteria: (1) Aged 60 years and over at recruitment; (2) The countries (or regions) of their 

birth were Canada, mainland China, Taiwan, Hong Kong Special Administrative Region or Macao 

Special Administrative Region. Data tables were generated, and subsets of data were created with the 

software Statistical Package for the Social Sciences (SPSS) 25.0.  

3.4.2 CHARLS 

The CHARLS is a biennial survey that aims to collect a high quality nationally representative sample 

of Chinese residents aged 45 and over, in order to serve the needs of scientific research on the older 

people. The national baseline survey (wave 1) conducted between June 2011 and March 2012 includes 

17,708 individual participants. The wave 2 and 3 surveys were fielded in 2013 and 2015 respectively. The 

researchers first randomly selected 150 county-level areas using a probability-proportional-to-size (PPS) 

sampling method. They subsequently used gross domestic product statistics to divide the sample by urban 

districts or rural counties, trying to consider the lowest level administrative entities (Zhao et al., 2014). 

The CHARLS questionnaire includes the following modules: demographics, family structure/transfer, 

health status and functioning, biomarkers, health care and insurance, work, retirement and pension, 
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income and consumption, assets (individual and household), and community-level information (Peking 

University, 2019).  

As a longitudinal study, the third wave of CHARLS has the most participants among the three 

waves, and each re-participant case has been verified through past waves’ verification. Therefore, the 

2015 CHARLS (wave 3) data are used and explored in Chapter Five. The CHARLS data package for the 

2015 wave can be downloaded from the CHARLS official website (CHARLS, 2019) after approval 

through a data access application. The selected cases extracted also needed to satisfy two additional 

criteria: (1) The data of the case is complete after the demographic section and the health status and 

functioning section were merged; (2) the respondent was aged 60 years and over in 2015. The individual 

weight with household and individual response adjustments were applied in the data analysis. All data 

analyses were conducted with SPSS 25.0. 

3.5 Quantitative Survey  

The clearance for each aspect of the research project was granted on October 1st, 2018 by the General 

Research Ethics Board (GREB) of Queen’s University, whose purpose is to protect the rights of research 

participants (Queen’s University, 2020) (see Appendix H – Ethics Approval Letter). 

A survey questionnaire containing 50 multiple choice and short answer questions was designed to 

collect the primary survey quantitative data (see Appendix B – Survey Questionnaire). Three categories 

of questions were covered: (1) demographics; (2) work/retirement status and financial situation and (3) 

health. All participants were given a letter of information about the research indicating that the survey 

was completely anonymous, and that they had the full right to withdraw at any time without any 

obligation or penalty (see Appendix D – Letter of Information). After the survey, participants were asked 

if they were interested in an in-depth interview as another part of the research. Interested participants 

were invited to make a separate appointment.  
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As the questions in the questionnaire were direct and straightforward, most participants had no 

problems understanding them. Two main difficulties are worth noting. First, numerous participants had 

poor vision and/or hearing loss to different extents. Some of them had to read with their presbyopia 

glasses that they do not bring when going out for some activities. Thus, they were not able to read and 

finish the hard copy questionnaire independently, and personal assistance was required. Secondly, some 

survey participants had limited time available to complete the survey. Older Chinese immigrants 

generally went out for some formal activities, such as body stretch programs in community centers or 

fellowship gatherings in the church. They had a specific time schedule, so that their family or friends 

could drive them to the activity locations and pick them up when their activities were finished. As the 

surveys were usually conducted outside their activity time, it was challenging for them to complete the 

questionnaire during the interval time before leaving. 

Hard copies of the questionnaire were provided at the fieldwork locations. Additionally, an online 

version of the same survey was designed using Qualtrics and published in October 2018. The related web 

link and QR code were shared through the initial contact email, a recruitment poster or by social media 

tools. Participants could choose either way to complete the questionnaire. Most participants completed the 

hard-copy version. In total, 391 questionnaires were distributed and collected at an effective rate of 100%. 

With 9 invalid questionnaires, the validity rate was 97.7%. 

3.6 Qualitative Interviews 

The goal of the qualitative interviews was to further explore the factors related to older Chinese 

immigrants’ post-immigration health changes. I used in-depth personal interviews instead of focus groups 

because in-depth personal interviews enable the researcher to gain more insights from individuals on 

sensitive topics, personal stories or perceptions and further explore the research problem (Li et al., 2018). 

Moreover, personal interviews are beneficial to maintain the content confidential to avoid participants’ 

uncomfortableness and embarrassment to talk in groups (Boyce & Neale, 2006). The researcher also 

benefits from more opportunities to catch subtle changes in the participants’ tones and body languages 
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(della Porta, 2013; Guest et al., 2013). Holding in-depth personal interviews adds flexibility regarding 

time and location and makes it easier for the researcher to control the progress and length of the 

interviews, especially if participants have to withdraw from the interview or leave in advance for other 

reasons (Opdenakker, 2006). In the interviews conducted with older Chinese immigrants in the GTA, 

health status was a sensitive subject, so personal interviews were deemed the best way to administer 

participants’ information confidentially and anonymously.  

I conducted the interviews with a semi-structured interview guide (see Appendix C - Interview 

Guide). All participants were given a letter of information and as to read it carefully before they signed 

the consent form expressing their willingness to participate in the qualitative interview (see Appendix F – 

Interview Letter of Information and Consent Form). The participants were also informed that real names 

or any information that could directly or indirectly identify them would not be included in the thesis or 

any presentations or published work resulting from the research. The questions they had regarding the 

research, the methodology or the collection of private data were all answered prior to their enrollment in 

the interview. All participants were asked if they were comfortable having their interviews recorded. If 

they did not agree on the electronic recording, paper notes were taken instead. The interviews took, on 

average, 18 minutes to finish. No additional interpreter was required, because I, the primary researcher 

conducting the interviews, can speak fluent Cantonese and Mandarin. 

The participants in the qualitative interviews were recruited from the participants of the survey. All 

participants from the questionnaire survey (N=393) were introduced to the semi-structured interview 

during the survey, and 51 participants expressed their interest in being interviewed. Among them, 45 

individuals participated in the interview directly after the survey, while six participants made subsequent 

appointments to be interviewed. The interviews were held in public and safe locations (for example, event 

locations of some seniors associations, the rest zone of the community center, or a meeting room within a 

church). The interviews were conducted in the GTA between October 2018 and May 2019.  
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During the interviews, some participants had difficulties in understanding the literal expression of the 

questions in the interview guide, and the declining listening abilities of some participants were an obstacle 

to their understanding of the questions. Personal interviews enable one to address these problems in 

flexible and sensitive ways. Some of the optional approaches used were to give a more thorough 

explanation of the questions in different forms, like raising the volume appropriately or using body 

language. 

3.7 Quantitative Methods of Secondary Data Analysis 

In the secondary data analysis, the aim was to calculate the probabilities of reporting good general 

health and mental health. The CCHS pooled data were used to examine the health status differences 

between older Canadian-born residents and older Chinese immigrants in Canada. Self-reported general 

and mental health were analysed separately with different modelling strategies. Demographic and lifestyle 

factors have been found to significantly relate to self-rated health (Gee et al., 2004; Hill et al., 2012; Mao 

et al., 2015), while some studies also showed that self-rated health can be influenced by specific health 

conditions. Since thesis investigates how health conditions contribute to the HIE of older Chinese 

immigrants in Canada, the primary modelling strategy was designed as follows: 

• Model 1: Immigration Characteristics + Demographics + Lifestyle 

• Model 2: Immigration Characteristics + Demographics + Lifestyle + Health Conditions 

The methods included cross-tabulation, bivariate analysis, and multivariate analysis. In each 

operation applied to the samples and the sole older Chinese immigrant samples, crosstabs were used for 

descriptive analysis about sample demographics and the prevalence of chronic diseases. In bivariate 

analysis, Chi-square tests were used to examine the association between self-rated general health and 

independent variables. Independent variables which were significantly related to self-rated general health 

were selected for inclusion in the multivariate analysis. In the multivariate analysis, a binary logistic 
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regression model is adopted to predict the odds ratio of good self-rated health based on the values of the 

independent variables. All quantitative data are analysed with IBM SPSS Statistics 25.0. 

3.7.1 Variables 

The dependent variable in the models is a binary variable “self-rated general health” with the 

categories of “good self-rated general health” and “poor self-rated general health”. In the CCHS 

questionnaire, survey participants are asked to rate their health in general from a 5-level scale: poor, fair, 

good, very good, or excellent. The responses of “good/very good/excellent” are categorized into “good 

self-rated general health” and “poor/fair” are grouped into “poor self-rated general health”. 

The independent variables in the models of self-rated general health are divided into four categories, 

including immigration characteristics, demographics, lifestyle, and health conditions. The variables in 

each category will be explained in detail below and are summarized in Table 3.2.  

3.7.1.1 Immigration characteristics 

The variables linked to immigration characteristics include country of birth, length of residence and 

age at immigration, which are important indicators in the studies of the HIE. The data of “country of 

birth” is provided in the CCHS master file. The questions about length of residence and age at 

immigration in the CCHS were only asked to immigrants, so the older Canadian-born residents validly 

skipped these two questions. In the master file data, length of residence and age at immigration of older 

Canadian-born residents are recorded as “missing”. Therefore, for analytical purposes, the country of 

birth and length of residence variables were merged into a new “length of residence” variable whose 

possible values are: Canadian, Chinese with length of residence 0-9 years, Chinese with length of 

residence more than 10 years. For similar reasons, the age at immigration variable was altered to include 

the following values: Canadian, Chinese aged 0-17 years at immigration, Chinese aged 18-34 years at 

immigration, Chinese aged 35-49 years at immigration, Chinese aged more than 50 years at immigration. 

The two new variables are able to independently identify older Canadian-born residents as well as older 
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Chinese immigrants who have different lengths of residence in Canada or immigrated at different ages. In 

the studies of the HIE, the “length of residence” of immigrants is a key variable to examine how the 

health of immigrants changes as their residences in the country of destination prolong. This variable also 

distinguishes between the older Chinese immigrants in Canada and the older Canadian-born residents in 

Canada. 

The countries of birth of participants were recorded by country codes in the CCHS master file data. 

The older Chinese immigrants in Canada in this study refers to the ethnic Chinese immigrants from China 

(mainland), Taiwan, Hong Kong Special Administrative Region and Macao Special Administrative 

Region. As I only focus on the older Canadian-born residents and the older Chinese immigrants in 

Canada, all cases were selected as long as the country or region of birth was shown as one of the 

following codes: 11124 (Canada), 42156 (mainland China), 42158 (Taiwan), 42344 (Hong Kong Special 

Administrative Region) and 42446 (Macao Special Administrative Region). Based on the codes, the 

countries of birth of these samples were recorded into “Canada” and “China”.  

Based on their length of residence in Canada, immigrants can be divided into recent immigrants (<10 

years) and established immigrants (>=10 years) (Vang et al., 2017). In this study, the “length of 

residence” is a synthetic variable, so it can distinguish older Canadian-born residents, older recent 

Chinese immigrants, and older established Chinese immigrants.  

Age at immigration contains four categories: “Canadian-born”, “Chinese immigrants, immigrated at 

age 0-17”, “Chinese immigrants, immigrated at age 18-50”, “Chinese immigrants, immigrated at age over 

50”. Age 18 and age 50 were chosen as turning points in life courses, because age 18 is the time point to 

enter adulthood, while age 50 was the legal retirement age for female workers in China in 2015. 

3.7.1.2 Demographics 

The demographics independent variables include age, gender, education, marital status, income, 

knowledge of official language and living arrangement. The age of participants was grouped into three 
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categories: “60-69 years old”, “70-79 years old” and “80 years and over”. Gender is divided as male and 

female. For presentation purposes, gender was displayed as “sex” in tables throughout the thesis. The 

education variable of three cycles of CCHS data was harmonized into three categories based on the 

highest level of education of survey participants: “less than secondary school graduation”, “secondary 

school graduation, no post-secondary education”, and “post-secondary certificate/ diploma or university 

degree”. Marital status was recorded as a binary variable with “widowed, divorced, separated or single” 

and “married or common-law relationship”. 

Income is defined as the per capita household annual income in this study. Based on the best estimate 

of total household annual income and family size reported by the CCHS survey participants, income is the 

quotient of total household annual income divided by family size. In 2016, the average annual income of 

individuals aged 65 years and over was $38,700 in Canada, and the median annual income of the same 

population was $28,000 (Statistics Canada, 2020b). Accordingly, the quotients are grouped into three 

categories: “low income, <$19,999”, “middle income, $20,000-$49,999”, and “high income, >=$50,000”.  

Regarding the knowledge of the official languages, there are four options for the survey participants, 

including “English only”, “French only”, “both English and French”, and “neither English nor French”. 

This coding is directly applied to the analysis of self-rated general health. However, when I analyse the 

subgroup difference in self-rated general health within the older Chinese immigrants samples, the variable 

“knowledge of official language” had to be recoded into a binary variable with categories of “Either 

English or (/and) French” and “Neither English nor French” based on the Research Data Center data 

vetting requirements.  

In terms of living arrangements, there were ten alternative categories for survey participants to 

answer the question. To simplify the categories, the “living alone” variable was generated based on the 

participants’ responses: “yes” to cover “unattached individual living alone” and “unattached individual 

living with others”; “no” refers to any other answers. 
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3.7.1.3 Lifestyle 

The lifestyle variables mainly concern what type of drinkers and smokers the survey participants are. 

The types of drinker were categorized into “regular drinker”, “occasional drinker”, and “no drinking in 

the last 12 months”. The types of smoker include “daily”, “occasionally”, and “not at all”. Both variables 

were selected into the quantitative analysis without being recoded. 

3.7.1.4 Health Conditions 

CCHS provides a list of fourteen specific chronic diseases. They are: asthma; arthritis; high blood 

pressure; lung disease; stomach or intestinal ulcers; back problems; migraine headaches; diabetes; heart 

diseases; cancer; stroke; Alzheimer's disease or other dementia; urinary incontinence; and bowel 

disorder/Crohn's Disease or colitis. Participants are asked if they have any of the chronic diseases one by 

one.  

To incorporate these conditions into a statistical model, I followed McDonald and Kennedy (2004), 

and divided the chronic diseases into type A and type B diseases. Type A diseases include asthma, 

arthritis, high blood pressure, lung disease, stomach or intestinal ulcers, back problems, and migraine 

headaches. Type B diseases include diabetes, heart diseases, cancer, stroke, Alzheimer's disease or other 

dementia, and urinary incontinence, bowel disorder / Crohn's Disease or colitis. For participants having 

any type A or type B disease, the variables “type A diseases” or “type B diseases” was recorded as “yes”, 

otherwise it was recorded as “no”. 

These incorporations are purely for modelling purposes. I do not follow McDonald and Kennedy's 

(2004) interpretation about whether the disease is life-threatening or not. For older Chinese immigrants in 

Canada and older Canadian-born residents, all chronic diseases can be life-threatening diseases. The 

definitions of type A and type B diseases in other parts of this thesis hold the same implication if there is 

no further explanation.  
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Table 3.2  

List of Independent Variables Used in the Analysis of Self-Rated General Health 

Category Variable Coding 

Immigration 

Characteristics 

Country of 

birth 

0, Canada 

1, China 

 Age at 

immigration 

1, Canadian-born residents  

2, Chinese immigrants, immigrated at age 0-17 

3, Chinese immigrants, immigrated at age 18-50  

4, Chinese immigrants, immigrated at age over 50 

 Length of 

Residence  

1, Canadian-born  

2, Recent Chinese immigrants (residence length between 0 to 9 years)  

3, Established Chinese immigrants (residence length over 10 years) 

Demographics Age 1, Aged 60-69 years  

2, Aged 70-79 years  

3, Aged 80 years and over  

 Sex 1, Male  

2, Female 

 Education 1, Less than secondary school graduation 

2, Secondary school graduation, no post-secondary education 

3, Post-secondary education/certificate/diploma or university degree 

 Marital Status 1, Widowed, divorced, separated or single  

2, Married or common-law relationship 

 Income 1, Low income, <$19,999 

2, Middle income, $20,000-$49,999  

3, High income, $50,000 or more 

 Living Alone 0, No  

1, Yes 

 Knowledge of 

official 

language 

For older Canadian-born residents and older Chinese immigrants merged 

samples 

1, Only English  

2, Only French 

3, Both English and French  

4, Neither English nor French 

For only older Chinese immigrants samples 

1. Either English or French 

2. Neither English nor French 

Lifestyle Drinking 1. Regular drinker 

2. Occasional drinker  

3. No 

 Smoking 1. Daily 

2. Occasionally 

3. No 

Health 

Conditions 

Type A 

diseases 

0, No 

1, Yes 

 Type B 

diseases 

0, No 

1, Yes 
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3.7.1.5 Modelling 

In order to examine the HIE on the self-rated general health of the older Chinese immigrants in 

Canada, five models for self-rated general health are selected. For all models, the dependent variable is 

self-rated general health. The models investigate the probabilities of reporting good general health. 

• Model a1: Immigration Characteristics (country of birth) + Demographics + Lifestyle 

• Model a2: Immigration Characteristics (country of birth) + Demographics + Lifestyle + Health 

Conditions 

• Model a3: Immigration Characteristics (length of residence) + Demographics + Lifestyle 

• Model a4: Immigration Characteristics (length of residence) + Demographics + Lifestyle + 

Health Conditions 

• Model a5: Immigration Characteristics (length of residence + age at immigration) + 

Demographics + Lifestyle + Health Conditions 

Model a1 and Model a2 are considered as the first group of models, while Model a3, Model a4 and 

Model a5 are seen as the second group of models. The first group of models aims to initially examine 

whether the country of birth is related to the probability of self-rating health as good. The second group of 

models further examines whether the length of residence of older Chinese immigrants in Canada 

influences the probability of good self-rated health. As the variables “length of residence” and “age at 

immigration” in this study are both generated partly from “country of birth”, country of birth cannot exist 

in the same model with length of residence and age at immigration to avoid multicollinearity. Model a5 is 

the final model consisting of both the length of residence and age at immigration as immigration 

characteristics. The models above are applied to analyse the merged samples of older Canadian-born 

residents in Canada and older Chinese immigrants in Canada. The determinants of self-rated general 

health emerge in the result of the final model. To further verify the determinants of self-rated general 

health for older Chinese immigrants in Canada, I also separately analysed the models above again with 
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only the samples of older Chinese immigrants in Canada. For presentation purposes, in Chapters Four to 

Six, I only show the final model with all variables. Other models can be found in Appendixes J, K, L, M 

and N. 

3.7.2 Modelling Strategy of Self-rated Mental Health for CCHS 

Similar to the modelling strategy of self-rated general health, the methods to analyse the HIE on self-

rated mental health also include cross-tabulation, bivariate analysis, and multivariate analysis. The 

dependent variable is the self-rated mental health, categorized with “good self-rated mental health” and 

“poor self-rated mental health”. All independent variables in the analysis of self-rated general health are 

used for the analysis of self-rated mental health. The only difference is that there are three more mental 

health variables added into the category of health conditions. These variables are mood disorder, anxiety 

disorder and sense of belonging. Mood disorder and anxiety disorder are two binary variables with 

responses of “yes” and “no”. The sense of belonging is categorized as “very strong”, “somewhat strong”, 

“some weak” and “very weak”. This variable is recoded with a reverse order from “very weak” to “very 

strong”. 

Six models were designed for the analysis of the HIE with self-rated mental health as the dependent 

variable. They are: 

• Model b1: Immigration Characteristics (length of residence) + Demographics + Lifestyle 

• Model b2: Immigration Characteristics (length of residence) + Demographics + Lifestyle + 

Health Conditions (type A diseases + type B diseases) 

• Model b3: Immigration Characteristics (length of residence) + Demographics + Lifestyle + 

Health Conditions (type A diseases + type B diseases + mood disorder + anxiety disorder) 

• Model b4: Immigration Characteristics (length of residence) + Demographics + Lifestyle + 

Health Conditions (type A diseases + type B diseases + mood disorder + anxiety disorder + 

sense of belonging) 
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• Model b5: Immigration Characteristics (length of residence + age at immigration) + 

Demographics + Lifestyle + Health Conditions (type A diseases + type B diseases + mood 

disorder + anxiety disorder + sense of belonging) 

• Model b6: Immigration Characteristics (country of birth) + Demographics + Lifestyle + Health 

Conditions (type A diseases + type B diseases + mood disorder + anxiety disorder + sense of 

belonging) 

The first four models aim to examine how health conditions influence the probability of self-reported 

good mental health. Therefore, I added type A and type B disease variables on the basis of Model b1 to 

change it into Model b2. Similarly, I added mood disorder and anxiety disorder on the basis of Model b2, 

and I added the sense of belonging on the basis of Model b3. In Model b5, the age at immigration is 

added on the basis of Model b4 in order to further investigate how this variable influences the probability 

of self-reported good mental health. Model b6 uses the country of birth to replace the length of residence 

and the age at immigration in Model b5, functioning as supplementary support for the HIE.  

The determinants of self-rated mental health emerge in the results of the final model. In order to 

further support the determinants of self-rated mental health for the older Chinese immigrants in Canada, I 

separately analyse the six models above again with only the samples of older Chinese immigrants in 

Canada. In this modelling strategy, Model b5 is the final model, so only this model is presented in 

Chapter Four. Other models can be found in Appendixes K and M. 

3.7.3 Modelling Strategy for CHARLS 

3.7.3.1 Modelling 

Another assumption of the HIE is that the emigrants are healthier than their counterparts remaining 

in the country of origin. In order to investigate this hypothesis with older Chinese immigrants in Canada, I 

use CCHS and CHARLS data to compare the health differences between older Chinese immigrants in 

Canada and older Chinese people living in China based on descriptive and multivariate analysis of the 
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two samples. The descriptive analysis covers demographic variables, the morbidity rates for chronic 

diseases, and the number of chronic diseases. The multivariate analysis focuses on the health determinants 

for the two populations. I create separate logistic regression models using comparable CCHS and 

CHARLS data and compare the regression results. 

For the modelling design, I wanted to have a similar model using CHARLS data to compare to the 

one I created using the CCHS data. CHARLS only investigates survey participants’ self-rated health and 

this variable is equivalent to “self-rated general health” in the CCHS, based on the meaning and context 

of the questions used in both questionnaires. To make the language more concise, the dependent variable 

in the remainder of this chapter is referred to as “self-rated health”, having binary responses of “good” 

and “poor”.  

When comparing the differences of self-rated health between the older Chinese immigrants in 

Canada and the older Chinese in China, the immigration characteristics and the knowledge of official 

Canadian languages were excluded in the models because they are not common characteristics for both 

populations. The location of residence in urban areas or rural areas was added because there are 

significant distinctions between urban and rural older Chinese people while the Canadian sample is 

overwhelmingly urban. Three binary logistic regression models examined the likelihood of self-reported 

good health within each sample. The modelling strategy is shown below. 

• Model c1: Demographics 

• Model c2: Demographics + Lifestyle 

• Model c3: Demographics + Lifestyle + Health Conditions (type A + type B) 

For presentation purposes, in Chapter Five, I only show the final model c3 with all variables. Other 

models can be found in Appendix N. 
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3.7.3.2 Data Cleaning of Dependent and Independent Variables for CHARLS 

The 2015 CHARLS questionnaire was designed to ask survey participants to measure their self-rated 

health twice with two different five-level scales. The scale with the order “1, very good; 2, good; 3, fair; 

4, poor; 5, very poor” was adopted by this study. To create an equivalent dependent variable about self-

rated health between the CHARLS and the CCHS, the five-level self-rated health variable in the 2015 

CHARLS was recorded as a binary variable using the same recoding method for the CCHS.  

Some independent variables in the 2015 CHARLS data are correlated with the 2011 and 2013 

CHARLS data because the CHARLS is a longitudinal study. The specific data cleaning processes of 

some independent variables are more complicated, and they are described below.  

Survey participants were asked two questions for the date of their birthday: “Q1. What is your date 

of birth on your ID card or the Household register?” and “Q2. What is your actual date of birth?”. 

Additionally, there were two alternative answers for Q2: “1. The same as on the Household or ID card” or 

“2. To update the date of birthday”. Both questions required participants to specify the year, month and 

day of their birthday. In this thesis, I only use the year of birthday to calculate age in 2015 based on 

“2015-year of birthday”. The year of birthday updated in Q2 is the first choice for the calculation. If a 

participant reported that the actual date of birth was the same on the Household or ID card, then the year 

of birthday provided in Q1 became the basis of calculation. 

In 2015 CHARLS, both new survey participants and continuing participants were asked the same 

question: “Has your highest level of education changed from the last wave? If so, what is the highest level 

of education you have attained now (not including adult education)?” New participants selected one of 

eleven education levels from “no formal education (illiterate)” to “doctoral degree/Ph.D.”. Continuing 

participants had a twelfth option as “no change”. For the continuing participants selecting “no change”, I 

needed to go through the 2013 and 2011 CHARLS data to verify their education level.  
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In the 2013 CHARLS, new participants and continuing participants were asked about their education 

levels in two different ways. New participants only answered the same question: “what is the highest level 

of education you have now attained”. Continuing participants were asked four related questions: “(1) We 

recorded your highest level of education as [education level] in the last wave, is it right? (2) Does the 

highest level of education contain adult education in the last wave? (3) What is the highest level of 

education in the last wave (not including adult education)? (4) Has your highest level of education 

changed from the last wave? If so, what is the highest level of education you have attained now (not 

including adult education)?” In China, the adult education system is different from full-time higher 

education, but only the degrees or diplomas obtained from full-time higher education are comparable to 

those from the Canadian education system. Therefore, only the highest level of education without adult 

education is considered the confirmed education level of older Chinese for this research. Moreover, there 

was also a twelfth option as “no change” for Question (4). If the participants answered “no change” in the 

2013 CHARLS, I checked the same participants’ education levels in the 2011 CHARLS. 

In the 2011 CHARLS, which is also the baseline of the CHARLS survey, all participants were asked 

only one question for the highest level of education they had attained. The data cleaning process is shown 

in Figure 3.1. 
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Figure 3.1 Verification process for the education level 

Subsequently, the education variable was recoded as a three-category variable, which is comparable 

to the education variable in the CCHS data: Category 1 - Less than secondary school graduation included 

“no formal education (illiterate)”, “did not finish primary school”, “sishu/home school”, and “elementary 

school”; Category 2 - Secondary school graduation, no post-secondary school education - “middle 

school”, “high school” and “vocational school” and Category 3 - Post-secondary certificate diploma or 

university degree - “two-/three-year college/associate degree”, “four-year college/bachelor’s degree”, 

“master’s degree”, and “doctoral degree/Ph.D.”  

“Marital Status” was recoded into two categories: married or cohabiting which included “married 

with spouse present”, “married but not living with spouse temporarily for reasons such as work” and 

“cohabitating” and single which included “separated”, “divorced”, “never married”, and “widowed”.  



    

53 

 

The income sources of older Chinese in China include personal pensions, per capita household 

income and per capita household public transfer income. The income variable for CCHS is calculated as 

the annual total of the above three sources. Each income source also has specific income items. In the 

survey, CHARLS participants were asked their best-estimated amount of income for each item. If they 

were not able to provide the best estimate, interviewers would ask respondents to choose a range in which 

their income fell as an alternative. For each range, the minimum and maximum values were recorded. If a 

value was missing, the income from that source was recoded as “0”. Overall, the income from each source 

was calculated as the best-estimated amount + (minimum range value+ maximum range value)/2.  

The total income of all items is a numeric variable, and it was recoded as an ordinal categorical 

variable for the comparison with the CCHS data. Moreover, due to the huge differences in income and 

level of consumption between urban areas and rural areas in China, the recoding method considered 

whether the participant lived in urban areas or rural areas. In 2016, urban residents’ per capita disposable 

median income was ¥31,554, and the rural residents’ per capita disposable median income was ¥11,149 

(Li & Chang, 2016; China National Bureau of Statistics, 2016, 2017). Therefore, the recoding of the 

income variable was conducted separately for urban residents and rural residents. For urban residents, 

annual income less than ¥25,000 was recoded as “low income”; annual income between ¥25,000 and 

¥40,000 was recoded as “middle income”; and annual income higher than ¥40,000 was recoded as “high 

income”. Similarly, for rural residents, annual income less than ¥10,000 was recoded as “low income”; 

annual income between ¥10,000 and ¥20,000 was recoded as “middle income”; and annual income higher 

than ¥20,000 was recoded as “high income”. 

The income items from each income source are presented here. Personal pension income is the total 

income from the following eight pension insurance programs: the pension program of the 

government/public institutions; the basic pension of firms; supplemental pension insurance of the 

government/public institutions/firms; urban and rural resident pension insurance; land expropriation 

pension insurance; life insurance; commercial pension insurance; and the old age pension allowance. 
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According to the CHARLS questionnaire, participants are asked for their best estimate of their monthly 

pension, so the total monthly pension is multiplied by 12 to get the approximate annual pension income.  

Per capita income is calculated by taking the annual household income of all kinds of activities 

divided by household size. The activities include agricultural and self-employed activities. Agricultural 

income refers to the total value of all cropping, forestry, livestock and fish products produced in the past 

year of the interview year. Self-employed income is defined as total annual income earned from the 

following activities: services (cooking, sewing, private clinic etc.), transportation, construction, mining, 

processing production, business, and so on.  

Per capita household public transfer income is total annual household public transfer income divided 

by household size. Public transfer income includes government subsidies for reforestation, agricultural 

activities, vulnerable groups without any means to support themselves, work injury subsidies to the 

immediate family members, emergency, or disaster relief.  

Table 3.3  

Formula of the Annual Personal Income 

 

 

Participants of the CHARLS were asked with whom they lived together. The options for this 

question included “spouse”, “my parents or parents in law”, “children”, “my siblings”, “my spouse’s 

siblings”, and “none of the above”. The responses of this question were recoded for the variable “living 

alone”. The answers being “none of the above” were coded as “yes” for living alone. All other answers 

were recoded as “no”. 

Comment

1 - Income

1.1 - Pension Value = Monthly pension × 12 

1.2 - Household income per capita

1.2.1 - Household agricultural income Includes the following activities: cropping, forestry, live-stock and fish products income

1.2.2 - Self-employed activities income Includes the following activities: Services, Transportation, Construction, Mining, Processing production, Business etc.

Component
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The location of residence was recoded based on the participants’ current address. The responses 

including “main city zone”, “combination zone between urban and rural areas”, “the town center”, 

“zhenxiang area”, and “special area” were recoded as “urban”. The responses including “township 

central” and “village” were recoded as “rural”.  

3.7.3.3 Lifestyle 

They type of drinker was measured by this question: “Did you drink any alcoholic beverages, such as 

beer, wine, or liquor in the past year? How often?” There were three options: “Drink more than once a 

month”, “Drink but less than once a month”, and “None of these”. The variable entered the data analysis 

without being recoded.  

The type of smoker was defined by responses to three questions about smoking. Questions differed 

for new participants and continuing participants. New interview participants were asked: “Have you ever 

chewed tobacco, smoked a pipe, smoked self-rolled cigarettes, or smoked cigarettes/cigars?” If they 

answered “no”, they skipped the smoking section. If they answered “yes”, they would be asked: “Do you 

still have the habit, or have you totally quit?” The alternative answers for this question were: “still have”, 

“quit” or “never smoked”, and the type of smoker could be confirmed in this step. For continuing 

participants who did not report having ever smoked, they went through the same process as new 

participants to confirm whether their smoking status had changed between the last wave and the current 

wave. For continuing participants who reported having ever smoked in the 2013 CHARLS, they were 

only asked the second question to confirm their current smoking status. 
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Figure 3.2 Verification process for smoking status 

3.7.3.4 Health Conditions 

The 2015 CHARLS provided a list of 14 chronic diseases. They are Asthma, Arthritis or 

rheumatism, Hypertension, Chronic lung diseases, Stomach or other digestive diseases, Dyslipidemia, 

Liver disease, Kidney disease, Diabetes or high blood sugar, Heart problems, Cancer or malignant 

tumour, Stroke, Memory-related disease and Emotional, nervous, or psychiatric problems. The list in the 

2015 CHARLS is slightly different from the list in the 2015/16 CCHS. To better compare the same health 

conditions for both populations, I used the recoding method introduced in the modelling strategy of self-

rated general health to generate two new variables “having type A+ diseases” and “having type B+ 

diseases” with the co-occurring chronic diseases in both CCHS and CHARLS. The type A+ diseases 

included asthma, arthritis or rheumatism, hypertension, chronic lung diseases, and stomach or other 

digestive diseases. The type B+ diseases included diabetes, heart problems, cancer or malignant tumour, 

stroke, and memory-related disease. For participants having any type A+ or type B+ diseases, the 

variables “having type A+ diseases” or “having type B+ diseases” was recorded as “yes”, otherwise 

recorded as “no”. These recodes are used in both the CCHS and the CHARLS data. Similarly, these are 

also purely for modelling purposes. I do not follow McDonald and Kennedy's (2004) interpretation of 
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whether the disease is life-threatening or not, because all chronic diseases can be life-threatening diseases 

for both older Chinese immigrants in Canada and older Chinese in China. 

The variables used in the analysis of CHARLS and how they were recoded is summarized in Table 

3.4.  

Table 3.4  

List of Independent Variables in the Modelling Strategy for the CHARLS Data 

 

Category Variable Coding 

Demographics Age 1, Aged 60-69 years  

2, Aged 70-79 years  

3, Aged 80 years and over  

Sex 1, Male  

2, Female 

Education 1, Less than secondary school graduation 

2, Secondary school graduation, no post-secondary education 

3, Post-secondary education/certificate/diploma or university degree 

Marital status 1, Widowed, divorced, separated or single.  

2, Married or common-law relationship. 

Income 1, Low income (urban<¥25,000, rural<¥10,000) 

2, Middle income (urban¥25,000- ¥40,000, rural¥10,000- ¥20,000) 

3, High income (urban>¥40,000, rural>¥20,000) 

Living Alone 0, No  

1, Yes 

Location of 

residence 

0, Urban  

1, Rural 

Lifestyle Drinking 1. Regular drinker 

2. Occasional drinker  

3. No 

Smoking 1. Daily 

2. Occasionally 

3. No 

Health Conditions Type A+ diseases 0, No 

1, Yes 

Type B+ diseases 0, No 

1, Yes 
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3.8 Mixed Methods of Primary Data Analysis 

3.8.1 Modelling Strategy for Survey Data 

3.8.1.1 Variables and Statistical Methods 

The third survey used in the thesis was self-administered and supports the investigation of the 

influences of demographic characteristics, work/retirement status, and physical health and mental health 

on self-rated health and variations in health of older Chinese immigrants in the GTA. There are two 

binary dependent variables generated from the survey. The first dependent variable is self-rated health 

with the values as “good” and “poor”. The second dependent variable is variations in health with the 

values of “worse” and “stable/better”. The independent variables generated from the survey are divided 

into four groups: demographic characteristics, work/retirement status, physical health, and mental health. 

The list of variables is shown below.  

The questions about physical health in the survey adopted the list of chronic diseases used in the 

CHARLS. The generation of type A and type B diseases also used the same method introduced in the 

modelling strategy for CHARLS to create the variables sharing the same names. For the survey data, type 

A diseases included asthma, arthritis or rheumatism, hypertension, chronic lung disease, stomach or other 

digestive diseases, dyslipidemia, liver disease, and kidney disease. Type B diseases included diabetes or 

high blood sugar, heart problems, cancer or malignant tumour, stroke, and memory-related disease. 

The methods of analysis included cross-tabulation, bivariate analysis, and multivariate analysis. In 

bivariate analysis, Chi-square tests are used to examine the association between either of the dependent 

variables and the four groups of independent variables. The independent variables that are significantly 

related to self-rated general health are then selected for use in the multivariate analysis. In multivariate 

analysis, binary logistic regression is used to examine the significance of the independent variables on 

self-rated health or variations in health. All quantitative data are analysed with IBM SPSS Statistics 25.0. 

The completed list of variables can be found in Appendix I. 
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3.8.1.2 Modelling 

Each model group contains two regression models. Self-rated health and variations in health are the 

dependent variables of the two regression models. 

• Model group a: Demographics (full characteristics) + Immigration Characteristics 

• Model group b: Demographics (age and gender) + Social Participation 

• Model group c: Demographics (age and gender) + Physical Health Conditions 

• Model group d: Demographics (age and gender) + Mental Health Conditions 

This modelling strategy aims to investigate how different categories of variables separately influence 

self-rated health and variations in health since the participants immigrated to Canada. This strategy helps 

to identify the significant factors within each category. The results of all models using the GTA survey 

are presented in Chapter Six. 

3.8.2 Qualitative Analysis for Interviews 

The qualitative data come from semi-structured interviews with older Chinese immigrants carried out 

as part of the fieldwork in the GTA. The interview data are investigated using NVivo 12. Thematic 

analysis is used to analyse the interview transcripts, so that the themes that came up repeatedly in the 

opinions of older Chinese immigrants as reasons for their variations in health can be identified. The 

general phases of thematic analysis include: familiarization with data; generating initial codes; searching 

for themes; reviewing themes; defining and naming themes; and producing the report (Braun & Clarke, 

2006). 

Before the interviews commenced, participants were asked to give their consent for joining the 

interview after fully acknowledging the research context and their rights to end or withdraw from the 

study at any time. For the consent, 46 participants signed a hard-copy consent form, 1 participant gave 

consent with a voice message by WeChat, and 4 other participants gave consent with written messages. 

The interviews were carried out in Mandarin or Cantonese according to the participants’ preferences. 

Most of the participants declined to have their responses recorded, so detailed written notes of the 
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conversation of all participants were taken, refined with Chinese transcripts, and then translated into 

English. All transcripts were repeatedly reviewed carefully during the noting, refining, and translating. 

The qualitative analysis of the interview transcript was conducted with the software NVivo 12. 

Transcripts were read line by line during the coding process. The primary coding was completed based on 

the 44 questions in the interview guide. The primary coding generated 164 sub-codes, and the sub-codes 

were merged to create 37 unique codes. The unique codes were further grouped into eight categories, and 

finally, two themes were generated from the eight categories. The themes are fully discussed in Chapter 

Seven. In Chapter Seven, conclusions are drawn from participants’ opinions regarding Canada’s health 

care system, health awareness, environment, finance, social connection, everyday activities, emotional 

and spiritual support and other sub-themes related to their physical health and mental health.  
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Chapter 4 

Examining the HIE on older Chinese immigrants in Canada 

4.1 Introduction 

This chapter aims to answer the following questions: “What is the health gap between older Chinese 

immigrants in Canada and older Canadian-born residents? How does the length of residence in Canada 

influence older Chinese immigrants’ health?” To carry out the health comparison between older Chinese 

immigrants in Canada and older Canadian-born residents in Canada, samples representing the two 

populations are selected from the CCHS and analysed with cross-tabulation, bivariate analysis, and 

multivariate analysis. The probability of reporting good general and good mental health for the two 

populations are compared separately using binary logistic regression models. To verify the health 

determinants of older Chinese immigrants’ self-rated general and mental health, the multivariate analysis 

will be repeated using only samples of older Chinese immigrants in Canada. There are five models for the 

analysis of self-rated general health and six models for the analysis of self-rated mental health. For 

presentation purposes, only the descriptive results and final models are presented. The more detailed 

results of the regression models can be found in Appendix J, K, L, M and N. 

4.2 Health differences Between Older Chinese Immigrants and Older Canadian-born 

Residents  

4.2.1 Descriptive Analysis 

In this section, I use cross-tabulations to analyse the demographic structure and the chronic disease 

morbidity differences of older Canadian-born residents and older Chinese immigrants who participated in 

the 2011/12, 2013/14 and 2015/16 CCHS cycles. All the CCHS data are weighted with the variable name 

WTS_MHH for the master weight (see CCHS data dictionary for more detailed information).  
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4.2.1.1 Demographics 

The composition of age and gender of the older Canadian-born residents and the older Chinese 

immigrants are similar in the pooled CCHS data (Table 4.1). The proportion of older age groups in both 

samples was lower than for other age groups, while the percentage of older Chinese immigrants aged 80 

years and over was slightly higher than the percentage of older Canadian-born residents in the same age 

group. There are more female participants than male participants in both survey samples.  

Significant differences for other demographic variables exist between the two samples. Compared 

with older Canadian-born residents, older Chinese immigrants are more likely to be in married or 

common-law relationships and less likely to live alone. They are also more likely to have post-secondary 

certificate diplomas or university degrees but low incomes. The proportion of individuals living in 

population centers among older Chinese immigrants was 97.35% versus 74.42% for older Canadian-born 

residents. Regarding the mastery of official languages, the rate of speaking neither English nor French 

among older Chinese immigrants reached 41.65%, versus only 0.03% for older Canadian-born residents.  

When considering lifestyle, the rate of non-smokers among older Chinese immigrants was 

dramatically higher than the rate for older Canadian-born residents (71.11% versus 27.79%). It was less 

common for older Chinese immigrants to smoke regardless of different smoking frequencies. In addition, 

older Chinese immigrants also drank less frequently than older Canadian-born residents. 

Older Chinese immigrants had advantages in clinical health status but disadvantages in self-rated 

health status. The morbidity rate for Type A chronic diseases among older Chinese immigrants was 

61.06% versus 73.07% for older Canadian-born residents. Moreover, Older Chinese immigrants were 

significantly less likely to have Type B chronic diseases than older Canadian-born residents (30.77% 

versus 36.95%). As to mental health, the morbidity rates for both mood disorder and anxiety disorder 

among older Chinese immigrants were notably lower than older Canadian-born residents. However, the 

proportion of individuals reporting good general health among older Chinese immigrants was lower than 

the one among older Canadian-born residents (73.99% versus 81.42%). Similarly, the proportion of self-
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rated good mental health among older Chinese immigrants was also lower than the proportion among 

older Canadian-born residents (89.57% versus 94.69%). Older Chinese immigrants also reported a lower 

sense of belonging to local communities than older Canadian-born residents.  

Table 4.1  

Demographic Data for Older Canadian-Born Residents and Older Chinese Immigrants, Based on the 

CCHS Data 

 

Variable Category 

Older Canadian-born residents 

(N=15,508,880) 

Older Chinese immigrants 

(N=484,040) 

N % N % 

Age 

60-69 years old 8,717,740 56.2 277,900 57.4 

70-79 years old 4,528,440 29.2 129,050 26.7 

>= 80 years old 2,262,700 14.6 77,090 15.9 

Sex 
Male 7,223,110 46.6 233,260 48.2 

Female 8,285,780 53.4 250,780 51.8 

Marital Status 

Widowed, Separated, 

Divorced, or Single 
5,265,960 34.0 124,060 25.7 

Now Married or Common 

Law 
10,216,280 66.0 358,350 74.3 

Income 

Low income, <$19,999 4,529,590 29.2 236,970 49.0 

Middle income, $20,000-

$49,999 
7,851,180 50.6 188,840 39.0 

High income, $50,000 or 

more 
3,128,120 20.2 58,230 12.0 

Education 

Less than secondary 

school graduation 
4,045,980 26.6 118,600 25.2 

Secondary school 

graduation, no post-

secondary education 

3,095,290 20.3 93,370 19.8 

Post-secondary certificate 

diploma or university 

degree 

8,091,800 53.1 259,130 55.0 

Living alone 
No 11,237,280 72.6 411,730 85.6 

Yes 4,250,090 27.4 69,350 14.4 

Smoking 

Daily 1,748,370 11.3 9,660 2.0 

Occasional 271,190 1.8 4,930 1.0 

Always occasional 2,399,740 15.6 21,180 4.4 

Former daily 4,510,540 29.2 56,550 11.9 

Former occasional 2,209,820 14.3 45,440 9.5 

Never smoked 4,287,850 27.8 339,130 71.1 
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Drinking 

Regular drinker 9,098,040 59.0 101,250 21.1 

Occasional drinker 2,519,110 16.3 121,190 25.2 

No  3,808,830 24.7 258,040 53.7 

Type A diseases No 4,176,220 26.9 188,490 38.9 

Yes 11,332,660 73.1 295,550 61.1 

Type B diseases 
No 9,778,270 63.1 335,110 69.2 

Yes 5,730,610 37.0 148,930 30.8 

Mood disorder 
Yes 1,091,160 7.1 19,890 4.1 

No 14,389,140 93.0 463,220 95.9 

Anxiety disorder 
Yes 858,060 5.5 10,170 2.1 

No 14,623,090 94.5 469,220 97.9 

Sense of 

belonging 

Very weak 1,005,680 6.9 50,620 11.7 

Somewhat weak 3,018,150 20.7 91,330 21.0 

Somewhat strong 7,135,930 49.0 215,760 49.7 

Very strong 3,417,220 23.4 76,580 17.6 

Self-rated general 

health 

Poor 2,875,810 18.6 125,730 26.0 

Good 12,600,820 81.4 357,750 74.0 

Self-rated mental 

health 

Poor 787,410 5.3 45,940 10.4 

Good 14,050,500 94.7 394,450 89.6 

Self-rated general 

health-5 levels 

Poor 764,140 4.9 23,160 4.8 

Fair 2,111,670 13.6 102,560 21.2 

Good 4,828,020 31.2 200,920 41.6 

Very good 5,261,120 34.0 108,810 22.5 

Excellent 2,511,680 16.2 48,020 9.9 

Self-rated mental 

health-5 levels 

Poor 140,330 1.0 6,280 1.4 

Fair 647,080 4.4 39,660 9.0 

Good 3,413,510 23.0 172,680 39.2 

Very good 5,454,470 36.8 138,830 31.5 

Excellent 5,182,510 34.9 82,940 18.8 

Language-2 levels 
Neither language 4,550 0.0 201,560 41.7 

English or French 15,497,370 100.0 282,410 58.4 

Location 
Population center (urban) 11,541,960 74.4 471,200 97.4 

Rural 3,966,920 25.6 12,840 2.7 

 

Variable Category 

Older Canadian-born residents 

(N=15,508,880) 

Older Chinese immigrants 

(N=484,040) 

N % N % 
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4.2.1.2 Chronic Conditions 

The CCHS also reported the morbidity rates for specific type A and type B chronic diseases among 

its participants. I extracted the relevant morbidity rates for older Canadian-born residents and older 

Chinese immigrants for seven type A chronic diseases and seven type B chronic diseases (Table 4.2). 

There were significant differences in the morbidity rates for all chronic diseases between both samples 

except for diabetes. The morbidity rates for chronic diseases, excluding stomach or intestinal ulcers, 

Alzheimer’s disease and other dementia, among older Chinese immigrants were lower than the rates for 

older Canadian-born residents, which indicated that older Chinese immigrants had better physical health 

than their older Canadian-born counterparts.  

Table 4.2  

Morbidity Rates for Chronic Diseases for Older Canadian-Born Residents and Older Chinese 

Immigrants, Based on the CCHS Data 

 

Variable Category 

Older Canadian-born 

residents 

(N=15,508,880) 

Older Chinese immigrants 

(N=484,040) χ2 df P-value2 

N % N % 

Asthma 
Yes 1,288,650 8.3 16,850 3.5 14639.299 1 0 

No 14,198,720 91.7 467,070 96.5    

Arthritis 
Yes 6,429,900 41.6 102,720 21.5 77771.239 1 0 

No 9,032,140 58.4 375,990 78.5    

Back problems 
Yes 3,939,850 25.5 90,850 18.8 10884.348 1 0 

No 11,532,430 74.5 391,470 81.2    

Hypertension 
Yes 6,526,200 42.2 201,820 42.0 7.112 1 0.008 

No 8,926,650 57.8 278,250 58.0    

Migraine 

headaches 

Yes 933,740 6.0 22,770 4.7 1431.026 1 0 

No 14,561,310 94.0 460,200 95.3    

Lung disease 
Yes 1,200,890 7.8 15,590 3.2 13535.935 1 0 

No 14,272,010 92.2 465,470 96.8    

Diabetes 
Yes 2,411,910 15.6 74,680 15.5 3.300 1 0.069 

No 13,073,130 84.4 407,760 84.5    

 

2 Following the data disclosure regulations of QRDC, some possibilities showing 0 represents low probability or 

significance that an observed difference could have occurred just by random chance. This applies to the tables 

throughout Chapter 4. 
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Variable Category 

Older Canadian-born 

residents 

(N=15,508,880) 

Older Chinese immigrants 

(N=484,040) χ2 df P-value 

N % N % 

Heart disease 
Yes 2,203,630 14.3 48,790 10.1 6740.850 1 0 

No 13,222,510 85.7 434,190 89.9    

Cancer 
Yes 809,810 5.2 21,580 4.5 545.521 1 1.2E-120 

No 14,656,650 94.8 460,560 95.5    

Stomach or 

intestinal ulcers 

Yes 312,560 3.2 13,500 4.3 1306.916 1 3.6E-286 

No 9,603,090 96.9 300,120 95.7    

Stroke 
Yes 494,350 3.2 11,600 2.4 964.719 1 8.4E-212 

No 14,992,140 96.8 472,060 97.6    

Urinary 

incontinence 

Yes 984,880 9.9 22,400 7.1 2665.920 1 0 

No 8,943,690 90.1 291,580 92.9    

Bowel disorder 
Yes 649,960 6.6 10,930 3.5 4764.017 1 0 

No 9,269,730 93.5 303,300 96.5    

Alzheimer's 

disease and 

other dementia 

Yes 222,990 1.4 12,940 2.7 4986.225 1 0 

No 15,259,280 98.6 468,660 97.3    

4.2.2 The HIE and Self-rated General Health 

Apparent self-rated general health differences have been observed between older Chinese immigrants 

and older Canadian-born residents in the descriptive analysis. In order to verify the HIE on older Chinese 

immigrants in Canada, I further examined the influence of length of residence in Canada on self-rated 

general health of older Canadian-born residents and older Chinese immigrants’ mixed samples. Since the 

variable “length of residence” in this chapter was generated using the “country of birth” and “residence 

length since immigration” variables, “length of residence” can help to identify both immigrants and their 

length of residence in Canada. Besides the length of residence, I also analysed other social determinants 

of self-rated general health. First, I tested the relationship between self-rated general health and selected 

determinants using Chi-square tests. Second, I investigated the significance of those social determinants 

on self-rated health at the multivariate level with logistic regression.  

The bivariate analysis mainly focuses on the influence of immigration status, demographics, lifestyle 

and health conditions on the self-rated general health in the combined sample of Chinese immigrants and 

Canadian-born residents (Table 4.3). The data in the table are weighted and rounded figures. In Table 4.3, 
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there are only four categories associated with the “age at immigration” variable, because two categories -

“Chinese born, aged 0-17 at immigration” and “Chinese born, aged 18-34 at immigration” were merged 

into “Chinese born, aged 0-34 at immigration” because of Statistics Canada rules for disclosure of data 

analysed through the QRDC. The health conditions variables consist of “type A diseases” and “type B 

diseases”. All the variables are significant in the Chi-square tests, so they are selected into the logistic 

regression models for exploring the HIE on older Chinese immigrants’ self-rated general health. 

Table 4.3  

Bivariate Analysis of the Self-Rated General Health of Older Canadian-Born Residents and Older 

Chinese Immigrant, Based on the CCHS Data 

 

Variable Category Self-rated General Health Chi-Square df P-value 

Poor Good 

Age 60-69 years old 1,417,950 7,566,700 181990.593 2 0 

70-79 years old 936,480 3,708,650 
   

>= 80 years old 647,110 1,683,220 
   

Sex Male 1,427,280 6,014,220 1273.745 1 5.7E-279 

Female 1,574,250 6,944,340 
   

Marital status Widowed, separated, 

divorced, or single 

1,247,840 4,129,300 102547.345 1 0 

Now married or common 

law 

1,749,550 8,805,440 
   

Income Low income, <$19,999 1,403,590 3,352,270 575201.431 2 0 

Middle income, 

$20,000-$49,999 

1,296,430 6,726,100 
   

High income, $50,000 or 

more 

301,510 2,880,200 
   

Education Less than secondary 

school graduation 

1,216,360 2,934,200 418202.209 2 0 

Secondary school 

graduation, no post-

secondary education 

528,330 2,654,750 
   

Post-secondary 

certificate diploma or 

university degree 

1,197,830 7,141,930 
   

Language English only 1,976,040 8,142,780 78090.905 3 0 

French only 530,840 2,231,280 
   

Both French and English 418,710 2,447,530 
   

Neither French nor 

English 

74,760 131,240 
   

Living Alone No 2,075,910 9,552,020 25755.589 1 0 

Yes 921,420 3,386,270 
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Smoking Daily 497,340 1,256,760 169609.726 5 0 

Occasional 58,460 217,400 
   

Always occasional 450,210 1,965,490 
   

Former daily 913,970 3,644,650 
   

Former occasional 306,320 1,946,290 
   

Never smoked 752,420 3,863,080 
   

Drinking Regular drinker 1,174,080 8,015,730 581838.448 2 0 

Occasional drinker 588,830 2,045,910 
   

No  1,221,020 2,829,340 
   

Type A diseases No 305,420 4,053,580 546832.368 1 0 

Yes 2,696,120 8,904,980 
   

Type B diseases No 1,004,300 9,093,850 1413769.780 1 0 

Yes 1,997,230 3,864,720 
   

Length of 

residence 

Canadian-born 2,875,810 12,600,820 19099.102 2 0 

Chinese immigrant, 

residence between 0 and 

9 years 

16,130 30,470 
   

Chinese immigrants, 

residence more than 10 

years 

105,370 314,070 
   

Age at 

immigration 

Canadian-born 2,875,810 12,600,820 28294.707 4 0 

Chinese born, aged 0-34 

at immigration 

31,460 136,500 
   

Chinese born, aged 35-

49 at immigration 

36,150 98,260 
   

Chinese born, aged 50 

and over at immigration 

53,900 109,780 
   

Country of Birth Canada 2,875,810 12,600,820 16919.602 1 0 

China 125,730 357,750 
   

 

Table 4.4 presents the results of the logistic regression model examining older Chinese immigrants’ 

self-rated general health. As the primary purpose of this chapter is to further investigate the HIE, the key 

variable in this regression is the length of residence, which distinguishes older Canadian-born residents 

from older Chinese immigrants. All the variables are statistically significant. The controlled variables 

include age, gender, marital status, income, education, language, living alone, type of smoker and type of 

drinker. The length of residence and age at immigration variables are generated from the variable 

“country of birth”. Therefore, there is multicollinearity between “country of birth” and either one of the 

other two variables. Hence, they are not included in the same model.  

In terms of immigration characteristics, compared with older Canadian-born residents, older Chinese 

immigrants, regardless of their length of residence in Canada, are less likely to self-rate their general 

Variable Category Self-rated General Health Chi-Square df P-value 

Poor Good 
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health as good. The odds ratio of older Chinese immigrants whose length of residency is more than 10 

years are less likely to rate their general health as good compared to those with a residency length 

between 0 and 9 years (0.445 versus 0.822). Regarding the age at immigration, the situation was more 

complex. Compared with older Canadian-born residents, older Chinese who immigrated at ages between 

18 and 49 years old are less likely to report good general health. The probability of older Chinese aged 50 

and over at immigration self-rating their general health as good is not significantly different from older 

Canadian-born residents. Only older Chinese aged between 0 and 17 years at immigration are 

dramatically more likely to self-rate their general health as good.  

Regarding the control variables, female participants, those married or in a common-law relationship 

and those living alone had a higher probability of reporting better general health. Income and education 

were also positively related to self-rated general health. Compared with individuals knowing neither 

French nor English, those mastering one or both official Canadian languages were significantly more 

likely to self-rate their general health as good. Compared with daily smokers, those who smoked less 

often were more likely to self-rate their general health as good. On the contrary, compared with regular 

drinkers, those who drank less often were less likely to self-rate their general health as good. Regarding 

age, compared with the 60-69 years old group, the participants aged 70-79 years were more likely to self-

rate their general health as good, while the participants aged 80 years and over were less likely to self-rate 

their general health as good. Participants with type A or type B chronic diseases showed a much lower 

likelihood of rating their general health as good than those without type A or type B chronic diseases.  
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Table 4.4  

Logistic Regression Predicting Good Self-Rated General Health for Older Canadian-Born Residents and 

Older Chinese Immigrants in Canada, Based on the CCHS Data 

 

Variable Category B S.E. Wald df Sig. Exp(B) 95% C.I. for 

EXP(B) 

Lower Upper 

Length of 

residence 

  

  

Canadian-born 

(ref.) 

    3665.235 2 0.000 
   

Chinese 

immigrant, 

residence 

between 0 and 9 

years 

-0.809 0.014 3542.884 1 0.000 0.445 0.434 0.458 

Chinese 

immigrants, 

residence more 

than 10 years 

-0.197 0.011 334.138 1 0.000 0.822 0.804 0.839 

Age 

  

  

60-69 years old     14810.378 2 0.000 
   

70-79 years old 0.055 0.002 1081.603 1 0.000 1.057 1.054 1.061 

>= 80 years old -0.200 0.002 9266.249 1 0.000 0.819 0.816 0.822 

Sex Female 0.207 0.002 17673.101 1 0.000 1.230 1.226 1.234 

Marital 

status 

Now married or 

common law 

0.370 0.002 23800.097 1 0.000 1.448 1.441 1.455 

Income 

  

  

 

  

Low income, 

<$19,999 

    120627.559 2 0.000 
   

Middle income, 

$20,000-$49,999 

0.437 0.002 73512.341 1 0.000 1.547 1.542 1.552 

High income, 

$50,000 or more 

0.776 0.003 96222.178 1 0.000 2.173 2.162 2.183 

Education 

  

  

Less than 

secondary school 

graduation 

  
54180.149 2 0.000 

   

Secondary 

school 

graduation, no 

post-secondary 

education 

0.348 0.002 27496.961 1 0.000 1.416 1.411 1.422 

Post-secondary 

certificate 

diploma or 

university degree 

0.390 0.002 49857.204 1 0.000 1.476 1.471 1.481 

Language 

  

  

  

Neither French 

nor English 

  
13516.738 3 0.000 

   

English only 0.400 0.009 1815.782 1 0.000 1.491 1.464 1.519 

French only 0.540 0.010 3198.597 1 0.000 1.716 1.685 1.749 

Both French and 

English 

0.593 0.010 3820.068 1 0.000 1.810 1.776 1.844 

Living 

Alone 

Yes 0.173 0.003 4782.633 1 0.000 1.189 1.183 1.195 
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Type of 

smoker - 

(D) 

  

  

  

  

  

Daily 
  

115034.581 5 0.000 
   

Occasional 0.235 0.006 1786.170 1 0.000 1.265 1.251 1.279 

Always 

occasional 

0.375 0.003 19551.433 1 0.000 1.455 1.448 1.463 

Former daily 0.504 0.002 45961.630 1 0.000 1.655 1.648 1.663 

Former 

occasional 

0.764 0.003 69271.084 1 0.000 2.148 2.135 2.160 

Never smoked 0.762 0.002 94430.471 1 0.000 2.143 2.132 2.153 

Type of 

drinker (12 

months) 

  

  

Regular drinker 
  

157887.973 2 0.000 
   

Occasional 

drinker 

-0.399 0.002 40061.979 1 0.000 0.671 0.668 0.673 

No  -0.678 0.002 155997.561 1 0.000 0.508 0.506 0.510 

Type A 

diseases 

Yes -1.101 0.002 260103.707 1 0.000 0.333 0.331 0.334 

Type B 

diseases 

Yes -1.298 0.001 763057.646 1 0.000 0.273 0.272 0.274 

Age at 

immigration 

  

  

  

Canadian-born 
  

2734.942 3 0.000 
   

Chinese born, 

aged 0-17 at 

immigration 

1.461 0.041 1249.157 1 0.000 4.310 3.975 4.674 

Chinese born, 

aged 18-34 at 

immigration 

-0.163 0.012 177.710 1 0.000 0.850 0.830 0.870 

Chinese born, 

aged 35-49 at 

immigration 

-0.340 0.011 984.760 1 0.000 0.711 0.697 0.727 

Constant 
 

1.344 0.010 18049.734 1 0.000 3.836 
  

 

4.2.3 The HIE and Self-rated Mental Health 

To investigate how the HIE affects the self-rated mental health of older Chinese immigrants in 

Canada is another research interest in this thesis. Self-rated mental health helps to indicate people’s 

awareness of their psychological well-being (Zuvekas et al. 2019). Self-rated mental health might be 

related to clinical mental health status. Thus, the indicators of “having mood disorder”, “anxiety disorder” 

and “sense of belonging” are included in the self-rated mental health analysis. Similar to the analysis of 

the HIE on self-rated general health, in this section, I use a bivariate analysis and binary logistic 

regressions to analyse the HIE on the self-rated mental health of older Chinese immigrants and identify 

other social determinants of self-rated mental health. The data come from the combined samples of older 

Variable Category B S.E. Wald df Sig. Exp(B) 95% C.I. for 

EXP(B) 

Lower Upper 
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Canadian-born residents and older Chinese immigrants aged 60 years and over recruited for the CCHS 

2011-2016 cycles. All data are weighted and rounded for secondary analysis. 

The associations between self-rated mental health and each variable of immigration characteristics, 

demographics, lifestyle, and physical and mental health conditions were examined using Chi-square tests 

at a bivariate level (Table 4.5). The categories within age at immigration were combined in the bivariate 

analysis to comply with the regulations of the QRDC. The crosstab of length of residence and self-rated 

mental health was not used in the bivariate analysis because of the collinearity issue discussed above, but 

the length of residence was included in the logistic regression model because the association was 

significant when using both weighted and unweighted data. All variables were significantly related to 

self-rated mental health in a bivariate level, so they were included for a multivariate analysis. 

 

Table 4.5  

Bivariate Analysis of the Self-Rated Mental Health of Older Canadian-Born Residents and Older Chinese 

Immigrant, Based on the CCHS Data 

 

Variable Category Self-rated Mental Health Chi-Square df P-value 

Poor Good 

Age 60-69 years old 490,950 8,339,040 12645.687 2 0 

70-79 years old 205,520 4,221,270 
   

>= 80 years old 136,880 1,884,650 
   

Sex Male 369,550 6,643,120 857.194 1 2E-188 

Female 463,800 7,801,830 
   

Marital status Widowed, separated, 

divorced, or single 
389,340 4,786,600 

64860.29 1 0 

Now Married or 

Common Law 
442,780 9,633,810 

   

Income Low income, <$19,999 386,040 4,050,700 139511.407 2 0 

Middle income, $20,000-

$49,999 
355,160 7,364,410 

   

High income, $50,000 or 

more 
92,150 3,029,830 

   

Education Less than secondary 

school graduation 
323,170 3,519,810 

86349.507 2 0 

Secondary school 

graduation, no post-

secondary education 

146,590 2,921,900 

   

Post-secondary 

certificate diploma or 

university degree 

353,580 7,761,160 
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Language English Only 599,180 9,099,320 90453.239 3 0 

French Only 101,980 2,523,020 
   

Both French and English 101,530 2,675,390 
   

Neither French nor 

English 
30,470 140,590 

   

Living Alone No 520,210 10,469,550 39924.553 1 0 

Yes 312,440 3,954,480 
   

Smoking Daily 157,250 1,548,380 61950.554 5 0 

Occasional 20,590 248,300 
   

Always occasional 122,860 2,183,120 
   

Former daily 220,300 4,147,420 
   

Former occasional 85,740 2,102,030 
   

Never smoked 223,970 4,165,080 
   

Drinking Regular drinker 339,110 8,607,000 126095.218 2 0 

Occasional drinker 169,820 2,356,550 
   

No drink last12m 319,370 3,407,810 
   

Type A diseases No 123,520 4,092,800 71995.102 1 0 

Yes 709,830 10,352,150 
   

Type B diseases No 367,210 9,478,350 159717.083 1 0 

Yes 466,140 4,966,600 
   

Mood disorder Yes 311,740 705,780 1354803.11 1 0 

No 514,170 13,725,910 
   

Anxiety disorder Yes 188,110 612,310 537585.373 1 0 

No 639,760 13,812,700 
   

Sense of belonging Very weak 160,020 892,110 322660.356 3 0 

Somewhat weak 257,350 2,847,510 
   

Somewhat strong 293,570 7,046,520 
   

Very strong 98,130 3,387,670 
   

Age at 

immigration 

Canadian-born 787,410 14,050,500 31147.768 4 0 

Chinese born, aged 0-34 

at immigration 
11,300 151,890 

   

Chinese born, aged 35-49 

at immigration 
15,750 107,430 

   

Chinese born, aged 50 

and over at immigration 
18,200 121,190 

   

Country of birth Canada 787,410 14,050,500 21781.979 1 0  
China 45,940 394,450 

   

The primary purpose of the multivariate analysis is to analyse the HIE on the self-rated mental health 

of older Chinese immigrants. In addition, the use of logistic regression also helps to investigate how 

immigration characteristics, demographics, lifestyle, and health conditions influenced individuals’ self-

rated mental health. The key covariate variable in these regressions is “length of residence”.  

Regarding the length of residence, compared with older Canadian-born residents, older Chinese 

immigrants with a residency length in Canada between 0 and 9 years were twice as likely to report good 

self-rated mental health. On the contrary, the likelihood that older Chinese immigrants with a residency 

Variable Category Self-rated Mental Health Chi-Square df P-value 

Poor Good 
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length in Canada of 10 or more years reported good mental health was not significantly different from 

older Canadian-born residents. In terms of age at immigration, older Chinese who were between 0 and 17 

years old when they immigrated or immigrated after they turned 50 years old were more likely to self-rate 

their mental health as good compared to older Canadian-born residents. On the contrary, the older 

Chinese who immigrated when they were between 18 and 49 years old were less likely to self-rate their 

mental health as good compared to their older Canadian-born counterparts.  

For the demographics, compared with the 60-69 age group, the 70-79 years old group was more 

likely to report good mental health, but the 80 years old and over group were less likely to report good 

mental health. In addition, female individuals, those married or in common-law relationships, those 

having high income or receiving better education and those mastering more Canadian official languages, 

were more likely to report good mental health. Living alone was negatively related to good self-rated 

mental health. Regarding lifestyle, those who never smoked or quit smoking were more likely to report 

good mental health. However, the occasional drinkers and non-drinkers in the last 12 months were less 

likely to self-rate their mental health as good compared to regular drinkers. Overall, the individuals who 

have any type A diseases, type B diseases, a mood or anxiety disorder were obviously less likely to report 

good mental health. The sense of belonging was positively related to the probability of reporting good 

mental health. 
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Table 4.6  

Logistic Regression Predicting Good Self-Rated Mental Health for Older Canadian-Born Residents and 

Older Chinese Immigrants, Based on the CCHS Data 

 

Variable Category B S.E. Wald df Sig. Exp(B) 95% C.I. for 

EXP(B) 

Lower Upper 

Age at 

immigration 

  

  

  

  

Canadian-born 
  

3893.576 4 0.000 
   

Chinese born, aged 0-

17 at immigration 

1.219 0.089 187.648 1 0.000 3.383 2.841 4.027 

Chinese born, aged 18-

34 at immigration 

-0.459 0.012 1465.052 1 0.000 0.632 0.617 0.647 

Chinese born, aged 35-

49 at immigration 

-0.465 0.012 1440.015 1 0.000 0.628 0.613 0.643 

Chinese born, aged 50 

and over at 

immigration 

0.130 0.016 64.492 1 0.000 1.139 1.103 1.176 

Length of 

residence 

  

Canadian-born 
  

1678.553 1 0.000 
   

Chinese immigrant, 

residency length 

between 0 and 9 years 

0.985 0.024 1678.553 1 0.000 2.677 2.554 2.807 

Age 

  

  

60-69 years old 
  

8704.277 2 0.000 
   

70-79 years old 0.199 0.003 4027.709 1 0.000 1.220 1.212 1.227 

>= 80 years old -0.168 0.004 1868.586 1 0.000 0.845 0.839 0.852 

Sex Female 0.328 0.003 14196.615 1 0.000 1.389 1.381 1.396 

Marital status Now married or 

common law 

0.213 0.004 2460.971 1 0.000 1.238 1.227 1.248 

Income 

  

  

Low income, 

<$19,999 

  
24784.797 2 0.000 

   

Middle income, 

$20,000-$49,999 

0.337 0.003 13783.296 1 0.000 1.400 1.392 1.408 

High income, $50,000 

or more 

0.639 0.004 20697.296 1 0.000 1.894 1.877 1.910 

Education 

  

  

Less than secondary 

school graduation 

  
21709.645 2 0.000 

   

Secondary school 

graduation, no post-

secondary education 

0.442 0.004 13705.280 1 0.000 1.556 1.544 1.567 

Post-secondary 

certificate diploma or 

university degree 

0.420 0.003 18174.823 1 0.000 1.522 1.513 1.531 

Language 

  

  

  

Neither French nor 

English 

    38749.484 3 0.000       

English only 1.186 0.014 7340.413 1 0.000 3.275 3.187 3.365 

French only 1.762 0.014 15141.487 1 0.000 5.824 5.663 5.990 

Both French and 

English 

1.652 0.014 13193.457 1 0.000 5.216 5.071 5.365 

Living Alone Yes -0.088 0.004 400.155 1 0.000 0.916 0.908 0.924 
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Type of 

smoker - (D) 

  

  

  

  

  

Daily     4107.922 5 0.000       

Occasional -0.021 0.009 5.082 1 0.024 0.980 0.962 0.997 

Always occasional 0.034 0.005 53.012 1 0.000 1.035 1.025 1.044 

Former daily 0.187 0.004 2110.914 1 0.000 1.206 1.196 1.215 

Former occasional 0.240 0.005 2251.461 1 0.000 1.271 1.259 1.284 

Never smoked 0.086 0.004 408.935 1 0.000 1.090 1.081 1.099 

Type of 

drinker (12 

months) 

  

  

Regular drinker     10965.683 2 0.000       

Occasional drinker -0.238 0.004 4576.047 1 0.000 0.788 0.783 0.793 

No drink last12m -0.310 0.003 10168.696 1 0.000 0.734 0.729 0.738 

Type A 

diseases 

Yes -0.323 0.003 8538.431 1 0.000 0.724 0.719 0.729 

Type B 

diseases 

Yes -0.557 0.003 44475.638 1 0.000 0.573 0.570 0.576 

Mood 

disorder 

Yes -1.989 0.003 407197.316 1 0.000 0.137 0.136 0.138 

Anxiety 

disorder 

Yes -0.886 0.004 56605.210 1 0.000 0.412 0.409 0.415 

Sense of 

belonging 

  

  

  

Very weak     122050.087 3 0.000       

Somewhat weak 0.313 0.004 6215.498 1 0.000 1.367 1.356 1.378 

Somewhat strong 0.975 0.004 65113.861 1 0.000 2.652 2.632 2.671 

Very strong 1.311 0.005 77131.882 1 0.000 3.711 3.677 3.746 

Constant 
 

0.912 0.015 3520.276 1 0.000 2.488     

4.3 Subgroup Differences in Health among Older Chinese Immigrants in Canada 

In the last section, the impacts of the HIE on self-rated general and mental health of older Chinese 

immigrants in Canada were examined. Additionally, all demographics, immigration characteristics, 

lifestyle behaviours and health conditions were significantly related to self-rated general and mental 

health of the using the combined samples. In this section, I focus only on the older Chinese immigrant 

samples, identify the subgroup differences on self-rated general and mental health, and analyse the social 

determinants of health.  

Using a similar strategy to the one above, the first step was to examine the bivariate association 

between dependent and independent variables through Chi-square tests. The second step was to analyse 

the relationships between dependent and independent variables using logistic regression models. The 

exploration of the social determinants of self-rated general and mental health was carried out separately. 

Variable Category B S.E. Wald df Sig. Exp(B) 95% C.I. for 

EXP(B) 

        Lower Upper 
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4.3.1 Social Determinants of Self-rated General Health 

The weighted and rounded bivariate analysis results regarding self-rated general health among older 

Chinese immigrants are shown below (Table 4.7). Because the unweighted figures about the length of 

residence and age at immigration in the crosstabs did not reach the QRDC vetting requirement, the 

weighted results were not released. However, both variables were significantly associated with self-

reported general health by older Chinese immigrants in the CCHS, so they are included in the logistic 

regression analysis. All the variables except for the living alone variable are significant. The bivariate 

analysis shows the significance of the relationships between self-rated general health and demographics, 

immigration characteristics, lifestyle, and health conditions.  

Table 4.7  

Bivariate Analysis of the Self-Rated General Health for Older Chinese Immigrants in Canada, Based on 

the CCHS Data 

 

Variable Category Self-rated General Health Chi-Square df P value 

Poor Good 

Age 60-69 years old 55,500 222,410 13208.881 2 0 

70-79 years old 41,110 87,360 
   

>= 80 years old 29,120 47,970 
   

Sex Male 48,920 184,340 5934.024 1 0 

Female 76,810 173,400 
   

Marital status Widowed, separated, 

divorced, or single 
41,860 82,090 

5167.414 1 0 

Now married or common 

law 
83,640 274,250 

   

Income Low income, <$19,999 71,730 165,240 4680.756 2 0 

Middle income, $20,000-

$49,999 
42,830 145,450 

   

High income, $50,000 or 

more 
11,180 47,050 

   

Education Less than secondary school 

graduation 
48,090 70,500 

18011.373 2 0 

Secondary school 

graduation, no post-

secondary education 

24,380 68,710 

   

Post-secondary certificate 

diploma or university degree 
51,360 207,600 

   

Living alone No 107,230 304,050 0.079 1 0.779057 

yes 18,020 51,220 
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Variable Category Self-rated General Health Chi-Square df P value 

Poor Good 

Smoking Daily, occasional or always 

occasional 
7,280 28,480 

1223.754 5 2.1E-262 

Former daily 15,500 41,060 
   

Former occasional 11,180 34,270 
   

Never smoked 90,660 247,900 
   

Drinking Regular drinker 21,230 80,020 4219.647 2 0 

Occasional drinker 27,190 94,000 
   

No drink last12 month 77,200 180,380 
   

Type A diseases No 31,030 157,350 14574.588 1 0 

Yes 94,700 200,400 
   

Type B diseases No 57,850 276,970 43098.040 1 0 

Yes 67,870 80,770 
   

Language Neither Language 72,430 129,020 17818.796 1 0 

English or French 53,220 228,730 0.079 
  

Even though the variable “living alone” was not significant in the bivariate analysis, it was included 

in the logistic regression as one of the common demographics of the older population. The language 

variable was analysed as a binary variable: knowing any official languages or not knowing either official 

language due to the small proportion of older Chinese immigrants who know French and the QRDC data 

vetting requirement (Table 4.8).  

When older Chinese aged between 0 and 17 years at immigration were referenced, all their 

counterparts immigrating at other ages had a significantly lower likelihood of reporting good general 

health. For the length of residence, older Chinese immigrants with a residency length between 0 and 9 

years were compared to those with a residency length of more than 10 years. The latter group was more 

likely to self-report general health as good.  

For the demographic variables, older age groups, females and those with high income were much 

less likely to report good general health. On the contrary, those being married or in common-law 

relationships, having higher education, mastering one or both official languages and those living alone 

were all more likely to self-assess their general health as good.  

Compared to daily smokers, only occasional smokers were more likely to self-report good general 

health. Regarding drinking, compared with regular drinkers, the odds ratios for occasional drinkers and 

non-drinkers for self-rated good mental health were 1.044 versus 0.870, which indicates that occasional 
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drinkers were more likely to report good mental health. Older Chinese immigrants having either type A or 

type B chronic diseases were dramatically less likely to self-rate general health as good, which was 

consistent with the results of the last section.  

Table 4.8  

Logistic Regression Predicting Good Self-Rated General Health for Older Chinese Immigrants in 

Canada, Based on the CCHS Data 

 

Variable Category B S.E. Wald df Sig. Exp(B) 95% C.I. for 

EXP(B) 

Lower Upper 

Age at 

immigration 

  

  

  

Chinese born, aged 

0-17 at immigration 

  
2703.249 3 0.000 

   

Chinese born, aged 

18-34 at 

immigration 

-1.648 0.040 1668.586 1 0.000 0.192 0.178 0.208 

Chinese born, aged 

35-49 at 

immigration 

-1.908 0.040 2231.471 1 0.000 0.148 0.137 0.161 

Chinese born, aged 

50 and over at 

immigration 

-1.676 0.041 1658.399 1 0.000 0.187 0.173 0.203 

Length of 

residence 

Chinese 

immigrants, 

residence more 

than 10 years 

0.611 0.014 1939.672 1 0.000 1.843 1.793 1.893 

Age 

  

  

60-69 years old 
  

962.151 2 0.000 
   

70-79 years old -0.217 0.009 541.094 1 0.000 0.805 0.791 0.820 

>= 80 years old -0.358 0.013 810.264 1 0.000 0.699 0.682 0.717 

Sex Female -0.638 0.010 4288.355 1 0.000 0.528 0.518 0.538 

Marital 

status 

Now married or 

common law 

0.277 0.011 617.942 1 0.000 1.320 1.291 1.349 

Income 

  

  

Low income, 

<$19,999 

  
190.629 2 0.000 

   

Middle income, 

$20,000-$49,999 

-0.094 0.009 114.055 1 0.000 0.910 0.894 0.926 

High income, 

$50,000 or more 

-0.167 0.014 140.589 1 0.000 0.846 0.823 0.870 

Education 

  

  

Less than 

secondary school 

graduation 

  
4426.302 2 0.000 

   

Secondary school 

graduation, no 

post-secondary 

education 

0.204 0.011 319.898 1 0.000 1.227 1.199 1.254 

Post-secondary 

certificate diploma 

or university degree 

0.648 0.010 4056.698 1 0.000 1.912 1.874 1.951 

 



    

80 

 

Variable Category B S.E. Wald df Sig. Exp(B) 95% C.I. for 

EXP(B) 

Lower Upper 

Language English or French 0.237 0.011 485.740 1 0.000 1.267 1.241 1.294 

Living Alone Yes 0.622 0.013 2274.358 1 0.000 1.862 1.815 1.910 

Type of 

smoker 

 

 

 

  

Daily   2403.313 5 0.000    

Occasional 0.285 0.061 22.251 1 0.000 1.330 1.182 1.498 

Always occasional -0.569 0.035 262.555 1 0.000 0.566 0.528 0.606 

Former daily -0.650 0.030 469.962 1 0.000 0.522 0.492 0.554 

Former occasional -0.843 0.031 759.049 1 0.000 0.431 0.405 0.457 

Never smoked -0.293 0.029 103.345 1 0.000 0.746 0.705 0.789 

Type of 

drinker  

Regular drinker   409.488 2 0.000    

Occasional drinker 0.043 0.012 12.105 1 0.001 1.044 1.019 1.069 

No drink last 12 

month 
-0.139 0.011 155.198 1 0.000 0.870 0.852 0.890 

Type A 

diseases 

Yes -0.706 0.008 6904.247 1 0.000 0.494 0.486 0.502 

Type B 

diseases 

Yes -1.253 0.008 24539.113 1 0.000 0.286 0.281 0.290 

Constant 
 

3.310 0.053 3937.260 1 0.000 27.381 
  

4.3.2 Social Determinants of Self-rated Mental Health 

For the social determinants of self-rated mental health among older Chinese immigrants, three 

mental health factors, “anxiety disorder”, “mood disorder” and “sense of belonging”, were added to the 

health condition variables. This modelling strategy is the same as the one for analysing the impacts of the 

HIE on self-rated mental health in the combined sample used in the last section. 

Focusing on the pooled older Chinese immigrant sample from the 2011-2016 CCHS, the crosstabs 

between self-rated mental health and each independent variable are shown below (Table 4.9). As all the 

results of Chi-square tests were significant, these independent variables had notable associations with the 

dependent variable self-rated mental health. Therefore, all of them are included as independent variables 

in the logistic regression model.  
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Table 4.9  

Bivariate Analysis of the Self-Rated Mental Health of Older Chinese Immigrants in Canada, Based on the 

CCHS Data 

 

Variable Category Self-rated mental health Chi-Square df P-value 

Poor Good 

Age 60-69 years old 20,040 249,250 8347.625 2 0 

70-79 years old 15,310 101,960  
  

>= 80 years old 10,580 43,240  
  

Sex Male 13,050 200,620 8304.505 1 0 

Female 32,890 193,820  
  

Marital status Widowed, separated, divorced, 

or single 

16,450 88,910 
4057.134 

1 0 

Now married or common law 29,260 305,200  
  

Income Low income, <$19,999 29,220 185,630 4718.899 2 0 

Middle income or high income, 

$20,000 and more 

16,720 208,820  

  

Education Less than secondary school 

graduation 

17,720 81,350 
8799.673 

2 0 

Secondary school graduation, no 

post-secondary education 

10,860 78,230  

  

Post-secondary certificate 

diploma or university degree 

17,360 225,550  

  

Living alone No 37,680 332,880 245.059 1 3.1E-55 

Yes 8,260 59,620  
  

Smoking Current or previous smoker 9,020 119,070 6010.145 5 0 

Never smoked 36,580 273,790  
  

Drinking Regular or occasional drinker 19,220 188,090 5809.865 2 0 

No drink last12 month 26,720 203,140  
  

Type A diseases No 13,550 158,720 1993.563 1 0 

Yes 32,390 235,720  
  

Type B diseases No 20,040 289,140 17324.917 1 0 

Yes 25,900 105,300  
  

Mood disorder Yes 6,930 9,340 18773.547 1 0 

No 38,810 384,720  
  

Sense of belonging Very weak 11,220 38,970 24088.003 3 0 

Somewhat weak 17,450 73,890  
  

Somewhat strong 13,030 202,610  
  

Very strong 2,480 73,710  
  

Language Neither language 30,230 137,870 16680.467 1 0 

English or French 15,640 256,570  
  

The final logistic regression results regarding the social determinants of self-rated mental health 

among older Chinese immigrants in Canada are shown below (Table 4.10). The logistic regression model 

was run with weighted and rounded data for older Chinese immigrants.  
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In terms of immigration characteristics, compared to the older Chinese aged between 0-17 years old 

at migration, those who immigrated at other age groups showed a much lower likelihood of reporting 

mental health as good. Compared to older Chinese immigrants with a residency length between 0 and 10 

years, their counterparts with even longer residency length were less likely to self-report good mental 

health.  

Older groups and females were less likely to self-rate mental health as good. Individuals married or 

in common-law relationships, those mastering either official Canadian language, and those living alone 

had a higher probability of reporting positive mental health. Compared with the low-income group, the 

middle-income group was more likely to report good mental health. However, it was the contrary to the 

high-income group. Compared to the group having an education below the secondary school level, the 

group having completed secondary school without post-secondary education was less likely to report 

mental health as good. In contrast, those having a post-secondary certificate, diploma or university degree 

were slightly more likely to report positive mental health. In terms of lifestyle factors, smoking was 

significantly related to self-reported mental health, but the differences in odds ratios of different types of 

smokers were not significant compared to daily smokers. Regarding drinking, compared to non-drinker, 

the regular drinkers were most likely to self-rate mental health as good. 

Having type A chronic diseases or type B diseases both related to a lower likelihood of reporting 

good mental health. The odds ratio for those having type B diseases to self-rate good mental health was 

much lower than for those having type A chronic diseases (0.313 versus 0.813). Regarding the mental 

health conditions, the individuals reporting either a mood or anxiety disorder were significantly more 

likely to report good mental health. Sense of belonging was positively related to the probability of self-

reported good mental health; the stronger the sense of belonging, the higher probability of self-reported 

good mental health.  
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The weighted result showed that all the factors were significantly related to self-rated mental health 

among older Chinese immigrants, but the relationships were different from those reported among the 

combined sample of older Canadian-born residents and older Chinese immigrants. 

Table 4.10  

Logistic Regression Predicting Good Self-Rated Mental Health for Older Chinese Immigrants in Canada, 

Based on the CCHS Data 

 

Variable Category B S.E. Wald df Sig. Exp(B) 95% C.I. for Exp(B) 

Lower Upper 

Age at 

immigration 

Chinese born, aged 0-17 

at immigration 

  
1372.799 3 0 

   

Chinese born, aged 18-34 

at immigration 

-1.807 0.091 398.168 1 0 0.164 0.138 0.196 

Chinese born, aged 35-49 

at immigration 

-1.968 0.091 470.646 1 0 0.14 0.117 0.167 

Chinese born, aged 50 

and over at immigration 

-1.38 0.092 224.774 1 0 0.251 0.21 0.301 

Length of 

residence 

Chinese immigrants, 

residence more than 10 

years 

-0.956 0.027 1281.384 1 0 0.384 0.365 0.405 

Age 60-69 years old 
  

91.495 2 0 
   

70-79 years old -0.082 0.016 26.854 1 0 0.921 0.893 0.950 

>= 80 years old -0.200 0.021 91.247 1 0 0.819 0.786 0.853 

Sex Female -0.715 0.016 1893.479 1 0 0.489 0.474 0.505 

Marital 

status 

Now married or common 

law 

0.086 0.018 21.899 1 0 1.090 1.052 1.130 

Income Low income, <$19,999 
  

815.867 2 0 
   

Middle income, $20,000-

$49,999 

0.377 0.015 664.714 1 0 1.458 1.417 1.501 

High income, $50,000 or 

more 

-0.112 0.021 28.574 1 0 0.894 0.858 0.931 

Education Less than secondary 

school graduation 

  
131.656 2 0 

   

Secondary school 

graduation, no post-

secondary education 

-0.111 0.018 40.02 1 0 0.895 0.864 0.926 

Post-secondary 

certificate diploma or 

university degree 

0.077 0.016 22.133 1 0 1.08 1.046 1.115 

Language English or French 1.241 0.017 5097.538 1 0 3.458 3.342 3.578 

Living Alone Yes 0.459 0.022 445.863 1 0 1.583 1.517 1.652 

Type of 

smoker - (D) 

Daily 
  

2628.735 5 0 
   

Occasional -18.869 462.692 0.002 1 0.967 0 0 
 

Always occasional -18.928 462.692 0.002 1 0.967 0 0 
 

Former daily -18.549 462.692 0.002 1 0.968 0 0 
 

Former occasional -15.111 462.692 0.001 1 0.974 0 0 
 

Never smoked -18.063 462.692 0.002 1 0.969 0 0 
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Type of 

drinker (12 

months) 

Regular drinker 
  

4777.372 2 0 
   

Occasional drinker -1.419 0.023 3832.558 1 0 0.242 0.231 0.253 

No drink last 12 month -0.698 0.022 972.009 1 0 0.498 0.476 0.520 

Type A 

diseases 

Yes -0.206 0.013 234.819 1 0 0.813 0.792 0.835 

Type B 

diseases 

Yes -1.161 0.013 8537.47 1 0 0.313 0.305 0.321 

Mood 

disorder 

Yes 1.643 0.026 4021.819 1 0 5.172 4.916 5.442 

Anxiety 

disorder 

Yes 0.155 0.039 16.222 1 0 1.168 1.083 1.26 

Sense of 

belonging 

Very weak 
  

12494.58 3 0 
   

Somewhat weak -0.027 0.017 2.406 1 0.121 0.973 0.94 1.007 

Somewhat strong 1.364 0.017 6135.51 1 0 3.911 3.78 4.047 

Very strong 1.591 0.026 3744.559 1 0 4.909 4.665 5.165 

Constant   21.386 462.692 0.002 1 0.963 1.94E+09 
  

4.4 Discussion 

This chapter aimed to analyse the HIE on the self-rated general health and self-rated mental health of 

older Chinese immigrants in Canada. Older Chinese immigrants were compared to older Canadian-born 

residents using independent logistic regression models to analyse the odds ratios of self-reported good 

general and mental health. The regression models also help to identify the social determinants of self-

rated general and mental health. In this section, first, I will review the investigation of the HIE on older 

Chinese immigrants in Canada. Second, I will discuss the social determinants of self-rated general health 

when combining the Canadian and the Chinese samples and then when using the Chinese sample 

separately. Third, the social determinants of self-rated mental health will be discussed using the same 

analysis structure. 

4.4.1 The HIE on Older Chinese Immigrants 

Using the 2011-2016 CCHS data, the HIE was not observed for self-rated general health among 

older Chinese immigrants in Canada, which is consistent with the findings of Newbold and Filice (2006) 

on older immigrants aged over 55 in Canada. Compared to older Canadian-born residents, older Chinese 

immigrants in Canada were less likely to self-rate their general health as good, regardless of their length 

of residence in Canada (Table 4.4). Moreover, older Chinese immigrants’ self-rated health converged 

Variable Category B S.E. Wald df Sig. Exp(B) 95% C.I. for Exp(B) 

Lower Upper 
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towards the level of older Canadian-born residents, as their residency length in Canada increased. This 

result is explicitly contrary to the HIE theory, and supports the similar findings of Choi (2012) when she 

compared the self-rated health among recent immigrants, established immigrants and American-born 

individuals aged 70 and over in the United States. The recent Chinese immigrants aged 60 and over at the 

time of the CCHS interviews were likely to be late-life immigrants, to whom health selectivity might not 

be applicable, as their primary motivation for immigration is family reunion instead of employment or 

business (Choi, 2012). Older Chinese immigrants’ worse self-rated health compared to older Canadian-

born residents may be better explained by the accumulation of disadvantages during their pre-immigration 

experiences (Elder, 1998) as well as the acculturative stress in their post-immigration period (Berry et al., 

1987). 

Additionally, the analysis of self-rated general health (Table 4.4 and Table 4.8) shows that older 

Chinese immigrants with a residency length over 10 years were more likely to report good general health 

than those with a length of residence of less than 10 years. It indicates that the self-rated general health of 

older Chinese immigrants improves as their time living in Canada increases. This self-rated health change 

supports the regression analysis of Gee et al. (2004) and Choi (2012) for older immigrants, but contradicts 

the theory of the HIE (McDonald & Kennedy, 2004; Newbold, 2005). 

Though older Chinese immigrants had worse self-reported general health than older Canadian-born 

residents, the morbidity rates for asthma, arthritis, back problems, hypertension, migraine headaches, 

COPD, diabetes, heart disease, cancer, stroke, urinary incontinence, and bowel disorder were lower 

among older Chinese immigrants (Table 4.2 and Table 4.3). On the one hand, the differences in the 

morbidity rates for disabilities and chronic diseases mentioned above between the two populations 

support the older immigrants’ health advantages on various chronic conditions evidenced by Choi (2012), 

Corlin et al. (2014), and Newbold and Filice (2006). The only differences were related to the incidences 

of diabetes and hypertension (Corlin et al., 2014; Newbold & Filice, 2006). The regression results of 

Table 4.4 and Table 4.8 reveal the significant effects of certain chronic conditions on self-rated general 
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health, which is consistent with the results of Doiron et al. (2015), Haseen et al. (2010) and Kaneva et al. 

(2018) when using Australian, Russian and Thai data. However, the disabilities and diagnosed chronic 

diseases investigated in CCHS do not cover all the illnesses older Chinese immigrants and older 

Canadian-born residents were diagnosed with. It is still difficult to have a comprehensive understanding 

of whether older Chinese immigrants have better physical health than their counterparts.  

One the other hand, the Chinese “doctrine of the mean” advocates modesty, so older Chinese 

immigrants might be less likely to self-rate their general health as “good” or “excellent” (Li et al., 2006; 

Wu, 1976). The combined sample’s self-rated health and morbidity rates for disabilities and diagnosed 

chronic diseases might also be related to occupations and perceived work stress (Fujishiro et al., 2010; 

McMichael & Hartshorne, 1980). According to the 2016 Census (Statistics Canada, 2019f), regarding the 

occupational categories, ethnic Chinese aged over 55 years old were concentrated in: sales and service 

occupations (28%); business, finance and administration occupations (17%); management occupations 

(11%); natural and applied sciences and related occupations (9%). Ethnic Canadian aged over 55 years 

old were concentrated in: sales and service occupations (21%), business, finance and administration 

occupations (19%); trades, transport and equipment operators and related occupations (18%); 

management occupations (12%) (Statistics Canada, 2019g). Different profiles in occupational experiences 

of two populations may influence their self-rated health. However, CCHS does not ask participants about 

their occupation, and the work stress module is an optional module. Therefore, these factors cannot be 

examined using CCHS data in this thesis.  

Stronger evidence was found to support the impacts of HIE on older Chinese immigrants’ self-rated 

mental health (Table 4.6 and Table 4.10). Older Chinese immigrants in Canada with a length of residence 

between 0 and 9 years were more likely than older Canadian-born residents to positively self-rate their 

mental health. However, there was no difference in the likelihood of self-rated good mental health 

between older Canadian-born residents and older Chinese immigrants with a length of residence of ten or 

more years. This indicates that the self-rated mental health of older Chinese immigrants converges with 
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the Canadian norm as time living in Canada increases. During the immigration period, the initial 

excitement and novelty of being in a new environment might vanish gradually (Davidov et al., 2008). 

This result resembles the findings of Islam et al. (2014) that the South Asian adult immigrant population 

in Canada was more likely to self-rate their mental health as good compared to the South Asian Canadian-

born adult population. It strongly supports the study conducted by Chow (2010), which demonstrates that 

the length of residence is notably related to mental health among older Chinese immigrants in Calgary. In 

addition, it partially supports the findings of Bergeron et al. (2009) that immigrants of visible minorities 

in Canada over 18 years old are less likely to report their mental health as poor compared to Canadian-

born residents, regardless of their length of residence. 

When considering the combined samples, mood and anxiety disorders negatively influence self-rated 

mental health (Table 4.6). However, the same result was not found when analyzing only the Chinese 

sample. The older Chinese immigrants who reported either a mood or anxiety disorder were more likely 

to report good mental health (Table 4.10). One possible explanation of this counter-intuitive result can be 

found in the notion stigma of mental illness deeply embedded in Chinese culture through Confucianism, 

Taoism and Buddhism. In Chinese culture, mental illness is often perceived with shame (Fabrega, 1991; 

Lam et al., 2010). The most common method for Chinese mental health patients to avoid this stigma is 

therefore to hide their mental health deficiencies (Chung & Wong, 2004). It is thus possible to assume 

that some older Chinese immigrants who admitted having a mood or anxiety disorder also chose to 

overrate their mental health in order to avoid being considered mentally unhealthy. 

4.4.2 Determinants of Self-rated General and Mental Health 

When older Chinese immigrants were compared to older Canadian-born residents, a U-shape 

relationship was found between age at immigration and good self-rated mental health: those aged between 

0 and 17 years at migration and those aged 50 years and over at migration were more likely to self-rate 

their mental health as good, while those aged between 18 and 49 years were less likely to self-rate good 

mental health. This finding accords well with those of Gubernskaya (2015), Guo et al., (2018) and Lum 
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and Vanderaa (2010). Another U-shape relationship was found between age at immigration and good self-

rated general health, even though older Chinese who immigrated after they were over 50 years old 

showed a similar probability to self-rate their general health as good compared to older Canadian-born 

residents. For the older Chinese immigrants aged between 0 and 17 years at migration, they were likely to 

obtain a better education and experience a higher level of acculturation in Canada, and it brings benefits 

to their physical and mental health (Lum & Vanderaa, 2010).  

The results of the logistic regression show that social determinants of self-rated general and mental 

health consist of age, gender, education, income, language, marital status, living alone, alcohol 

consumption and smoking. This strongly supports the findings of Choi (2012), Fuller-Thomson et al. 

(2011), Gee et al. (2004), Leu et al. (2008) and Corlin et al. (2014). For the combination of older 

Canadian-born residents and older Chinese immigrants, females, those in marriage or common-law 

relationships, those having high income or better education, or have mastered one or both official 

languages were more likely to self-rate their general and mental health as good. Living alone is associated 

with better self-rated general health, but worse self-rated mental health. The frequency of smoking is 

negatively related to self-rated general and mental health, while regular drinking was found to be 

positively related to good self-rated general and mental health.  

However, when we only analysed older Chinese immigrants, the relationships among variables were 

slightly different. Females and those having high incomes were less likely to report good general health. 

Daily smokers were more likely to report good general health. Sense of belonging is positively related to 

self-rated mental health for both the combined and older Chinese immigrant samples, which is consistent 

with the studies of Kitchen et al. (2012) and Palis et al. (2018). Future studies need to investigate further 

how immigration characteristics, health conditions and lifestyle are associated with self-reported health 

status among older Chinese immigrants in Canada. 
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4.5 Limitations 

The major limitation of this chapter is that some potential determinants of health, such as physical 

activities, sedentary activities, occupation, diet, and living environment, cannot be examined with the 

pooled data. As a redesign of the CCHS questionnaire was completed and implemented for the 2015/16 

cycle, the questions in the modules on physical activities, occupation and sedentary activities are very 

different from the 2011-14 cycle and 2015/16 cycle, and making it difficult to combine the data from the 

three cycles in a meaningful way in a disaggregated form. There were few older Chinese immigrants 

answering questions about diet which belongs to the optional food choices module. Optional modules are 

not asked in each cycle and it is up to individual provinces and the territories to choose optional modules 

and they may not choose the same optional modules in each cycle. Moreover, CCHS does not ask 

participants about their occupation or living environment (e.g., noise pollution and green space), so the 

impacts of occupation and geography on self-rated health cannot be easily analysed with the combined 

sample. 

In addition, there were also insufficient older Chinese immigrants’ responses to mental health-related 

questions. Even though mental health questions are core questions asked in every cycle in the CCHS, a lot 

of older Chinese immigrant participants chose to skip these questions. One possible reason is that the 

questions were deemed inappropriate based on Chinese culture, so Chinese participants did not answer 

them to avoid the stigma of mental illness discussed above. This situation is an undeniable challenge for 

further investigation of older Chinese immigrants’ mental health based on self-rated surveys.  

4.6 Key Findings 

This chapter provides insights into the impacts of the HIE on older Chinese immigrants in Canada. 

When they were compared to older Canadian-born residents, the HIE was observed for self-rated mental 

health, but not self-rated general health. Besides socio-economic and lifestyle factors, chronic conditions 

influence self-rated general health, while chronic conditions, mental health factors and sense of belonging 
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influence self-rated mental health. For self-rated general health, older Chinese immigrants were less likely 

than the older Canadian-born residents to report good general health. 

The social determinants of self-rated general health include age, gender, education, income, marital 

status, living alone, language, drinking, smoking, chronic conditions, length of residence, age at 

immigration. Additionally, the social determinants of self-rated mental health also include mood disorder, 

anxiety disorder and a sense of belonging. However, gender, income, drinking and smoking habits have 

different influences on self-rated general and mental health when I compared the regression results of 

older Canadian-born residents and older Chinese immigrants in the combined sample to those of older 

Chinese immigrants in the independent sample.   
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Chapter 5 

Examining the Health Gap between Older Chinese Immigrants in Canada 

and Older Chinese Population in China 

5.1 Introduction 

Chapter Five answers the following two research questions: “What are the health differences 

between older Chinese immigrants in Canada and the older Chinese remaining in China? What are the 

other social determinants of health?” This chapter aims to compare the morbidity rates for chronic 

diseases, the number of chronic diseases, and the probabilities of self-reported good health between the 

two populations. The sample of older Chinese immigrants in Canada from the CCHS used in Chapter 

Four is used in this chapter, while the sample of older Chinese remaining in China are selected from the 

CHARLS. There are three models to examine the probabilities of self-reported good health for both 

populations, but only the results of the final models will be presented. Appendix N can be referred for 

more detailed results. 

5.2 Descriptive Analysis 

In this section, I will use a descriptive analysis to compare the demographic characteristics, 

morbidity rates for chronic diseases and number of chronic diseases between older Chinese immigrants in 

Canada and older Chinese in China based on the samples selected from the CCHS and the CHARLS. In 

order to better describe the differences in morbidity rate and the number of chronic diseases between 

these two populations, the analysis will be specified by gender. 

5.2.1 Demographic Characteristics  

The demographic characteristics of the weighted samples of older Chinese immigrants in Canada and 

older Chinese in China are shown in Table 5.1. The age structure of both populations was similar, except 

the proportion of the group aged 80 years and over, which was higher in older Chinese immigrants in 
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Canada (15.9% versus 11.3%). There were slightly more female survey participants than male 

participants in both populations. Regarding marital status, the married or cohabiting participants 

accounted for a higher proportion in the older Chinese in China sample (77.1% versus 74.3%). The socio-

economic status of older Chinese immigrants in Canada in CCHS was much higher than the socio-

economic status of older Chinese in CHARLS. Older Chinese immigrants in Canada generally had a 

better education than older Chinese in China. Older Chinese immigrants in Canada who received a below 

secondary school education represented 25.2% of the sample compared with 73.8% for older Chinese in 

China in CHARLS. Moreover, the proportion of older Chinese immigrants in Canada having a post-

secondary certificate diploma or university degree was significantly higher than that of older Chinese in 

China (55.0% versus 2.5%). For income, the older Chinese immigrants in Canada were in a better 

financial situation than their counterparts in China, relative to the local standard of their country of 

residence. Older Chinese immigrants in Canada were less likely to have a low income (49.0% versus 

79.4%). Meanwhile, older Chinese immigrants in Canada were three times more likely than older Chinese 

in China to have a middle income (39.0% versus 11.5%). Significant differences can also be observed 

when considering the location of residence of the two populations. The proportion of older Chinese 

immigrants living in urban areas in Canada was 97.3% versus 40.1% for older Chinese in China. The 

majority (59.9%) of older Chinese in China still live in rural areas in CHARLS, very close to the 2010 

China Census data (56.4%) (China National Bureau of Statistics, 2010). Older Chinese immigrants in 

Canada had a similar rate to live alone compared with older Chinese in China (14.4% versus 13.3%).  

In terms of lifestyle, more older Chinese immigrants in Canada are non-smokers (71.1% versus 

57.3% for older Chinese in China), while the rate of smoking population for older Chinese in China was 

three times higher than that for older Chinese immigrants in Canada (26.2% versus 7.5%). Compared with 

older Chinese in China, older Chinese immigrants in Canada are more likely to be occasional drinkers 

(25.2%) and less likely to be non-drinker (53.7%). The morbidity rate for any diseases including asthma, 

arthritis or rheumatism, hypertension, chronic obstructive pulmonary disease (COPD), stomach or other 
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digestive diseases was 55.5% among older Chinese immigrants in Canada versus 59.7% among older 

Chinese in China. However, the morbidity rate for any diseases including diabetes or high blood sugar, 

heart problems, cancer or malignant tumour, stroke and memory-related disease was 28.5% among older 

Chinese immigrants in Canada versus 19.9% among older Chinese in China. Overall, the proportion of 

older Chinese immigrants self-reporting good health was 74.0% compared with 75.4% for older Chinese 

in China. 

Table 5.1  

Demographic Characteristics of Older Chinese Immigrants in Canada and Older Chinese in China, 

Based on the CCHS and CHARLS Data 

 

Variable Category 

Older Chinese immigrants in 

Canada (N=484,040) 

Older Chinese in China 

(N=281,648,066) 

N % N % 

Age Aged 60-69 277,900 57.4 168,340,486 59.8 

 Aged 70-79 129,050 26.7 81,364,934 28.9 

 Aged 80 and over 77,090 15.9 31,942,647 11.3 

Sex Male 233,260 48.2 136,276,673 49.2 

 Female 250,780 51.8 140,464,143 50.8 

Marital Status 

Separated, divorced, widowed or 

never married 
124,060 25.7 64,475,774 22.9 

Married or cohabitated 358,350 74.3 217,172,293 77.1 

Education 

Less than secondary school 

graduation 
118,600 25.2 191,560,429 73.8 

Secondary school graduation, no 

post-secondary education 
93,370 19.8 61,418,343 23.7 

Post-secondary certificate diploma 

or university degree 
259,130 55.0 6,426,070 2.5 

Income 

Low income  

Canadian<$19,999,  

Chinese Urban<¥25,000,  

Chinese Rural<¥10,000 

236,970 49.0 223,010,949 79.4 

Middle income 

Canadian $20,000-$49,999,  

Chinese Urban ¥25,000-¥40,000, 

Chinese Rural ¥10,000-¥20,00 

188,840 39.0 32,302,239 11.5 

High income  

Canadian >$50,000,  

Chinese Urban >¥40,000,  

Chinese Rural >¥20,000  

58,230 12.0 25,489,201 9.1 

Residence 

location 

Urban 471,200 97.3 112,654,304 40.1 

Rural 12,840 2.7 168,148,085 59.9 

 



    

94 

 

Living alone 
No 411,730 85.6 244,328,164 86.7 

Yes 69,350 14.4 37,319,902 13.3 

Smoking 

Still smoking 35,770 7.5 73,743,626 26.2 

Quit 101,990 21.4 46,131,952 16.4 

No 339,130 71.1 161,133,594 57.3 

Drinking 

Regular drinker (ref.) 101,250 21.1 68,243,423 24.3 

Occasional drinker 121,190 25.2 20,932,616 7.4 

No  258,040 53.7 191,922,716 68.3 

Type A+ 

diseases 

No 215,290 44.5 113,524,783 40.3 

Yes 268,750 55.5 168,123,283 59.7 

Type B+ 

diseases 

No 346,180 71.5 225,516,933 80.1 

Yes 137,860 28.5 56,131,133 19.9 

Self-rated 

general health 

Poor 125,730 26.0 64,173,805 24.6 

Good 357,750 74.0 196,206,328 75.4 

Self-rated 

general health 

5 level 

Poor 23,160 4.8 13,434,842 5.2 

Fair 102,560 21.2 50,738,963 19.5 

Good 200,920 41.6 139,970,125 53.8 

Very Good 108,810 22.5 31,017,325 11.9 

Excellent 48,020 9.9 25,218,878 9.7           

Data source: CCHS (2011-2016) and CHARLS (2015). 

5.2.2 Morbidity Rates for Chronic Diseases 

The morbidity rates for asthma, arthritis or rheumatism, hypertension, COPD, stomach or other 

digestive diseases, diabetes, heart problems, cancer or malignant tumour, stroke, and Alzheimer's disease 

and other memory-related diseases for the older Chinese immigrants in Canada and the older Chinese in 

China were presented in Table 5.2. These diseases were divided into two groups only for analytical 

purposes. Asthma, arthritis, hypertension, COPD and stomach or intestinal ulcers were categorized into 

type A+ diseases. Diabetes, heart diseases, cancer, stroke and memory-related diseases like Alzheimer's 

disease were categorized into type B+ diseases. First, I compared the total morbidity rates for all diseases 

between the two populations. Second, I discussed the gender differences in morbidity rates within each 

population. 

Variable Category 
CCHS CHARLS 

N % N % 
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Table 5.2  

Morbidity of Comparable Chronic Diseases Between Older Chinese Immigrants in Canada and Older Chinese in 

China, Based on the CCHS and the CHARLS Data 

 

Group Category Older Chinese immigrants in Canada 

(N=484,040) 

Older Chinese in China 

(N=281,648,066) 

Total (%) Male (%) Female (%) Total (%) Male (%) Female (%) 

Type A+ 

diseases 

Asthma 3.5 2.6 4.3 3.8 4.9 2.7 
Arthritis 21.5 19 23.7 30 25.4 34.9 
Hypertension 42.0 46.1 38.2 30.2 28.8 31.8 
Lung disease 3.2 5.3 1.3 12.5 14.1 11.3 
Stomach disease 4.3 3.4 5.1 18.2 16.4 20.2 

Type B+ 

diseases 

Diabetes 15.5 15.3 15.6 6.5 6.6 6.7 
Heart disease 10.1 11.1 9.2 12.6 10.3 15.1 
Cancer 4.5 3.5 5.4 0.7 0.6 0.8 
Stroke 2.4 2.3 2.5 2.3 3 1.6 
Memory-related 

problems 
2.7   1.5 0.8 0.7 

Data source: CCHS (2011-2016) and CHARLS (2015). 

Based on the morbidity rate gaps of each chronic disease between the two populations, older Chinese 

immigrants in Canada had higher morbidity rates for hypertension (42.0%), diabetes (15.5%), cancer 

(4.5%) and Alzheimer's disease and other memory-related diseases (2.7%). On the contrary, older 

Chinese in China had higher morbidity rates for stomach or intestinal ulcers (18.2%), COPD (12.5%), 

arthritis (30%), and heart disease (6.5%). The morbidity rates for asthma and stroke were similar between 

the two populations but with contrasting gender differences. 

Among older Chinese immigrants in Canada, the five leading chronic diseases were: hypertension, 

arthritis, diabetes, heart disease and cancer. Among older Chinese in China, the five leading chronic 

diseases were: hypertension, arthritis, stomach or intestinal ulcers, heart diseases and COPD. 

The Chi-square tests between morbidity rates and gender for all chronic diseases were significant for 

both populations. Among older Chinese immigrants in Canada, the top five biggest gaps in morbidity 

rates between genders were: hypertension (7.9%), arthritis (4.7%), COPD (4.0%), heart diseases (1.9%), 

and cancer (1.8%). Older Chinese female immigrants were more likely to suffer from arthritis, cancer, 
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asthma, stomach or intestinal ulcers, and stroke than their male counterparts. However, the morbidity rate 

for COPD among older Chinese male immigrants in Canada was four times higher than their female 

counterparts (5.3% versus 1.3%). 

As the unweighted number of patients having Alzheimer's diseases or other dementia by gender 

among older Chinese immigrants in the CCHS was too small, the QRDC did not release the weighted 

data for descriptive analysis. Nevertheless, the weighted data were included into the logistic regression 

analysis, the result of which is presented later in this chapter.  

Among the older Chinese remaining in China, the five most significant gaps of morbidity rates 

between genders were found for the following chronic diseases: arthritis (9.6%), heart diseases (4.8%), 

stomach or intestinal ulcers (3.8%), hypertension (3.1%) and COPD (2.8%). Similar to the gender 

differences among older Chinese immigrants in Canada, older Chinese females in China were more likely 

to have arthritis, stomach or intestinal ulcers and cancer than their male counterparts in China. In addition, 

older Chinese females in China had notably higher morbidity rates for heart disease (15.1%) and 

hypertension (31.8%) than their male counterparts (10.3% and 28.8%). However, older male Chinese in 

China were around twice as likely to have asthma (4.9% versus 2.7%) and stroke (3.0% versus 1.6%) than 

older females in China. Overall, for all the chronic diseases analysed males had more significant health 

advantages than females in both populations.  

5.2.3 Number of Chronic Diseases 

Differences in the numbers of chronic diseases reported by individuals also existed between both 

populations (Table 5.3). For type A+ chronic diseases, the proportion of the older Chinese in China 

having two or more diseases was higher than for older Chinese immigrants in Canada (25.9% versus 

13.9%). This difference was observed for both genders. When considering the absence of type A+ 

diseases by gender, we obtain the ranking of health from good to poor as older female Chinese 

immigrants (46.0%), older male Chinese immigrants (42.8%), older male Chinese in China (42.7%), and 

female older Chinese in China (37.2%). 
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For type B+ chronic diseases, the proportion of individuals without any diseases was higher than 

70% for both populations. The older Chinese in China generally had fewer diseases than older Chinese 

immigrants in Canada regardless of gender, and the proportion of older Chinese in China having two or 

more diseases was 3.3% versus 5.3% for older Chinese immigrants in Canada. The rates of having 

different numbers of diseases for older Chinese in China in different genders were similar, while the 

males’ situation was slightly better than the females’ one. Surprisingly, among the older Chinese 

immigrants in Canada, the double- or multi-morbidity rates for type B+ diseases for males and females 

were 3.5% versus 7.0%, which indicates older Chinese male immigrants’ health advantages in terms of 

numbers of chronic diseases. 

Table 5.3  

Proportion of Older Chinese Immigrants and Older Chinese Citizens Having A Different Number of Type 

A+ and Type B+ Chronic Diseases by Sex, Based on the CCHS and CHARLS Data 

 

Category Number of 

diseases 

Older Chinese immigrants in Canada Older Chinese in China 

Total (%) Male (%) Female (%) Total (%) Male (%) Female (%) 

Type A+ diseases 0 44.5 42.8 46 39.9 42.7 37.2 
 

1 41.2 43.3 39.3 34.3 33.8 34.7 
 

2+ 14.3 13.9 14.7 25.9 23.5 28.2 

Type B+ diseases 0 71.5 70.8 72.2 79.9 81.8 78 
 

1 23.1 25.7 20.8 16.9 14.9 18.7 
 

2+ 5.3 3.5 7 3.3 3.3 3.2 

Data source: CCHS (2011-2016) and CHARLS (2015). 

For both the older Chinese immigrants in Canada and the older Chinese in China, it is much more 

common to have type A+ chronic diseases than type B+ chronic diseases. Compared with older Chinese 

immigrants in Canada, older Chinese in China were likely to have more type A+ chronic diseases but 

fewer type B+ chronic diseases. 
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5.3 Bivariate Analysis 

The cross-tabulation below shows the distributions of self-rated health (poor/good) by demographic 

characteristics (Table 5.4). Similar distributions of self-rated health are shared by older Chinese 

immigrants in Canada and older Chinese in China when considering gender, marital status, living alone, 

smoking, drinking, type A+ and type B+ chronic diseases. On the contrary, the age, education, and 

income variables have a different effect on the self-rated health of older Chinese immigrants in Canada 

compared to that of older Chinese in China. Within the 80 and over age group, older Chinese in China are 

twice as likely to rate their health good compared to poor, but older Chinese immigrants in Canada were 

more likely to rate their health as poor. In terms of education and income, those with less than secondary 

school education and for each category of income, older Chinese in China are much more likely to rate 

their health as good compared to their counterparts in Canada.  

For the unweighted distribution of self-rated health by location of residence, the figures for older 

Chinese immigrant samples in the CCHS are sometimes too small to provide accurate results. Thus, the 

QRDC did not release the weighted data for bivariate analysis. Nevertheless, the Chi-square test between 

the location of residence and self-rated health by weighted data was significant. The weighted data were 

therefore allowed to enter for the logistic regression analysis.  

All variables are significant except the living alone variable for older Chinese immigrants in Canada 

using the CCHS. Notwithstanding, this variable was included in the logistic regression models in order to 

better compare the HIE with all the same factors controlled. 
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Table 5.4  

Bivariate Analysis of the Self-Rated Health of Older Chinese Immigrants in Canada and Older Chinese in 

China, Based on the CCHS and CHARLS Data 

 

Variable Category 
CCHS (N=460,079) CHARLS (N=23,7687,260) 

Poor (%) Good (%) χ2 P Poor (%) Good (%) χ2 P 

Age Aged 60-69 11.5 45.9 13208.880 0 14.3 47.8 6.23E+05 0  
Aged 70-79 8.5 18.0   7.9 21.2   

 
Aged 80 and over 11.6 9.9   2.4 6.3   

Sex Male 10.1 38.1 5934.024 0 10.8 38.9 1.33E+06 0  
Female 15.9 35.8   14.1 36.2   

Marital status Separated, 

divorced, 

widowed or never 

married 

8.7 17.0 

5167.414 0 

6.5 14.4 

1.57E+06 0 

 
Married or 

cohabitated 

17.3 56.8   18.1 60.9   

Education Less than 

secondary school 

graduation 

10.2 15.0 

18011.370 0 

19.9 53.8 

1.56E+06 0 

 
Secondary school 

graduation, no 

post-secondary 

education 

5.2 14.6 

  

4.6 19.2 

  

 
Post-secondary 

certificate diploma 

or university 

degree 

10.9 44.1 

  

0.4 2.1 

  

Income a Low income, 

<$19,999 (CCHS), 

Urban<¥25,000, 

Rural<¥10,000 

(CHARLS) 

14.8 34.1 

4680.756 0 

21.4 57.6 

3.56E+06 0 

 
Middle income, 

$20,000-$49,999 

(CCHS), Urban 

¥25,000-¥40,000, 

Rural ¥10,000-

¥20,00 (CHARLS) 

8.8 30.0 

  

2.2 9.7 

  

 
High income, 

$50,000 or more 

(CCHS), Urban 

>¥40,000, Rural 

>¥20,000 

(CHARLS) 

2.3 9.7 

  

1.0 8.0 

  

Residence 

location 

Urban     7.4 32.5 3.40E+06 0 

Rural     17.2 42.9   

Living alone No 22.3 63.2 0.079 0.779 21.0 66.2 3.00E+05 0  
Yes 3.7 10.6   3.7 9.2   

Smoking Still smoking 1.5 6.0 1223.754 0 5.7 20.9 5.18E+05 0  
Quit 5.6 15.8   4 12.2   

 
No 19.0 52.0   14.8 42.3   
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Variable Category 
CCHS (N=460,079) CHARLS (N=23,7687,260) 

Poor (%) Good (%) χ2 P Poor (%) Good (%) χ2 P 

Drinking Regular drinker 4.4 16.7 4219.647 0 4.2 20.7 2.98E+06 0  
Occasional drinker 5.7 19.6   1.7 5.6   

 
No 16.1 37.5   18.7 49.0   

Type A+ 

diseases 
No 

6.4 32.5 
14574.59 0 

5.8 34.1 
9.67E+06 0 

 
Yes 19.6 41.4   18.9 41.2   

Type B+ 

diseases  

No 12 57.2 43098.04 0 16.8 63.3 7.63E+06 0 

Yes 14 16.7   7.8 12.0   

Data source: CCHS (2011-2016) and CHARLS (2015). 

a The standard of income categories differs between older Chinese immigrants in Canada from the CCHS and older 

Chinese in China from the CHARLS. Within older Chinese in China, the income standard further differs between 

urban and rural residents. To simplify the categories, “Canadian” refers to “older Chinese immigrants in Canada”; 

“Chinese urban” refers to “older Chinese in urban China”; and “Chinese rural” refers to “older Chinese in rural 

China”. The specific income categories are showed as:  

Low income (Canadian<$19,999, Chinese Urban<¥25,000, Chinese Rural<¥10,000); 

Middle income (Canadian $20,000-$49,999, Chinese Urban ¥25,000-¥40,000, Chinese Rural ¥10,000-¥20,000); 

High income (Canadian >$50,000, Chinese Urban >¥40,000, Chinese Rural >¥20,000). 

5.4 Multivariate Analysis 

The previous sections have discussed the health disparities between older Chinese in China and older 

Chinese immigrants in Canada, two populations of the same ethnic origin, respectively living in their 

country of origin and their country of destination. In order to examine how social determinants impacted 

the self-rated health of these two populations, I analysed the weighted data of the CCHS and the 

CHARLS using binary logistic regression. The dependent variable was the binary self-rated health 

(poor/good), and the regression was designed to analyse the likelihood of self-rating health as good. The 

regression results are is shown as follows (Table 5.5). All the odds ratios in both models were significant. 
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Table 5.5  

Logistic Regression Predicting Good Self-Rated Health for Older Chinese Immigrants in Canada and 

Older Chinese in China, Based on the CCHS and CHARLS Data 

 

Variable 

Data Source 

CCHS (N=460,079) CHARLS (N=23,7687,260) 

Estimate SE Odds Ratio [95% C.I.] Estimate SE Odds Ratio [95% C.I.] 

Age       

60-69 years old (ref.)       

70-79 years old -0.233 0.009 0.792*** [0.778 - 0.806] -0.123 0.000 0.884*** [0.883 - 0.885] 

>= 80 years old -0.22 0.011 0.802*** [0.785 - 0.820] 0.123 0.000 1.130*** [1.129 - 1.132] 

Sex       

Male (ref,)       

Female -0.585 0.009 0.557*** [0.547 - 0.567] -0.063 0.000 0.939*** [0.938 - 0.939] 

Marital Status       

Separated, divorced, 

widowed or never married 

(ref.) 

      

Now Married or 

Common Law 
0.327 0.011 1.386*** [1.357 - 1.416] 0.285 0.000 1.329*** [1.328 - 1.330] 

Income a       

Low income (ref.)       

Middle income  0.157 0.008 1.169*** [1.151 - 1.188] 0.265 0.000 1.303*** [1.302 - 1.305] 

High income 0.228 0.013 1.256*** [1.224 - 1.289] 0.834 0.000 2.302*** [2.298 - 2.235] 

Education       

Less than secondary 

school graduation (ref.) 
      

Secondary school 

graduation, no post-

secondary education 

0.342 0.011 1.408*** [1.378 - 1.438] 0.119 0.000 1.126*** [1.125 - 1.127] 

  Post-secondary 

certificate diploma or 

university degree 

0.769 0.009 2.158*** [2.119 - 2.197] 0.039 0.000 1.039*** [1.037 - 1.042] 

Residence location       

Urban (ref.)       

Rural 1.297 0.034 3.656*** [3.419 - 3.911] -0.641 0.000 0.527*** [0.526 - 0.527] 

Living Alone       

No (ref.)       

Yes 0.619 0.012 1.857*** [1.812 - 1.902] 0.138 0.000 1.147*** [1.146 - 1.149] 

Smoking       

Daily (ref.)       

Occasional 0.49 0.060 1.632*** [1.451 - 1.835]    

Always occasional -0.232 0.034 0.793*** [0.741 - 0.848]    

Former daily -0.446 0.030 0.640*** [0.603 - 0.678] -0.114 0.000 0.892*** [0.891 - 0.893] 

Former occasional -0.594 0.030 0.552*** [0.520 - 0.585]    

Never smoked -0.083 0.028 0.920*** [0.870 - 0.973] 0.078 0.000 1.082*** [1.081 - 1.083] 
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Variable 

Data Source 

CCHS (N=460,079) CHARLS (N=23,7687,260) 

Estimate SE Odds Ratio [95% C.I.] Estimate SE Odds Ratio [95% C.I.] 

Drinking       

Regular drinker (ref.)       

Occasional drinker 0.068 0.012 1.070*** [1.045 - 1.095] -0.45 0.000 0.637*** [0.637 - 0.638] 

No -0.114 0.011 0.892*** [0.873 - 0.911] -0.505 0.000 0.604*** [0.603 - 0.604] 

Type A+ diseases       

No (ref.)       

Yes -0.355 0.008 0.700*** [0.690 - 0.711] -0.881 0,000 0.414*** [0.414 - 0.415] 

Type B+ diseases       

No (ref.)       

Yes -1.412 0.008 0.243*** [0.240 - 0.247] -0.862 0,000 0.422*** [0.422 - 0.423] 

Constant 1.473 0.030 4.364*** 2.411 0,000 11.145*** 

 

***p<.001 

a The standard of income categories is the same as in Table 5.4. 

Data source: CCHS (2011-2016) and CHARLS (2015). 

Both regressions were run using the weighted samples of the CCHS and the CHARLS. For both 

older Chinese immigrants in Canada and older Chinese in China, gender, marital status, income, 

education, living alone, having type A+ and type B+ diseases had consistent influences on self-rated 

health. Compared with older Chinese males, females were less likely to report good health. Older people 

married or in common-law relationships, those receiving a middle or high income, those having higher 

education and those living alone were more likely to report good health. The self-reports of any type A+ 

and type B+ chronic diseases were negatively related to the likelihood of self-rating health as good. 

Age, location of residence, smoking, and drinking had different impacts on the self-rated health of 

older Chinese immigrants in Canada compared to that of older Chinese in China. Compared with the 

reference group aged 60-69 years, older Chinese in China aged 80 years and over were more likely to 

self-rate health as good, but older Chinese immigrants in Canada aged 80 years and over were less likely 

to report health as good. In terms of location of residence, compared with their own reference groups 

living in urban areas, the odds ratio for older Chinese immigrants in Canada living in rural areas to report 
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good health was 3.66 versus 0.54 for older Chinese in China living in rural areas. Compared with daily 

smokers, non-smokers were less likely to report good health among older Chinese immigrants in Canada, 

but more likely to report good health when considering older Chinese in China. In terms of drinking 

habits, occasional drinkers among older Chinese immigrants in Canada were more likely to report good 

health compared with regular drinkers, which was the opposite for older Chinese in China.  

5.5 Discussion 

This chapter mainly investigated the health disparities between older Chinese immigrants in Canada 

and older Chinese in China to explore the HIE on older Chinese immigrants. The health differences 

between the two populations were examined through self-rated health, morbidity rates for chronic 

diseases, and the number of diagnosed chronic diseases. The social determinants of their self-rated health 

were also examined in the previous sections. In this section, I discuss the variations in health of these two 

populations. 

Based on the descriptive analysis of dichotomous self-rated general health, the proportion of older 

Chinese people in China self-rating general health as good was slightly higher than that of older Chinese 

immigrants in Canada (75.4% versus 74.0%) (Table 5.1). It is credible that the overall self-rated general 

health of older Chinese in China was better than older Chinese immigrants in Canada, because the sample 

size of CHARLS (N=281,648,067) is much bigger than the one of CCHS (N=484,040), and the profile of 

CHARLS participants is more diverse in terms of socio-economic status. Moreover, the similar 

distribution of self-rated health implies that the value of being modest, advocated by the Chinese 

“doctrine of the mean”, is deeply rooted in the minds of both older Chinese in China and older Chinese 

immigrants in Canada. This value influences their pattern of self-rated general health (Li et al., 2006; Wu, 

1976), which is consistent with the discussion of Chapter Four. 

Regarding the morbidity rates for chronic diseases, older Chinese immigrants in Canada had lower 

morbidity rates for arthritis, lung disease, and heart disease than older Chinese in China, which supports 

the findings of Wu et al. (2010) on the health gaps between older Chinese immigrants in the United States 
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and older Chinese in China. However, contrary to their conclusions, the analysis in this chapter indicates 

that older Chinese immigrants in Canada were less healthy than older Chinese in China. In 2009, the six 

leading causes of death for the older Canadian population aged 65 and over based on their rankings from 

high to low were cancer, heart disease, stroke, chronic lower respiratory diseases, diabetes and 

Alzheimer’s disease (Statistics Canada, 2015), while the morbidity rates for cancer, stroke, diabetes and 

Alzheimer’s disease among older Chinese immigrants were higher than among older Chinese in China, 

accounting for four out of the six diseases (Table 5.2). These diseases also ranked in the top ten leading 

causes of death for Chinese in China except for diabetes (Zhou et al., 2019). Currently, few existing 

academic articles directly compare the morbidity rates for chronic diseases between older Chinese 

immigrants in their country of destination and older Chinese in China. Only a few studies compare the 

morbidity rate for specific cancer or mortality rates of various cancers between Chinese immigrants in 

their countries of destination and the Chinese in China (Stellman & Wang, 1994; Yu & Hussain, 2009). 

Regarding the gender differences in the morbidity rates related to chronic diseases among older Chinese 

in China, consistent with Wang et al. (2017), female individuals were more likely to suffer from 

hypertension, diabetes and arthritis than males. No literature was found to analyse the gender differences 

in chronic disease among older Chinese immigrants in Canada.  

The number of chronic diseases is another measure of health status that is widely used in prior 

studies, since it is closely related to self-rated health (Choi, 2012; Leung et al., 2007; Meng & D’Arcy, 

2016; Roberts et al., 2015). For type A+ diseases, older Chinese immigrants in Canada had a better health 

performance than older Chinese in China. For type B+ diseases, older Chinese immigrants in Canada had 

a worse health performance than older Chinese in China with notably higher proportions of uni-

morbidities and comorbidities (Table 5.3). No literature was found to compare the number of chronic 

diseases between older Chinese immigrants in Canada and older Chinese in China and to analyse the 

gender differences between the two populations. The analysis in this chapter effectively fills this gap. 
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Overall, older Chinese immigrants in Canada were less healthy than older Chinese people in China. 

No evidence was found to support the HIE for older Chinese immigrants in Canada using CCHS and 

compared to CHARLS data. Older Chinese immigrants were likely to come from the elite class in China 

with more sedentary occupations before immigration, and they were exposed to higher risks of 

cardiovascular disease and diabetes (Freak-Poli et al., 2010; Liu-Farrer, 2016). In addition, they may 

encounter acculturative stress due to language barrier, loss, occupational adjustment, discrimination, and 

alienation (Berry et al., 1987; Y. Li et al., 2015), which brings negative impacts on their health. Even 

though immigration to Canada may be beneficial in terms of family reunion, employment and living 

conditions in some cases, it is not the best decision for all older Chinese immigrants in terms of their 

health.  

For both Chinese populations, age, gender, marital status, income, education, residence location, 

living alone, smoking, drinking, and chronic health conditions have significant influences on self-rated 

health, which strongly supports the study of Du and Guo (2015). The location of residence in urban or 

rural areas influenced the self-rated health of older Chinese immigrants in Canada and older Chinese in 

China in different ways. The 2010 China Census showed that 56.4% of the Chinese population aged 60 

years and over lived in rural areas (China National Bureau of Statistics, 2010). Older populations living in 

rural China were less likely to self-rate their health as good compared to older individuals living in urban 

areas, which is consistent with Park et al. (2012). From 1980 to 2000, the gap in the provision of hospital 

beds and hospital personnel per thousand people between urban and rural China was growing, and people 

living in rural China experienced a bigger barrier to access health care services (Zhang & Kanbur, 2005). 

Meanwhile, 61.4% of the total immigrant population and 56.0% of recent immigrants in Canada 

reside in Toronto, Vancouver and Montréal (Statistics Canada, 2018). While inequalities in access to 

health care services between urban and rural areas in Canada also exist (Sibley & Weiner, 2011), 

nevertheless, older Chinese immigrants in Canada who live in rural areas are more likely to report good 

health. Chinese immigrants Canada who settle in the rural areas of Canada are likely to follow a strategic 
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decision motivated by employment or business opportunities (Smart, 2003), and we know that income is 

positively related to self-rated health (Table 5.5). In addition, older Chinese immigrants who live in rural 

areas are more socially mobile and effectively avoid the negative impacts on health that result from living 

in urban areas where they are spatially concentrated in multi-ethnic neighbourhoods and face higher 

levels of perceived discrimination (Verstraeten et al., 2018). 

Compared to China, considering the physician-to-population ratios and the allocation of physicians, 

the allocation of health care services is more balanced between urban and rural areas in Canada. In 

Canada, there were 2.41 physicians per 1,000 population in 2018; 8% of physicians worked in rural areas 

while 92% were located in urban areas (CIHI, 2019b). By 2011, only 18.9% of the Canadian population 

lived in a rural area (Statistics Canada, 2018). In China, there were 3.97 physicians per 1,000 population 

in urban areas and 1.68 physicians per 1,000 population in rural areas in 2017 (China National Bureau of 

Statistics, 2018). In the same year, the proportion of the Chinese population living in urban areas was 

58.52% versus 41.48% in rural areas (China National Bureau of Statistics, 2018). Overall, older Chinese 

immigrants living in rural Canada have better access to health care services than older Chinese population 

living in rural China. 

The statistical definition of urban and rural areas differs between Statistics Canada and the China 

National Bureau of Statistics. In Canada, a rural area is defined as an area with a population under 1000 

and a density of under 400 people per square kilometre (Statistics Canada, 2018). In China, the definition 

of urban areas refers to the areas with a population density of over 1500 people per square kilometre, as 

well as the locations of local governments. Some special areas like development zones or tourist areas are 

also considered urban areas. Rural areas are defined as areas outside of urban areas, consisting of market 

towns and villages (China National Bureau of Statistics, 2006). If the Chinese statistical definition of rural 

areas is applied to Canada, part of the urban areas in Canada is equivalent to rural areas in China. Urban 

Canada usually provides better health care services than rural China, as Canada ranked 14th in health care 

access and quality index among 195 countries and territories in 2016 while China ranked 48th (Fullman et 
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al., 2018). All the above-mentioned data further illustrate the huge gap in access to health care services 

between older Chinese immigrants in Canada and older Chinese people in China. Therefore, older 

Chinese immigrants in Canada are more likely to self-rate their general health as good even if they settle 

in rural areas. 

5.6 Limitations 

The first limitation is that the places of origin in China of older Chinese immigrants in Canada were 

not available in the CCHS. The CCHS does not require the information of immigrants’ places of origin, 

and no matching analysis can be conducted between the two populations based on the cities or provinces 

of residence in China before their immigration to Canada. Within China, health disparities among the 

older population is also based on differences between where people live. Many Chinese immigrants 

initially came from eastern China, such as Fujian Province, Zhejiang Province, Guangdong Province and 

Northeast China (Song & Liang, 2019), and emigration from China is usually a path adopted by the rich 

Chinese class (Liu-Farrer, 2016). Generally, the health status of residents in eastern China is better than in 

western China. Older people living in urban and developed areas also perform better in terms of the health 

status of residents. (Du & Guo, 2015; Liu et al., 1999; Wang et al., 2019). 

The second limitation is that the morbidity rate for chronic diseases in this chapter is calculated using 

self-reported data. The self-reported morbidity rate is different from the actual prevalence of certain 

chronic diseases. For example, in the WHO Study on global ageing and adult health (SAGE), the self-

reported morbidity rate for hypertension among older Chinese in China aged 50 and over was 26.8% in 

2010. However, the measured morbidity rate for hypertension using diastolic or systolic values among the 

same population in 2010 was 54.5% (SCDC, 2012). This difference stems from different methodologies 

used to calculate morbidity rates. However, the data used in this chapter, whether from the CCHS or the 

CHARLS, are both self-reported data. Since the two data sets are comparable, the statistical results can, 

therefore, be deemed reliable when focusing more on the differences between the two populations than on 

the absolute values.  
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Another limitation of the analysis is that the CCHS data can only be accessed in the closed area of 

the RDC, and the data of the CCHS and the CHARLS can not be explored and examined simultaneously 

within the same model. Chronic conditions are just one aspect of physical health. However, because the 

questionnaire design of the two studies is different, and because older Chinese immigrants did not 

participate in some optional health sections in the CCHS, it was difficult to collect more common 

indicators to identify health disparities. 

5.7 Key Findings 

This chapter offers some insights on the health disparities in self-rated general health and chronic 

conditions between older Chinese immigrants in Canada and older Chinese remaining in China. The 

analysis illustrates that older Chinese immigrants are less healthy than older Chinese in China. The 

proportion of self-rating general health as good among older Chinese in China was higher. Based on self-

reported chronic health data, older Chinese immigrants in Canada are more likely to report cancer, stroke, 

diabetes, Alzheimer’s disease and diabetes. Regarding the number of chronic conditions, older Chinese 

immigrants in Canada are likely to have more type B+ chronic diseases but fewer type A+ chronic 

diseases. Overall, no strong evidence is found to support the HIE of older Chinese immigrants in Canada 

when they are compared to their counterparts in their country of origin. In general, the socio-economic 

status of older Chinese immigrants in Canada is higher than socio-economic status of older Chinese 

people in China. From the results of the multivariate analysis, females, non-drinkers and individuals with 

any type A+ or type B+ chronic conditions are less likely to report good health. People in marriages or 

stable relationships, those having high income or education, and those living alone are more likely to 

report good health. Additionally, age, location of residence between urban and rural areas and smoking 

habits make a difference in self-rated general health of the two populations.  
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Chapter 6 

Determinants of Health for Older Chinese Immigrants in the GTA 

6.1 Introduction 

In this chapter, the goal is to answer the following questions: “When we focus on a representative 

sample of older Chinese immigrants at the micro-level, what factors contribute to the health differences 

within the group?” This chapter will use primary survey data to analyse the HIE on the older Chinese 

immigrants in the GTA and focus on this study population’s self-rated health and post-immigration 

variations in health. Moreover, how these two dependent health variables are influenced by demographic 

characteristics, social participation, physical health and mental health will be investigated independently 

using bivariate and multivariate analyses. Four sets of regression models are applied in this investigation. 

6.2 Impacts of Demographic characteristics on Self-rated Health Status 

This section aims to investigate the association between the demographic characteristics of older 

Chinese immigrants in the GTA and their self-rated health and variations in health. Besides age and 

gender, the demographics include socio-economic status, living arrangements, geographical factors, and 

immigration characteristics. The demographic variables extracted from the primary surveys consist of 

age, gender, marital status, education, income, length of retirement, mother tongue, English level, French 

level, cultural background, place of birth, living alone, type of house, ownership of house, residential 

district, age at immigration, length of residence, immigration category and immigration status. I will first 

review the influence of demographics on the self-rated health of older Chinese immigrants in the GTA, 

and then study the influence of demographics on variations in health. 
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6.2.1 Self-rated Health 

The associations at the bivariate level between demographics and self-rated health were examined 

using Chi-square tests (Table 6.1). The statistical results showed that age, gender, income, place of birth, 

English level, length of retirement, and immigration category were significantly (P<0.05) related to self-

rated health. Age at immigration had an influence on self-rated health at a P<0.1 level. The variables 

which were significant at a P<0.05 level are further examined using logistic regression analysis. 

Table 6.1  

Bivariate Analysis Between Self-Rated Health and Demographic Factors for Older Chinese Immigrants 

in the GTA 

 

Variable Category Self-rated Health Chi-square df P 

Poor Good 

Age** Aged 60-69 30 116 9.209 2 0.010 

Aged 70-79 51 108 
   

Aged 80 and over 29 46 
   

Sex* Male 30 110 6.093 1 0.014 

Female 80 160 
   

Marital Status Unmarried 38 72 2.359 1 0.125 

Married 72 198 
   

Education Elementary school or below 11 17 3.027 2 0.220 

Secondary School 48 104 
   

Post-secondary school 51 148 
   

Income* Less than $20,000 79 156 7.111 2 0.029 

$20,000 or more, but less than 

$50,000 

17 72 
   

$50,000 or more 14 42 
   

Place of birth* Mainland China 81 163 6.204 2 0.045 

Hong Kong, Macao or Taiwan 26 92 
   

Other 3 15 
   

Mother tongue Mandarin 40 82 1.319 2 0.517 

Cantonese 54 147 
   

Other 16 41 
   

English* Not at all 21 33 9.716 4 0.045 

Little 29 58 
   

Some 31 64 
   

Good 21 89 
   

Very good 8 26 
   

French Not at all 97 234 2.515 4 0.642 

Little 10 20 
   

Some 2 13 
   

Good 1 2 
   

Very good 0 1 
   

Cultural 

background 

Multicultural 24 77 1.798 1 0.180 

Only Chinese cultural 86 193 
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Variable Category Self-rated Health Chi-square df P  

Poor Good 

Retirement 

length** 

Not retired 5 22 15.93 4 0.003 

0-9 years 17 87 
   

10-19 years 39 88 
   

20-29 years 37 59 
   

>=30 years 10 14 
   

Living alone No 90 238 2.651 1 0.103 

Yes 20 32 
   

Housing 

ownership 

Own 89 224 0.021 1 0.885 

Rent 14 37 
   

Housing type House (single detached, semi-

detached, duplex or townhouse) 

64 174 3.726 3 0.293 

Apartment or condominium 27 74 
   

Seniors’ housing (retirement 

home, assisted living) 

13 17 
   

Other 1 3 
   

District Markham 38 74 5.221 5 0.390 

Scarborough 30 89 
   

North York 6 17 
   

Richmond Hill 8 10 
   

Toronto 23 61 
   

Other 5 19 
   

Age at 

immigration* 

Aged 17 and below 1 3 7.108 3 0.069 

Aged 18-34 16 63 
   

Aged 35-49 23 76 
   

Aged 50 and over 66 127 
   

Length of 

residence 

<= 9 years 17 56 1.108 1 0.292 

>=10 years 89 213 
   

Immigration 

category* 

economic class 12 57 10.946 3 0.012 

family class 74 131 
   

refugee class 3 9 
   

other class 16 55 
   

Immigration 

status 

Canadian citizen 65 170 2.695 2 0.260 

Permanent resident 41 84 
   

Temporary resident 3 16 
   

*p<.05.**p<.01.***p<.001 
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Gender was found to have a significant influence on the self-rated health of older Chinese 

immigrants in the GTA at a P<0.1 level. Compared with male participants, female participants were less 

likely to self-rate good health when age, income, English level, length of retirement, place of birth and 

immigration category were controlled. Other variables were not associated with self-rated health.  

Table 6.2  

Logistic Regression Analysis Predicting Good Self-Rated Health Under the Influence of Demographic 

Characteristics for Older Chinese Immigrants in the GTA  

 

Variable Category B S.E. Wald df Sig. Exp(B) 95% C.I. for 

EXP(B) 

Lower Upper 

Age 

  

  

Aged 60-69 
  

0.179 2 0.914 
   

Aged 70-79 -0.102 0.336 0.093 1 0.761 0.903 0.467 1.745 

Aged 80 and 

over 

-0.197 0.473 0.174 1 0.677 0.821 0.325 2.076 

Sex Female -0.510 0.279 3.334 1 0.068 0.601 0.347 1.038 

Income 

  

  

Less than 

$20,000 

  
0.446 2 0.800 

   

$20,000 or 

more, but less 

than $50,000 

0.227 0.353 0.414 1 0.520 1.255 0.628 2.507 

$50,000 or 

more 

0.127 0.397 0.103 1 0.749 1.135 0.522 2.470 

English 

  

  

  

  

Not at all 
  

1.523 4 0.823 
   

Little -0.200 0.396 0.255 1 0.614 0.819 0.377 1.779 

Some -0.184 0.406 0.205 1 0.651 0.832 0.376 1.844 

Good 0.129 0.473 0.075 1 0.784 1.138 0.451 2.874 

Very good -0.369 0.596 0.384 1 0.536 0.691 0.215 2.223 

Place of 

birth 

  

  

Mainland 

China 

  
0.594 2 0.743 

   

Hong Kong, 

Macao or 

Taiwan 

0.071 0.330 0.046 1 0.830 1.074 0.562 2.051 

Other 0.530 0.692 0.587 1 0.444 1.700 0.438 6.603 

Immigration 

category 

  

  

  

Economic 

class 

  
2.803 3 0.423 

   

Family class -0.642 0.386 2.766 1 0.096 0.526 0.247 1.121 

Refugee class -0.451 0.794 0.322 1 0.570 0.637 0.134 3.022 

Other class -0.414 0.452 0.837 1 0.360 0.661 0.272 1.604 

Retirement 

length 

  

 

  

Not retired 
  

3.754 4 0.440 
   

0-9 years 0.444 0.595 0.557 1 0.456 1.559 0.486 5.003 

10-19 years -0.250 0.599 0.174 1 0.676 0.779 0.241 2.518 

20-29 years -0.345 0.661 0.272 1 0.602 0.708 0.194 2.587 

>=30 years -0.431 0.806 0.286 1 0.593 0.650 0.134 3.154 

Constant 
 

1.902 0.727 6.851 1 0.009 6.700 
  

*p<.05.**p<.01.***p<.001 
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6.2.2 Variations in Health 

The bivariate analysis showed that mother tongue and age at immigration were related to the 

variations in health since migration (P<0.1), while the length of retirement, housing type, length of 

residence and immigration status were significantly associated with variations in health (P<0.05). Only 

variables with significant relationships were further investigated using logistic regression. As basic 

demographic factors, age and gender were added into each regression model in this chapter. 

Table 6.3  

Bivariate Analysis Between Variations in Health and Demographic Characteristics for Older Chinese 

Immigrants in the GTA 

 

Variable Category Variations in health Chi-

square 

df P 

Poor Good 

Age Aged 60-69 41 106 3.164 2 0.206  
Aged 70-79 49 110 

   

 
Aged 80 and over 30 46 

   

Sex Male 43 97 0.05 1 0.823  
Female 77 165 

   

Marital Status Unmarried 38 73 0.578 1 0.447  
Married 82 189 

   

Education Elementary school or below 9 19 0.688 2 0.709  
Secondary School 52 102 

   

 
Post-secondary school 59 140 

   

Income Less than $20,000 70 166 2.497 2 0.287  
$20,000 or more, but less than 

$50,000 

27 62 
   

 
$50,000 or more 23 34 

   

Place of birth Mainland China 80 166 3.618 2 0.164  
Hong Kong, Macao or Taiwan 38 80 

   

 
Other 2 16 

   

Mother tongue Mandarin 32 91 4.737 2 0.094  
Cantonese 73 128 

   

 
Other 15 43 

   

English Not at all 17 38 2.135 4 0.711  
Little 26 62 

   

 
Some 26 69 

   

 
Good 40 70 

   

 
Very good 11 23 

   

French Not at all 102 230 3.524 4 0.474  
Little 13 18 

   

 
Some 5 10 

   

 
Good 0 3 

   

 
Very good 0 1 

   

Cultural background Multicultural 29 72 0.465 1 0.495  
Only Chinese cultural 91 190 
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Retirement length*** Not retired 11 16 22.024 4 0.000  
0-9 years 23 82 

   

 
10-19 years 41 86 

   

 
20-29 years 26 70 

   

 
>=30 years 17 8 

   

Living alone No 104 226 0.012 1 0.914  
Yes 16 36 

   

Housing ownership Own 93 220 0.507 1 0.477  
Rent 18 34 

   

Housing type* House (single detached, semi-

detached, duplex or townhouse) 

62 177 10.978 3 0.012 

 
Apartment or condominium 36 65 

   

 
Seniors’ housing (retirement 

home, assisted living) 

16 14 
   

 
Other 1 3 

   

District Markham 34 80 8.437 5 0.134  
Scarborough 45 74 

   

 
North York 6 17 

   

 
Richmond Hill 9 9 

   

 
Toronto 21 63 

   

 
Other 5 19 

   

Age at immigration Aged 17 and below 2 2 6.372 3 0.095  
Aged 18-34 33 46 

   

 
Aged 35-49 29 71 

   

 
Aged 50 and over 53 141 

   

Length of residence** <= 9 years 12 62 9.446 1 0.002  
>=10 years 105 198 

   

Immigration category Economic class 21 49 0.159 3 0.984  
Family class 65 141 

   

 
Refugee class 4 8 

   

 
Other class 21 50 

   

Immigration status* Canadian citizen 87 148 8.817 2 0.012  
Permanent resident 28 99 

   

 
Temporary resident 5 14 

   

*p<.05.**p<.01.***p<.001 

Among all demographic characteristics examined in the regression models, length of retirement 

(P<0.01) and housing type (P<0.1) were significantly related to variations in health (Table 6.4). 

Compared to the unretired older Chinese immigrants, those who had been retired for between 0 and 9 

years were much more likely to report good health; no significant result was observed for groups with 

longer length of retirement. Regarding housing type, those living in seniors’ housing were dramatically 

less likely to report good health than those living in private houses.  

 

Variable Category Variations in health Chi-

square 

df P 

Poor Good 
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Table 6.4  

Logistic Regression Predicting Positive Variations in Health In Relationship to Demographic 

Characteristics for Older Chinese Immigrants in the GTA 

 

Variable Category B S.E. Wald Df Sig. Exp(B) 95% C.I. for 

EXP(B) 

Lower Upper 

Age Aged 60-69 
  

0.869 2 0.647 
   

Aged 70-79 -0.098 0.317 0.096 1 0.757 0.906 0.486 1.689 

Aged 80 and over 0.270 0.478 0.318 1 0.573 1.309 0.513 3.341 

Sex Female -0.047 0.256 0.033 1 0.855 0.954 0.578 1.575 

Retirement 

length* 

Not retired 
  

15.887 4 0.003 
   

0-9 years 0.962 0.474 4.117 1 0.042 2.618 1.033 6.631 

10-19 years 0.207 0.496 0.175 1 0.676 1.231 0.465 3.254 

20-29 years 0.589 0.567 1.079 1 0.299 1.801 0.593 5.470 

>=30 years -1.133 0.759 2.229 1 0.135 0.322 0.073 1.425 

Housing 

type* 

House (single-

detached, semi-

detached, duplex or 

townhouse) 

  7.746 3 0.052 
   

Apartment or 

condominium 

-0.385 0.272 2.002 1 0.157 0.680 0.399 1.160 

Seniors’ housing 

(retirement home, 

assisted living) 

-1.157 0.439 6.937 1 0.008 0.314 0.133 0.744 

Other -0.569 1.204 0.224 1 0.636 0.566 0.053 5.990 

Length of 

residence 

>=10 years -0.702 0.456 2.371 1 0.124 0.496 0.203 1.211 

Immigration 

status 

Canadian citizen 
  

3.699 2 0.157 
   

Permanent resident 0.553 0.317 3.049 1 0.081 1.739 0.934 3.236 

Temporary resident -0.110 0.712 0.024 1 0.877 0.895 0.222 3.617  
Constant 1.102 0.630 3.064 1 0.080 3.010 

  

*p<.05.**p<.01.***p<.001 

6.3 Impacts of Social Participation on Self-rated Health Status 

Social participation encompasses paid work as well as social activities like voluntary and religious 

activity, political or trade union activity, training and education course, and outdoor sports, cultural or 

leisure activity. Unpaid domestic work incorporates grandparenting, cooking or housework, and care 

work for older or disabled family members. First, I study the relationship between self-rated health and 

social participation. Second, I focus on the relationship between variations in health and social 

participation.  
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6.3.1 Self-rated Health 

The bivariate analysis shows that post-immigration working experience, voluntary or religious 

activity, cooking or housework, and outdoor sport, cultural or leisure activity were significantly related to 

self-rated health (Table 6.5). These variables are included in the logistic regression that analyses the effect 

of social participation on self-rated health among older Chinese immigrants in the GTA. 

Table 6.5  

Bivariate Analysis Between Self-Rated Health and Social Participation for Older Chinese Immigrants in 

the GTA 

 

Variable Category Self-rated Health Chi-

square 

df P-value 

Poor Good 

Post-immigration working 

experience** 

No 59 108 6.621 1 0.010 

Yes 46 153 
   

Retirement status Completely retired 104 247 1.544 2 0.462 

Partly retired 2 10 
   

Not retired 3 12 
   

Voluntary, charitable or 

religious activity** 

Several times a week 

or more 

17 82 10.564 2 0.005 

Several times a month 21 52 
   

Less often or never 70 128 
   

Political/trade union activity Several times a week 

or more 

0 3 3.371 2 0.185 

Several times a month 0 5 
   

Less often or never 108 254 
   

Grandparenting Several times a week 

or more 

16 52 3.403 2 0.182 

Several times a month 3 16 
   

Less often or never 89 194 
   

Cooking or housework* Several times a week 

or more 

63 189 8.854 2 0.012 

Several times a month 3 11 
   

Less often or never 42 62 
   

Providing eldercare Several times a week 

or more 

12 22 0.777 2 0.678 

Several times a month 3 6 
   

Less often or never 93 234 
   

Training or education course Several times a week 

or more 

10 32 0.783 2 0.676 

Several times a month 7 19 
   

Less often or never 91 211 
   

Sports, cultural or leisure 

activity outside home** 

Several times a week 

or more 

55 176 9.906 2 0.007 

Several times a month 22 45 
   

Less often or never 31 42 
   

*p<.05.**p<.01.***p<.001 
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The logistic regression reveals the relationships between self-rated health and social participation 

(Table 6.6). Age, gender, voluntary or religious activity, and outdoor sports, cultural or leisure activity 

were significantly related to self-rated health. Regarding age, the older the participants were, the less 

likely they were to self-rate their health as good. Compared with males, females were also less likely to 

self-rate their health as good. In terms of voluntary or religious activity and sports, cultural or leisure 

activity outside their home, compared with the people who participated less often or never, those who 

participated several times a week or more were notably more likely to self-rate their health as good. Other 

activities were not related to the self-rated health of older Chinese immigrants in the GTA.  

Table 6.6  

Logistic Regression Predicting Good Self-Rated Health in Relationship to Social Participation for Older 

Chinese Immigrants in the GTA 

 

Variable  Category  B  S.E.  Wald  df  Sig.  Exp(B)  95% C.I. for 

EXP(B)  
Lower Upper 

Age* Aged 60-69 
  

7.480 2 0.024 
   

Aged 70-79 -0.690 0.297 5.399 1 0.020 0.502 0.280 0.898 

Aged 80 and 

over 

-0.865 0.354 5.966 1 0.015 0.421 0.210 0.843 

Sex*** Female -0.935 0.285 10.754 1 0.001 0.392 0.224 0.686 

Post-immigration 

working 

experience 

Yes 0.119 0.263 0.203 1 0.652 1.126 0.672 1.887 

Voluntary, 

charitable or 

religious activity 

** 

Less often or 

never 

  
10.670 2 0.005 

   

Several times 

a week or 

more 

1.119 0.343 10.660 1 0.001 3.062 1.564 5.995 

Several times 

a month 

0.222 0.323 0.473 1 0.492 1.249 0.663 2.351 

Cooking or 

housework 

Less often or 

never 

  
4.365 2 0.113 

   

Several times 

a week or 

more 

0.579 0.279 4.316 1 0.038 1.784 1.033 3.080 

Several times 

a month 

0.221 0.756 0.085 1 0.770 1.247 0.283 5.489 

Sports, cultural or 

leisure activity 

outside home* 

Less often or 

never 

  
8.526 2 0.014 

   

Several times 

a week or 

more 

0.901 0.312 8.358 1 0.004 2.461 1.336 4.532 

Several times 

a month 

0.487 0.380 1.642 1 0.200 1.628 0.773 3.430 

Constant 
 

0.653 0.420 2.412 1 0.120 1.921 
  

*p<.05.**p<.01.***p<.001.  
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6.3.2 Variations in Health 

Social participation, post-immigration working experience and participation in training and education 

courses are significantly associated with variations in health (P<0.05) (Table 6.7). Additionally, caring for 

older or disabled family members is related to variations in health (P<0.1).  

Table 6.7  

Bivariate Analysis Between Variations in Health and Social Participation for Older Chinese Immigrants 

in the GTA 

 

Variable Category Variations in health Chi-Square df P-value 

Worse Stable or better 

Retirement status Completely retired 109 244 1.678 2 0.432 

Partly retired 4 8    

Not retired 7 8    

Post-immigration 

working experience* 

No 42 126 4.874 1 0.027 

Yes 71 128 
   

Voluntary, charitable or 

religious activity 

Several times a week or 

more 

26 73 1.445 2 0.485 

Several times a month 21 52 
   

Less often or never 65 133 
   

Political/trade union 

activity 

Several times a week or 

more 

0 3 1.529 2 0.466 

Several times a month 2 3 
   

Less often or never 110 252 
   

Grandparenting Several times a week or 

more 

15 53 2.664 2 0.264 

Several times a month 6 13 
   

Less often or never 91 192 
   

Cooking or housework Several times a week or 

more 

68 184 4.061 2 0.131 

Several times a month 5 9 
   

Less often or never 39 65 
   

Providing eldercare  Several times a week or 

more 

16 18 5.099 2 0.078 

Several times a month 3 6 
   

Less often or never 93 234 
   

Training or education 

course* 

Several times a week or 

more 

7 35 8.483 2 0.014 

Several times a month 13 13 
   

Less often or never 92 210 
   

Sports, cultural or 

leisure activity outside 

home 

Several times a week or 

more 

67 164 .611 2 0.737 

Several times a month 22 45 
   

Less often or never 24 49 
   

*p<.05.**p<.01.***p<.001.  
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The logistic regression results showed that age, post-immigration working experience and 

participation in a training or education course had a significant influence on older Chinese immigrants’ 

health variation (Table 6.8). Compared with the 60-69 years old age group, the individuals in older age 

groups were less likely to report good health. Older Chinese immigrants having post-immigration 

working experience were notably less likely than those without working experience to report good health. 

Regarding social activities, compared with those who seldom participated in training or education 

courses, older Chines immigrants who participated several times a week or more were more likely to self-

rate their health as good. Interestingly, those who participated in training or education courses at the 

frequency of several times a month were less likely to report good health after immigration. 

Table 6.8  

Logistic Regression Predicting Positive Variations in Health in Relationship to Social Participation for 

Older Chinese Immigrants in the GTA 

 

Variable  Category  B  S.E.  Wald  df  Sig.  Exp(B)  95% C.I. for 

EXP(B) 

Lower Upper 

Age* Aged 60-69   6.366 2 0.041    

Aged 70-79 -0.441 0.274 2.582 1 0.108 0.644 0.376 1.102 

Aged 80 and over -0.817 0.329 6.156 1 0.013 0.442 0.232 0.842 

Sex Female -0.184 0.248 0.553 1 0.457 0.832 0.512 1.352 

Post-immigration 

working 

experience* 

Yes -0.639 0.251 6.448 1 0.011 0.528 0.323 0.864 

Training or 

education course* 

  

  

Less often or never   7.049 2 0.029    

Several times a 

week or more 

0.719 0.442 2.649 1 0.104 2.053 0.863 4.882 

Several times a 

month 

-0.819 0.420 3.802 1 0.051 0.441 0.193 1.004 

Constant 
 

1.664 0.333 25.027 1 0.000 5.282   

*p<.05.**p<.01.***p<.001.  

6.4 Impacts of Physical Health on Self-rated Health Status 

The physical health conditions considered in this section include disabilities and chronic diseases. 

Disabilities refer to hearing problems, skin problems, backache, upper muscular pain, lower muscular 

pain, vision problem, injury, insomnia and fatigue. Chronic diseases include hypertension, dyslipidemia, 
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diabetes, cancer, chronic lung disease, liver disease, heart problems, stroke, kidney disease, stomach or 

other digestive diseases, emotional or psychiatric problems, memory-related disease, arthritis, and asthma. 

First, I study the association between self-rated health and physical health. Next, I concentrate on the 

association between variations in health and physical health. 

6.4.1 Self-rated Health 

The bivariate analysis (Table 6.9) showed that the following physical health conditions were 

significantly associated with self-rated health (P<0.05): backache, upper muscular pain, lower muscular 

pain, vision problem, injury, insomnia, fatigue, dyslipidemia, diabetes, cancer, heart problems, stroke, 

kidney disease, and memory-related disease. Hearing problems and hypertension were also associated 

with self-rated health (P<0.1). In the expected number matrixes comparing self-rated health to injury, 

cancer, stroke, kidney disease, and memory-related disease, at least one cell (25%) has an expected count 

of less than five, so these situations do not meet the assumptions to use the Chi-square test. To maintain 

the consistency of the data selection standard using the Chi-square test, these disability and chronic 

diseases were excluded from the logistic regression analysis. 

The odds ratio of age, backache, lower muscular pain, fatigue, diabetes and heart problems were 

significant in the logistic regression model (Table 6.10). Generally, older survey participants were less 

likely to self-rate their health as good. Older Chinese immigrants with any above-mentioned physical 

health conditions were also less likely to self-assess their health as good. No significant influences of 

other physical health conditions and self-rated health were observed among survey participants. 
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Table 6.9  

Bivariate Analysis Between Self-Rated Health and Physical Health for Older Chinese Immigrants in the 

GTA 

 

Type Variable Category Self-rated Health Chi-square df P-value 

Poor Good 

Disability Hearing problems No 90 235 2.828 1 0.093 

Yes 20 31 
   

Skin problems No 93 235 1.212 1 0.271 

Yes 17 30 
   

Backache*** No 57 191 13.844 1 0 

Yes 53 75 
   

Upper muscular pain*** No 69 209 10.137 1 0.001 

Yes 41 57 
   

Lower muscular pain*** No 53 201 26.62 1 0 

Yes 57 65 
   

Vision problems*** No 73 217 10.212 1 0.001 

Yes 37 49 
   

Injury* No 104 263 6.236 1 0.013 

Yes 6 3 
   

Insomnia* No 73 207 4.541 1 0.033 

Yes 34 56 
   

Fatigue*** No 85 244 14.87 1 0 

Yes 25 22 
   

Chronic 

diseases 

Hypertension No 62 177 3.122 1 0.077 

Yes 47 89 
   

Dyslipidemia* No 86 232 4.151 1 0.042 

Yes 23 34 
   

Diabetes* No 84 227 3.74 1 0.053 

Yes 25 39 
   

Cancer* No 104 263 4.432 1 0.035 

Yes 5 3 
   

Lung disease No 109 263 1.239 1 0.266 

Yes 0 3 
   

Liver disease No 107 262 0.054 1 0.817 

Yes 2 4 
   

Heart problems** No 97 256 7.359 1 0.007 

Yes 12 10 
   

Stroke** No 105 266 9.867 1 0.002 

Yes 4 0 
   

Kidney disease** No 102 262 6.569 1 0.010 

Yes 7 4 
   

Stomach or other digestive 

disease diseases 

No 101 251 0.388 1 0.533 

Yes 8 15 
   

Emotion, nervous, or 

psychiatric problems 

No 106 264 2.352 1 0.125 

Yes 3 2 
   

Memory-related disease * No 103 263 6.323 1 0.012 

Yes 6 3 
   

Arthritis No 93 237 1.044 1 0.307 

Yes 16 29 
   

Asthma No 108 261 0.455 1 0.500 

Yes 1 5 
   

*p<.05.**p<.01.***p<.001.   
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Table 6.10  

Logistic Regression Predicting Good Self-Rated Health in Relationship to Physical Health for Older 

Chinese Immigrants in the GTA 

 

Variable  Category  B  S.E.  Wald  df  Sig.  Exp(B)  95% C.I. for 

EXP(B)  
Lower Upper 

Age* 

  

  

Aged 60-69 
  

7.534 2 0.023 
   

Aged 70-79 -0.759 0.298 6.482 1 0.011 0.468 0.261 0.840 

Aged 80 and 

over 

-0.763 0.353 4.679 1 0.031 0.466 0.234 0.931 

Sex Female -0.426 0.279 2.330 1 0.127 0.653 0.378 1.128 

Backache Yes -0.549 0.285 3.706 1 0.054 0.578 0.330 1.010 

Upper 

muscular pain 

Yes -0.210 0.315 0.445 1 0.505 0.810 0.437 1.503 

Lower 

muscular 

pain*** 

Yes -0.909 0.269 11.433 1 0.001 0.403 0.238 0.683 

Headache Yes -0.194 0.324 0.358 1 0.549 0.824 0.437 1.553 

Insomnia Yes -0.150 0.291 0.266 1 0.606 0.860 0.486 1.522 

Fatigue* Yes -0.856 0.381 5.034 1 0.025 0.425 0.201 0.897 

Dyslipidemia Yes -0.138 0.355 0.151 1 0.698 0.871 0.434 1.747 

Diabetes Yes -0.592 0.332 3.185 1 0.074 0.553 0.289 1.060 

Heart 

problems 

Yes -0.942 0.499 3.569 1 0.059 0.390 0.147 1.036 

Constant Yes 2.700 0.347 60.417 1 0.000 14.877 
  

*p<.05.**p<.01.***p<.001.  

6.4.2 Variations in Health 

For the survey participants, most disabilities were significantly related to their variations in health 

(P<0.05), including hearing problems, skin problems, backache, upper muscular pain, lower muscular 

pain, vision problems and fatigue (Table 6.11). Sleep was related to variations in health at P<0.1 level. 

Chronic conditions, diabetes, heart problems, kidney disease, memory-related disease, arthritis and 

asthma each had a significant association (P<0.05) with variations in health. However, in the expected 

number matrixes comparing variations in health to kidney disease, memory-related disease, and asthma, 

at least one cell (25%) has an expected count of less than five, so these situations do not meet the 

assumptions to use the Chi-square test. To maintain the consistency of the data selection standard using 

the Chi-square test, these chronic diseases were excluded from the logistic regression analysis. 
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Table 6.11  

Bivariate Analysis Between Variations in Health and Physical Health for Older Chinese Immigrants in 

the GTA 

 

Variable Category Variations in health Pearson Chi-

Square 

df P-value 

Worse Stable or better 

Hearing problems** No 90 235 7.826 1 0.005 

Yes 24 27 
   

Skin problems* No 93 235 5.179 1 0.023 

Yes 21 26 
   

Backache* No 65 183 5.823 1 0.016 

Yes 49 79 
   

Upper muscular pain** No 72 206 9.863 1 0.002 

Yes 42 56 
   

Lower muscular pain*** No 63 191 11.274 1 0.001 

Yes 51 71 
   

Headache or vision problems* No 80 210 4.482 1 0.034 

Yes 34 52 
   

Fatigue*** No 90 239 10.941 1 0.001 

Yes 24 23 
   

Insomnia No 76 204 2.973 1 0.085 

Yes 33 57 
   

Injury No 111 256 0.040 1 0.842 

Yes 3 6 
   

Hypertension No 77 162 1.029 1 0.310 

Yes 37 99 
   

Dyslipidemia No 93 225 1.318 1 0.251 

Yes 21 36 
   

Diabetes* No 86 225 6.500 1 0.011 

Yes 28 36 
   

Cancer No 110 257 1.484 1 0.223 

Yes 4 4 
   

Lung disease No 112 260 1.880 1 0.170 

Yes 2 1 
   

Liver disease No 111 258 1.107 1 0.293 

Yes 3 3 
   

Heart problems* No 102 251 6.440 1 0.011 

Yes 12 10 
   

Stroke No 112 259 0.734 1 0.392 

Yes 2 2 
   

Kidney disease* No 107 257 5.917 1 0.015 

Yes 7 4 
   

Stomach or other digestive 

diseases 

No 104 248 1.981 1 0.159 

Yes 10 13 
   

Emotional, nervous, or 

psychiatric problems 

No 111 259 2.098 1 0.147 

Yes 3 2 
   

Memory-related disease* No 108 258 5.732 1 0.017 

Yes 6 3 
   

Arthritis** No 92 238 8.262 1 0.004 

Yes 22 23 
   

Asthma No 110 259 3.790 1 0.052 

Yes 4 2 
   

*p<.05.**p<.01.***p<.001.  
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In the logistic regression analysis, diabetes was found to have a significant association (P<0.05) with 

participants' variations in health. Older Chinese immigrants with diabetes were less likely to report stable 

or improved health than those without diabetes. Moreover, the confirmation of having lower muscular 

pain, fatigue or heart problems also indicated a lower probability (P<0.1) to have stable or improved 

health. 

Table 6.12  

Logistic Regression Predicting Positive Variations in Health In Relationship to Physical Health for Older 

Chinese Immigrants in the GTA 

 

Variable  Category  B  S.E.  Wald  Df  Sig.  Exp(B)  95% C.I. for 

EXP(B)  
Lower Upper 

Age 

  

  

Aged 60-69 
  

2.110 2 0.348 
   

Aged 70-79 -0.232 0.277 0.701 1 0.403 0.793 0.461 1.365 

Aged 80 

and over 

-0.473 0.329 2.073 1 0.150 0.623 0.327 1.186 

Sex Female 0.154 0.262 0.344 1 0.557 1.166 0.698 1.950 

Hearing 

problems 

Yes -0.497 0.342 2.113 1 0.146 0.609 0.312 1.189 

Skin 

problems 

Yes -0.391 0.356 1.209 1 0.272 0.676 0.337 1.358 

Backache Yes -0.223 0.273 0.670 1 0.413 0.800 0.468 1.366 

Upper 

muscular pain 

Yes -0.352 0.300 1.378 1 0.240 0.703 0.391 1.266 

Lower 

muscular pain 

Yes -0.443 0.270 2.696 1 0.101 0.642 0.379 1.090 

Headache Yes 0.070 0.319 0.048 1 0.826 1.072 0.574 2.002 

Fatigue Yes -0.662 0.364 3.308 1 0.069 0.516 0.253 1.053 

Diabetes* Yes -0.600 0.309 3.778 1 0.052 0.549 0.300 1.005 

Heart 

problems 

Yes -0.784 0.484 2.616 1 0.106 0.457 0.177 1.180 

Arthritis Yes -0.549 0.371 2.193 1 0.139 0.578 0.279 1.194 

Constant Yes 1.713 0.290 34.862 1 0.000 5.543 
  

*p<.05.**p<.01.***p<.001.   

6.5 Impacts of Mental Health on Self-rated Health Status 

There were nine questions in the questionnaire related to mental health. These questions explored the 

following themes: concentration, depression, anxiety, fear, hope, happiness and other mental health 

aspects. This section analyses the significance of the relationships between mental health, self-rated 
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health, and variations in health. Thus, similar to the structure of the last sections, I explore the association 

between self-rated health and mental health. I then analyse the association between variations in health 

and mental health.  

6.5.1 Self-rated Health 

Among all the mental health conditions, only “I feel depressed”, “I feel fearful” and “I feel anxious” 

were not related to self-rated health. The condition “I am bothered by things that don’t usually bother me” 

was significant at a P<0.1 level.  

Table 6.13  

Bivariate Analysis Between Self-Rated Health and Mental Health for Older Chinese Immigrants in the 

GTA 

 

Variable Category Self-rated 

Health 

Pearson Chi-

square 

df P-value 

Poor Good 

I am bothered by things that don’t 

usually bother me 

No 83 223 2.772 1 0.096 

Yes 24 40 
   

I have trouble keeping my mind on 

what I was doing* 

No 90 241 5.097 1 0.024 

Yes 17 21 
   

I feel depressed No 95 246 2.377 1 0.123 

Yes 12 17 
   

I feel everything I do is an effort* No 96 252 5.057 1 0.025 

Yes 11 11 
   

I feel hopeful about the future*** No 94 188 11.24 1 0.001 

Yes 13 75 
   

I feel fearful No 103 259 1.768 1 0.184 

Yes 4 4 
   

I am happy*** No 79 145 11.132 1 0.001 

Yes 28 118 
   

I feel lonely** No 94 252 7.959 1 0.005 

Yes 13 11 
   

I feel anxious No 99 248 1.143 1 0.285 

Yes 11 18 
   

*p<.05.**p<.01.***p<.001.    

The logistic regression analysis results can be found in Table 6.14. Similar to the previous analyses, 

the older and the female participants are less likely to rate their health as good. “I am happy” is related to 

self-rated health (P<0.1), while “I feel hopeful about the future” and “I feel lonely” have significant 
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influences on self-rated health (P<0.05). When older Chinese immigrants felt hopeful for the future or 

simply happy in life, they are more likely to self-rate their health as good. On the contrary, when they felt 

lonely, they are much less likely to self-rate their health as good.  

Table 6.14  

Logistic Regression Predicting Good Self-Rated Health in Relationship to Mental Health for Older 

Chinese Immigrants in the GTA 

 

Variable  Category  B  S.E.  Wald  df  Sig.  Exp(B)  95% C.I. for 

EXP(B) 

Lower Upper 

Age* Aged 60-69 
  

8.222 2 0.016 
   

 
Aged 70-79 -0.724 0.283 6.525 1 0.011 0.485 0.278 0.845  
Aged 80 and over -0.799 0.333 5.760 1 0.016 0.450 0.234 0.864 

Sex* Female -0.531 0.267 3.957 1 0.047 0.588 0.349 0.992 

I have trouble 

keeping my 

mind on what 

I was doing 

 
-0.258 0.398 0.421 1 0.517 0.772 0.354 1.686 

I feel 

everything I 

do is an effort 

 
-0.699 0.507 1.901 1 0.168 0.497 0.184 1.342 

I feel hopeful 

about the 

future* 

 
0.779 0.343 5.141 1 0.023 2.179 1.111 4.272 

I am happy 
 

0.495 0.275 3.246 1 0.072 1.640 0.957 2.809 

I feel lonely* 
 

-0.957 0.462 4.294 1 0.038 0.384 0.155 0.949 

Constant 
 

1.553 0.318 23.849 1 0.000 4.728 
  

*p<.05.**p<.01.***p<.001.   

6.5.2 Variations in Health 

In the bivariate analysis, all mental health conditions except for “I have trouble keeping my mind on 

what I was doing” were significantly (P<0.05) related to variations in health among older Chinese 

immigrants who participated in the survey. “I have trouble keeping my mind on what I was doing” was 

weakly related to variations in health at a P<0.1 level. “I feel fearful” also significantly (P<0.01) impacted 

variations in health. However, this mental health variable was excluded from the logistic regression 

analysis because there were fewer than 10 persons who indicated they were fearful. 
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Table 6.15  

Bivariate Analysis Between Variations in Health and Mental Health for the Older Chinese Immigrants in 

the GTA 

 

Variable Category Variations in health Pearson 

Chi-

Square 

df P-value 

Worse Stable or 

better 

I am bothered by things that don’t 

usually bother me* 

No 82 224 6.033 1 0.014 

Yes 27 37 
   

I have trouble keeping my mind on 

what I was doing 

No 92 239 3.372 1 0.066 

Yes 16 22 
   

I feel depressed** No 93 248 10.011 1 0.002 

Yes 16 13 
   

I feel everything I do is an effort*** No 95 253 13.148 1 0.000 

Yes 14 8 
   

I feel hopeful about the future* No 91 191 4.505 1 0.034 

Yes 18 70 
   

I feel fearful** No 103 259 8.160 1 0.004 

Yes 6 2 
   

I am happy*** No 80 144 10.687 1 0.001 

Yes 29 117 
   

I feel lonely** No 96 250 7.539 1 0.006 

Yes 13 11 
   

I feel anxious** No 99 248 6.815 1 0.009 

Yes 15 14    

*p<.05.**p<.01.***p<.001.    

The logistic regression analysis demonstrated relationships between variations in health and certain 

mental health conditions (Table 6.16). When age, gender and other mental health conditions were 

controlled, the individuals who felt everything they did was an effort were significantly (P<0.05) less 

likely to report stable or improved health. For those feeling happy, they were more likely (P<0.1) to self-

rate their health as stable or good. 
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Table 6.16  

Logistic Regression Predicting Positive Variations in Health in Relationship to Mental Health for Older 

Chinese Immigrants in the GTA 

 

Variable  Category  B  S.E.  Wald  df  Sig.  Exp(B)  95% C.I. for 

EXP(B)  
Lower Upper 

Age 

  

  

Aged 60-69 
  

3.678 2 0.159 
   

Aged 70-79 -0.334 0.278 1.443 1 0.230 0.716 0.415 1.235 

Aged 80 and 

over 

-0.630 0.334 3.573 1 0.059 0.532 0.277 1.023 

Sex Female 0.135 0.252 0.287 1 0.592 1.144 0.698 1.875 

I am bothered 

by things that 

don’t usually 

bother me 

Yes -0.242 0.339 0.509 1 0.476 0.785 0.404 1.526 

I feel depressed Yes -0.618 0.495 1.560 1 0.212 0.539 0.204 1.422 

I feel everything 

I do is an effort* 

Yes -1.055 0.491 4.608 1 0.032 0.348 0.133 0.912 

I feel hopeful 

about the future 

Yes 0.349 0.316 1.226 1 0.268 1.418 0.764 2.632 

I feel anxious Yes -0.175 0.511 0.117 1 0.732 0.840 0.309 2.285 

I am happy Yes 0.481 0.276 3.042 1 0.081 1.618 0.942 2.777 

I feel lonely Yes -0.735 0.463 2.513 1 0.113 0.480 0.193 1.190 

Constant Yes 1.062 0.311 11.679 1 0.001 2.894 
  

*p<.05.**p<.01.***p<.001.   

6.6 Discussion 

This chapter focused on the influences of demographic characteristics, work/retirement status, 

physical and mental health on self-rated health and variations in health based on a sample of older 

Chinese immigrants in the GTA.  

Among all the demographic characteristics, none of the immigration characteristics (i.e. age at 

immigration, length of residence, immigration category, immigration status) is statistically related to self-

rated health or the variations in health of the older Chinese immigrants in the GTA. It indicates that the 

decision to immigrate is not directly linked to the health changes of this population. If variations in health 

do exist, it is possible that the outcomes of other personal, socio-cultural or environmental factors related 

or unrelated to immigration need to be taken into account. 
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Regarding other demographic characteristics, gender had a significant influence on self-rated health, 

while the length of retirement and house type were notably associated with variations in health. Older 

Chinese immigrants were more likely to report stable or improved health within the nine years following 

their retirement. However, there was no difference in the probability of having stable or better health 

between non-retired older Chinese immigrants and older Chinese immigrants who have been retired for 

over ten years. The associations between length of retirement and variations in health of older Chinese 

immigrants in the GTA support the findings of Ekerdt et al. (1983), Virshup and Coombs (1993), Mojon-

Azzi et al. (2007) and Westerlund et al. (2009). The positive health changes experienced by recently 

retired older Chinese immigrants may be the result of the freedom, the termination of occupational stress, 

and the increased participation in leisure and physical activities after retirement (Mojon-Azzi et al., 2007; 

Virshup & Coombs, 1993). For the long-term retirees, retirement is not significantly related to health 

change (Ekerdt et al., 1983). If individuals retire from a satisfying workplace with high occupational rank 

and low demands, they do not experience significant health improvements, because their work-related 

health burden at work is smaller, and their sense of relief from work after retirement is less strong 

(Westerlund et al., 2009).  

Older Chinese immigrants living in seniors housing were more likely to experience deterioration of 

their health than those living in private houses (Table 6.4), which supports the findings of Ferraro (1983) 

and Taylor et al. (2018). For many older people, growing old at home is perceived as an ideal (Vasara, 

2015), with their family still being their major care provider (Costa-Font et al., 2009). Moving to seniors 

housing is usually considered as a disruption of their ideal late-life arrangement (Vasara, 2015). The 

harmful effects on health associated with the change of residence were found regardless of the move 

being voluntary or involuntary (Ferraro, 1983).  

More frequent participation in voluntary or religious activity as well as sports, cultural or leisure 

activity outside home contribute to better self-rated health among older Chinese immigrants (Table 6.6). 

This supports the findings of Guo et al. (2018) and Jette and Vertinsky (2011). Participation in voluntary 



    

130 

 

activities helps older Chinese immigrants to enlarge their social network, promote their integration into 

the community, and thus enhance their mental health (Guo et al., 2018; Handy & Greenspan, 2009). 

Regarding sports, cultural or leisure activity outside the home, the majority of participants practice 

walking, Tai Chi, Ping Pong, badminton, ballroom dance, chorus, and share strong motivations for 

exercises, which is consistent with the analysis of Garcia and Da (2011). Older Chinese immigrants 

usually consider exercise as a way to achieve health balance (Jette & Vertinsky, 2011).  

In terms of the association between work/retirement status and variations in health, training or 

education courses have positive impacts on health maintenance, but post-immigration working experience 

brings some negative impacts on health (Table 6.8). As a form of active ageing, training or education 

courses provide diverse opportunities for older Chinese immigrants to learn actively (Zhu & Zhang, 

2019). It has been confirmed that active learning improves older people’s physical health, life satisfaction 

and self-esteem (Tam, 2011). Contrary to the findings of Kim et al. (2017), post-immigration working 

experience is significantly related to the variations in health of older Chinese immigrants in the GTA. The 

impact of post-immigration employment on health should be further investigated in the future.  

Regarding physical conditions, older Chinese immigrants with backache, lower muscular pain, 

fatigue, diabetes and heart problems were less likely to self-rate health as good, compared to their 

counterparts without those illnesses or symptoms (Table 6.10), which supports the findings of Kaneva et 

al. (2018), Hartvigsen et al. (2003), and Molarius and Janson (2002). All these physical conditions except 

for backache are also negatively related to the study population’s variations in health (Table 6.12). Lower 

muscular pain and fatigue are common among older people and largely account for their poor health 

(Molarius & Janson, 2002). Compared with the general population of the same age group, diabetes 

patients suffer a more rapid decline in self-rated health (Hart et al., 2005). The severity of congenital heart 

disease affects patients’ self-rated health and life satisfaction (Moons et al., 2005), while heart failure 

prompts older patients to generate various thoughts about death (Strömberg & Jaarsma, 2008). Overall, 
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the analysis of this chapter supports the association between self-reported health status and physical 

health.  

There are nine questions regarding mental health status in the survey, investigating both positive and 

negative psychological characteristics. Positive characteristics include perceptions of happiness and hope, 

while negative characteristics cover depression, fear, loneliness, anxiety, trouble concentrating, the 

feeling of being bothered by minor issues and the feeling of “everything is an effort” (Appendix B). 

Unlike the approach of Kavanagh and Bower (1985) as well as Salovey and Birnbaum (1989) on sadness, 

the survey data show that happiness is significantly related to positive self-rated health (Table 6.14) and 

the perception of improved or stable health (Table 6.16). My findings are consistent with prior studies of 

Kavanagh and Bower (1985) and Salovey and Birnbaum (1989) regarding the impacts of mood on 

individuals’ health-related cognitions and efficacy judgments. Contrary to the link between hopelessness 

and depression (Manber et al., 2003), feeling hopeful is related to positive self-rated health. In terms of 

negative mental symptoms, loneliness has negative impacts on self-rated health, fully matching the 

conclusion of Kaasa (1998). The feeling of “everything is an effort” indicates the low energy or interests 

of individuals (Hunt et al., 1985; Lee et al., 2007). Therefore, older Chinese immigrants who are feeling 

everything is an effort are more likely to suffer from a worsening health. 

6.7 Limitations  

Unlike the analysis of secondary data conducted in the previous chapters (Chapter 4 and Chapter 5), 

this chapter discussed the determinants of self-rated health and variations in health based on the primary 

data collected in the GTA. The limitations of the analysis and findings of this chapter mainly revolve 

around the following aspects. The older Chinese immigrant participants in this survey are not 

representative of the older Chinese immigrants in the GTA. The methodology used to recruit survey 

participants derived from was using the combination of random sampling and snowball strategies. Some 

participants were randomly invited in public parks, libraries, community centres, restaurants and shopping 

malls. Other participants were recruited through different organizations, including seniors associations, 
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religious groups, seniors clubs, alumni and townsman associations. The sources of data are diverse. 

However, older Chinese immigrants who have fewer activities of daily living (ADL) to participate in 

social activities, or those who do not join any associations were not interviewed in this survey. The 

demographic data of the study population is not available to the public, so it is not possible to calculate 

the weights of the sample in the survey. The total sample was not large enough to support the analysis of 

all determinants within one logistic regression model, so the analysis was divided into several sections 

using separate regression models. This strategy limited the analysis of the combined effects of the 

independent variables including demographic characteristics, work/retirement status, specific health 

conditions and physical health and mental health status. It was impossible to obtain clinical health data 

through the use of administrative data without sufficient funding or organizational support. Therefore, the 

measures of physical health and mental health in this survey only rely on the participants’ self-reports. 

Their subjective health report might not accurately represent their objective health conditions. The 

participants’ self-reporting variations in health since their landing in Canada were collected by means of 

their own recall. The accuracy of their judgement might be influenced by many factors (e.g., the ageing 

process, the length of the period between the time points, and their own life experiences during these 

periods). Additionally, the human memory recall process has been found to suffer from numerous 

cognitive biases, the most notable one being the “peak-end” bias described by Kahneman (2011). 

Despite all the limitations mentioned above, the data collection and data analysis processes were 

intended to reduce bias. The older Chinese immigrants recruited for this research form a heterogeneous 

group in terms of their socio-economic status, immigration backgrounds and health status. They were also 

recruited using diverse channels. The questionnaire set a number of detailed questions about participants’ 

disabilities, chronic conditions and mental health status, making up for the lack of clinical health data to 

an extent. Besides the aspects covered by this chapter, this survey also interviewed older Chinese 

immigrants’ work-related attributes before and after immigration, their retirement decisions and their 

subjective interpretation of their variations in health. In order to explore how older Chinese immigrants’ 
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life trajectories shaped their health status, semi-structured interviews were carried out with 51 volunteers 

from the survey participants, and an in-depth qualitative analysis is provided in the next chapter.  

6.8 Key Findings  

Overall, this chapter explored why the self-rated health status of older Chinese immigrants changed 

since their immigration to Canada using a sample of older Chinese immigrants in the GTA, and partially 

contributed to the investigation of the HIE on older Chinese immigrants in Canada. 

Regarding the HIE, it is found that age at immigration, length of residence, immigration category, 

and immigration status do not influence either self-rated health or variations in health of the study 

population. No evidence was observed to support the HIE on older Chinese immigrants in Canada, which 

is consistent with the findings of Chapter Four. 

For self-rated health, on the one hand, individuals who had more frequent participation in volunteer 

or religious activities as well as cultural or leisure activities outside the home and who felt happy or 

hopeful about the future were more likely to self-rate their health as good. On the other hand, people who 

had a backache, lower muscular pain, diabetes and heart problems and who felt fatigue or lonely were less 

likely to self-rate their health as good. Generally, females and older individuals were less likely to report 

good health. 

In terms of variations in health, as the length of retirement increased, individuals were less likely to 

self-rate their health as stable or better. Compared to those living in private houses, older Chinese 

immigrants who were living in seniors housing were also less likely to positively self-rate the variations 

in their health, which indicates the importance of ageing in place on health. Additionally, the more 

frequent participation in training or education courses and a sense of happiness were positive factors. On 

the contrary, working experience after immigration; having lower muscular pain, diabetes, heart 

problems; feeling fatigue or “everything is an effort” were significantly related to negative variations in 

health.   
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Chapter 7 

A Qualitative Analysis of Immigration Experience’s Impacts on the Health of 

Older Chinese Immigrants in the GTA 

7.1 Introduction and Background 

Chapter Seven intends to answer the following question: “From an older Chinese immigrant’s point 

of view, how did immigration alter their health?” In this chapter, I adopt a qualitative approach to form a 

comprehensive understanding of the scope of older Chinese immigrants’ lives and other determinants of 

health.  

Fifty-one older Chinese immigrants in the GTA participated in personal semi-structured interviews, 

sharing their life experiences and post-immigration variations in health. The interviews were transcribed 

and translated from Chinese into English and were then analysed thematically. The detailed results are 

presented in the following sections.  

7.2 Demographics 

The age of the participants ranged from 53 to 88 years; only two of them being aged less than 60 

years at the time of the interview. The average age of all participants was 71.4 years, with a standard 

deviation of 7.8 years. There were 26 male participants and 25 female participants. The participants 

immigrated to Canada between 1966 and 2017, and their average length of residence in Canada was 22.3 

years. Fourteen out of 43 participants immigrated to Canada in the last ten years. The participants’ ages at 

immigration were between 19 years and 79 years, with an average of 49.5 years and a standard deviation 

of 17.5 years. Thirty-four interviews were carried out in Mandarin, and 17 interviews were carried out in 

Cantonese. Twenty interviews were carried out between October 1, 2018 and December 31, 2018, and 

another 31 interviews were carried out between January 1, 2019 and May 1, 2019. More detailed 

information of interview participants is shown below in Tables 7.1 and 7.2. 



    

135 

 

Table 7.1  

Detailed Information of Interview Participants 

 

Number Age Gender Year of 

Immigration 

Number Age Gender Year of 

Immigration 

Interview 1 59 Female 1991 Interview 26 88 Female 1992 

Interview 2 63 Male 1991 Interview 27 78 Male 2015 

Interview 3 76 Female 2006 Interview 28 75 Male 2009 

Interview 4 76 Female 2009 Interview 29 68 Female 1973 

Interview 5 60 Male 1990 Interview 30 67 Male 1991 

Interview 6 78 Female 1998 Interview 31 53 Male 2003 

Interview 7 79 Male 1976 Interview 32 85 Male 2013 

Interview 8 82 Female 2007 Interview 33 77 Male 2007 

Interview 9 62 Male 2000 Interview 34 68 Female 2017 

Interview 10 71 Female 2012 Interview 35 76 Female 1996 

Interview 11 78 Female 1979 Interview 36 73 Female 1970 

Interview 12 71 Female 1995 Interview 37 78 Female 2013 

Interview 13 60 Male 1997 Interview 38 72 Male 1968 

Interview 14 63 Female 2005 Interview 39 66 Male 1988 

Interview 15 63 Male 1978 Interview 40 71 Male 2001 

Interview 16 74 Male 2012 Interview 41 73 Male 2014 

Interview 17 70 Female 1974 Interview 42 75 Male 2011 

Interview 18 60 Female 1996 Interview 43 75 Male 2013 

Interview 19 66 Male 1986 Interview 44 86 Male 1990 

Interview 20 74 Female 1994 Interview 45 82 Female 1989 

Interview 21 72 Female 2003 Interview 46 61 Male 1990 

Interview 22 69 Male 2016 Interview 47 62 Female 1990 

Interview 23 83 Female 2013 Interview 48 74 Female 1999 

Interview 24 68 Female 2017 Interview 49 78 Male 1966 

Interview 25 72 Female 2012 Interview 50 63 Male 1975 

    Interview 51 66 Male 1983 

Overall, the simplified profiles of participants are as follows. 
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Table 7.2  

Socio-Demographic Profiles of Participants 

 

Variable Number or Average Range or Frequency 

Male 26 51% 

Female 25 49% 

Mandarin Speaker 34 67% 

Cantonese Speaker 17 33% 

Age (year) 71.4 [53-88] 

Age at immigration (year) 49.5 [19-79] 

Length of residence in Canada (year) 22.3 [2-53] 

7.3 Theme Map 

This study aims at exploring the older Chinese immigrants’ subjective health status and the causes of 

their variations in health after their immigration to the GTA. The analysis acknowledges that most 

participants considered their health stable or better because of immigration.  

Some participants reported that their physical functions were declining due to normal ageing 

processes or some chronic conditions. All the participants were open to share their lifestyle before and 

after immigrations, working experiences, their motivations to immigrate, financial situation, 

acculturation, health status, health behaviours and their access to Canada’s health care system. Based on 

the codes generated from the transcripts of their responses, two themes consisting of seven sub-themes 

emerged, and are presented in the following sections. 
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Figure 7.1 Theme map of the qualitative analysis 

The themes and sub-themes of the thematic interview analysis appear in the figure above. As a study 

developed from a focus on the HIE, the thematic analysis explores the factors of older Chinese 

immigrants’ variations in health during the immigration process. The interviews covered the older 

Chinese immigrants’ life changes before and after the immigration, and the responses related to their 

variations in health and health determinants analysed.  

Two themes emerged: physical health and mental health. The theme of physical health is made up of 

two sub-themes of awareness and Canada’s health care system. The theme of mental health consists of 

five sub-themes: environment, finance, social connection, everyday activities, as well as emotional and 

spiritual support.  
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7.4 Physical Health 

7.4.1 Health Awareness 

Health awareness is defined as the knowledge or perception of health. When the participants were 

asked, “How has your health status changed?” Their response revolved around five main aspects: (1) 

ageing; (2) illness, pain and injury; (3) occupational impact; (4) health behaviours and (5) concerns.  

7.4.1.1 Ageing 

Thirteen interview participants described their sense of ageing in terms of tiredness or fatigue. Even 

though their sense of ageing is essentially a subjective feeling, the worsening of their body functions is an 

observable reality. The movements of their limbs are becoming less flexible. From their point of view, 

normal ageing comes with decreasing physical function, and the process is slow, gradual, and 

unavoidable.  

Regarding health, I am ageing normally. My sleep gets a bit worse, 

having nighttime urination, diet and digest, then overall tiredness.  

Interview 15 

7.4.1.2 Chronic diseases, pain and injury 

The prevalence of chronic diseases among older people increases as their body mechanisms worsen. 

For most participants, their first reaction towards the question about their health status or variations in 

health was to reflect on the chronic diseases they have. Chronic diseases play a dominant role in older 

Chinese immigrants’ health self-perceptions.  

(My) health has always been ok. Now, my health, (I) mainly have 

Dyslipidemia, backache, prostatitis. Having dim eyes, double images. 

Interview 38 

Worse. I already have diabetes for 17 years and have to take medicines. 

My feet are not good.  

Interview 6 
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Among all chronic diseases, cardiovascular diseases such as hypertension, dyslipidemia and diabetes 

were the most common among the older Chinese immigrant participants. Mitigation methods, such as 

medicine, diet, exercises, and proper rest, were also commonly discussed. Other participants also 

mentioned that they suffered from a stroke, cancer or memory-related disease, attesting to the 

deterioration of their health. 

I'm getting old, have had prostate cancer and bladder cancer in recent 

years.  

Interview 44 

The older population’s self-rated health status is not always consistent with their objective health. 

Their self-rated health also depends on their appreciation of their past and present experiences and their 

overall psychological conditions. In some situations, they might suffer from severe illnesses and pain 

simultaneously, but still feel good about their health as long as they hold beliefs that are supportive of 

their lives. 

I have a poor hearing because of the familial inheritance….Now I have a 

bad voice, (my) voice is hoarse, because I had an operation for thyroid 

problems not long ago, because of the inheritance…. (My) breath was 

affected after the operation, so I am worried about the sleep apnea. Many 

of my diseases are hereditary. I have thalassemia. I had a backache 

before, I went to the hospital, through all kinds of examination, finally 

knew that it is due to (my) gallbladder. (I) have an anxiety disorder, 

lacking brain serotonin, because of the inheritance. 

I used to have hypertension, hyperlipemia and hyperglycemia. After 

taking medicine to control, now the problem is gone. Compared with 

when I first came to Canada, I think my health is getting better, (I am) 

relatively happy, full of hope for the future.  

Interview 20 

This participant’s subjective health and objective status obviously diverged. Her positive mental 

health contributes to her self-rated health, and further influences her attitudes toward her physical health 

conditions. Though the participant suffers from several genetic illnesses, she still maintains a positive 

attitude towards life. 
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7.4.1.3 Occupational impact 

Occupations and their influences on health was also a recurring theme among the participants. These 

influences affect both their physical health and mental health. 

I mainly looked for part-time jobs after I came here, so (I) can earn some 

money and have time as well. I work three or four days a week. At first, I 

did all kinds of work, at the fast-food restaurant, at a sushi restaurant. 

Then I worked in an auto-parts store for three years. I needed to assemble 

the parts by hand with great effort, so (my) shoulders hurt. However, I 

was very satisfied with that job. (The store) was close to my home, and 

my boss was very nice. Later, (I) was old after all, and got dismissed. 

Since this March, I claimed on the unemployment insurance, but only for 

four months. My back did not hurt just after I didn't go to work.  

Interview 14 

The older Chinese immigrants were usually retired when they first arrived in Canada. Some 

considered finding a job in Canada for financial or personal achievement reasons. In the labour market, 

the jobs that are available to new immigrants at an older age without a local degree or diploma are usually 

jobs where physical labour is involved, which are more likely to have negative impacts on health.  

At the beginning, I took a part-time job, a temporary one, the least 

income and the humblest one. (I am a) very poor guy, a person without 

employment, education or training, no other choice for survival, both so 

humblest and so little income. To wash dishes, to mop the floors, to do 

the cleaning… I worked in all parts of the catering industry, like 

Restaurant A, (and) Restaurant B, the Chinese restaurant in Oriental 

Centre. It was $9-10 per hour in Restaurant A, 12 hours a day. The same 

as another Chinese Supermarket, 12 hours a day, $520 per week, 

working six days. I also went to the noodle factory. The last one was a 

printing house. That one was good, because of a good working schedule, 

starting at 9 am. I went to work at 8 am, working 8 hours a day, and $14 

per hour. I worked there for more than half a year, later was dismissed 

for age issue.  

Interview 22 

This participant (interview 22) worked part-time during the first 3-4 years on and off after he landed 

in Canada. At first, he talked about his feelings of inferiority in taking part-time jobs, which did not match 

his profession in China. As an older Chinese immigrant, he was in a disadvantaged position regarding 

age, education, skills, and financial difficulties, so he had no other choice but to take dissatisfying 
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temporary jobs, and it dramatically lowered his sense of well-being. In addition, he also discussed the 

wage standard of all his part-time jobs, which were obviously lower than the Ontario minimum wage 

standard. Those part-time jobs were all cash-work, so no medical insurance was provided. The wage 

standard of the jobs reveals the participant’s financial dilemma of what is often experienced as “necessary 

exploitation”. Additionally, work-related psychological and physical stress is likely to negatively 

influence the health of older immigrants who take low-wage, physically demanding jobs.  

The participant below immigrated to Canada at an earlier age. Her job at a major bank was perceived 

as decent. However, the workload was so heavy that it also brought some irreversible harm to her 

physical health. Choosing to retire early was a consequence of her demanding work. 

My last job was at a major bank Payroll, having some evening shifts. I 

worked there for 5-6 years. The workload in the bank was intensive. The 

five-year workload in the bank was equivalent to the previous ten years’. 

… I got osteoporosis early. Around 60 years old, I felt that I need to take 

care of my health, while the commute (to work) was also demanding. I 

considered retiring early at that time. 

Interview 17 

Not only the workload, but also the working environment can be detrimental to physical health. For 

the older people who prepare meals for their families or for themselves, cooking and doing other 

housework were also the source of physical pain.  

Because the manual process requires the scalding and cutting of 

materials, which affected my health, especially my hands (my phalanges 

are slightly deformed, the skin of my hands used to be in poor condition 

before). When I was at the laundry, some employees smoked in the 

basement, so I was often exposed to second-hand smoke. My nose was 

extremely sensitive, so the working environment was very 

uncomfortable. It has been winter recently, the weather is dry, and (I) 

have skin problems. (My) eyes are tired, (my) whole body is fatigued. (I) 

have a backache, upper limb pain is inevitable, mainly because I need to 

cook every day, but I am a little short.  

Interview 20 

 

 



    

142 

 

7.4.1.4 Health Behaviours 

Regarding variations in health after immigration and factors that influence how their health changed, 

participants described several factors. Health behaviours with their positive and negative influences were 

the most discussed factors. The first group of health behaviours are coded as “diet and nutrition”. 

In general, Canadian cuisine is very different from Chinese cuisine. However, older Chinese 

immigrants do not necessarily have to change their dietary habits after they come to Canada, because 

Asian or Chinese supermarkets are distributed widely throughout the GTA, and especially so in 

Scarborough and Markham. Depending on their exact residence location, they can more or less easily buy 

their favourite food ingredients and cook at home using familiar methods.  

I am not used to eating western food, (I) would have acid reflux when (I) 

eat too much; mainly (eat) Chinese food, make some adaptation properly. 

Basically, every meal includes vegetables, meat and soup. Toronto has 

this good condition that there are a lot of Chinese supermarkets. (We) all 

buy (food) and then cook by ourselves.  

Interview 33 

However, the Chinese food and vegetables provided by local supermarkets are inevitably less diverse 

than in China. The distances between older Chinese immigrants’ residences and the location of Chinese 

supermarkets also determine their convenience for grocery shopping. Diets were consequently influenced 

by where participants lived.  

 

Fewer products, less variety……I live in the condo alone, owned by my 

son, near the T&T supermarket. My son’s family lives in a western 

community. Even grocery shopping can only do the western style. All 

the neighbours speak English. (I) am not accustomed (to it). Near T&T 

there are a lot of Chinese supermarkets.  

Interview 37 

There are plenty of Chinese restaurants in the GTA, offering the cuisine of different provinces of 

China. The older Chinese immigrants can find their favourite food in restaurants easily when they do not 
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want to cook for themselves. For those coming from southern China such as Guangdong Province and 

Hong Kong, Dim Sum was a typical food that was frequently mentioned.  

I don’t have much change in diets, still having Chinese dishes, going out 

for Dim Sum. It is very convenient to eat in Toronto.  

Interview 48 

Nearly all the participants considered that there is little or no change in their eating habits. After 

retirement, they could pay more attention to what they eat and the balance of nutrition. With the reduced 

work stress and the decelerated pace of life for those who did not work when they arrived or do not work 

now, the older Chinese immigrants had more time and motivation to correct their bad eating habits, which 

benefited their health. Generally, the older Chinese immigrants paid more attention to food ingredients 

and nutrition.  

My husband and I both weighed nearly 72.5 kilograms before going 

abroad. (We) were not able to lose weight. After immigration, the weight 

has always stayed at 61.2 kilograms because I have time after retirement. 

(I) am able to pay attention to the diet. Before, (I was) so busy at work 

that (I) have no time to do it.  

Interview 3 

Sports and exercise, another category of health behaviours, are the most frequent activities that 

participants resort to in order to maintain their health. Immigration changed not only the form of people’s 

interaction, but also the types of sports in which they engage.  

In the past, I often played ball games, sports. After being in Canada, 

personal sports are the priority, like going to the gym, running, 

swimming, having fewer interactive sports.  

Interview 39 

Some individuals have had an active lifestyle since they were young, and they maintained their 

vigour after arriving in Canada. Sports and exercise are part of their daily routine and keep them 

occupied. With interview data, it is hard to measure how much sports and exercise benefited their health; 

however, their words imply that they considered physical activities as beneficial to health.  
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In (my) school days, I participated in the student movement, joined the 

swimming team, the motorcycle team…. I did not like doing sports in the 

past. When I was young, (I) had poor health. Now, I go swimming from 

time to time, or play table tennis indoors two or three times a week. (I) 

read the Bible every day. In order to prevent Alzheimer's disease, 

sometimes I play the Synthesizer. Recently (I) start to learn to sketch on 

my own, just according to the book.  

Interview 23 

Now I practice Qigong, dancing, singing and Cantonese opera every day, 

which has a very good effect on my health. I used to have hypertension 

and diabetes, but after a few years of exercise, it is okay now. I feel quite 

healthy! At present, I have mild glaucoma, may also have cataracts. I 

hope to try healing myself through Qigong.  

Interview 19 

Taiji, Qigong, table tennis, swimming and dancing are the most popular sports among older Chinese 

people. They are light aerobic sports beneficial to heart and lung functions, and older people are less 

likely to be severely injured during these sports. Some older Chinese immigrants realized that they lacked 

sports at a young age when they fully dedicated themselves to their careers. Thus, they chose to lead a 

more active life after retirement to compensate. It emphasizes their awareness of the importance of health. 

After retirement, I went to learn languages, learn Pinyin. I play Taiji and 

ball games. In the past, (the) life (was) busy. I went to work till I got off 

from work …. Before retirement, I already had hypertension. I did not 

retire yet! The job was stressful, working in computer science, hurrying 

for tasks all the time. I did not take care of or do exercise. Now I take 

care. I retired at 60, so I have time to organize my life, to play Taiji.  

Interview 50 

This quote also emphasizes that both diet and sports are important for older Chinese immigrants’ 

perception of their health.  

7.4.1.5 Concerns 

The arrangements for late-life and the terror of illness and death are always sensitive topics for older 

people. Even for the older Chinese immigrants who were healthy at the time of the interviews, they 



    

145 

 

expressed the worry of having an acute illness or injury in the future and the possible helpless situation of 

not being able to receive care from anywhere.  

Some of them started thinking about life and death philosophically as a release from their anxiety in 

facing their approaching death.  

When (I) just came here, (I) did not immigrate. Just worried about 

getting sick. (If you) do not immigrate, there is no free health care 

benefits…. Living from day to day. As the saying goes, (you) do not 

know that tomorrow and an accident, which would come first. Just 

sometimes, (I) think about the pain during the death agony, or when (I) 

get old, (my) limbs become not so flexible, what to do.…(if I) cannot 

take care of myself, what to do… it is all about the ageing, illness and 

death.  

Interview 41 

7.4.2 Canada’s Health Care System 

Attracted by Canada’s health care system, many older Chinese immigrated to Canada in order to 

access the health care services. The participants of the interviews openly shared their views on both the 

advantages and disadvantages of Canada’s health care system, considering the differences between China 

and Canada.  

7.4.2.1 Advantages 

The first advantage of Canada’s health care system lies in its reliability. It relies on the doctors’ 

medical ethics and technology available for a comprehensive examination, helping to identify diseases 

and gain patients’ cooperation during treatment.  

The main reason why (my) health is getting better is that Canada (has) a 

good health care system.  

Interview 20 

The participant below described his experience seeing a doctor in China and in Canada. In Canada, 

family doctors perform regular health examinations for each patient’s visit and explain the results to the 
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patient in detail. It was impressive for him to see the differences in diabetes follow-up consultation with a 

doctor in both countries.  

In China, I went to see the doctor every two weeks, taking some 

prescribed medicines; when the medicine was finished, I went again, and 

the doctor would give me the same again. The doctor did not care if there 

is any progress or improvement, just doing the same all year. Not very 

responsible. (In Canada) I see the doctor every three months. Every time 

I do an overall body check, the blood test, then the doctor gives a 

prescription based on the test result. Very responsible!  

Interview 22 

In Canada, the participants diagnosed with cardiovascular diseases usually have follow-up 

consultations once every three months. Family doctors not only conduct regular health examinations such 

as blood pressure testing, but also explain the results to the patients comprehensively in order to let them 

better understand their own health status. The standard and humanistic procedure of a follow-up 

consultation helps the patients establish their trust in family doctors. Interview participants appreciated 

these experiences because most hospitals in China were not able to provide the same quality of health 

care services.  

 (I am) quite satisfied. First, they are very respectful of personal privacy. 

Doctors in China (work) for money; doctors here work to heal the 

wounded and rescue the dying. Second, every time (I) see a doctor, the 

indicators are quite clear (by explanation). In addition, the third party 

provides the translation service. After making an appointment, such as 

10:00 am, then at 10:00, they would help with telephone translation. 

Third, (I) can really communicate with doctors. They would explain the 

medical terms clearly.  

Interview 43 

Effective communication with the doctor is essential for patients. It is also important for both 

patients and doctors to establish trust and cooperation during the medical treatments. As a result, it 

promotes patients’ health and contributes to lowering national health care spending. The health outcomes 

conversely increase the health care system’s reliability. Most importantly, a sound health care system 

helps to prevent and identify the illnesses at an earlier stage and foster the full recovery of patients.  
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I have had several serious illnesses in the last five years, had prostate 

surgery, colon cancer surgery, had heart stent surgery. The (health care) 

condition in Canada is good, (my health) recovered well.  

Interview 40 

The multicultural health care environment also enables older Chinese immigrants to have more 

options for their family doctors. For the generation aged 60 and over, most of them prefer ethnic Chinese 

family doctors because of cultural homogeneity and convenience in communication. However, for some 

older Chinese immigrants who grew up in a multicultural environment and received higher education 

overseas, the relevance of some Chinese medicine theory was questioned. 

Whenever I go to the doctor, I prefer a western doctor, because I do not 

really approve Chinese medical concepts. (It is) not so scientific. 

Because I am an engineer, probably. Moreover, some Chinese doctors 

deceive their patients, calling everything ancestral secret recipes. My 

health (matters)!  

Interview 38 

The cultural or ethnic background is not the key factor when older Chinese immigrants decide which 

family doctor to contact, as they attach more importance to the medical ethics of the doctor. 

Having a responsible family doctor is a critical first step to gain access to Canada’s health care 

system. 

I tried to find Chinese family doctors before. However, I found one from 

Sri Lanka lately, also quite nice. What is most important is the medical 

ethics.  

Interview 30 

The second advantage of Canada’s health care system relates to its availability. However, its 

availability differs for individuals with different identities. For Canadian citizens, permanent residents and 

some temporary residents like students and local employees, the health care system’s availability is high; 

however, for visitors, the system’s availability is much lower due to the extremely high medical costs. 

Some interview participants used to stay with their children in Canada for half a year as visitors every 

year before they became Canadian permanent residents. During those periods, they were not official 
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“immigrants”, but the higher availability of Canada’s health care system became an essential reason for 

their immigration. 

At that time, one of the very important reasons why we agreed to 

immigrate is that health care can be guaranteed. There is a complete 

health care system here. It is free to see a doctor and have some 

medicine. There is basically no medicine that (we) should pay for. And 

(we) do not need (them) …. Usually (we) also have a family doctor. If 

(you) do not have a permanent resident identity, (you) cannot stand 

staying here. The medical treatment is too expensive. I came here once 

before, before (my) immigration, I coughed a bit, so I went to the walk-in 

clinic. It cost 50 CAD just for the registration.  

Interview 33 

Very high medical expenses became a considerable barrier for older people without health insurance, 

permanent residence, or Canadian citizenship to obtain proper health care services. Once they got sick, 

they were likely to conduct self-treatment or delay visiting a doctor. Their anxiety towards health and the 

desire for the free and advanced health care services indicate the importance of the health care system for 

older Chinese immigrants’ health. Therefore, most interview participants expressed their support for 

Canada’s health care system.  

Canada’s health care system is quite good; the only problem is the long 

waiting time, even it is an emergency case. However, the hospital gives 

patients various exams, checking everything, which helps to find out the 

cause of illness, and they will follow up continually. Free medical care is 

provided for the older population to avoid the situations that patients are 

unwilling to see a doctor because of financial reasons.  

Interview 20 

The availability of health care services also related to fairness. According to the current policy of 

Canada’s health care system, family doctors or specialists can cooperate with different hospitals. This 

policy helps to redistribute the medical resources and improve the system efficiency. In addition, it 

enables the patients in hospitals to have access to talented medical experts who work both in hospitals and 

in their own clinics.  
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Canadian medical care system is very good. Better than Hong Kong. For 

example, the family doctors will go to the public hospitals regularly, 

which is a responsibility, or they use the sites for surgeries. The private 

doctors (in Hong Kong) do not serve in the hospitals, not going to the 

public hospitals, not providing support to the poor.  

Interview 49 

7.4.2.2 Disadvantages 

According to interview participants’ opinions, the disadvantages of Canada’s health care system 

focused on the following aspects: making appointments, waiting time, rigid family doctor system 

management, and the changing health care system.  

Making an appointment is the first step to accessing health care services, but it can also be a 

challenging one. 

I used to see a family doctor at Pacific Mall before; there are so many 

patients that (I) needed to make an appointment two weeks in advance. 

Sometimes I could not even make an appointment.  

Interview 3  

It is difficult to make an appointment for chronic diseases, specialized 

diseases. The family doctor system sometimes delays (patient’s) illness. 

This is a common issue.  

Interview 40 

Without receiving prompt treatment, the long waiting time may lead to a worsening of patients’ 

health conditions. This can ultimately jeopardize their life in case of a severe illness. The interview 

participants also expressed their worries. 

Health care here has both advantages and disadvantages. It is free to see 

a doctor. It is free to be hospitalized, and it is also free to prescribe 

(have) a lot of medicines. Immigrants also have health insurance cards, 

but making an appointment is necessary for everything. It takes a long 

time; it is just waiting for death. I have a friend who was sick; her 

daughter had already found a doctor before going back (to China), so 

(she) had an operation on the second day after returning home.  

Interview 23 
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For the survey participants, long waiting times was a common issue when visiting family doctors 

and, to a greater extent, when contacting a specialist. In most situations, patients waited for a few months 

before they saw a specialist and received treatment.  

It is ok for normal departments. The most inconvenient one is the family 

doctor. There is not much walk-in. Therefore, I have to wait every time I 

go to see the doctor. However, things are getting better, maybe the 

arrangement better, and receiving fewer patients …. The waiting time for 

a specialist is long. Need to wait for a few months.  

Interview 39 

The female participant below shared her experience regarding long waiting time in a cardiac 

emergency. Luckily, her friend’s clear English description of her conditions helped the English-speaking 

physician better understand the situation and reach the proper specialist at the earliest time, which 

managed to save her life.  

I rely on Mr. Shen. Every time (I) go to see a doctor, he always 

accompanies me, writing (my) medical history in English and looking for 

a doctor. For example, there was a time I had a cardiac emergency when 

many patients were already waiting. We had to wait for a long time. Mr. 

Shen communicated with the sole emergency physician in English and 

asked him whether there was a cardiologist who could come to see me 

immediately. The physician contacted his superior by phone instantly, 

and it was settled down right away.  

Interview 45 

However, this is a rare case. For many older people, the long waiting time came with many other 

unpredictable risks to their health. Therefore, they had to consider other methods to obtain prompt health 

care services. Medical tourism back to China mentioned above is one example. If the financial situation 

permits, older Chinese may also choose the private doctors.  

The medical care system, it is good when you are healthy, when you are 

sick it takes too long to see the specialist. My financial situation is ok so 

I would rather see private doctors. Ontario does not send patients abroad 

for medical care, but Alberta does.  

Interview 51 
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Another new immigrant couple who participated in the interview talked about their disappointing 

experience of seeing their family doctor. Just two days before the interview, the wife had an accident and 

fractured her arm. As their family doctor moved away without notifying them, they did not manage to 

contact a doctor or find a new one. It caused significant inconvenience for them to access health care 

services. Usually, only family doctors can receive and maintain patients’ medical histories, and neither 

the patients themselves nor the doctors of walk-in clinics have access to medical histories. However, this 

policy became a huge barrier for her to have follow-up consultations with the doctor for her fracture.  

The wife: On Tuesday, I just fell when I was coming here, (and I) broke 

(my) wrist. I have a very premature proposal for the health care system 

here. I was injured, my family doctor moved away without notifying us, 

(so we) could not find (him)! Without any choice, we could only go to 

the walk-in clinic. They X-rayed me, had my (wrist) in plaster. The X-

ray needed to be sent to (my) family doctor, but now it could not be sent! 

We looked for a family doctor, (the schedules of family doctors) around 

were all full, (they) were reluctant to take it. Or (I) had to take a taxi to 

places very far away. Since my family doctor moved away, I have not 

had the health examination for two years! I have no idea about my own 

(health) condition! You say, the rich have family doctors, and even 

accompanying doctors, but the ordinary should be recorded into the 

system, then just find the walk-in (clinic) nearby. The family doctor is a 

Jack of all trades and master of none. There used to be few people, so 

this (family doctor) system worked. But now the population has 

increased. There are many immigrants and refugees, (so) this policy 

should be more open! That (the family doctor system) is well-intentioned 

but needs to be more open! 

 The husband: There are not many doctors here, unlike in Mainland 

China. The (health care) policy should be more open. 

Interview 34 

Another participant talked about his concerns reductions in the health care system as well as the 

challenges arising from senior care and population ageing.  

The medical care system is a bit worse than mine at that time. Abuse and 

cut a lot of things, (you) can only take certain medications. Co-payment 

resort the insurance. Just like the government covers four people in the 

same room, having private insurance (you could choose) a double or 

single room. Less welfare, (because of) more people, a lot of older 

people. In the past, four young people supported one (older adult), but 

now only one! In fact, it is also a social problem. There are fewer 

illnesses; the seniors housing is not enough. Because (people) live 
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longer, the 60-year-old takes care of the 80-year-old, the 80-year-old 

takes care of the 100-year-old. But when you are 80 years old, you 

yourself also need others to take care of you! Therefore, the social, 

medical care is more developed, prolonging the life quality.  

Interview 50 

7.5 Mental Health 

7.5.1 Environment 

The Canadian environment is one of the strongest attractions for older Chinese immigrants to choose 

Canada as their country of destination. The categories of environment within interview participants’ 

responses can be divided into the social and cultural environment, natural environment, housing 

environment, political environment, and working and education environment. The “environment” was 

frequently mentioned in participants’ answers regarding their immigration reasons, life expectations 

before immigration, life satisfaction in Canada and the reasons for their variations in health. 

When asked about their life expectation before immigration, the interview participants who 

immigrated at an early age expressed their desire to explore a new social and cultural environment as 

young adults. They expected a cultural environment very different from where they used to grow up and 

live. Their expectation towards the new environment also contained some excitement and uncertainty.  

Going to an unfamiliar place, (I) can only play it by ear. Nothing 

guaranteed …. It was really gambling. Hong Kong was too crowded, (I) 

wish to have more space. The pollution was too severe; one thing was the 

air, the air pollution; the other thing was too noisy, the noise (pollution). 

Moreover, the population density was too high …. Very happy (to leave 

China). It was also a new beginning, no matter difficult or relaxed. Quite 

excited, after all, at that time, (I was) at a young age that I wanted to try 

everything, having that kind of impulse and adventurous spirit. If I had 

always been in Hong Kong, when I reached this age, I guess I do not 

want to suffer but just being stable. At different age, the mind is 

different.  

Interview 5 

Twenty to 30 years ago, the social environment in Canada was utterly different from its present state. 

There were much fewer ethnic Chinese, and the places outside downtown Toronto were undeveloped. The 

older Chinese immigrants landing in Canada at that time took much longer time to adapt to the new 

environment. Their sense of belonging was only built long after. Lacking the sense of belonging and 
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failure to adapt led to unhappiness in life, and even self-doubt. Their integration into the new cultural and 

social environment followed the development of the region.  

Before landing, we thought it (had) more freedom here, having better air, 

more space. Only after we arrived, we found that (life was) very different 

from expectation. Actually, it was free here, the air condition better, but 

there were not many Chinese here 20 years ago. Moreover, space (was) 

vast, the malls closed super early in the evening.  

In the first few years we lived very hard very unhappy. I would think to 

myself: why would I come here? (I) did not have a sense of belongings at 

all. At that time, many people immigrated; later, return emigrated, their 

children also returned to China to work, only a few people stayed here, 

so really lacking sense of belongings. 

I had been unaccustomed to (life) for a really long time. Many people 

from Hong Kong returned, so I had no sense of belongings. (I) did not 

fully admit the Canadian (identity). Honestly, Chinese all need to settle, 

adapt, and then root. In fact, at that time, this piece of Markham was just 

an apple orchard. Only till later, we knew that there were a lot of Chinese 

here, and then we moved here. The schools’ net was built up and the 

school district as well, then I finally slowly adapted.  

Interview 12 

Far away from their country of origin, people were more likely to settle down with their own ethnic 

group. Several participants mentioned that they missed Chinese contacts at the earliest years of their 

immigration lives.  

When I just finished studying, I did not consider staying here, because I 

am very dissatisfied with the place here, mainly because of the 

environment with few Chinese. Different from now, it also works 

without speaking English. I did experience culture shock then. Because it 

was quite different from the “golden mountain” that we had heard of. 

The life was very simple.  

Interview 38 

For the immigrants who moved to Canada in recent years, the adaptation to the new environment was 

easier because people had more chances to visit abroad before settling down in a new country. Their 

knowledge about life overseas greatly helped them to get accustomed to this new life. Meanwhile, 

Canada’s development also proceeded. More and more Chinese had come to Canada, so Chinese culture 
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became one of the sub-cultures in Canada. The outlook of the cities in the GTA is similar to some cities in 

China. The familiar elements also contribute to the older Chinese immigrants’ adaptation.  

We used to travel around before, (and) had been to Beijing four times. 

(We) are used to the new environment. Chinese characters are 

everywhere here, just like at home.  

Interview 26 

Before immigration, my wife once came and lived here, relatively had 

some ideas about (life) here. In China (we) also often have activities and 

travel everywhere. I adapted relatively quickly. My neighbours are all 

Chinese, several from Hong Kong, several from Taiwan.  

Interview 27 

However, even for those who had lived in Canada for 20 to 30 years, adaptation does not necessarily 

equate to integration. The cultural and ethnic background still represent an obstacle to their integration 

into mainstream society. 

As a Chinese, our cultural background always differs from the western 

ones. In my career, my colleagues all came from different cultures or 

countries. All of us have our personal life, and family life is the priority. 

Different from the mainstream society, our own cultural circle already 

decided it.  

Interview 15 

Not really integrated into the community…. The people here speak 

English, English “Ball talks”, not that much to discuss. After all, (we are) 

still different from the mainstream society here. The contacts among 

friends, most are the friends known in Hong Kong. Not having many 

new friends.  

Interview 39 

For the older Chinese immigrants who arrived at an older age, most of them appreciated the social 

environment in Canada. Simple, relaxed, less stressful, and friendly are the adjectives most frequently 

used in their responses. Interview participants feel peace and happiness living here. The interview 

participant below gave three clear points about his feelings towards the social environment in Canada.  

First, the natural and cultural environment is very good; there is no 

discrimination, no barriers between races. Second, (the interaction) 

between people is very democratic. There are many activities for older 
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people. The proportion of ethnic Chinese in the regional government and 

the provincial parliament has increased. There are activities every day. 

Third, the warm hospitality here is not as strong as that in China. 

Although it is hard to tell whether the warm hospitality in China is 

sincere or not, it is just getting together and drinking a toast. (I) have not 

drunk for a long time. It is bad to drink too much!  

Interview 43 

The views above mainly focus on the interpersonal relationships from a macro level. Moving from a 

community-focused culture to a more individual-focused one, the participants generally felt more relaxed 

as they were not experiencing the same level of social peer pressure. 

(People) find the things to worry about themselves! The most important 

thing is to live happily, living within your means. The good aspect in 

Canada is that (people) do not pay attention to face or ostentation, neither 

to the watches or the handbags. Even if you show a Rolex, they just have 

a glance at it.  

Interview 49 

The natural environment as discussed below consists of different geographical elements: weather, 

climate, air, water, land, fruit, vegetables. This is a broader notion of the living environment, not 

restricted to the housing dimension, but also integrating the connection between humans and nature. A 

pleasant natural environment significantly contributes to people’s mental and physical health.  

It is comfortable to live in Canada. Undoubtedly, it benefits my health. 

The air (in Canada) is good, the air in Beijing is bad; it is easy to catch a 

cold, to have an itchy throat. There are a lot of phone frauds in Beijing, 

but no park around, no good environment. We were already living in the 

Asian Sports Village! Canadians have a positive mind, are relatively 

sincere and simple. 

After (I) came here, instead, (my) health has been better! (1) (My) back 

does not hurt, (my) knees do not hurt. The sunshine, the air, the water, 

the natural environment is good; (2) The activities are richer.  

Interview 43 

The only problem that the participants commonly associate with the Canadian natural environment is 

the severe cold in winter. The GTA is located at around 43°N (GeoDatos, 2020), much closer to the North 

Pole than most cities in China. For the older population with decreased immunity and resistance, the 
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winter in Canada can be a great challenge. Another risk factor is snow shovelling. For the older people 

living in houses or detached houses without the younger generation, some choose to shovel the snow 

themselves. This brings risk of having accidents.  

It is warm in Guangdong. It can be quite cold here. I am quite afraid of 

coldness.  

Interview 4 

Now I rent a place with another old lady, in a semi-detached house. I am 

waiting for the senior apartment, and (I) have been waiting for six years. 

I applied for it right after I arrived here. I cook by myself, (my) son’s 

family buy a whole week’s food for me. I also sweep the snow by 

myself. (Looking out of the window) (I) just finished, now it (snows) 

again, I have to sweep again later on.  

Interview 23  

As an essential dimension of life, the housing environment is another factor closely related to mental 

health. Due to Canada’s area per capita, Chinese immigrants expected to have more personal space and a 

better housing environment. Regarding life expectations and the most significant life change after 

immigration, several participants talked about the housing environment.  

Q: Is your new life consistent with your expectation? 

 A: Yes, even better than my expectations, on finance and living 

environment.  

Interview 7 

To many Chinese immigrants, owning a house or an apartment is the only way to build a sense of 

belonging in a new place. Owning a house under their own name or renting a place themselves are 

symbols of autonomy. A lot of older Chinese had their own house or apartment in major cities in China 

before immigration. At that time, most of them only lived with their spouses, as their adult children had 

already moved out. Most of them immigrated to Canada through family sponsorship and lived with their 

adult children’s family, at least for the early stage of their immigration life. Intergenerational cohabitation 

can be synonymous with conflicts regarding life habits and decision power. The older generation often 
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encounters some tension and discomfort in this situation. They are eager to have their own residence. 

Some of them only gain a sense of belonging after having an independent accommodation.  

I immigrated in 2013. (When) I came to Canada, (I) lived in (my) son's 

house, there were three rooms in total, (my) son and daughter-in-law 

(lived in) one room, a grandson and a granddaughter. I myself was very 

clear about that; I came here to help them, for housework, 

cooking….When (I) just came here, (I) didn't get accustomed, because of 

lacking freedom, and I had been used to being independent. I lived in 

(my) daughter-in-law's house, had to depend on them. (Our) diets were 

different. Now, I have moved out. For more than a year, I buy whatever I 

want to eat, very happy. Mainly because I am in good health, having no 

disease…. I cook by myself, (my) son’s family buy a whole week’s food 

for me.  

Interview 23 

When (I) just arrived here, (I) did not like it. Often come and go (because 

of visa problems). Language, transportation, foods and drinks, shopping, 

living with them, all were very inconvenient …. Since 2012, my wife 

and I have moved to the senior apartment. It is better to live separately.  

Interview 28 

The housing environment is also an essential part of their late-life arrangements. Some of the 

participants were considering changing their housing environment in the future. Many factors need to be 

considered with relocation, such as personal space, convenience, or medical support.  

Maybe one or two years later……We have already joined the Taikang 

Ageing Community, which targets at high-class people, (they have 

communities) in Beijing, Shanghai, Shenzhen, Guangzhou, Chengdu, 

Wuhan, Hangzhou, Xiamen and so on. In the form of insurance, (you) 

can go to various places and live there for three months. The location is a 

10 minutes’ drive from downtown and is 10 minutes’ drive from the top 

three hospitals. They also have doctors. People who live there are mainly 

actors, are very brilliant, you can draw, write, life (there) is very rich. 

And there are canteens there. (They) take your medical history along 

with you, to facilitate the first aid.  

Interview 33 

The political environment in China appeared as one of the main push factors for older Chinese to 

make the immigration decision around the 1990s. The turbulent political environment related to two main 

political events: the 1989 Tiananmen Square protests and the 1997 handover of Hong Kong. These 
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political events and their repercussions brought uncertainty and anxiety to a lot of Chinese. The desire to 

settle down in a democratic and politically stable environment drove them to choose Canada as the 

country of destination. A more stable and preferable political environment enables them to fully pursue 

their life goals and career without worries and pressure from external factors.  

 (I) was worried about that (after) Mainland China took back Hong Kong 

in 1997, (Hong Kong) would lose its democracy and freedom.  

Interview 47 

I am Hong Kongese. I immigrated to Canada exactly in 1997 as a family 

reunion. At that time, my older sister had already been in Canada, 

considering the housing, life index lower here. The housing rate in Hong 

Kong was too high, and the houses (were) unaffordable. My parents 

thought there was fresh air and advanced medical care here. In addition, 

the mainland took back Hong Kong then. You know, talking the talk but 

not walking the walk, hard to foresee what would happen.  

Interview 13 

Some participants immigrated at a younger age pursuing a more desirable working environment and 

more chances for personal development. At that time, the competition within China was already fierce. 

The next generation’s education is another crucial factor for immigration. Immigration was often 

associated with better education and stronger competitiveness in a future career. 

Canada, life is, (I) do not need to flatter. (I) tell the truth. It is a new 

world. (I) can make the most of my talents. It is a very suitable place for 

people who major in science and engineering. (People) really work hard! 

(When you are) in a good mood, (you) would have a sense of 

accomplishment. Children can get a better education here, accord with 

(their) development. They are very happy. (They) really grow healthily. 

And the tuition fee is low, the welfare and so on (are all good) …. (My) 

life is improved. The working environment is good, (and) children's 

education (is good). (I am) in a good mood. 

Interview 31 

I immigrated to Canada in 1986, mainly because I felt there were too 

many people in Hong Kong. Personal development was subject to others. 

It is difficult to have a good career. So, I chose to come here through 

investment immigration.  

Interview 19 
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7.5.2 Finance 

Finance was often viewed by interview participants as the foundation of life. In 2017, 3.9% of the 

total older population in Canada lived in poverty (Statistics Canada, 2019h). The pensions and other 

benefits provided for the older population in Canada include the Old Age Security (OAS) Pension, the 

Guaranteed Income Supplement (GIS), the Guaranteed Annual Income System (GAINS), and the Canada 

Pension Plan (CPP). However, not all older Chinese immigrants qualify for the benefits, as some 

programs have basic requirements on the length of residence in Canada, and others are related to 

employment history in Canada. The interview participants’ opinions on finance can be divided into two 

layers: sufficiency and domination.  

Financial issues were a recurrent concern among interview participants, regardless of their age at 

immigration. Finance can influence people’s choice of career, their way of living and their family 

relationship. Many older Chinese immigrants who moved to Canada after retirement receive a monthly 

pension from China, based on the current pension policy. The amount of their pension is influenced by a 

lot of factors, such as regional differences, length of service, the type of social insurance they purchased, 

and the revenue of the companies. The pension from China and the old-age support from the Canadian 

government are the main income sources for older Chinese immigrants.  

I worried about the finance. Because I brought some money here, but it 

was nearly used up to buy the house and the car. Moreover, (because of 

the exchange rate,) one dollar here does not equal to one yuan. Until 

later, the government providing the subsidy, I just stopped to worry. 

Though the subsidy is not much, I do not spend much (either) …. On 

Monday I go to the church, from Tuesday to Friday I come to Gibson 

(Center) to do exercises, dance, paint. (On) Saturday and Sunday I stay 

with my children. The whole week is full, without any spare time. In 

addition, a lot of activities are free of charge. Even if you need to pay, 

you just pay little. 

Interview 48 

(Our) life was satisfying. We retired in Shenzhen; the pension was 

ample. There was no influence even if (we) came here; we came here to 

work for them.  

Interview 33 
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The Canadian government provides OAS to individuals above 65 years old. The Canadian welfare 

system provides the citizens and permanent residents with a sense of security and enables them to better 

enjoy their late life. However, for the unemployed individuals aged between 60 and 65 years, life can be 

difficult because they are not qualified for any kind of financial support from the Canadian government.  

I had always been making desserts in a small boulangerie in Markham. 

Since it has less business, the boss wanted to reduce some expenses, so I 

was pushed to retired, forced to retire, and it has been more than one 

year. Currently, I am 60 years old, but I could not officially retire until 

65 years old, so these several years would be super hard…. Others 

consider you as a retiree, and no one wants to hire you. I queried the 

Cross-Cultural Community Services Association and Centre for 

Immigrant & Community Services before, but nothing (financial 

support) I can apply…. Only if your saving is below $10,000 that you 

can apply for the social rescue. Nowadays, I only rely on my savings to 

survive, which I accumulated into a small amount before. So far, I had 

mainly worked for Chinese, paid by cash, and never paid the tax to the 

government (which would influence my retirement).  

Interview 13 

The financial situation also impacts older Chinese immigrants’ utilization of health care services. As 

the expenses were too high for older people without complete financial support from the local 

government, they would try to avoid the charged services or delay using the services until they reach the 

age required for free services. If they have not been granted permanent resident status, it is very important 

for them to have medical insurance during their stay in Canada. There is a higher risk for older people to 

have accidents, and medical expenses can become a huge financial burden for them or their families.  

Since I am under 65, some medical services must be paid out of pocket, 

so I am not going to get them now …. (I) used to have income before, 

but do not have income now, and (I) cannot retire under 65, so the 

finances are relatively tight …. In the future, to return to China or (stay), 

(depend on) the finances, we will see.  

Interview 14 

Many years ago, I went out for work, but (I) could not open the door by 

all means when (I) came home. Later I found (my) mother lying on the 

ground, because she missed a step when going down the stairs, so rolled 

down to the basement straightly, her spine got a fractured. Then I 

hurriedly called an ambulance. (I) still remembered that it cost 800 CAD. 

It cost 50000 CAD for my mother’s one-week hospitalization. Luckily, 
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the insurance company could pay for it, so my mother was able to keep 

using auxiliary equipment to recover.  

Interview 18  

In the last 10 to 20 years, a large number of older Chinese immigrants landed in Canada to join their 

children. Family sponsorship needs to last for at least 10 years, so the older people’s lives mainly relies 

on their children. In this situation, the financial stress of the immigrant families increases. The family 

relationship largely influences the older Chinese immigrants’ mental health.  

Rely on my son. Very bad situation. The whole family relies on two 

people’s pension. My son works on renovation. Very lazy. The cheaper 

task he refuses, the more expensive ones he cannot reach. More than half 

a year, he had nothing to do but just staying at home. All rely on all the 

old buddies (parents) …. Very dissatisfied. (He) completely treats us as 

domestic helpers, making us take care of all three of them. There is so 

little pension! It is good for him! My daughter-in-law is hard too, 

(working) from 8 am to 8 pm.  

Interview 6 

The financial situation of children is also a significant factor for older Chinese successfully 

immigrating to Canada. Some older Chinese expressed a firm desire to stay in Canada before 

immigration, visiting Canada and staying until the end of their visitor visa validity. However, if their 

children were not wealthy enough to sponsor their immigration, they would have to come and go. In those 

situations, accessing health care services could be a severe challenge, especially if their health situation 

requires frequent medical interventions.  

I have not immigrated yet, but I still have a visitor visa valid for ten years 

currently. Since 2013, (I) live in Canada for six months every year, (I) 

have already come to Canada 6 times. My daughter is in Toronto, 

however, because (her) income is not (high) enough, while it is very 

difficult and expensive to find a lawyer, so (I) have not immigrated.  

Interview 32 

For the older Chinese who immigrated at an early age, they might also have encountered some 

hardships before they managed to find a job, which led to some financial difficulty. For them, accessing 
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the job market was not only a matter of survival, but also of social status and a key to their social 

integration. Obtaining a satisfactory job radically increased their life satisfaction.  

I needed to find a job as soon as possible. I had a colleague who failed to 

find a job after coming here, then went back to China after two years. (I) 

felt embarrassed to ask (my) son for money! So even though (I) missed 

the opportunity to work in a hospital, (my) job in the newspaper office 

was stable, so I got hold of this job right away.  

Interview 44 

I would do whatever job I could find in Canada. (If there is) nothing in 

computer science, I would work in restaurants. At first, I majored in 

accounting and worked as an auditor for several years. I majored in 

computer science at Waterloo, Canada. Then I returned to Hong Kong to 

work in computer science and later immigrated to Canada…. Better than 

expectation, found (a job) in a month, high salary, working in computer 

science…. No problem with (financial) situation.  

Interview 51 

 Financial independence is defined as older Chinese immigrants’ power or influence over their own 

finances. Financial independence influences the power of decisions on family issues. Older Chinese 

immigrants coming for a family reunion were usually financially supported and hosted by their adult 

children.  

I had my pension, but nowhere to spend (my money)!  

Interview 23 

Another common issue about older Chinese immigrants’ financial independence was that they were 

unable to manage their Chinese property in person when they were in Canada. Some of them still had real 

estate property as well as savings and regular pensions in bank accounts in China. Therefore, it was hard 

for them to dispose of their financial resources when living overseas. As a result, they were usually able 

to deal with their financial issues only when they returned to China. During their stay in Canada, their 

children nearly covered the expenses of the whole family, which also led to their loss of financial 

independence.  
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Compared with Guangzhou, the life is worse, but others are acceptable. 

Mainly because the pension and savings are not at my own command. 

Fundamentally, a better financial situation decides a better life. (In 

Canada) no income at all, only receive the pension from China.  

Interview 22 

7.5.3 Social Connection 

Two dimensions that emerged from the participants’ responses recorded during the interviews: 

language barrier and transportation were coded as social connection. These two aspects directly 

contributed to older Chinese immigrants’ independence. Language barriers and lack of transportation 

were often the first barriers for most older Chinese immigrants experienced on arrival. 

Living in Canada, language is a challenge for the older Chinese immigrants who do not master 

English or French. Because Hong Kong was once a British colony, the penetration rate of English was 

high in Hong Kong. The older Chinese immigrants coming from Hong Kong usually handle simple 

English for daily conversation. The average English level of their counterparts from mainland China was 

relatively lower, making it more difficult for them to access health care services, especially when seeing a 

specialist. Choosing a Chinese family doctor was the main solution used by older Chinese immigrants to 

avoid misunderstandings caused by language barriers. Older Chinese immigrants usually need their 

children or friends to accompany them to see the doctor. Even for those generally who have mastered 

English, they would check the medical terms in the dictionary before or during the visit and ask the doctor 

to explain.  

When (I) just came here, there was a language barrier, so there must be a 

transition period. Yes. Chinese people usually go to see Chinese doctors. 

If doctors are white, (I) have to check the dictionary carefully before (I) 

go. A minor illness is ok; there is still a barrier (when it is) serious 

illness.  

Interview 31 

In the past, with fewer Chinese immigrants in Canada, there were fewer ethnic Chinese doctors in 

Canada or fewer doctors that could speak Chinese. In recent years, the social environment in Canada has 

become more multicultural. For healthcare services, more doctors and nurses master simple or advanced 
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Mandarin. The older Chinese immigrants can thus access healthcare services more conveniently than in 

the past. 

In the past, there were few Chinese doctors, so there were barriers in 

language. Even if the doctor was a bilingual, however, he could only 

have a limited vocabulary, which was not understandable in a lot of 

situations. Once I went for an X-ray, the doctor asked me to “put the 

stomach on the platform”. I said, “Oh? How to put the stomach there?” 

Then I asked if he meant to lean over on the platform, and he answered, 

“Yes, yes”. Because we also took an X-ray in Hong Kong before. Now 

there are a lot of doctors who master Mandarin. Just like doing 

volunteers in seniors housing. In the past, there were few Chinese, so the 

older women would be very happy as long as (the volunteers could) 

speak Chinese. Now there are a lot of young people, the university 

students volunteer, nearly all of them master mandarin, which represents 

the inclusion of the local cultural language.  

Interview 12 

The participants who speak English fluently sometimes volunteer to go with their friends to see the 

doctors as interpreters. They witness the language barriers for other older Chinese to access health care 

services. Some hospitals in the GTA also provide interpreter services to help patients better communicate 

with their doctors. Patients only need to make an appointment before their visit, and the interpreter 

services will be arranged and provided by the hospital. Hospitals are also trying to improve their services 

to ensure that patients fully understand their health conditions. 

Language ability is not a barrier for me; however, sometimes, I help to 

send other older people to the hospital, the language could be (a barrier) 

to them. Actually, the hospitals also try their best (in dealing with 

language problems). Earlier one old man was diagnosed cancer, the 

hospital provided the interpretation on the phone, but not face to face, 

which means the patient and the doctor talked to the speaker in turn. 

They have this system, though not advanced yet.… In simple (case), I 

would handle it by myself. Sort of, when I really cannot communicate, 

there are interpreters. Now there is the telephone translation service. You 

just appoint a time, then they will arrange it.  

Interview 41 

In daily life, people without English abilities also encounter challenges in orienting themselves, 

shopping, going through customs and other situations. Being unable to speak English also hinders the 
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formation of a sense of belonging and jeopardizes self-evaluations in some extreme cases. On the 

contrary, speaking fluent English helps to build a social network and improves mental health.  

(Being immigrants here) I do not understand the language, do not 

understand the writing… I drove before, I could recognize the road, and I 

had a car for the commute. (Here) I do not understand the characters. I do 

not know how to go shopping, how to speak, or how to read. And I do 

not even know if the food has good quality or not.  

Interview 22 

Due to past immigration patterns, Cantonese is the most used language within ethnic Chinese groups 

in Toronto. Mastering Cantonese alleviates the language barrier issue when living in Toronto.  

Language is not a big issue for me. Generally (it is) enough (to speak) 

Cantonese. Going shopping, the simple English I can also handle.  

Interview 48 

Even though some older Chinese immigrants have already mastered English before immigrating, 

there is still a gap in the usage of English among people from different English-speaking backgrounds. 

For example, the established older Chinese immigrants from Hong Kong used English as a working 

language before immigration. They adapted themselves to local English culture when they started 

working in Canada.  

The English used in Hong Kong was completely different from the one 

here. My colleagues felt my words too literary. So, I also went for ESL 

classes.  

Interview 30  

The Canadian government provides ESL classes for new immigrants. This benefit is intended to help 

new immigrants handle daily conversation, adapt themselves to the new country, and speed up their 

cultural integration. For some older Chinese immigrants, it is also an important first step for their 

connection with the community. Through ESL classes, they can not only understand simple English and 

establish their confidence, but also make friends with other new immigrants from different cultural 

backgrounds. Being able to speak English brings them more freedom in their immigration life.  
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I could not speak English before, but after I came to Canada, I took the 

training classes to learn English. Now I can use English for daily 

communication and make great progress…. Immigration life 

experiences: the biggest change, learned English, go out freely. (I) can 

find directions, take the bus to (my) destination.  

Interview 20 

Older Chinese immigrants are mainly centred in Scarborough, Markham, North York and Richmond 

Hill regions of the GTA. The GTA was, however, designed around cars as the main means of 

transportation. Older Chinese immigrants like other people around the GTA who might not have access to 

cars might also be reluctant to travel on foot or by public transit due to their mobility issues, the distance 

of the destination, the distant location of some bus-stops and the long departure intervals. Among the 28 

interview participants who shared their methods for daily transportation or accessing health care services, 

12 participants drove their own vehicles as their main form of transportation, seven participants took 

public transit, five participants took a taxi or used accessible transit, and four participants preferred 

walking or bicycling. Some other older Chinese immigrants’ primary form of transportation was being 

passengers in a vehicle. The drivers who provide them the ride are usually their children, friends or other 

members of the same association or community. Overall, driving one’s vehicle was the most common 

form of transportation among older Chinese immigrants. Driving in Canada is more convenient for the 

drivers who had gained their driving license in their country of origin before immigrating to Canada. 

In Hong Kong, I drove the car myself, to pick up and drop off my 

children and to go travelling as well. In addition, there were so many 

people (in Hong Kong) while the roads were so winding. Here I also 

drive myself, I had an international driving license, so I obtained a full G 

license, going grocery shopping, the same.  

Interview 35 

Driving is still the most convenient way to travel around the GTA. However, not all of those who 

used to drive in China or who had gained a Canadian driving license have the chance to drive in Canada. 

Relevant reasons include the high expense of owning a car, the availability of alternative forms of 

transportation, language barrier to pass the driving tests and the lack of familiarity with local traffic rules. 
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Public transportation is very bad in Markham. I also drove at home in 

China. After (I) came here, (I) did pass the test and got a driving license, 

but (I have) no car to drive! During the week, (I) do not have any car. At 

the weekends, (my) children can drive, so there is no use for me to have 

a driving license.  

Interview 28 

I do not drive. (I) used to drive before, but it is really hard to get used to 

the traffic rules here. In addition, both my husband and son can drive (so 

there is no need). And it is expensive to keep a car, buying the insurance, 

paying parking fees when driving out. It is quite convenient for me to go 

out by bus (I) can always find the place online, otherwise just ask my 

son.  

Interview 14  

A lot of older Chinese immigrants prefer going out by themselves and enjoy the freedom, instead of 

being too dependent on their children. On weekdays when their children have no time to drive them to 

their destinations and pick them up, they take the public transit, walk or ride bikes. If they need their 

children to accompany them to see the doctor, their children usually drive and go with them. 

Sometimes (my) wife and I go by bus for the cultural events, sometimes 

(our) children drive us there …. (I) have a family doctor, who is a 

Chinese doctor …. If (I) go to the hospital, then (I) need (my) daughter to 

go with me.  

Interview 27 

Walking or bicycling are also practical means for older Chinese immigrants with better mobility to 

travel a short distance. These environmental-friendly transit methods bring the older people a stronger 

sense of freedom and control and benefit their physical health.  

(If it takes) within 30 minutes, on foot when (I) can walk, by bike when 

(I) can ride. If it is relatively far away, then (I) would check the bus route 

in advance. Or (my) son-in-law can drive (me) there. (I) used to have a 

monthly pass, and I took full advantage of it, so I am familiar with the 

area around Toronto.  

Interview 43 

Taxi and accessible transit are alternatives when the bus route does not reach a destination, or the 

passenger has some special needs.  
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(I) call a taxi, which is very convenient. (My) children are fairly busy 

without spare time.  

Interview 44 

Within the service area of the Toronto Transit Commission (TTC), it is convenient to take public 

transportation. However, in York region and other regions, the average departure interval of local public 

transit is much longer than in the TTC. Overall, the public transportation in the GTA is not as accessible 

as in Chinese cities. That is why many older Chinese immigrants resort to other means of transportation.  

(The husband) … We (live) in Markham, there are too few buses, more 

buses only in TTC coverage. However, it is not useful to have more 

buses (because) there are not many people taking the bus. Cars are the 

priority. On average, buses come every 30 to 40 minutes. 

(The wife) There are also few taxis, unlike China, (they) do not stop as 

you wave your hand. We have to find unlicensed taxis. 

(The husband) Not unlicensed taxis. (They) are private cars. 

(The wife) Yes, the private car. (You) still have to communicate in 

advance, then they are willing to drive (you).  

Interview 34 

7.5.4 Everyday Activities 

Everyday activities in this sub-section is defined as an individual’s way to arrange their time in daily 

life. This sub-theme tries to sort out the everyday activities of older Chinese immigrants in the GTA and 

the influences of everyday activities on mental health. Based on the responses of the interview 

participants, the everyday activities of older Chinese immigrants in the GTA can be divided into three 

main categories: conventional activities, volunteer activities, and providing care.  

Joining conventional activities is a way that many retired interview participants maintain some useful 

activities in their lives. Some conventional activities are organized by formal organizations, such as the 

regular activities held by seniors clubs or seniors associations, fellowships, and worship held by churches, 

language classes, and some public lectures. The seniors clubs or seniors associations provide more 
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chances for older Chinese immigrants to make friends with people of their own age. Thus, their social 

network is expanded, which contributes to their mental health.  

I like dancing, singing, I joined this seniors association through friends, 

(I) am very happy with these bosom friends People really need to go out 

more, so that the mind will open. It is good to attend once a week, 

otherwise I just stay at home with my husband. If (I) do not go out, (I) 

would only play with the cell phone at home during winter. Life should 

be meaningful and interesting. After (I) retire at the age of 65, I will have 

bus fare discount. I can take a bus to those malls for a walk in the winter, 

which is also quite good, the activity space is large, and I can have a 

look.  

Interview 14 

Joining language classes and going to public lectures enable older Chinese immigrants to improve 

their language skills, broaden their knowledge and maintain some form of active learning. 

For the latest future, I will continue to immerse myself in the music, and 

I am quite interested in studying the bible. And I will also help the 

church usually. I like the art, the literature, the two-month trip to Europe 

this time is for the culture. Previously I participated in the retiree classes 

and learned Hebrew and Greek, which is helpful to study the Bible.  

Interview 15 

I go to have the English class every day during the week, when I return 

(home), (I) have (to review) the notes on the blackboard, have 

homework. (I) go to the club for some activities once a week.  

Interview 25 

My husband and I now live in a low-rent house in Scarborough. Some 

professionals organize activities here every week, introducing some 

health knowledge, sports knowledge. We come and sing at the weekends. 

(We) live very close (here), within walking distance.  

Interview 26 

Having recreational activities in parks and gyms, enjoying nature, or watching performances are 

popular among older Chinese immigrants. These activities keep their body and mind energetic, which is a 

form of active ageing.  

 



    

170 

 

Play the cards, play golf, sometimes I play tennis or ping pong. There is 

everything here, only become fewer later. Yes! I also go dancing, 

ballroom dancing, playing mahjong, watching TV series. Sometimes my 

elder sister gives the performance of Cantonese opera, I go to cheer her. I 

also go to the center occasionally. What matters is to keep myself 

occupied, not being too busy. Some people keep watching TV without 

moving, which is wasting life.  

Interview 49 

Voluntary activities enable older Chinese immigrants to serve the community and realize their own 

value. Some of them devote themselves to charity and other groups in need of care and help. For them, 

being a volunteer is a way to help each other and make the most of their own talents.  

Nowadays, I often work as a volunteer. I was elected as the most 

excellent volunteer. I founded the Music Rhyme (club) to teach the 

Cantonese Opera, from 9 am to 11 am. I also joined the Lion Dance 

program, worked as a coordinator for Essence Hub, being the song leader 

in Bible study class, and volunteer in Mon Sheong Court. It is really an 

abundant life full of peace and happiness. There will be another activity 

on March 21st. I will go dancing again. (We) should act like Jesus, fully 

dedicated, and contributed yourself. Once I caught a cough, god changed 

it as a blessing. Because I stayed in bed to rest, my friends lent me the 

discs to watch the television series Dae Jang Geum. After finishing it, I 

liked the theme song very much, then I wrote the spectrum and filled the 

lyrics, then evangelized in Yee Hong, St. Paul (senior apartments).  

Interview 35 

Twenty-four of the Chinese immigrants who participated in the interviews confirmed that they were 

providing or had provided care to their family members. Numerous Chinese immigrants came to Canada 

out of familial responsibilities, something they described this as their “mission”; to take care of their adult 

children or little grandchildren. This reflects the traditional way of assigning tasks within a Chinese 

family: the young couple go to work and earn money to support the whole family, including the old 

parents and the youngest generation, while the old parents help to take care of the youngest at home. 

Helping to take care of their grandchildren is a way for the older Chinese immigrants to express their love 

to their children and grandchildren, as they are helping to reduce the child-caring burdens of their 

children. It contributes to the overall harmony of the family. However, child-caring responsibilities 
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require a significant amount of time and energy from older people, which may turn out to be a risk for 

their physical and mental health.  

My son planned to go abroad very early, but it was not approved because 

of poor family background. Later, both my son and daughter-in-law 

immigrated as skilled workers. My wife has retinal detachment. It is cold 

in Canada, so (she) did not want to come here, but then she had to come 

to look after (our) grandchildren without other choices. Generally, she 

does not go out in winter except in special cases; her eyes are not good.  

Interview 16 

I worked in Canada from 1994 to 2007, then (my) children had (their) 

next generation, I decided to retire to take care of (my) grandchildren. 

Until now, I still receive "orders" every day, need to keep in touch with 

my family to know where to go, who to pick up or which not to pick up.  

Interview 20 

Another situation is that the interviewed older Chinese also needed to take care of their older parents. 

It is challenging for an older adult to take care of the older old generation, as their own health conditions 

are declining. 

My mother passed away five years ago. My father is 92 years old, living 

with me.  

Interview 13 

7.5.5 Emotional and Spiritual Support 

Emotional and spiritual support is key for older Chinese immigrants to maintain mental health in an 

unfamiliar environment. Deep in the roots of Chinese culture, many older people prefer to spend their late 

life in their hometown or the places with which they are familiar. The decision to emigrate usually 

contains courage, self-determination, and support from the closest social network in both the place of 

origin and the place of destination. This sub-theme explores the emotional support from family and 

friends as well as the spiritual support from religions.  

In Chinese culture, older people usually prefer to stay with their children as their age increase. When 

their adult children settle down overseas, a lot of older Chinese parents consider immigrating to Canada 
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for family reunions. For older Chinese immigrants, their children and grandchildren, parents, siblings are 

all important sources of emotional support during their immigrant lives in Canada.  

I think the immigration was a very good choice. At that time, (I) 

immigrated because (I) only had one daughter, the only daughter. (we) 

must be together after (my) retirement.  

Interview 43 

My husband passed away. I was left alone, so my child asked me to 

come. I immigrated for family gathering. It is always better for the 

family to be together.  

Interview 37 

(I) did not think about it (the frequency to see the family). But I saw my 

parents every half a year. They came here, or I went back. Parents are the 

most important; other things are not important.  

Interview 51 

Some older Chinese immigrants still have their parents, siblings and children living in China. If their 

health condition permits, many of them try to return to China regularly or occasionally. Having a break 

from an immigrant life refreshes them with a lively spirit and contributes to an abundant life. Keeping in 

touch with their families and old friends strengthens their social support networks and benefits their 

mental health. Return visits also enable them to view their country of origin with different perspectives.  

(We) go back every year. (Our) brothers and sisters are still there. All of 

them are old men and women in their seventies or eighties. Every year, 

(we) would reunite with (our) families, go for a travel. We have no 

problem getting visas by ourselves to go for a travel.  

Interview 33 

Advanced technology also enables people to keep in contact with other family members regardless of 

their physical distance. Even for the older Chinese immigrants who do not return to China often, they 

keep in close contact with friends and family via WeChat and other social media. It is one of the main 

methods for them to know what is happening in China.  
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Nowadays, the cell phone and WeChat are so convenient. It is the same 

wherever you go.  

Interview 34 

Among the interview participants, the recent immigrants were more likely to live with their children 

and grandchildren, while the established immigrants tended to have their separate residence alone or with 

their spouse. The quality of their family relationship largely influences older people’s mental health and 

well-being. A good family atmosphere helps older Chinese immigrants better adapt to the Canadian 

immigration life, and it is also the foundation of a satisfying family life.  

After (I) came to Canada, (I) lived with (my) cousin’s family 

temporarily. There were also several brothers in the family. They treated 

me like their own sister. I was homesick, but thanks to the care of my 

cousin’s family, that (my) homesickness was alleviated, and I adapted 

well. (I) found a job in a week, quite smoothly. I worked successively in 

several banking institutions as a secretary or typist, had my own certain 

working space, while the workload was not very intensive. I am grateful 

for all encounters. (I) feel the warmth of family here, had a job, 

everything is fine.  

Interview 17 

 (I) live a full, pleasant life. (My) family is happy. (I am) in a very good 

mood. (I) hope to (live) without disease and pain in 10 years. (I am) very 

close to (my) grandson. I used to be arrogant and selfish, (I) was a boss, 

had complicated interpersonal relationships, now it is a little bit 

simpler…. In fact, other older Chinese also have many problems. Many 

(of them) are not very happy, most of them (1) know nothing about 

English (2) spend a lot of time doing housework, being the babysitter, 

taking care of grandchildren, buying food and cooking, have no personal 

time (3) have conflicts with children.  

Interview 43 

Friendship also plays a vital role in people’s mental health. Expanding their social network with 

friendship connections provides them with more resources to solve their daily problems and helps them 

alleviate the pressure that may arise from close family relationships. Therefore, it is important for older 

Chinese immigrants to gain support from their peers of similar age.  

I like sharing with my friends, and I feel hopeful for my life.  

Interview 29 
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Compared with when I first came to Canada, I think my health is getting 

better, (I am) relatively happy, full of hope for the future. Being 

optimistic benefits my health. Friends are also very important.  

Interview 20 

Religion has been found to be positively associated with psychological well-being, hope and 

optimism as well as mental health (Koenig, 2001). Compared with large cities in China, the GTA 

provides a more developed religious network with more churches available per inhabitant. Some 

interview participants became Christians after they immigrated to Canada. They feel being loved by the 

Christian family, they find the deeper meaning of life and inner peace within religion. 

I am very satisfied with (my) current life. The Bible says that if (we) 

have food and clothes, (we) should be content. I often pray, no matter 

what the result is, I am grateful. (I) have something to rely on. God is in 

charge of everything, thus (I'm) in a good mood …. (I) often feel happy, 

have inner peace, and (I) also sleep well. In the past, since my husband 

had cancer, I had had neurasthenia. But after I believed in Jesus, (I) have 

a positive attitude, and then (I) sleep well.  

Interview 23  

7.6 Discussion 

7.6.1 Health Awareness 

The investigation of the HIE of older Chinese immigrants in the GTA starts with the self-screenings 

of their general health status. Their self-screenings are forthright answers to the initial question of the 

interviews about current health status and health changes since arrival in Canada. In the participants’ 

answers, ageing frequently coexisted with tiredness or fatigue, but not necessarily with the description of 

other chronic diseases and health symptoms. “Ageing” is the most common answer given for their current 

health status in the survey I conducted, and the only answer provided by several interview participants. In 

the interviews, the perception of ageing refers to the combination of tiredness, worsening body functions, 

pains, and certain chronic diseases. Many interview participants ascribed the symptoms above to the 

normal ageing process. However, different from the interview observations, prior studies have found that 

ageing itself is not associated with tiredness (Aapro et al., 2002). Tiredness is a consequence of multiple 
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factors such as chronic diseases, pain, cognitive performance, and insomnia among non-disabled older 

people (Avlund et al., 2007), and tiredness performs as a significant indicator of poor self-rated health 

(Molarius & Janson, 2002). 

The associations between chronic diseases and self-rated health are supported by the interviews, 

similar to the findings by Hart et al., (2005), Moons et al. (2005), and Kaneva et al. (2018). The quote of 

Interview 20 highlights the significant influence of optimism on positive self-rated health, even if the 

clinical health of the subject was suboptimal, which is in agreement with the study by Salovey and 

Birnbaum (1989).  

Subsequently, the analysis of this chapter dives into the determinants of older Chinese immigrants’ 

health status and health changes. The first type of health determinants is occupational impacts. 

Occupational impacts affected differently two categories of older Chinese immigrants in Canada: recent 

immigrants and established immigrants. For recent immigrants in good health, undeclared work can be 

considered as a way to gain income and to transition to full retirement. Undeclared work serves to evade 

tax reports of both the employers and employees and to avoid protective regulations for employees (Pfau-

Effinger, 2009). Therefore, those employees are exposed to additional risks regarding their physical 

health as a result of negligent workplace health and safety conditions, as well as extensive working hours 

(Pfau-Effinger, 2009). Undeclared work is often related to harmful working environments, such as noise, 

too high or too low temperatures, dust and chemicals, which is hazardous to health (House et al., 1979). 

Established immigrants are more likely to retire from formal jobs in Canada, so the consequences of 

occupation on their health focused on occupational stress. Occupational stress can be caused by multiple 

reasons, including job security, work-life balance, and pay and benefits, while it impacts both physical 

health and mental health (Johnson et al., 2005; LaRocco et al., 1980). 

The second type of health determinants is health behaviours. As Lv and Cason (2004) and Eibich 

(2015) argue in their studies, immigration and retirement mutually change older Chinese immigrants’ 

dietary and exercise patterns, positively affecting their health. Similar to the findings by Stodolska (2000), 
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some older Chinese immigrants in Canada also change their leisure activities patterns after immigration 

due to the smaller local population and looser interpersonal relationships in the local culture.  

As a consequence of ageing and worsening health (Martens et al., 2005), a few interview participants 

expressed their fears of sudden severe illnesses and death. According to Cicirelli (1999), the fear of death 

is related to age, perceived social support, ethnicity, religious beliefs and other determinants. Chinese 

traditional culture, with its Confucianism, Buddhism and Taoism influences, also shapes the concerns of 

older Chinese immigrants regarding their late-life (Bowman & Singer, 2001). My study did not further 

explore the cultural influences on the health concerns of the older Chinese immigrants in the GTA, but 

this is worthy of investigation for the future.  

7.6.2 Canada’s Health Care System 

In the interviews, Canada’s health care system is repeatedly mentioned in the answers to health-

related questions. It indicates that a well-functioning health care system is viewed as essential to the 

health of the older Chinese immigrants in the GTA. The interview participants listed both the advantages 

and disadvantages of the current health care system. The majority of interview participants, especially 

recent immigrants, expressed their high satisfaction with their experiences obtaining healthcare services 

in Canada, which is consistent with the findings by Donelan et al. (2000). They considered Canada’s 

health care system as a core factor contributing to their health promotion.  

As Canada’s health care system enables the older Chinese immigrants to access health services based 

on their needs, they are relieved of the worries of having no ability to pay for medical treatments once 

they get sick. Moreover, health care services, such as follow-up consultations and regular health 

examinations, help them better acknowledge their health status and maintain it. Additionally, there is trust 

between most of the interview participants and their family physicians. Kramer and Cook (2004) believe 

that patient-physician trust is influenced by physician caring and empathy, information provision and 

explanation, patient participation in the decision-making process, perceived competence of physician, 

physician availability, and physician time management. Street et al. (2008) argue that the similarities in 
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personal beliefs and values between patients and physicians also contribute to trust in patient-physician 

relationships. The older Chinese immigrants’ appreciation of family physicians’ highly responsible 

explanation of health examination reports and effective medical advice as well as their preference for 

ethnic Chinese physicians, strongly support the findings of Kramer and Cook (2004) and Street et al. 

(2008). Their trust in family physicians ensures treatment adherence and helps to improve their health 

(Pearson & Raeke, 2000). 

The interview participants also highlighted several existing problems within Canada’s health care 

system: difficulties in looking for a doctor and making appointments for doctoral visits; long wait times 

for primary health care services and specialized services; rigid management of the family physician 

system; and welfare budget reductions after health care system reforms. Those issues mirror the 

disparities of geographic accessibility and socio-cultural accessibility to health care services that have 

been fully explored in prior studies (Asanin & Wilson, 2008; Lai & Chau, 2007; Sanmartin et al., 2007; 

Wilson & Rosenberg, 2002; Wang et al., 2008). However, older Chinese immigrants in Canada are not 

the only ethnic sub-group who encounter these problems, because the disparities of geographic 

accessibility and socio-cultural accessibility to health care services are nationwide issues, emerging in the 

combined contexts of fiscal constraints, population ageing, geography, ethnocultural and linguistic 

diversity, and migration (Martin et al., 2018).  

7.6.3 Post-immigration Life and Mental Health 

Regarding the associations between post-immigration life changes and mental health, the interview 

participants discussed the environment, finance, social connection, everyday activities and emotional and 

spiritual support. An appreciation for the environment in Canada is the most common quality mentioned 

by older Chinese immigrants. For recent older Chinese immigrants, the social and cultural, natural, and 

housing environments in Canada considerably improve their life quality. The positive factors include the 

inclusive social and cultural environment, equity, democracy and freedom, fresh air, abundant sunshine, 

clean water, safe food, and spacious housing, consistent with the findings by Da and Garcia (2015). One 
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of the negative factors is the cold weather in Canada, which is a great challenge for some vulnerable older 

Chinese immigrants. Some participants also talk about their desire to live independently rather than co-

residing with the family of their adult children. This implies complex and imbalanced power relationships 

in their multi-generational families (Da & Garcia, 2015). For established older Chinese immigrants who 

landed in Canada as young or middle-aged adults, they also mention the political environment as well as 

the working and education environment in Canada, because those are major factors in their migration 

decisions (Chan, 2014; Kobayashi & Preston, 2007; Li, 2005; Skeldon, 1990; Waters, 2006; Wong, 1997; 

Xiang & Shen, 2009). Most of them managed to pursue a thriving career and create good education 

opportunities for the next generation after the struggles of the earliest stage of their immigration life, and 

their life satisfaction increased accordingly. They also discussed the gaps between the mainstream culture 

and the ethnic Chinese one and considered some social problems in Canada from a critical angle. 

The analysis of the interviews strongly support the finding of Lai (2009) that self-rated financial 

sufficiency is positively related to mental health among older Chinese immigrants in Canada. Similar to 

the conclusions of Da and Garcia (2015), Lo and Russell (2007) and Wong et al. (2006), the majority of 

older Chinese immigrants receive government pensions from China and Canada, and they prefer to 

maintain their financial independence. Some of them receive financial support and accommodation from 

their children as part of Chinese filial practice. However, losing their financial independence to some 

extent creates a psychological burden and the living arrangements made by their children do not always 

meet their needs. In addition, financial sufficiency of older Chinese immigrants is also linked to other 

issues, such as retirement policies, social support programs, utilization of health care services and the 

immigration policies of Canada.  

Language and transportation are two main challenges for older Chinese immigrants in their post-

immigration life. They encounter language barriers in medical health services, careers, shopping and other 

daily activities, especially for those who immigrated at an older age and have only limited or no English, 

which is consistent with the studies of Campbell et al. (2014), Da and Garcia (2015), and Lai and Chau 



    

179 

 

(2007). Chinese immigrants were eager to cope with the obstacles by joining ESL classes, learning 

Cantonese, checking up new words before appointments and seeking help from their family and friends 

(Da & Garcia, 2015). The hospitals of the GTA provide English Chinese interpretation services to 

improve the availability of health care services.  

Driving one’s own vehicle is the major transportation means in Canada (Dahan-Oliel et al., 2010), 

but it is not very common among the interview participants. Only the established immigrants who 

immigrated when they were younger or middle-age and lived in Canada for more than ten years were 

more likely to drive their own vehicles. Public transit is developed in the GTA, especially within the 

service area of the TTC, but it remains less convenient than in China. Different forms of transportation 

were widely adopted by older Chinese immigrants.  

What the interviewees implied is their mental health is largely influenced by the quality of their 

social connections and social connections are influenced partially by the ability of them to get travel 

around the GTA to their everyday activities. The major everyday activities of older Chinese immigrants 

include conventional activities, voluntary activities and providing care. Diverse conventional activities 

and voluntary activities in the GTA are organized by registered clubs, seniors associations and churches, 

providing opportunities for recreation, education and social participation to older Chinese immigrants 

(Guo, 2014; Kim et al., 2011; Li & Southcott, 2012; Wright-St Clair et al., 2018). Community centers 

also played an important role in the provision and organization of activities (Guo, 2014). The activities 

help older Chinese immigrants better integrate, build up their new social networks and effectively 

promote their well-being.  

While the primary purpose of coming to Canada for many older Chinese immigrants is to provide 

care for their grandchildren, grandparenting brings both benefits and costs to older Chinese immigrants’ 

health. On the one hand, providing care enables them to strengthen their emotional bonds with 

grandchildren and lower their loneliness and stress in daily life; on the other hand, caregiving burden and 
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conflicts in education values with their adult children can impair their psychological well-being (Da, 

2003; Nagata et al., 2010; Tang et al., 2016; Xie & Xia, 2011).  

Family and friends are important sources for the older Chinese immigrants to gain emotional support 

(Wong et al., 2005; Xu et al., 2019). The participants in the interviews tried to maintain contacts with 

other family members and friends in China by regular return visits and modern telecommunication 

technologies. Their social networks built in Canada are also part of their emotional support. Regarding 

their spiritual life, some interview participants managed to reach an inner peace with the help of religion. 

Thus, their mental health is further enhanced (Da & Garcia, 2015; Koenig, 2001; Lee & Chan, 2009). 

7.7 Limitations 

There are three main limitations in the research of this chapter. The first limitation revolves around 

the sample selection. The interviews were carried out in some public locations frequented by older 

Chinese immigrants: parks, seniors associations, churches, exhibitions, community centers and seniors 

apartments. The participants of those activities tend to be more active seniors and to have better mobility. 

The following groups of older Chinese immigrants were less likely to be reached in this study: (1) full-

time employees; (2) active individuals not interested in the activities mentioned above; (3) individuals 

mainly staying at home because of sickness, disability, caring responsibility, interests or other personal 

reasons.  

The second limitation is the limited information the participants provided about their educational and 

cultural backgrounds, as well as regarding their current family relationships. All these factors can 

significantly influence the interview participants’ adaptative capacity and integration, thus having an 

impact on their mental health.  

The third limitation is that only a few districts and cities in the GTA where ethnic Chinese are 

concentrated were investigated. In the future, researchers should try to gain more cooperation from local 

communities and municipal governments to reach more older Chinese immigrants from different parts of 
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the GTA. Some particular groups of older Chinese immigrants should also be added to future studies of 

the HIE, such as older Chinese immigrants in long-term care or those having memory-related disease. 

7.8 Key Findings 

This qualitative study provides insights into how the HIE applies to older Chinese immigrants aged 

60 years and older who are living in the GTA. The interview participants discussed both their physical 

health and mental health. The discussion focuses on their health status, variations in health, and the 

determinants of health. From the interview participants’ opinions, their variations in health are caused by 

ageing, chronic diseases, and occupational impacts. However, the more important factors are their health 

behaviours like a balanced diet and regular exercise, Canada’s health care system and a healthy 

environment, which directly contributes to their physical health. A healthy environment benefits their 

mental health as well. Moreover, their mental health is also influenced by finance, social connection, 

everyday activities, and emotional and spiritual support. To properly analyse those influences, a 

comprehensive understanding of the participants’ life situation is often required. The research in Chapters 

Six and Seven is based on a sample and a sub-sample of the same older Chinese immigrants in the GTA. 

Though these two chapters cover many different aspects of the participants’ lives, they collectively 

demonstrate the importance of the housing environment, social participation and everyday activities, and 

physical and mental health conditions on self-rated health.  
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Chapter 8 

Conclusion 

8.1 Introduction 

The HIE originally refers to a phenomenon that recent immigrants are usually healthier than their 

local-born counterparts in both the country of destination and the country of origin (Agyemang et al., 

2012; Spallek et al., 2011). Because of the difficulties of obtaining health data of the population left 

behind in the country of origin, few studies investigate the HIE by comparing the health status between 

immigrants and the population remaining in the country of origin. Therefore, it is more common for prior 

research projects to study the HIE by focusing on immigrants and local-born populations in the country of 

destination. The HIE has been observed in a number of countries such as the United States, the United 

Kingdom and Canada, and it is found that the health gap between immigrants and the local-born 

population narrows over time. However, the majority of studies on the HIE concern working-age 

immigrants, but not many of them focus on older immigrants over the age of 60. In addition, few prior 

research projects spotlight the HIE on older Chinese immigrants in Canada and explore the reasons for 

their post-immigration variations in health. Hence, the goal of this thesis is to fill gaps in knowledge and 

research and to investigate to what extent the HIE applies to older Chinese immigrants in Canada. 

To accomplish this research goal, this thesis (Chapter Two) starts with a review of prior studies of 

the HIE about its definition, determinants, and evidence. It explores the typical immigration 

characteristics examined in immigration analysis, such as age at immigration, length of residence and 

sense of belonging. It further discusses Chinese immigration to Canada, including the motivation for 

immigration, post-immigration occupations and everyday activities, and life challenges, providing an 

overview of older Chinese immigrants’ life situations in Canada and more specifically in a sample of 

older Chinese immigrants living in the GTA. It analyses older Chinese immigrants’ self-reported health 

status as well as their healthcare utilization. It also proposes a conceptual framework that integrates 
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concepts from migration theory, life course theory and health geography methodology. In the remainder 

of this chapter, I sum up the key findings of the thesis and explain their link to the research objectives. 

Next, I discuss the limitations of the thesis, along with their implications for future research. Finally, I 

close the chapter with the contributions of this study to the existing knowledge of the HIE on older 

Chinese immigrants and to the innovative exploration of health geography.  

8.2 Revisiting the Research Objectives 

To realize the objectives of the thesis, I used quantitative methods to assess the self-rated health 

status of older Chinese immigrants in Canada and health gaps between older Chinese immigrants and 

local-born counterparts in both Canada and China. Subsequently, I used qualitative methods to investigate 

the reasons for older Chinese immigrants’ post-immigration health changes. This mixed-method approach 

enabled me to comprehensively understand how the HIE affects older Chinese immigrants in Canada 

from both objective and subjective perspectives.  

The first research objective was: “To examine how the HIE affects older Chinese immigrants and 

how ethnic Chinese characteristics contribute to their health status.” To accomplish this goal, the 

differences in self-rated good health between older Chinese immigrants in Canada and older Canadian-

born residents were analysed using data from CCHS in Chapter Four. In Chapter Five, I examined the 

health gaps between older Chinese immigrants in Canada using the same CCHS data and older Chinese in 

China using data from CHARLS.  

The findings from Chapter Four indicated that the HIE applies to self-rated mental health but not 

self-rated general health of older Chinese immigrants in Canada. The probability of self-rating mental 

health as good among older Canadian-born residents was between recent older Chinese immigrants and 

established older Chinese immigrants, while recent older Chinese immigrants had the highest probability 

of self-rating mental health as good. For self-rated general health, older Chinese immigrants were less 

likely to self-rate their health as good compared to older Canadian-born residents, regardless of their 

length of residence in Canada. However, recent older Chinese immigrants were more likely to self-rate 
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their general health as good compared to more established older Chinese immigrants, which suggests a 

convergence of self-rated general health over time. The findings from Chapter Five do not support the 

HIE that older Chinese immigrants in Canada when compared to the older Chinese in China have better 

health as a result of immigration. Regarding the contribution of ethnic Chinese characteristics to health 

status, Chapter Four reveals that the proportion of non-smokers and non-drinkers were lower among older 

Chinese immigrants in Canada compared to older Canadian-born in Canada. The more detailed ethnic 

Chinese characteristics are fully described through their social participation in Chapter Six and through 

their health awareness and life perspectives in Chapter Seven.  

The second research objective was: “To investigate how the heterogeneous immigration 

characteristics of older Chinese immigrants in Canada impact their reported physical and mental health.” 

Chapter Four and Chapter Six achieve this objective by discussing the impacts of different immigration 

characteristics on self-rated health. On the one hand, Chapter Four finds that the relationship between age 

at immigration and the probabilities of self-rating general health as good formed a “U-shaped curve” 

among older Chinese immigrants in Canada, and a similar curve exists for self-rated good mental health. 

In these curves, the age group between 18 and 49 at migration was at the bottom, representing the lowest 

probabilities to self-rate their general and mental health as good. On the other hand, Chapter Six showed 

that older Chinese immigrants’ self-rated general and mental health and variations in health were not 

influenced by their immigration characteristics in a sample from the GTA. These opposing results implied 

that it is important to analyse the HIE among studies at different scales. 

The third and the fourth research objectives were “to further explore the HIE and identify the 

influence of the socio-cultural environment in the country of destination on older Chinese immigrants’ 

health” and “to understand the association between immigrants’ past and post-immigration variations in 

health from their subjective perspectives and deepen the interdisciplinary research of health geography 

with a life course approach.” These two objectives were the foci of Chapters Six and Seven. Chapter Six 

showed that older Chinese immigrants’ health status benefits from their frequent participation in various 
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activities, such as volunteering, charitable or religious activities, training and educational classes, and 

outdoor sports (i.e., cultural or leisure activities outside the home). Chapter Seven explored the older 

Chinese immigrants’ post-immigration variations in health reasons with semi-structured interviews and 

offered important insights from the interview participants’ opinions. In the context of physical health, 

health awareness and Canada’s health care system were the two main themes that participants discussed 

positively and negatively. In the context of mental health, participants’ thoughts towards the environment, 

finance, social connection, everyday activities, and emotional and spiritual support were thoroughly 

analysed in accomplishing the third and fourth objectives. The details of the above sub-themes from 

participants’ own recall offered an unbiased overview of the potential reasons for their health changes and 

mainly focus on the post-immigration period. Those recalls also revealed their challenges, adaptation and 

integration in the assimilation process.  

8.3 Limitations and Implications for Future Research 

Every research project requires adequate resources to guarantee its successful completion. Resources, 

time, funding, and accessibility to participants are critical for a study involving data collection from 

individuals. For a doctoral student, the data collection must be finished in a rigid time frame to enable the 

completion of a doctoral program within four years. In addition, little research funding is available to an 

international student doing human geographic research in Canada, which reduces the sustainability of the 

research project and increases the difficulties of recruiting participants. All of them influence the time 

span and the richness of collected data. 

For studies of the HIE, it is most suitable to use longitudinal data to observe the targeted population’s 

health changes over time. The ideal longitudinal data usually require a few decades’ tracking observation 

on the same group of participants, the length of which largely exceeds the time constraint for a doctoral 

program. Therefore, this study uses cross-sectional data containing older Chinese immigrant samples to 

replace the longitudinal data. At macro-level analysis, the secondary data from the CCHS allow for health 

comparisons between older Canadian-born residents and older Chinese immigrants with different lengths 
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of residences in Canada. The variations in health of older Chinese immigrants in Canada overtime is only 

simulated by the cross-sectional health status of numerous older Chinese immigrants in different age 

groups. Compared to a longitudinal approach, this method can lead to inaccurate interpretations and needs 

to be used with caution. In the analysis of the GTA sample, older Chinese immigrants’ self-rated post-

immigration variations in health were collected through a self-administered survey, which fills the gap to 

an extent. However, self-rated variations in health can also lead to inaccurate interpretations due to 

memory-biases. Although self-rated health has been proved to be significantly related to the clinical 

health status, it is harder to exclude a “normal” ageing perception as the reason for health changes when 

the clinical health data are lacking. 

The research goal was to examine the HIE on the older Chinese immigrants in Canada, but I was 

only able to recruit participants for the self-administered survey and semi-structured interviews in the 

GTA because of time and financial constraints. Older Chinese immigrants living in other provinces may 

have different patterns of post-immigration variations in health, but it was not possible to compare them 

in this study. At the end of the fieldwork, 393 older Chinese immigrants participated in the surveys, and 

51 of them agreed to semi-structured interviews. All the participants were volunteers. It was difficult to 

recruit more older Chinese immigrants because there was no funding to provide compensation, gifts, or 

other incentives for participants. It was also challenging to build up cooperation with specific senior care 

centers without formal cooperation projects. Therefore, it took a very long time to contact diverse ethnic 

Chinese organizations and obtain their consent to invite their members to participate in the research. 

Another limitation is that the heterogeneity among older Chinese immigrants from different 

geographical regions of China cannot be identified. Chinese immigrants come from various provinces of 

China, so their physical health status, lifestyle and adaptability in a new environment can be diverse. The 

CCHS data do not include a question about the places of origin below the national level. The self-

administered survey questionnaire was designed to further investigate older Chinese immigrants’ places 
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of origin by their mother tongue, but the sub-sample sized did not support in-depth study between places 

of origin and health status at sub-provincial or provincial levels in China.  

Future research should consider a wider range of older Chinese immigrants and reference groups as 

well as a longer time span for health changes. For the comparison of self-rated health between older 

Chinese immigrants and older Canadian-born residents in Canada, researchers with abundant funding 

might consider recruiting more recent older Chinese immigrants and older Canadian-born residents for 

their research and operate follow-up studies checking on their health status every other year for a 

minimum of one decade. For the comparison between older Chinese immigrants in Canada and older 

Chinese in China, researchers might also recruit some older Chinese in China who are planning or 

preparing for emigration and their counterparts who are staying in China for longitudinal studies. Older 

Chinese immigrants living in different provinces of Canada should be included in the research, instead of 

those centred in one or two regions of Canada. Moreover, both the health perception and the clinical 

health diagnosis should be included in the same study, so that the objective and subjective data can be 

combined to analyse the HIE.  

8.4 Contribution to Knowledge 

Canada is built upon the mutual contributions of diverse ethnic groups. Canada is encountering great 

challenges in social development and health care provision, along with an ageing population. Thus, the 

findings of this thesis offer valuable knowledge on the health of older Chinese immigrants, one of the 

largest older visible minority groups in Canada. This study provides partial support for the existence of 

the HIE on older Chinese immigrants in Canada compared with the local-born population from both 

Canada and China. The thesis also contributes a source of rich primary data from the perspective of older 

Chinese focusing on health-related aspects of their post-immigration lives in the GTA. Finally, this thesis 

contributes to knowledge in health geography with its focus on the impacts of the socio-cultural 

environment on older immigrants in Canada.  
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Appendix A 

List of Organizations Participating in the Primary Survey and Semi-

structured Interviews 

Category Name 

Government Consulate-General of The People’s Republic of China in Toronto 

 City of Markham 

Senior Association Golden Maple Leaf Senior Association 

 New Canadian Community Center 

 Jiahua Chinese Senior Association 

 Red Maple Sunset Glow Cultural Association 

 Paradise Senior Association of Markham 

 Happy Time Community Association 

 Xile Nianhua Senior Center 

 Ontario Chinese Senior Association 

-Chinatown Branch 

-Milliken Branch 

-Sunshine Branch 

Community Center 105 Gibson Center 

 L'Amoreaux Community Recreation Centre 

 Milliken Park Community Recreation 

 Xiequn Community Serving Center 

 Welcome Centre Immigrant Services 

Church Markham Christian Community Church 

 Toronto Christian Community Church 

 Logos Baptist Church (Milliken) 

 Toronto Chinese Seventh-day Adventist Church 

Park L'Amoreaux North Park 

 Milliken District Park 

Mall Pacific Mall 

 Bridlewood Mall 

 Denison Centre 

Library Markham Public library 
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Appendix B 

Survey Questionnaire 

The Healthy Immigrant Effect on Older Chinese Immigrants in the Greater Toronto Area  

Questionnaire 

Section 1 Demographics 

1.When is your birthday? __________Year________Month__________Day 

2.Are you male or female? 

      1)   Male                   2)  Female 

3.What is your current marital/partner status?  

1) Single, never married or never lived with a partner 

2) Married/living with a partner in a common-law relationship 

3) Widowed 

4) Divorced 

5) Separated 

4.What is the highest level of education you have attained? 

1) No formal education (illiterate) 

2) Did not finish primary school  

3) Sishu/home school 

4) Elementary school 

5) Middle school 

6) High school 

7) Vocational school 

8) Two-/Three-Year College/Associate 

degree 

9) Four-Year College/Bachelor’s 

degree 

10) Master’s degree 

11) Doctoral degree/Ph.D. 

5.What is your mother tongue? 

1) English 

2) French 

3) Mandarin (including Standard Chinese, Pekinese, Sichuanese) 

4) Wu dialect (including Shanghainese, Suzhounese, and Wenzhounese) 

5) Gan dialect 

6) Xiang dialect 

7) Min dialect (including Fuzhounese, Hainanese, Hokkien, Taiwanese and Teochew) 

8) Hakka 

9) Yue dialect (including Cantonese and Taishanese) 

10) Other (please specify: __________) 

6. How do you rate your mastery of English? 

      1)Not at all        2) Little        3) Some       4) Good        5) very good 

7. How do you rate your mastery of French? 

      1)Not at all        2) Little        3) Some       4) Good        5) very good 

8.In what country were you born? ____________________________ 

9.To which ethnic or cultural groups do you belong (e.g. Canadian, Chinese, etc.)? ___________ 

10.What year did you immigrate to Canada? _______________ 

11.What is your immigrant status? 
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      1) Canadian Citizen    2) Permanent Resident   3) Temporary Resident    4) Other__________ 

 

12.What was/is your immigration category? 

1) economic class 

2) family class 

3) refugee class 

4) other class 

5) N/A

13.In what town/city do you live (e.g.  Toronto, Scarborough, Markham, etc.): _____________ 

14. Who do you live with now?  (check all applicable) 

1) myself 

2) my spouse 

3) my son 

4) my daughter 

5) my son-in-law 

6) my daughter-in-law 

7) my grandchild or grandchildren 

8) my parent(s) 

9) others  (please specify _________)

15. What type of dwelling do you currently live in? 

1) House (single detached, semi-detached, duplex or townhouse) 

2) Apartment or condominium 

3) Seniors’ housing (retirement home, assisted living) 

4) Institution (old age facility) 

5) Hotel, rooming or lodging house 

6) Other (please specify _________) 

16. Do you (or your spouse/partner/children/grandchildren) own or rent your dwelling? 

1) Own 

2) Rent 

Section 2 Occupation and financial situation 

17. At this time, do you consider yourself to be completely retired, partly retired or not 

retired? 

1) completely retired (jump to question 29) 

2) partly retired (continue to question 18) 

3) not retired (continue to question 18) 

Partly retired/ Not retired 

18.What’s the type of your current occupation? 

1) full-time job 

2) part-time job  

3) seasonal work  

4) contract work 

5) self-employment 

6) other paid work 

19. Which industry are you in? 

1) Agriculture 

2) Construction 

3) Culture and leisure 

4) Energy 

5) Education 

6) Information and communications 

technology 

7) Manufacturing 

8) Retail and wholesale 

9) Science and technology 

10) Transport 
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11) Tourism 12) Other (please specify _________) 

 

20.What is your job category? 

1) Manager 

2) Professional 

3) Technician 

4) Sales Worker 

5) Office and Clerical Worker 

6) Craft Worker (Skilled) 

7) Operative (Semi-Skilled) 

8) Labourer (Unskilled) 

9) Service Worker 

21. Which of the following best describes your working schedule? 

1) Daytime schedule or shift 

2) Evening shift 

3) Night shift 

4) Rotating shift, changing periodically from days to evenings or nights 

5) Seasonal, on-call or casual, no pre-arranged schedules, but called as need arises 

22. How many hours did you work per day on average, excluding meal breaks but including any 

paid or unpaid overtime? ________________ 

23. How many days per week do you usually work in your main paid job? _______ 

24. How long have you worked with your present employer or in your current business? 

1) Less than 1 year 

2) From 1 year to less than 3 years 

3) From 3 years to less than 5 years 

4) 5 years or more 

25. Are you exposed at work to the following environment? (check all applicable) 

1) Vibrations from hand tools, machinery, etc. 

2) Noise so loud that you would have to raise your voice to talk to people 

3) High temperatures which make you perspire even when not working 

4) Low temperatures whether indoors or outdoors 

5) Breathing in smoke, fumes (such as welding or exhaust fumes), powder or dust (such as 

wood dust or mineral dust) etc. 

6) Breathing in vapours such as solvents and thinners 

7) Handling or being in skin contact with chemical products or substances 

8) Tobacco smoke from other people 

9) Handling or being in direct contact with materials which can be infectious, such as waste, 

bodily fluids, laboratory materials, etc. 

10) none 

11) Other (please specify ______________________________) 

26. Over the past 12 months at work, have you been subjected to any of the following? (check all 

applicable) 

1) age discrimination  

2) discrimination linked to race, ethnic background or colour 

3) discrimination linked to nationality 

4) discrimination on the basis of your sex 

5) discrimination linked to religion 

6) discrimination linked to disability 

7) discrimination linked to sexual orientation 



    

223 

 

8) none 

9) Other (please specify _________) 

27.Does your work affect your health? 

1) Yes, mainly positively 

2) Yes, mainly negatively 

3) No 

28. On the whole, what do you think about the working conditions in your main paid job? 

1) Very satisfied 

2) Satisfied  

3) Not very satisfied 

4) Not at all satisfied 

     (jump to question 36) 

 

Retired 

29.Which industry were you in at your main job before you retired? 

1) Agriculture 

2) Construction 

3) Culture and leisure 

4) Energy 

5) Education 

6) Information and communications technology 

7) Manufacturing 

8) Retail and wholesale 

9) Science and technology 

10) Transport 

11) Tourism 

12) Other (please specify _________) 

30.What was your job category? 

1) Manager 

2) Professional 

3) Technician 

4) Sales Worker 

5) Office and Clerical Worker 

6) Craft Worker (Skilled) 

7) Operative (Semi-Skilled) 

8) Labourer (Unskilled) 

9) Service Worker 
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31. Were you exposed at work to the following environment? (check all applicable) 

1) Vibrations from hand tools, machinery, etc. 

2) Noise so loud that you would have to raise your voice to talk to people 

3) High temperatures which make you perspire even when not working 

4) Low temperatures whether indoors or outdoors 

5) Breathing in smoke, fumes (such as welding or exhaust fumes), powder or dust 

(such as wood dust or mineral dust) etc. 

6) Breathing in vapours such as solvents and thinners 

7) Handling or being in skin contact with chemical products or substances 

8) Tobacco smoke from other people 

9) Handling or being in direct contact with materials which can be infectious, such 

as waste, bodily fluids, laboratory materials, etc. 

10) none 

11) Other (please specify _________) 

32.Did your work affect your health? 

1) Yes, mainly positively 

2) Yes, mainly negatively 

3) No 

33. Did you ever work after you arrived in Canada?            1) Yes        2) No 

34. How long have you been retired?  _______year/ ________month 

35. Which of the following reasons contributed to your decision to retire? (check all 

applicable) 

1) Completed the required years of service to qualify for pension 

2) Retirement was financially possible 

3) Health/disability/stress reasons 

4) Employer offered special incentives to retirement 

5) Organizational restructuring or job eliminated 

6) Providing care to a family member or friend 

7) Employer had a mandatory retirement policy 

8) Wished to pursue hobbies or other activities of personal interest 

9) Wanted to stop working 

10) An agreement with your spouse or partner 

11) Failed to find a suitable job 

12) Other (please specify: __________) 

36. Thinking about your total personal income, from which of the following sources did 

you receive any income in the past 12 months? (check all applicable) 

1) Wages and salaries, Income from self-employment,  

2) Employment insurance, worker's compensation 

3) Dividends (e.g. on bonds), Capital gains (e.g. profits from sale of stocks) 

4) Interest (e.g. savings) 

5) Rental income 

6) Canada or Quebec Pension Plan, job related retirement pensions, superannuation 

and annuities, RRSP/RRIF and other pensions 

7) Old Age Security, Guaranteed Income Supplement, provincial or municipal social 

assistance or welfare 
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8) Child support, alimony 

9) Other (please specify: __________) 

37. What is your best estimate of your total personal income from all sources, before 

taxes and deductions, in the past 12 months?  

1) Less than $20,000 

2) $20,000 or more, but less than $50,000 

3) $50,000 or more, but less than $100,000 

4) $100,000 or more, but less than $150,000 

5) $150,000 or more 

What is your frequency of involvement in the following activities (question 38-44)? 

38.Voluntary, charitable or religious activity 

   1)Daily    2) Several times a week    3) Several times a month     4) Less often    5) 

Never 

39.Political/trade union activity 

   1)Daily    2) Several times a week    3) Several times a month     4) Less often    5) 

Never 

40.Caring for and/or educating your children, grandchildren  

   1)Daily    2) Several times a week    3) Several times a month     4) Less often    5) 

Never 

41.Cooking and housework 

   1)Daily    2) Several times a week    3) Several times a month     4) Less often    5) 

Never 

42.Caring for elderly/ disabled relatives 

   1)Daily    2) Several times a week    3) Several times a month     4) Less often    5) 

Never 

43.Taking a training or education course 

   1)Daily    2) Several times a week    3) Several times a month     4) Less often    5) 

Never 

44.Sporting, cultural or leisure activity outside your home 

   1)Daily    2) Several times a week    3) Several times a month     4) Less often    5) 

Never 

Section 3 Health 

45.How do you rate your general health? 

1) Excellent 

2) Very good 

3) Good 

4) Fair 

5) Poor 

46.Over the last 12 months, did you have any of the following health problems? (check 

all applicable) 

1) Hearing problems 

2) Skin problems 

3) Backache 
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4) Muscular pains in shoulders, neck and/or upper limbs (arms, elbows, wrists, 

hands etc.) 

5) Muscular pains in lower limbs (hips, legs, knees, feet etc.) 

6) Headaches, eyestrain 

7) Injury(ies) 

8) Anxiety 

9) Overall fatigue 

10) Other (spontaneous) 

47. Over the last 12 months, have you been newly diagnosed with any of the following by 

a doctor? (check all applicable) 

1) Hypertension 

2) Dyslipidemia (elevation of low density lipoprotein, triglycerides (TGs), and total 

cholesterol, or a low high density lipoprotein level) 

3) Diabetes or high blood sugar 

4) Cancer or malignant tumor (excluding minor skin cancers) 

5) Chronic lung diseases, such as chronic bronchitis, emphysema (excluding tumors 

or cancer) 

6) Liver disease (except fatty liver, tumors, and cancer) 

7) Heart attack, coronary heart disease, angina, congestive heart failure, or other 

heart problems 

8) Stroke 

9) Kidney disease (except for tumor or cancer) 

10) Stomach or other digestive disease (except for tumor or cancer) 

11) Emotional, nervous, or psychiatric problems 

12) Memory-related disease 

13) Arthritis or rheumatism 

14) Asthma 

15) None 

48.Which of the following statements is true for you? (check all applicable) 

1) I am bothered by things that don’t usually bother me. 

2) I have trouble keeping my mind on what I was doing. 

3) I feel depressed. 

4) I feel everything I do is an effort. 

5) I feel hopeful about the future. 

6) I feel fearful. 

7) My sleep is restless. 

8) I am happy. 

9) I feel lonely. 

10) I can not get “going”. 

49.Compared with the time when you just arrived in Canada, do you think your health is? 

1) Better 

2) Stable 

3) Worse 

4) I don’t know 

50.What do you think is the reason to contribute to your health variation? 
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       ____________________________________________________________________ 

51.Do you have any comments that you wish to add? 

       ____________________________________________________________________ 

 

 

Thank you for your time! 

If you wish to be interviewed for another part of this project, please send me a separate e-

mail at xiaojun.deng@queensu.ca. 

 
 

 

 

  

mailto:xiaojun.deng@queensu.ca
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Appendix C 

Interview Guide 

The Healthy Immigrant Effect on Older Chinese Immigrants in the Greater Toronto Area 

Interview guides 

The interview focuses on the following aspects: 

1) Your previous work and life experience and expectations before immigration; 

2) Your acculturation process in Canada; 

3) The changes in your life before and after your immigration (life quality and economic 

conditions); 

4) Barriers to accessing health care services in Canada encountered and the ways you overcame 

various difficulties. 

 
 Gender_______ Age______ Landing Year_______ Date of Interview___________  

Section 1- Pre-Immigration Experiences  

1. Lifestyle  

1) Were you retired?  

2) What was your weekday schedule? (meeting friends, taking care of family, going 

shopping, hobbies, work, leisure, exercise, seeing a doctor, social activities, etc.)  

3) What was your weekend schedule?  

4) Were you a member of an organized religion? Did you attend services regularly?  

5) What was your diet?  

6) Who did you live with?  

7) Were you satisfied with your life?  

8) How often did you see your other family members? Good friends?  

9) What kind of entertainment activities did you usually do? How often?  

10) What economic sector did you work for the longest time?  

11) What was the working environment like?  

12) Do you think that the kind of working environment influenced your health? If yes, what 

was the influence?  

2. Health  

1) How was your health status?  

2) Did you have any chronic diseases?  

3) Did you have any serious injuries?  

4) Did you receive specific medical services regularly? If yes, what was it?  

3. Preparation  

1) What was your plan for your finances after immigration?  

2) What frequency did you expect to see your other family members/ friends after 

immigration?  

3) What were your expectations for your immigrant life?  

4) What caused you to decide to immigrate?  
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5) What was your plan for your social positions? (continue/stop/honorary)  

6) What were your feelings about leaving China/ your hometown?  

 

Section 2 Post-Immigration experiences  

1. Lifestyle  

1) What is your weekday schedule?  

2) What is your weekend schedule?  

3) What is the biggest change in your life?  

4) Do you need to be a caregiver for your family or friends?  

5) Are you satisfied with your current life? (life quality)  

6) Is your new life consistent with your expectation?  

7) How are your finances?  

8) How often do you go back to China to visit your other family or friends?  

2. Acculturation  

1) Have grown accustomed to your new life?  

2) Who do you live with?  

3) Are there any things that make you dissatisfied/ worried?  

4) Do you feel fully integrated into your community now?  

5) How often do you participate in community activities?  

3. Accessibility to health/ health care services  

1) How has your health status changed?  

2) Do you need to see a doctor regularly? If yes, how often?  

3) How do you usually go to see the doctor?  

4) Do you encounter any inconveniences when you get health services? (make appointment, 

transportation, taking medicine, etc.)  

5) Is language a barrier for you to get the services?  

6) Do you face other difficulties in life?  

7) How do you deal with them?  

8) Have you any expectations for the government on immigration policies?  

9) What is your plan for the near future?  
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Appendix D 

Letter of Information (Survey, Paper Version) 

Study Title:  The Healthy Immigrant Effect on Older Chinese Immigrants in the Greater Toronto Area  

Name of Student Researcher: Xiaojun Deng, Department of Geography and Planning, Queen’s 

University 

Name of Supervisor: Dr. Mark Rosenberg, Department of Geography and Planning, Queen’s University 

I am Xiaojun Deng, a doctoral student in the Department of Geography and Planning (GPPL), working 

under the supervision of Dr. Mark Rosenberg. I am asking older Chinese immigrants (aged 60 years and 

over) in the Greater Toronto Area (GTA) to take part in a research study looking at the Healthy Immigrant 

Effect on their health. If you agree to take part, you will complete a paper based survey that is expected to 

take 15-20 minutes. When you are finished, return your survey using the enclosed stamped envelope by 

December 31, 2018. The risks to you in the study are low, however you may experience some minor 

discomfort or anxiety as some of the questions are about sensitive topics about your health. If you are 

experiencing distress after the interview, please contact Telecare Distress Centre at 416-920-0497 

(Mandarin & Cantonese) or 905-459-7777 (English). While there are no direct benefits to you as a 

participant, study results will help inform how Healthy Immigrant Effect influences older Chinese 

immigrants’ health. 

There is no obligation for you to say yes to take part in this study. You do not have to answer any questions 

you do not want to. As survey responses are anonymous, you can withdraw by giving up completing or 

returning the questionnaire without penalty. Every paper questionnaire will be assigned a code. You can 

withdraw anytime after you have completed the questionnaire survey on paper by contacting me at 

xiaojun.deng@queensu.ca up until 31 December 2020. If contacted, all information related to you will be 

destroyed. I will keep your data secure for at least five years on an encrypted device. I hope to publish the 

results of this study in my doctoral thesis and academic journals and present them at conferences.   

If you have any ethics concerns please contact the General Research Ethics Board (GREB) at 1-844-535-

2988 (Toll free in North America) or chair.GREB@queensu.ca. Call 1-613-533-2988 if outside North 

America. 

If you have any questions about the research, please contact me, Xiaojun Deng, at 

xiaojun.deng@queensu.ca or my supervisor, Dr. Mark Rosenberg, at rosenber@queensu.ca or 613-533-

6046. 

This Letter of Information provides you with the details to help you make an informed choice.  All your 

questions should be answered to your satisfaction before you decide whether or not to participate in this 

research study. 

Keep one copy of the Letter of Information for your records and return one copy to the researcher, Xiaojun 

Deng.  

By signing below, I am verifying that: I have read the Letter of Information and all of my questions have 

been answered.  

Signature: _______________________________________________ 
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Appendix E 

Letter of Information (Survey, Online Version) 

Study Title:  The Healthy Immigrant Effect on Older Chinese Immigrants in the Greater Toronto 

Area (GTA) 

Name of Student Researcher: Xiaojun Deng, Department of Geography and Planning, Queen’s 

University 

Name of Supervisor: Dr. Mark Rosenberg, Department of Geography and Planning, Queen’s 

University 

 

I am Xiaojun Deng, a doctoral student in the Department of Geography and Planning (GPPL), 

working under the supervision of Dr. Mark Rosenberg. I am asking older Chinese immigrants 

(aged 60 years and over) in the Greater Toronto Area (GTA) to take part in a research study 

looking at the Healthy Immigrant Effect on health. If you agree to take part, you will complete an 

on-line survey that is expected to take 15-20 minutes. The risks to you in the study are low, 

however you may experience some minor discomfort or anxiety as some of the questions are 

about sensitive topics about your health. If you are experiencing distress after the interview, 

please contact Telecare Distress Centre at 416-920-0497 (Mandarin & Cantonese) or 905-459-

7777 (English). While there are no direct benefits to you as a participant, study results will help 

inform how Healthy Immigrant Effect influences older Chinese immigrants’ health. 

There is no obligation for you to say yes to take part in this study. You do not have to answer any 

questions you do not want to. You can stop participating at any time without penalty. As survey 

responses are anonymous, you can withdraw by closing your browser while doing the survey. 

You cannot withdraw after you complete the survey since I will be unable to identify your 

responses from others who complete the online survey. I will keep your data secure for at least 

five years on an encrypted device. I hope to publish the results of this study in my doctoral thesis 

and academic journals and present them at conferences.   

If you have any ethics concerns please contact the General Research Ethics Board (GREB) at 1-

844-535-2988 (Toll free in North America) or chair.GREB@queensu.ca. Call 1-613-533-2988 if 

outside North America. 

If you have any questions about the research, please contact me, Xiaojun Deng, at 

xiaojun.deng@queensu.ca or my supervisor, Dr. Mark Rosenberg, at rosenber@queensu.ca or 

613-533-6046. 

This Letter of Information provides you with the details to help you make an informed choice.  

All your questions should be answered to your satisfaction before you decide whether or not to 

participate in this research study. 
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Appendix F 

Letter of Information and Consent Form (Interview) 

Study Title:  The Healthy Immigrant Effect on Older Chinese Immigrants in the Greater Toronto 

Area (GTA) 

Name of Student Researcher: Xiaojun Deng, Department of Geography and Planning, Queen’s 

University 

Name of Supervisor: Dr. Mark Rosenberg, Department of Geography and Planning, Queen’s 

University 

 

I am Xiaojun Deng, a doctoral student in the Department of Geography and Planning (GPPL), 

working under the supervision of Dr. Mark Rosenberg. I am asking older Chinese immigrants 

(aged 60 years and over) in the Greater Toronto Area (GTA) to take part in a research study 

looking at the Healthy Immigrant Effect on health. If you agree to take part, I will interview you 

for one hour at a public location that you choose. The interview will be audio-recorded and later 

transcribed. The risks to you in the study are low, however you may experience some minor 

discomfort or anxiety as some of the questions are about sensitive topics about your health. If you 

are experiencing distress after the interview, please contact Telecare Distress Centre at 416-920-

0497 (Mandarin & Cantonese) or 905-459-7777 (English).  While there are no direct benefits to 

you as a participant, study results will help inform how the Healthy Immigrant Effect influences 

older Chinese immigrants’ health. 

There is no obligation for you to say yes to take part in this study. You do not have to answer any 

questions you do not want to. You can stop participating at any time without penalty. You may 

withdraw from the study up until December 31, 2020 by contacting me at 

xiaojun.deng@queensu.ca. If contacted, all information related to you will be destroyed. 

I will keep your data secure for at least five years. Your confidentiality will be protected to the 

greatest extent by replacing your name with a pseudonym for all data and in all publications. The 

code list linking real names with pseudonyms will be stored separately and securely from the data 

on an encrypted device. Other than me, only a transcriber who has signed a Confidentiality 

Agreement will have access to any of the data. 

I hope to publish the results of this study in my doctoral thesis and academic journals and present 

them at conferences.  I will include quotes from some of the interviews when presenting my 

findings. However, I will never include any real names with quotes, and I will do my best to 

make sure quotes do not include information that could indirectly identify participants. During the 

interview, please let me know if you say anything you do not want me to quote. 

If you have any ethics concerns please contact the General Research Ethics Board (GREB) at 1-

844-535-2988 (Toll free in North America) or chair.GREB@queensu.ca. Call 1-613-533-2988 if 

outside North America. If you have any questions about the research, please contact me, Xiaojun 

Deng, at xiaojun.deng@queensu.ca or my supervisor, Dr. Mark Rosenberg, at 

rosenber@queensu.ca or 613-533-6046. 
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This Letter of Information provides you with the details to help you make an informed choice.  

All your questions should be answered to your satisfaction before you decide whether or not to 

participate in this research study. 

Keep one copy of the Letter of Information for your records and return one copy to the 

researcher, Xiaojun Deng.  

By signing below, I am verifying that: I have read the Letter of Information and all of my 

questions have been answered.  

 

Name of Participant: ___________________________________ 

Signature: ____________________________________________ 

Date: ________________________________________________ 
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Appendix G 

Research Poster 
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Appendix H 

Ethics Approval Letter 
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Appendix I 

List of Variables for Primary Survey Data 

Variable 

Group 
Variable Category (1) Category (2) 

Category 

(3) 

Category 

(4) 

Category 

(5) 

Category 

(6) 

Demographics 

Age Aged 60-69 Aged 70-79 
Aged 80 

and over 
   

Sex Male Female     

Marital 

Status 
Unmarried Married     

Education 

Elementary 

school or 

below 

Secondary 

School 

Post-

secondary 

school 

   

Income 
Less than 

$20,000 

$20,000 or 

more, but 

less than 

$50,000 

$50,000 or 

more 
   

Place of birth 
Mainland 

China 

Hong Kong, 

Macao or 

Taiwan 

Other    

Mother 

Tongue 
Mandarin Cantonese Other    

English Not at all Little Some Good 
Very 

good 
 

French Not at all Little Some Good 
Very 

good 
 

Cultural 

Background 
Multicultural 

Only Chinese 

cultural 
    

Retirement 

Length 
Not retired 0-9 years 

10-19 

years 

20-29 

years 

>=30 

years 
 

Living alone No Yes     

Housing 

Ownership 
Own Rent     

Housing 

Type 

House 

(single 

detached, 

semi-

detached, 

duplex or 

townhouse) 

Apartment or 

condominium 

Seniors’ 

housing 

(retirement 

home, 

assisted 

living) 

Other   

District Markham Scarborough 
North 

York 

Richmond 

Hill 
Toronto Other 

Age at 

immigration 

Aged 17 and 

below 
Aged 18-34 

Aged 35-

49 

Aged 50 

and over 
  

Length of 

residence 
<= 9 years >=10 years     

Immigration 

category 

economic 

class 
family class 

refugee 

class 

other 

class 
  

Immigration 

status 

Canadian 

Citizen 

Permanent 

Resident 

Temporary 

Resident 
   

Occupation 

Post-

immigration 

working 

experience 

No Yes     

Retirement 

status 

completely 

retired 
partly retired not retired    
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Volunteer or 

religious 

several times 

a week or 

more 

several times 

a month 

less often 

or never 
   

Politics or 

work union 

several times 

a week or 

more 

several times 

a month 

less often 

or never 
   

Grandchild 

caring 

several times 

a week or 

more 

several times 

a month 

less often 

or never 
   

Cooking or 

housework 

several times 

a week or 

more 

several times 

a month 

less often 

or never 
   

Caring for 

the older 

people 

several times 

a week or 

more 

several times 

a month 

less often 

or never 
   

Training or 

education 

several times 

a week or 

more 

several times 

a month 

less often 

or never 
   

Sports or 

leisure 

outdoors 

several times 

a week or 

more 

several times 

a month 

less often 

or never 
   

Mental Health 

I am 

bothered by 

things that 

don’t usually 

bother me 

No Yes     

I have 

trouble 

keeping my 

mind on 

what I was 

doing 

No Yes     

I feel 

depressed 
No Yes     

I feel 

everything I 

do is an 

effort 

No Yes     

I feel hopeful 

about the 

future 

No Yes     

I feel fearful No Yes     

I am happy No Yes     

I feel lonely No Yes     

Anxiety No Yes     

Physical 

Health 

Hearing 

problems 
No Yes     

Skin 

problems 
No Yes     

Backache No Yes     

Upper 

muscular 

pain 

No Yes     

Lower 

muscular 

pain 

No Yes     

Vision 

problems 
No Yes     

Injury No Yes     

Insomnia No Yes     
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Fatigue No Yes     

Hypertension No Yes     

Dyslipidemia No Yes     

Diabetes No Yes     

Cancer No Yes     

Lung No Yes     

Liver No Yes     

Heart No Yes     

Stroke No Yes     

Kidney No Yes     

Stomach No Yes     

Emotion No Yes     

Memory No Yes     

Arthritis No Yes     

Asthma No Yes     
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Appendix J 

Logistic Regressions Predicting Good Self-rated General Health for 

Older Chinese Immigrants and Older Canadian-born Residents in 

Canada, Based on the CCHS Data 

Variable Category Model 1 Model 2 Model 3 Model 4 Model 5 

Exp(B) Exp(B) Exp(B) Exp(B) Exp(B) 

Country of 

Birth 

China  0.926 0.709 
   

Age at 

immigration 

Canadian born 
     

 
Chinese born, aged 

0-17 at immigration 

    
4.310 

 
Chinese born, aged 

18-34 at 

immigration 

    
0.850 

 
Chinese born, aged 

35-49 at 

immigration 

    
0.711 

 
Chinese born, aged 

50 and over at 

immigration 

     

Length of 

residence 

Canadian-born 
     

 
Chinese immigrant, 

residence between 0 

and 9 years 

  
0.734 0.429 0.445 

 
Chinese 

immigrants, 

residence more than 

10 years 

  
0.911 0.702 0.822 

Type A diseases Yes 
 

0.333 
 

0.333 0.333 

Type B diseases Yes 
 

0.273 
 

0.273 0.273 

Age 60-69 years old 
     

 
70-79 years old 0.884 1.058 0.885 1.059 1.057  
>= 80 years old 0.644 0.826 0.642 0.822 0.819 

Sex Female 1.227 1.231 1.224 1.229 1.230 

Marital Status Now Married or 

Common Law 

1.443 1.441 1.447 1.445 1.448 

Income Low income, 

<$19,999 

     

 
Middle income, 

$20,000-$49,999 

1.674 1.553 1.667 1.547 1.547 
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High income, 

$50,000 or more 

2.557 2.185 2.542 2.174 2.173 

Education Less than secondary 

school graduation 

     

 
Secondary school 

graduation, no post-

secondary education 

1.473 1.414 1.477 1.416 1.416 

 
Post-secondary 

certificate diploma 

or univ degree 

1.491 1.473 1.495 1.477 1.476 

Language Neither French nor 

English 

     

 
English Only 1.392 1.635 1.294 1.430 1.491  
French Only 1.762 1.882 1.638 1.646 1.716  
Both French and 

English 

1.782 1.985 1.657 1.735 1.810 

Living Alone Yes 1.183 1.184 1.186 1.187 1.189 

Type of smoker 

- (D) 

Daily 
     

 
Occasional 1.291 1.262 1.292 1.262 1.265  
Always Occasional 1.410 1.453 1.410 1.455 1.455  
Former Daily 1.400 1.652 1.401 1.654 1.655  
Former Occasional 2.080 2.143 2.082 2.146 2.148  
Never Smoked 2.124 2.138 2.127 2.141 2.143 

Type of drinker 

(12 months) 

Regular Drinker 
     

 
Occasional Drinker 0.595 0.668 0.598 0.670 0.671  
No Drink Last 

12month 

0.455 0.509 0.454 0.508 0.508 

Constant 
 

1.000 3.502 1.074 4.006 3.836 

 

  



    

241 

 

Appendix K 

Logistic Regressions Predicting Good Self-rated Mental Health for 

Older Chinese Immigrants and Older Canadian-born Residents in 

Canada, Based on the CCHS Data 

Variable Category M1 M2 M3 M4 M5 M6 

Country of Birth China 0.735 
     

Age at immigration Canadian born 
      

 
Chinese born, aged 0-17 at 

immigration 

     
3.383 

 
Chinese born, aged 18-34 at 

immigration 

     
0.632 

 
Chinese born, aged 35-49 at 

immigration 

     
0.628 

 
Chinese born, aged 50 and 

over at immigration 

     
1.139 

Length of residence Canadian-born 
      

 
Chinese immigrant, 

residence between 0 and 9 

years 

 
2.734 2.138 2.057 2.374 2.677 

 
Chinese immigrants, 

residence more than 10 

years 

 
0.944 0.829 0.629 0.695 

 

Age 60-69 years old 
      

 
70-79 years old 1.230 1.494 1.637 1.303 1.229 1.220 

 
>= 80 years old 0.848 1.184 1.343 0.911 0.858 0.845 

Sex Female 1.388 1.126 1.123 1.385 1.388 1.389 

Marital Status Now Married or Common 

Law 

1.227 1.421 1.402 1.357 1.226 1.238 

Income Low income, <$19,999 
      

 
Middle income, $20,000-

$49,999 

1.391 1.644 1.529 1.419 1.395 1.400 

 
High income, $50,000 or 

more 

1.886 2.506 2.213 1.919 1.896 1.894 

Education Less than secondary school 

graduation 

      

 
Secondary school 

graduation, no post-

secondary education 

1.554 1.522 1.450 1.542 1.553 1.556 

 
Post-secondary certificate 

diploma or univ degree 

1.544 1.420 1.381 1.540 1.527 1.522 

Language NEITHER F NOR E 
      

 
ENGLISH ONLY 2.217 2.648 2.785 2.742 2.533 3.275 

 
FRENCH ONLY 3.946 5.212 5.218 4.358 4.505 5.824 

 
BOTH FR. AND EN. 3.526 4.364 4.427 4.070 4.036 5.216 

Living Alone Yes 0.904 0.854 0.856 0.975 0.907 0.916 
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Type of smoker - 

(D) 

Daily 
      

 
Occasional 0.977 1.100 1.076 1.052 0.979 0.980 

 
Always Occasion. 1.038 1.285 1.282 1.122 1.033 1.035 

 
Former Daily 1.204 1.435 1.536 1.291 1.202 1.206 

 
Former Occasion. 1.272 1.756 1.728 1.397 1.272 1.271 

 
Never Smoked 1.086 1.641 1.588 1.213 1.087 1.090 

Type of drinker (12 

months) 

Regular Drinker 
      

 
Occasional. Drinker 0.784 0.685 0.738 0.771 0.783 0.788 

 
No Drink Last12m 0.731 0.595 0.649 0.716 0.733 0.734 

Type A diseases Yes 0.721 
 

0.582 0.710 0.724 0.724 

Type B diseases Yes 0.573 
 

0.496 0.556 0.573 0.573 

Mood disorder Yes 0.137 
  

0.125 0.137 0.137 

Anxiety disorder Yes 0.414 
  

0.388 0.413 0.412 

Sense of belonging Very Weak 
      

 
Somewhat Weak 1.369 

   
1.360 1.367 

 
Somewhat Strong 2.646 

   
2.634 2.652 

 
Very Strong 3.703 

   
3.684 3.711 

Constant 
 

3.717 1.864 3.776 5.738 3.261 2.488 
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Appendix L 

Logistic Regressions Predicting Good Self-rated General Health for 

Older Chinese Immigrants in Canada, Based on the CCHS Data 

Variable Category M1 M2 M3 M4 

Exp(B) Exp(B) Exp(B) Exp(B) 

Age at immigration Chinese born, aged 0-17 at 

immigration 

   
  

  Chinese born, aged 18-34 at 

immigration 

   
0.192 

  Chinese born, aged 35-49 at 

immigration 

   
0.148 

  Chinese born, aged 50 and over 

at immigration 

   
0.187 

Length of residence Chinese immigrants, residence 

more than 10 years 

1.359 1.347 1.720 1.843 

Age 60-69 years old         

  70-79 years old 0.632 0.652 0.831 0.805 

  >= 80 years old 0.571 0.606 0.755 0.699 

Sex Female 0.643 0.576 0.522 0.528 

Marital Status Now Married or Common Law 1.212 1.304 1.310 1.320 

Income Low income, <$19,999         

  Middle income, $20,000-

$49,999 

0.966 0.938 0.925 0.910 

  High income, $50,000 or more 0.950 0.951 0.893 0.846 

Education Less than secondary school 

graduation 

        

  Secondary school graduation, 

no post-secondary education 

1.365 1.294 1.234 1.227 

  Post-secondary certificate 

diploma or university degree 

1.914 1.867 1.942 1.912 

Language English or French 1.321 1.292 1.327 1.267 

Living Alone Yes 1.609 1.707 1.809 1.862 
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Type of smoker - (D) Daily 
 

      

  Occasional 
 

1.755 1.218 1.330 

  Always Occasional 
 

0.818 0.584 0.566 

  Former daily 
 

0.600 0.517 0.522 

  Former Occasional 
 

0.655 0.420 0.431 

  Never Smoked 
 

1.009 0.750 0.746 

Type of drinker (12 

months) 

Regular Drinker 
 

      

  Occasional Drinker 
 

1.018 1.012 1.044 

  No Drink Last 12 month 
 

0.767 0.843 0.870 

Type A diseases Yes 
  

0.498 0.494 

Type B diseases Yes 
  

0.287 0.286 

Constant 
 

1.622 2.148 5.104 27.381 
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Appendix M 

Logistic Regressions Predicting Good Self-rated Mental Health for 

Older Chinese Immigrants in Canada, Based on the CCHS Data 

Variable Category M1 M2 M3 M4 M5 M6 

Exp(B) Exp(B) Exp(B) Exp(B) Exp(B) Exp(B) 

Age at 

immigration 

Chinese born, aged 0-

17 at immigration 

     
  

  Chinese born, aged 18-

34 at immigration 

     
0.164 

  Chinese born, aged 35-

49 at immigration 

     
0.140 

  Chinese born, aged 50 

and over at 

immigration 

     
0.251 

Length of 

residence 

Chinese immigrants, 

residence more than 10 

years 

0.377 0.311 0.394 0.335 0.296 0.384 

Age 60-69 years old             

  70-79 years old 0.745 0.746 1.013 0.926 1.032 0.921 

  >= 80 years old 0.677 0.721 0.885 0.725 1.003 0.819 

Sex Female 0.459 0.397 0.402 0.484 0.477 0.489 

Marital Status Now Married or 

Common Law 

1.274 1.191 1.310 1.055 0.059 1.090 

Income Low income, <$19,999             

  Middle income, 

$20,000-$49,999 

1.278 1.319 1.234 1.443 1.403 1.458 

  High income, $50,000 

or more 

0.737 0.776 0.819 0.751 0.950 0.894 

Education Less than secondary 

school graduation 

            

  Secondary school 

graduation, no post-

secondary education 

0.850 0.879 0.906 0.896 0.873 0.895 

  Post-secondary 

certificate diploma or 

univ degree 

1.057 0.994 1.065 0.995 1.107 1.080 

Language English or French 3.129 3.072 3.163 3.339 3.071 3.458 

Living Alone Yes 1.525 1.671 1.974 1.860 1.403 1.583 

Type of smoker 

- (D) 

Daily 
 

          

  Occasional 
 

0.000 0.000 0.000 0.000 0.000 

  Always Occasion. 
 

0.000 0.000 0.000 0.000 0.000 

  Former Daily 
 

0.000 0.000 0.000 0.000 0.000 

  Former Occasion. 
 

0.000 0.000 0.000 0.000 0.000 

  Never Smoked 
 

0.000 0.000 0.000 0.000 0.000 
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Type of drinker 

(12 months) 

Regular Drinker 
 

          

  Occasional. Drinker 
 

0.255 0.242 0.260 0.219 0.242 

  No Drink Last12m 
 

0.481 0.466 0.473 0.458 0.498 

Type A disease Yes 
  

0.724 0.887 0.814 0.813 

Type B disease Yes 
  

0.308 0.299 0.320 0.313 

Mood disorder Yes 
   

8.335 5.848 5.172 

Anxiety disorder Yes 
   

1.233 1.186 1.168 

Sense of 

belonging 

Very Weak 
    

    

  Somewhat Weak 
    

0.962 0.973 

  Somewhat Strong 
    

3.771 3.911 

  Very Strong 
    

4.742 4.909 

Constant 
 

19.718 ######## ######## ######## ######## ######## 
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Appendix N 

Logistic Regressions Predicting Good Self-rated Health for Older 

Chinese Immigrants in Canada and Older Chinese in China, Based on 

the CCHS and CHARLS Data 

Population  Older Chinese immigrants in 

Canada 
Older Chinese in China  

Weighted sample 

size 
 460079 237687260 

Variable Category 
Exp(B) Exp(B) 

M1 M2 M3 M1 M2 M3 

Age 60-69 years old       

 70-79 years old 0.572 0.584 0.792 0.799 0.829 0.887 

 >= 80 years old 0.599 0.634 0.803 0.974 1.031 1.138 

Sex Female 0.663 0.613 0.557 0.811 0.899 0.942 

Marital Status 
Now Married or 

Common Law 
1.212 1.294 1.386 1.299 1.306 1.331 

Income (annual) 

Low income, 

Canadian:<$19,999; 

Chinese: 

Urban<¥25,000, 

Rural<¥10,000 

      

 

Middle income,  

Canadian, $20,000-

$49,999;  

Chinese, Urban ¥25,000-

¥40,000, Rural ¥10,000-

¥20,000 

1.180 1.146 1.170 1.323 1.286 1.317 

 

High income, 

 Canadian, $50,000 or 

more;  

Chinese, Urban 

>¥40,000, Rural 

>¥20,000 

1.239 1.241 1.256 2.276 2.234 2.317 

Education 
Less than secondary 

school graduation 
      

 
Secondary school 

graduation, no post-

secondary education 

1.543 1.454 1.408 1.072 1.064 1.139 

 
Post-secondary 

certificate diploma or 

univ degree 

2.154 2.068 2.158 0.924 0.943 1.061 

Residence location Rural 5.209 5.402 3.657 0.621 0.615 0.540 

Living Alone Yes 1.688 1.770 1.857 1.162 1.162 1.150 

Type of smoker - 

(D) 

Daily       

Occasional  1.825 1.632    

Always Occasion.  0.901 0.793    

Former Daily  0.574 0.640  0.806 0.895 

 Former Occasion.  0.653 0.552    
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 Never Smoked  0.941 0.920  1.020 1.083 

Type of drinker  

(12 months) 

Regular Drinker       

Occasional Drinker  0.949 1.070  0.635 0.638 

 No Drink Last12m  0.781 0.892  0.567 0.603 

   Type A disease Yes   0.701   0.414 

Type B disease Yes   0.244   0.425 

Constant  1.994 2.739 4.364 3.537 5.248 10.750 

 

 

 

 


